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Background. Obesity poses a continuous health challenge in South Africa and disproportionately affects black African households.
To target obesity in these settings, it is crucial to have an in-depth understanding of food choices made by affected households.
Objectives. To explore how healthy food is perceived by women living in Soweto, and the facilitators of and barriers to buying and

consuming this food.

Methods. This was a qualitative study that utilised semi-structured interviews. Ten participants were recruited using purposive sampling.
Interviews were audio-recorded, transcribed verbatim and analysed using thematic analysis. The study took place in Soweto, South Africa,

and was conducted from February to May 2019.

Results. Six themes were developed from the data: perceptions of healthy food; protecting family members from unhealthy food; learning
about healthy food; appreciation by the family; home-cooked food v. food bought on the street; and budgetary restrictions. The first three
themes were grouped by the overarching theme ‘consciousness of healthfulness of food, and the last three themes were grouped by the

theme ‘influences of the family and environment on food choices.

Conclusions. A focus on the whole family’s dietary behaviours is recommended and, in future interventions, guidance communicated in
intervention materials should be tailored to existing knowledge of healthy eating.
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When obesity was first recognised as an emerging health problem,
it was considered a condition existing in high-income countries.
Today, two-thirds of obese people live in low- and middle-income
countries (LMICs).!"? This is because many LMICs are experiencing
changes in both physical activity patterns and dietary behaviour,
such as increased use of motorised transport, more sedentary leisure
time activities and increased consumption of processed food."
Processed food is typically energy-dense food containing refined
carbohydrates, added sugars, fats and animal-sourced food; these
foods are all associated with overweight and obesity.!"

A country where diets are increasingly characterised by energy-
dense food is South Africa (SA). Between 2005 and 2010, sales of
processed food, such as packed snacks and ready-made meals, rose by
40%."1 Moreover, a study from 2012 indicates that the most desired
food among young adults comprised fast food, cookies, sweets and
sugar-sweetened beverages.”! As diets are becoming more energy-
dense, the number of people with obesity and non-communicable
diseases (NCDs) in SA is rising.[*”! Furthermore, as the affordability of
food is a pivotal factor when choosing what to eat, the consumption of
diets high in energy-dense food is more common in low-income areas
in SA.2*%1 A specific population group disproportionately affected
by obesity and poverty in the country are black African women.
Compared with 31% of South African men, 68% of women above the
age of 15 years in SA were classified as overweight or obese in 2016.1'"
Besides, within black African households affected by poverty, 63.4%
were female headed.>""!
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As the home environment is highly influential in the progress
of obesity, home-based interventions are a common method to
target obesity-related behaviours.!'” Therefore, in order to make
home-based interventions successful, it is crucial to have in-depth
understanding of the specific context in which the intervention
will be implemented.!"¥ However, little is known about the motives
behind food choices when considering the healthfulness of food in
low-income households in South Africa, particularly in relation to
the healthy eating habits of young children. Given the importance
of establishing healthy eating behaviours early in life, the aim of
this study was to explore female caregivers perceptions of healthy
food, and their perceived facilitators and barriers to buying and
consuming this food.

Methods

Study design

This study was an exploratory qualitative study which aimed to
provide an in-depth understanding of female caregivers’ perceptions
of healthy food in an urban township, with a focus on female
caregivers of 3 - 5-year-old children. Individual semi-structured
interviews were utilised to allow participants to elaborate on their
experiences and feelings about healthy food.!!

Ethics
Ethical approval was obtained from the University of the
Witwatersrand’s Human Research Ethics Committee (Medical;
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M181063). All participants gave informed written consent for
participation.

Participant recruitment

The study took place in Soweto, an urban township located in
Johannesburg, South Africa. Inclusion criteria were: (i) being a
female caregiver of a child between approximately 3 and 5 years
old, (ii) living in Soweto, (iii) minimum age of 18 years, and (iv) the
willingness and ability to be interviewed in English.

Prior to conducting the study, a household survey was conducted
in Soweto by the University of the Witwatersrand. This study
provided a list of individuals who had consented to be re-contacted
for future studies. The initial contact with potential participants
was made telephonically by the first author. During the phone call,
the purpose of the study was explained, and fulfilment of inclusion
criteria was ascertained. If an interviewee agreed to participate,
a time and location were agreed upon for an interview. A total of
10 participants were recruited.

Instruments

An interview guide was developed based on existing literature
regarding factors influencing food choices and perceptions of
healthy food. Two conceptual frameworks were drawn on to guide
the scope of the interview questions. The first framework was the
Attitude, Social Influence and Self-Efficacy model, which posits that
health behaviours depend on a person’s intention to perform this
behaviour, and it was used to capture personal factors influencing
food choices.”! The second framework, the Socio-Ecological Model
(SEM), emphasises the complex societal aspects that influence
health choices, and it was used to capture the external factors
influencing food choices.®'”) After a pilot interview and throughout
the interview process, questions were added and removed, and
adaptions were made to make the questions easier to understand for
participants.

Procedures

Interviews took place between March and April 2019, with translation
assistance from a local research assistant where necessary. After
each interview, the course of the interviews and interpretation of
answers of the participants were discussed between the researcher
and research assistant. All interviews took place in participants’
homes. Nine interviews were audio-recorded, and the responses
of one participant who declined audio-recording were captured by
taking notes. The durations of the interviews conducted varied from
30 minutes to 1 hour. All participants were compensated for their
time (at the end of the interview) with a supermarket voucher (value
approximately $7US.

Data analysis

The interviews were transcribed verbatim and anonymised. Data
analysis was done using an inductive thematic analysis with support
of Atlas.ti 8 software."® While data collection was still ongoing, the
first interviews were transcribed and coded.” The codes formed
conceptual labels that enabled the categorisation of data. Throughout
data collection, the range of codes was expanded. To improve the
robustness of the analysis process, codes were discussed within the
research team. When all interviews were completed, all transcripts
were read again, and codes were refined where needed. Broader
relationships between the codes and the research question were then
sought. In this way, new connections and overarching themes were
created and reported patterns in the data were generalised, creating
thematised meanings of the collected data.!"
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Results

Six themes were developed from the data: perceptions of healthy
food; protecting family members from unhealthy food; learning
about healthy food; appreciation by the family; home-cooked food
v. food bought on the street; and budgetary restrictions. The first
three themes were grouped by the overarching theme ‘consciousness
of healthfulness of food, which captured the perceptions of healthy
food, and the willingness to consume healthy food. The last three
themes were grouped by the theme ‘influences of the family and
environment on food choices, which captured the facilitators and
barriers to consuming and buying the food perceived as healthy
food. In Table 1, participants’ specific characteristics are presented.

Consciousness of healthfulness of food

Perceptions about healthy food

There was reportedly a clear understanding among participants that
healthy food consists of vegetables and food low in oil, sugar and salt
(Table 2: Quote 1 and 2). One participant in particular frequently
consumed vegetables, and found it very important for her family to
do the same. According to her, the high consumption of vegetables
ensured that her family members did not get sick (Table 2: Quote 2).
However, most participants were of the opinion that they did not
consume enough vegetables, and expressed that they wanted to
consume vegetables more frequently (Table 2: Quote 3).

Protecting family members from unhealthy food

All participants had an experience of chronic disease - either
themselves, or through a family member being chronically ill.
Participants were highly aware of the possible consequences of an
unhealthy diet, and this motivated most participants to control
their families’ consumption of unhealthy food. Especially when
considering their children, participants tried to promote healthy
eating behaviours and avoid the consumption of sweets. Participants’
motivations to protect their children against unhealthy food differed;
some believed that when their children were familiarised with
healthy food at a young age, it would prevent them from becoming
chronically ill later in life (Table 3: Quote 1). One participant had
a more practical reason to promote the consumption of healthy
food in her family. According to her, the consumption of fruit
and vegetables was necessary to prevent her family from falling ill
because she was afraid of the extra costs that they might have to
incur (Table 3: Quote 2).

Most participants also acknowledged that it was difficult to stop
their children from eating unhealthy food because they could not
control what their children ate when they were not present (Table 3:
Quote 3). A way for most participants to make sure that their
children ate the food that they gave them was to dish up for them
and not give them any choice but to eat the food. One participant
mentioned that her youngest child was the only child she could still
control in eating healthy food, and therefore she focused more of her
energy on the younger child (Table 3: Quote 4).

Learning about healthy food

Some participants explained that receiving education about healthy
food and the benefits of healthy food motivated them to consume
healthier diets. However, the education that led to this motivation
was usually gained later in life, and not during school (Table 4:
Quote 1). Many participants mentioned the nearby health clinic as
a source where they received education about healthy food (Table 4:
Quote 2). In addition, social media, the internet and TV were also
often mentioned as having taught participants about the benefits of
healthy food (Table 5: Quote 3).
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Influences of the family and environment on food
choices

Appreciation by the family

Most participants bore the main responsibility for cooking within
the household. The decision about what was going to be cooked
for the day was highly influenced by the preferences of their family
members (Table 5, Quote 1). Family members favourite meals
typically consisted of a starch and a meat. Participants who lived with
a man explained that meat was the food that men appreciated the

Table 1. Characteristics of study participants (N=10)

most. One participant explained this to be because the consumption
of meat was part of South African culture (Table 5: Quote 2).
Participants explained that starches were highly desired because
these gave them and their family members the feeling of being full
the whole day (Table 5: Quote 3).

Even though most participants cooked according to the wishes of
their family members, they also acknowledged that they perceived
the food that their family members preferred as unhealthy. For
example, some believed that starchy foods could lead to constipation

Participant* Age (years) Child’s age (years) Relation to child Married (yes/no) Employed (yes/no)  Social grant (yes/no)’
1 40 5 Mother No No No
2 30 3 Mother Yes No Yes
3% - 4 Grandmother Yes No Yes
4 39 5 Mother No No Yes
5% - - Day care No Yes -
6 37 3 Mother No No Yes
7 42 5 Mother No No Yes
42 7 Mother Yes No Yes
44 3 Mother Yes Yes No
10 37 2 Mother Yes No Yes

*Not primary caregiver of child.

Social grants in South Africa include child support grants, disability grants and other forms of social protection.

Table 2. Quotes re ‘Perceptions on healthy food’ and ‘Changes in diet due to chronic disease’

Quote number Participant Quote

1 Participant 2 Healthy food, no starchy, less sugar, you see? Less fat.

2 Participant 3  Vegetables are very healthy [...] I think the vegetable is to like, eh, in this house there is no one who's got like
high blood, from our family at home, no high blood, no sugar, there is no one who is taking the pills, except
the one who is mentally disturbed.

3 Participant4  If we can have more veggie everyday, then I can be satisfied that our nutrition is balanced, because if you are

going to have balanced meal, it has to have the veggie.

Table 3. Quotes re ‘Protecting family members from unhealthy food’

Quote number Participant Quote

1 Participant 1 I am diagnosed with, uhm, cholesterol, high blood and at the age of mine I was not supposed to be on those
things. So just because I have seen that, for me not for them to end up the same thing that I end up like
having [...] is something that I would easily like avoid for them [refers to children].

2 Participant 2  [Question: How important is it for you that your family eat this vegetables and fruits?] Uhm, I think it is
important, very very important because we can't afford to sick always.

3 Participant 7 I am not there and I don't know what they are buying, you understand? [...] So you can, you cannot have a
security just to guard the children of what they are eating.

4 Participant 8 ~ Like when I cook vegetables right, I encourage the last one to eat more vegetables [...] Those big ones I don't,

but this one I do.

Table 4. Quotes re ‘Learning about healthy food’

Quote number Participant Quote

1 Participant 1 ~ For me, because we grew up in a situation whereby this, no one came and teach us how to eat healthy food.
You only reach those things along the way.

2 Participant 8 I once take my son to the clinic for immunisation, né*, [...] so we went there and then they teach us about
the salty food and too much oily and then she [refers to lady giving workshop] gave us the reason why, and
she was talking specifically about diabetes and high blood.

3 Participant 2 So now I will co-operate and eat those veggies too much because on the internet they said so.

*Né is a colloquialism that is used similarly to ‘You know?’
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and weight gain, and the consumption of too much meat was often
mentioned as a risk factor for developing gout. In their opinion, the
need to cook the food that their family members appreciated the
most felt like a barrier towards the consumption of a healthier diet
for themselves and their family members (Table 5: Quote 4).

Home-cooked food v. food bought on the street

Most participants preferred their family members to eat food cooked
at home rather than food sold on the street - also referred to as
junk food. Participants thought of such food as unhealthy because
it tends to be high in fat and low in vegetables (Table 6: Quote 1).
However, most participants were aware that junk food was appealing
to many, especially their children. One participant explained that the
consumption of junk food by her children was wasteful because she
would already have bought food to be cooked at home. Preventing
this waste was an extra motivation for her to control her children’s
consumption of junk food (Table 6: Quote 2).

Budgetary restrictions

All participants explained that having a restricted budget was a major
barrier to buying and consuming healthy food. They explained that
rather than purchasing the food that they perceived as healthy, they
would buy cheaper options or special deals. These cheaper options
and deals were often considered as less healthy; for example, fish oil
rather than olive oil. Almost all participants perceived the high cost
of vegetables as a barrier to buying vegetables because they had to
compromise on the amount of vegetables that they consumed during
the week (Table 6: Quote 3).

Discussion

The present study highlighted the perceptions of female caregivers
of young children living in Soweto regarding healthy food, and
what they perceived to be facilitators and barriers to buying and
consuming healthy food. The main findings were that vegetables
and food low in oil, sugar and salt were perceived as healthy by
participants. Participants who encountered chronic illness, either
themselves or within their families, perceived this awareness as a
facilitator to buying and consuming healthy food. Family members’
preferences for unhealthy food and purchasing food on a restricted
budget were barriers to buying and consuming healthy food.

Table 5. Quotes re ‘Appreciation by the family’

Study participants were highly aware of the consequences of
unhealthy food, and they explained this awareness as the reason
why they desired to consume a healthier diet. This stance was in
contrast to a previous study conducted in SA, which showed that
most participants did not associate poor eating habits with chronic
diseases and did not think of being overweight as something that
impaired their health."” Factors that led to this awareness which
were mentioned by participants in the current study were receiving
education about healthy food and experiencing health issues due to
the consumption of unhealthy food.

Budget restrictions were a major barrier to buying healthy
food. This finding is not surprising, as it is well established that a
lower income shapes food behaviour towards the consumption of
unhealthier diets.””’ Additionally, the costs of healthy food in South
Africa are rising, and widening the gap between what foods poor
households can afford and what they should be buying for basic
nutrition.?"! On the other hand, a study conducted in Durban, South
Africa, showed that even if the household income of participants
had increased substantially over the years, the price of food was
still a significant concern for these participants. Always on a search
for the best deals, participants of the Durban study tried to save as
much money as possible on food.” This point suggests that in the
current study, prioritising low-priced food may have been the main
barrier towards buying healthy food, rather than the absolute cost of
vegetables as experienced by participants.

The analysis presented here shows a contradiction between the
desire of most participants for their family members to consume
healthier food, and the food that they cook for themselves and their
family members. When deciding what to cook, the preferences
of family members were very influential, and especially male
preferences took precedence. Nevertheless, the food preferred most
was also perceived as unhealthy when consumed too often, and
prevented participants from cooking more healthy food for their
families. A study conducted with families in the United States
showed the same contradiction: mothers wanted to make healthy
food choices, but fathers desired the less healthy options more, with
adolescents in these families leaning more towards the diet habits of
their fathers.® A reason why male preferences in the current study
took precedence could be because of prevailing patriarchal norms in
South Africa.?!

Quote number Participant Quote
1 Participant 8 ~ Like when I want to cook, eh [...] I ask them what are we cooking today? [...] I always communicate it with
my daughter when I want to cook.
Participant 2 Because you see, men they can't afford to eat that [refers to vegetables], ai, they eat bread and meat only.
3 Participant 4  Uhm, I like pap, it keeps me full the whole day. I don’t have to go and snacking around grabbing something.

Participant 8

No, they [refers to family] don't like veggies so I don’t want to cook many pots.

Table 6. Quotes re ‘Home cooked food v. food bought on the street, ‘Changes in consumption patterns over time’ and ‘Budget

restrictions’

Quote number Participant Quote

1 Participant 4 During the day, we will cook in the house, later on we cook again. So this bad lifestyle it is not for them
[refers to children eating food sold on the street].

2 Participant 9  They enjoy junk food [refers to the children], but for that you must know how to control them, do you
understand? Because you can’t buy food here and then at the end of the day they go and buy food outside,
it’s a waste, you see.

3 Participant 7 Vegetables I can say maybe two to three times a week. Because obviously you can't eat vegetables every day

[...]Ja, T am talking about like money, because vegetables are expensive, and so obvious you have enough for
your body to balance, like maybe three times a week.
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The current study clearly shows the desire of study participants to
promote healthy food choices for their children. However, it also
suggests that when children are not supervised by their caregivers,
there is no control over what they consume. A strategy of participants
in the current study to gain more control over the food that their
children ate, was to motivate their children to eat home-cooked food
rather than junk food bought on the street. This strategy was shown
to be successful in improving childhood obesity in other studies as
well.?%7) By emphasising home-cooked meals and family dinners,
children are taught to adopt healthier diets at an early age.

The findings of the current study can inform home-based health
interventions addressing food behaviours. Firstly, it could be
beneficial for such interventions to include the whole family rather
than only one person, considering the effect that family members
had on the food choices of participants. Secondly, the current
study showed that participants already had a broad knowledge
about healthy food. By building upon this knowledge rather
than repeating facts that participants already knew, home-based
health interventions addressing food choices could potentially
be more effective. Because many of the participants mentioned
the local health clinic to be a source where they learned about
healthy eating, guidance on healthy eating could be provided by
community healthworkers operating from local health clinics.
However, future research is needed to explore the feasibility and
effects of this suggested method, whether the material provided
is easy to understand by caregivers, and to obtain further insights
into why existing guidelines (e.g. South African food-based dietary
guidelines) are not necessarily implemented. Lastly, future research
could explore the financial constraints to buying healthy food
described by participants, as the analysis here suggests a complex
balance between affordability and priorities of budget allocation.

It is important to recognise that the factors hindering the
consumption of healthy food were highly embedded in the cultural
and environmental factors of participants’ surroundings. For example,
budget restrictions experienced by participants are determined by
their socio-economic status. Furthermore, the possible patriarchal
norms that pose a barrier towards the consumption of more healthy
food in the families of participants, are deeply embedded in their
social and cultural norms and values.”? In order to improve
these factors, systematic and long-term changes that are not being
addressed by home-based interventions need to occur.

Limitations of the study included the potential for socially
desirable answers, the potential misinterpretations owing to
translation and cultural differences, and a relatively small sample
size. Nevertheless, as the aim of the current research was to
capture perceptions of food rather than measure food intake
of participants, potential socially desirable answers were not
perceived to have a substantial effect on the study’s results. The
relatively small sample size could be perceived as a limitation, and
may raise questions regarding data saturation. However, the utility
and compatibility of saturation with thematic analysis has been
questioned, and there is no definitive measure of data saturation.?®
Instead, this study was more concerned with the richness of data,
and the number of interviews was determined by pragmatic and
analytical considerations of how well the aims of the study could
be fulfilled with the data collected. The strengths of the study
lay in the continuous discussion of interpretations between the
researcher and research assistant to help ensure the credibility
of the findings. Besides, interviewing participants in their home
environment helped the researcher to understand participants’
contexts.
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Conclusion

This study has built upon the understanding of food choices made
in a low-income setting in SA. Even though participants found it
important for themselves and their families to consume healthy
diets, they faced several barriers that prevented them from doing so.
By addressing these barriers, future home-based health interventions
can become more successful in targeting malnutrition in low-income
settings.
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