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Aims. To understand what domains of acculturation are experienced by Chinese immigrants with cardiovascular disease (CVD) in
Australia and how these domains of acculturation infuence their CVD self-care behaviours. Design. A qualitative descriptive
design. Methods. Individual phone interviews were conducted among Chinese immigrants with CVD in Sydney, recruited from
Chinese Community associations and social media. Inductive and deductive thematic analysis was employed, guided by the
Middle-Range Teory of Self-Care of Chronic Illness and the conceptual model of acculturation. Results. Twenty participants,
mean age 69.9 years, were interviewed. Te domains of acculturation in relation to CVD self-care behaviours encompassed
cultural practices, cultural values, healthcare system navigation, and new living environment. Retaining their Chinese culture and
integrating into Australian culture regarding dietary practices, social networks, traditional values and family relationships served
as both enablers and barriers of self-care maintenance through factors such as heart-healthy diets, physical activity, stress
management and medication adherence. Many participants denied encountering difculties to utilize primary care services, but
language barriers deterred them from accessing acute services and heart-health information from mainstream sources. Some
preserved beliefs and practices in Traditional Chinese Medicine may complicate their self-care maintenance (medication ad-
herence) and self-care management (responding to acute angina episodes). Conclusion. Te infuence of acculturation on CVD
self-care behaviours among Chinese immigrants is multifaceted and individualized. Clinicians and community health workers
should assess patients’ acculturation experiences to enable culturally sensitive practices. Te lack of culturally and linguistically
appropriate heart health information in the community should be addressed urgently to mitigate the cardiac health disparity.
Collaboration with Chinese community associations ofers an opportunity for co-design and dissemination of information about
Australian healthcare systems and heart health education to upskill CVD self-care practices and mitigate the health inequities
experienced by Chinese immigrants.

1. Introduction

Cardiovascular disease (CVD) has been the leading cause of
death globally for many years, and approximately 19.8
million deaths globally were attributed to CVD in 2022 alone
[1, 2]. It creates enormous and growing burdens which
disproportionally afect immigrant groups compared to host
populations [3].

People from China comprise one of the largest and
fastest-growing immigrant populations globally, and the
most popular countries where Western cultures are domi-
nant to which they have migrated are the United States,
Canada, Australia, New Zealand, and the United Kingdom
[4]. In recent years, many Chinese have relocated to these
countries at relatively older ages through sponsorship of
their adult children who migrated frst. It has been widely
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reported that Chinese immigrants experience disadvanta-
geous CVD profles, with the risks of obesity and diabetes
increasing in parallel with increasing residence duration [5].
A systematic review involving 258,474 participants found
greater prevalence and mortality from coronary heart dis-
ease in Chinese immigrants compared to their counterparts
in China [6]. At the same time, another review and meta-
analysis of data from eight cohort studies found greater
short-term cardiac mortality in Chinese immigrants than in
the host populations [7].

Self-care is an evidence-based practice for reducing
cardiac mortality and hospital readmission and increasing
quality of life [8, 9]. Based on the Middle-Range Teory of
Self-Care of Chronic Illness [10], the concept of self-care
compromises three key processes. Self-care maintenance
refers to behaviours performed to stabilize an illness process
or preserve health status, such as healthy lifestyle adaptation
and medication adherence. Self-care monitoring is defned
as activities taken in order to be vigilant, observing body
changes such as measuring blood pressure. Self-care man-
agement entails patients’ evaluation of their treatment or
their response to changed body signs and symptoms.
Multiple factors are known to infuence self-care, including
characteristics recognised as social and cultural de-
terminants of health (for example, education level, economic
status, and ethnicity), challenging patients’ ability to practice
CVD self-care [8, 9]. Further, the complexities of self-care
practice are compounded for immigrant populations who
work between two cultures, negotiating across the health
beliefs and healthcare systems of both their country and
culture of origin and that of their host countries.

Acculturation, a complex and multidimensional change
process, occurs when two diferent cultures interact,
resulting in various adaption forms in tandem with cultural
and psychological changes [11]. To conceptualize accul-
turation Schwartz and colleagues [12] proposed an expanded
model that could generate a comprehensive understanding
of the journey of the acculturation experience. Te resultant
changes are explored in three domains: cultural practices
(language use, media preferences, social interaction, and
cultural foods), cultural values (cultural beliefs), and cultural
identifcation (attachment to cultural group) in relation to
the original culture and the host culture, respectively. Ac-
culturation plays a signifcant role in immigrants’ health,
including the progress of CVD [13]. Robust evidence has
indicated that levels of acculturation are closely related to
CVD profle and disease management among immigrants
[14, 15].

A clear understanding of the infuence of acculturation is
required to accurately describe self-care behaviours among
frst-generation Chinese immigrants living with CVD and to
develop targeted interventions to minimize the CVD health
inequities experienced by Chinese immigrants. However,
a recent systematic review [16] has shown that studies of
acculturation experiences in relation to CVD self-care be-
haviours in Chinese immigrants are scarce. Few studies
distinguish Chinese frst-generation immigrants from sec-
ond or mixed generations, whose self-care practices may
vary signifcantly depending on the level of acculturation

[17]. Moreover, in many papers, acculturation was examined
using proxy acculturation measures such as length of resi-
dence or age at migration. Tis has restricted understanding
of the comprehensive mechanisms of the cultural adaptation
process and its infuence on Chinese immigrants’ CVD self-
care behaviours. To address this gap, this study aimed to
address two questions: (1) What domains of acculturation
are experienced by frst-generation Chinese immigrants with
CVD in Australia? (2) How do these domains of accul-
turation infuence their CVD self-care behaviours?

2. Methods

2.1. Design. Underpinned by philosophical assumptions of
naturalism/constructivism, which generates an un-
derstanding of a phenomenon by analysing the meanings
that participants ascribe to it and describe to investigators
[18], a qualitative descriptive approach was an appropriate
choice for this early exploratory work, capable of generating
rich description of an understudied phenomenon [18, 19].
Te study was reported in line with the Consolidated Cri-
teria for Reporting Qualitative Research [20].

2.2. Study Setting and Recruitment. Participants were
recruited if they met all the following inclusion criteria:

(i) First-generation adult Chinese immigrants to
Australia, born in Mainland China, Hong Kong,
Macao, or Taiwan

(ii) Australian permanent residents or citizens
(iii) Self-reported or medically-diagnosed with CVD,

including coronary heart disease, stroke, or heart
failure

(iv) Speaking English or Mandarin
(v) Providing informed consent, excluding those with

history or evidence of impaired cognition.

A combination of purposive and snowball sampling was
employed to recruit participants via three primary sources:
social media, Chinese Community associations, and medical
centres in Sydney, Australia, between September 2021 and
June 2022. Electronic recruitment fyers were distributed
through social media platforms such as WeChat, the Sydney
Today mobile app, and 2ac Australian Chinese Radio. Te
frst author initially approached gatekeepers of Chinese
community associations for support to disseminate elec-
tronic fyers via their social medias. After COVID re-
strictions were lifted in May 2022, this author circulated
paper fyers in person while attending Chinese community
associations’ outdoor activities. Paper-based fyers were
made available in reception areas at a medical centre. Initial
participants were asked to pass details of the research and
recommend participation to their family or friends living
with CVD.

Potential participants who expressed interest in this
research were invited to contact the frst author via the
phone number or e-mail address provided. She screened
potential participants, provided a verbal explanation of the
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research, and sent electronic participants information sheets
to eligible participants. Te dates and times for the phone
interviews were agreed with participants.

2.3.DataCollection. Tefrst author interviewed participants
in their preferred language (Mandarin) and aimed to create
a warm and nonjudgemental environment for the interview.
Participants consented to audio-recording the interviews and
the author took feld notes during the process.

A semistructured interview guide was drafted, informed
by the Middle-Range Teory of Self-care of Chronic Illness
[8, 10] and the conceptual model of acculturation [12]. Tis
was discussed and revised among the author group and
piloted with volunteers whose data were not included in the
study analysis. Te interview started with collecting par-
ticipants’ demographic and clinical data, followed by open-
ended questions with probes concerning their CVD self-care
behaviours, acculturation experiences and how these unique
experiences infuenced their self-care behaviours (Supple-
mentary Table 1). Recruitment and interviews continued
until data saturation was achieved; that is, until no new
information emerged during interviews [18]. No repeat
interviews were carried out.

2.4. Data Analysis. Te audio fles were transcribed verbatim
in Mandarin by the frst author [21]. Following Twinn’s [22]
method to improve the consistency and reliability of data
translation in cross-language interview studies [23], transcripts
were independently translated into English by professional
translators, and then validated by bilingual researchers in this
author group. English-translated transcripts were imported
into NVivo 12 software for data analysis.

Te frst author immersed herself in the data set through
repeatedly listening to the audio recordings for transcription,
translation, validation, and coding analysis. Deductive and
inductive thematic analysis was employed [24], with a pre-
determined list of codes developed based on the Middle-Range
Teory of Self-Care of Chronic Illness with the related self-care
inventory proposed by Riegel et al. [25], and Schwartz et al.’s
[12] conceptual model of acculturation. Additional codes were
generated by reading the transcript line-by-line and coding for
topic content. Coding and fndings were progressively checked
and discussed within the author team.

2.5. Ethical Considerations. Tis study was approved by the
Human Research Ethics Committee at University of Tech-
nology Sydney with registration number ETH21-6096. In-
formed consent was obtained from all individual
participants included in the study.

2.6. Rigor and Flexibility. Grounded in trustworthiness
criteria proposed by Lincoln and Guba [26], credibility was
ensured by author team’s ongoing engagement in data
collection and analysis. Peer-debriefng meetings were held
regularly to check on the research process. Tick description
of study participants and the context of the research were
provided to establish transferability. In terms of

dependability and confrmability, data transcription,
translation, and analysis were conducted independently and
checked by team members. Any discrepancies during these
processes were addressed among the research team. An audit
trail was recorded during the whole process. Te researchers
explored their attitudes toward the topic and fndings to
avoid personal bias and further create confrmability. Te
frst author, who collected and coded the data, is a registered
nurse and a bilingual researcher certifed by the National
Translation Accreditation Authority. She identifes as from
the same cultural background as these participants. She
understood some local dialects and cultural health beliefs
and practices, which facilitated the conduct of the interviews.
Te author had no contact with any participants before the
research project and holds no-judgemental attitudes toward
the interview and data analysis process.

3. Results

3.1. Participant Characteristics. Telephone interviews (mean
duration: 63.6minutes, ranging 35.9 to 135.2minutes) were
conducted with 20 Chinese Australian participants. Tere
was no drop-out from recruitment. Te mean age of 19
participants was 69.9 years.Temajority of participants were
female (60%); most had migrated to Australia at a relatively
older age (mean 55 years), following their retirement in
China, and had lived in Australia for mean 14.4 years. All
had limited English profciency and half were privately
medically insured. Te majority (90%) were married and
lived with a partner or extended family (Table 1). Most
participants reported a diagnosis of coronary heart disease
while three had experienced stroke. Some (30%) were di-
agnosed in China before moving to Australia. Many (60%)
had been living with CVD for more than three years and for
most (80%) their CVD was predominantly managed con-
servatively with prescribed medical treatments (Table 2).

3.2. Acculturation Experiences in Relation to Self-Care
Behaviours. Acculturation experiences infuencing CVD
self-care behaviours were organised into four major themes:
cultural practice and self-care, cultural values and self-care,
healthcare system utilization and self-care, and new living
environment and self-care. Within each theme, subthemes
specifed each domain of acculturation (Table 3). Teme 4 is
a relatively small domain of acculturation experiences in
relation to CVD self-care. Due to limited interview data in
this dominant, the theme is not expanded with subthemes.

3.2.1. Teme One: Cultural Practices and Self-Care.
Participants’ self-care behaviours, especially self-care
maintenance, were intertwined with cultural practices,
predominantly dietary practices, social networks, language,
and media preferences.

(1) Dietary Practices. Dietary patterns comprised a signif-
cant component of acculturation experience. How these
immigrants adapted to a new culture was infuential for their
dietary behaviours. Participants’ dietary acculturation

Health & Social Care in the Community 3
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experiences were categorized as retaining cultural dietary
habits and/or integrating into Australian dietary culture.
Both dietary acculturation experiences served to facilitate or
deter adherence to a heart-healthy diet: an essential com-
ponent of CVD self-care maintenance.

(1) Retaining Cultural Dietary Habits. Tere was con-
sensus that participants preferred Chinese cuisine,
irrespective of their duration of residency. Tey re-
ported that they were accustomed to Chinese foods
and that it was hard to change their taste preferences
and cooking style. For example, heavily salted and
spiced dishes were prominent in some parts of
China, and participants from these locations found
difculty adapting to low-salt dietary recommen-
dations. Cantonese participants held cultural dietary
beliefs about the nutritious value of meat stew and its
benefts for health and disease recovery, despite that
one participant reported that it increased her cho-
lesterol level. In Chinese culture, food functions not
only to preserve life and health but also for the joy of

living, perceived as conveyed by their customary
diets. Consequently, some participants were un-
concerned about heart-healthy diets, which deterred
adherence to dietary recommendations.

“But sometimes I can’t change my dietary habit. First,
people who come fromWuhan prefer salty and spicy food. I
lose my appetite if the food is not salty and spicy” (P9, male,
73yrs, residence 10yrs, CHD10 yrs).

Nevertheless, cultural dietary habits did not always
deter adherence to recommended diets. Participants
from some parts of China preserved culturally de-
termined light eating patterns, such as using less salt
and oil for cooking, simplifying adherence to heart-
healthy diets.

(2) Integrating into Australian Dietary Culture. Despite
maintaining Chinese cuisine, most participants had,
to some extent at least, integrated into Australian
food culture. Breakfast was the frst meal to change

Table 1: Participants’ demographic characteristics (n� 20).

Characteristics Mean (SD) (N) Range (%)

Age (years) 69.6 (4.7) 61–79
40–45̂

Age at migration (years) 55.0 (12.4) 32–73
30–35̂

Length of Australia residence (years) 14.4 (11.8) 2–42
Sex
Male 8 40
Female 12 60

Language spoken at home
Mandarin 17 85
Cantonese or dialect 2 10
English 1 5

English profciency
Poor 9 45
Basic 9 45
Good 2 10

Education level
<High school 2 10
High school 6 30
Some college/technical school 5 25
Bachelor 7 35

Marital status
Married 18 90
Divorced 1 5
Widowed 1 5

Living status
Alone 1 5
With partner 11 55
With partner and young children 4 20
With extended family 4 20

Employment status
Part-time 1 5
Full-time 1 5
Unemployed 1 5
Retired 17 85
Private insurance cover 10 50

Ône participant only reported her age in this range.

Table 2: Participants’ CVD related clinical characteristics (n� 20).

Characteristic N %
CVD diagnosis

Coronary heart disease 17 85
Stroke 3 15

Diagnosed following:
Health check 9 45
Presenting symptoms 11 55

Duration of CVD diagnosis (years)
≤1 1 5
>1 and ≤3 7 35
>3 and ≤10 10 50
>10 2 10

Place of CVD diagnosis
Mainland China 6 30
Australia 14 70

CVD risk factors
Hypertension 6 30
Hyperlipidaemia 14 70
Hyperglycaemia 1 5
Family history 6 30
Smoking 3 15
Depression 1 5
Other 3 15

Initial treatment
Lifestyle intervention 1 5
Conservative medication therapy 16 80
Trombolysis 2 10
Coronary artery bypass graft operation 1 5

Recurrent hospital admission
No 16 80
Yes 4 20

Number of chronic conditions
None 3 15
1 11 55
2 4 20
3+ 2 10

CVD: cardiovascular disease.

4 Health & Social Care in the Community
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postmigration, with most partially or entirely
adopting a Western-style breakfast (such as milk,
cereals, and bread). Collectively, participants in-
creased their consumption of vegetables, fruits,
seafood, dairy products, eggs, and wholegrains fol-
lowing migration, attributing this to their local
availability, afordable prices, and food safety in
Australia. Some reported being accustomed to eating
salads and tasting local vegetables as they believed
these foods were healthy. Tis dietary acculturation
facilitated their adaptation to heart-healthy dietary
recommendations.

“Tere must be some changes (in my diet). For example, I
did not eat carrots that much when I was in China. After
coming here, I started to eat more carrots. Broccoli is
another example. . . Avocado is available here, not in
China” (P3, female, 63yrs, residence 8yrs, CHD 14yrs).

Conversely, a few participants adopted some local di-
etary behaviours that did not align to recommendations,
such as “fast food” (e.g., pizza and burgers), bakery goods
(cakes and pastries), and lollies (sweets). One participant
who previously loved eating fsh changed to eat more red
meat as it was much cheaper in Australia.

(2) Social Networks. Social networks, a second domain of ac-
culturation experience, can refect the extent to which immi-
grant participants have adapted to a new cultural community,
including coping with the separation from overseas social
networks and establishing new community ties. Networks
mainly infuenced participants’ self-care maintenance of their
CVD in relation to dietary practices, physical activity, stress
management, and medication adherence.

(1) Coping with Separation from Overseas Social Net-
works. Separation from previous social networks in
China was both a driver and constraint to engaging
in self-care. Some participants talked of how, in
China, complicated social relationships and collec-
tivist social norms could put a lot of strain on people
to prioritise others over their own needs. Some felt
greater peace of mind after moving to Australia and
living a simpler social life, which was seen as ben-
efcial for stress management. Engaging with fewer
social activities and meal gatherings in Australia
made it easier to take medication on time and follow
a heart-healthy diet.

“Whether it is my (heart) condition or any other disease,
patients need good rest to help with their recovery or disease
management. . . I had many friends and relatives there (in

China). Tey needed my help with all sorts of things, which
kept me busy. . .So, I had more stress. Too much stress and
socialising are not good for my health” (P17, female, 68yrs,
residence 5yrs, CHD 6yrs).

Following their migration, some participants still
actively maintained overseas social networks which
they used to seek heart health information and
emotional support. However, such recommenda-
tions could include encouragement to take TCM or
health supplements to manage their heart condition,
which could negatively afect their prescribed
medication regimes.

(2) Establishing New Community Ties. Many partici-
pants moved to neighbourhoods that were ethnic
enclaves, actively sought Chinese community cen-
tres, and joined Chinese group activities. Tese new
social networks provided a means to share their
experiences of acculturative stress and mitigated
their feelings of social isolation, which assisted them
to better manage their stress. Membership of Chi-
nese community centres supported participants in
CVD self-care, for example, by taking part in regular
group exercises such as dancing, Tai Chi, and table
tennis, and peer support for adherence to exercise
recommendations. Some reported that attending
health talks in the community centre and exchanging
health information with friends there motivated
them to adopt a healthy diet and improved their self-
efcacy to manage their heart disease.

“I have found a . . . art group. . .Tey are all Chinese so that
we can have a chat and do activities together, such as
singing, dancing and playing instruments. I am happy with
that” (P16, male, 76yrs, residence 3yrs, CHD 7yrs).

(3) Language and Media Preferences. Te frst settlement
challenge reported by almost all participants was a language
barrier. It shaped their ways of accessing healthcare and
seeking heart health information in Australia, which are
essential aspects of CVD self-care maintenance.

(1) Accessing Healthcare Systems. Almost all partici-
pants denied that language was a barrier in seeking
primary and cardiologist services because they
proactively sought Chinese-speaking physicians.
When they encountered an English-speaking phy-
sician, their adult children interpreted for them, or
they used a health service interpreter. By contrast,
inability to converse in English was a signifcant
deterrent to accessing ambulance and hospital ser-
vices, which reduced participants’ self-efcacy for
managing acute cardiac events.
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“We do not speak English. . . What if I need an ambulance
due to my heart condition or when something else goes
wrong?Tat kind of situation worry me. If I were in China,
because I speak the language, I could call an ambulance
right away, or go to the hospital” (P3, female, 63yrs, res-
idence 8yrs, CHD 14yrs).

(2) Seeking Heart Health Information. Language bar-
riers also blocked participants’ access to heart health
resources and information from mainstream
healthcare services and media. Many participants
lacked heart health knowledge to support their self-
care decision-making and skills. Tey searched for
health information in Chinese via Chinese media
(websites, social media, apps, and books) and ethnic
social networks. However, the health information
they accessed was not necessarily scientifcally ver-
ifed and could be “folk medicine”; some advice
clashed with Western treatment recommendations
and could be detrimental to their treatment adher-
ence and overall self-care behaviour.

3.2.2. Teme Two: Cultural Values and Self-Care.
Traditional values and family relationships were strong in-
fuences on participants’ CVD self-care behaviours in self-care
maintenance, self-caremonitoring, and self-caremanagement.

(1) Traditional Values

(1) Retaining Traditional Values. Most participants had
retained traditional values postmigration and many
referred to or indicated that these were based in
religious or philosophical principles, such as Bud-
dhist, Taoist or Confucian thought, which they had
grown up with. Half the participants endorsed
Buddhist values that encourage people to let go of
worry and live in the present; these values enabled
participants to manage their daily stress and shaped
their illness perspectives. For example, after being
diagnosed with heart disease, these participants
quickly accepted this and actively engaged in treat-
ment and CVD self-care rather than worrying about
the disease. High importance was placed on keeping
a peaceful mind in Taoist philosophy, which was
embraced by some participants to achieve emotional
stability for promoting their heart health.

“Anyway when the disease comes. . .I just accept it and
adapt to it. . .I just followed the doctors and did whatever
they suggested. If I had spare time, I sometimes sought
heart-related health information. . .I didn’t feel stressed
when I knew I had a stroke ” (P10, female, 64yrs, residence
32yrs, stroke 8yrs).

Confucianism beliefs see the experience of pain as
a part of life that a person should endure unless it
becomes unbearable. However, this value could confict
with self-care management recommendations for heart

symptoms. One participant reported enduring palpi-
tations at work without taking any action to manage the
symptom. Also, the characteristics of reserved emotion
in Chinese culture prevented participants from
accessing psychological support services to manage
their stress.

“Actually, I wanted to see a psychologist very early on.
However, you know, Chinese people are reserved by nature.
Tat is our tradition. We do not like to talk about our
feelings with others” (P3, female, 63yrs, residence 8yrs,
CHD 14yrs).

(2) Adjusting to Australian Values. Although many
participants initially denied any changes regarding
cultural values, further exploration revealed that
some participants had incorporated some Australian
individualistic perspectives into their postmigration
lives. Participants reported being able to prioritise
their individual health needs by restricting and
simplifying their social responsibilities and slowing
the pace of their lives in Australia. Tey praised
Australia’s relaxed lifestyle, which contributed to
their emotional well-being and enabled better self-
care of their heart condition.

“It is not like China where I had to be concerned about
everything that I needed to deal with. I was exhausted but had
no choice, because it wasmy responsibility to handle it. Here is
much simpler. . .not stressed out. I should take care of myself
and try to relax” (P4, female, 65yrs, residence 6yrs, CHD4yrs).

(1) Family Relationships

(1) Retaining Traditional Family Ties. Collectivism lies at
the centre of family relationships in Chinese culture.
Traditional family values, retained by most partici-
pants, were a powerful infuence on their heart
disease self-care behaviours. In keeping with the
collectivistic culture they had grown up in, partici-
pants prioritized family over individual needs, which
could make self-care of their heart disease difcult.
For example, one female participant was dedicated to
caring for her husband who lived with chronic
disease, and explained that this meant she had no
time for regular exercise. For many participants, their
ability to follow dietary recommendations depended
on the dietary habits of their family members. Where
participants were responsible for preparing the
family food, some had to prioritise their family taste
preferences.

“It is challenging for you to ask all of them to follow a low-
fat, low-salt diet to meet your nutritional needs. It is just
not realistic. All of them love meat, including my

Health & Social Care in the Community 7
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grandchildren. I actually have to consider their preferences
when I cook” (P16, male, 76yrs, residence 3yrs, CHD 7yrs).

Filial piety is a value deeply rooted in Chinese col-
lectivistic culture. Receiving flial piety from adult
children was a protective factor for participants’
emotional well-being. Some adult children with solid
values of flial piety were actively involved in their
parents’ heart disease management, including super-
vising their recommended diet and exercise, obtaining
medications, making disease-related decisions in re-
sponse to symptoms, and providing language in-
terpretation to access health services. However, some
adult children were only weakly adherent to flial piety.
Family confict could arise from intergenerational
discrepancies in flial piety-centred family values,
resulting in emotional distress and social isolation in
some participants, further undermining their emo-
tional well-being.

Wewould like to live together, and I can ask him if I need help.
I do not speak English and know nothing about this coun-
try. . .So, it makes sense that I hope to live with my son. Right?
. . .. (But they live separately) Of course, I was really not happy
(sobbing) (P3, female, 63yrs, residence 8yrs, CHD 14yrs).

Most participants stressed that individuals assumed
responsibility for managing their heart disease, which
echoed the collectivist value of not burdening the
family. Tis encouraged participants to take an active
role in their self-care behaviours. Nonetheless, al-
though participants internalised responsibility for
managing their heart disease, many family members
were also actively involved in this, predominantly in
supporting heart-healthy diets, adhering to medica-
tions, avoiding strenuous activities, and making de-
cisions on symptom management.

She (wife) may ask me: “Have you taken your medications
today? Have you had it or not?” Or she may say: No, it has
too much cholesterol. Don’t eat that.“ Tings like this” (P2,
male, 68yrs, residence 33yrs, CHD 4yrs).

(2) Adjusting to Australian Individualism. Following
migration, some participants reported that their high
expectations of flial piety in their children were in
transition. To reconcile or avoid family conficts,
these participants slowly adjusted to the in-
dividualistic cultural values espoused by their adult
children and learned to live independently.
Achieving this change mitigated their emotional
distress and motivated them to engage in heart
disease self-care.

“If I had lived with him and his family all the time, I do not
think my health could have handled it. It is just too much. I
actually enjoy living on my own. Nobody tells me what I
should do. . . Now, I do not always put their interests frst.
My generation makes sacrifces all the time” (P15, female,
69yrs, residence 13yrs, CHD 2yrs).

3.2.3. Teme Tree: Healthcare Systems Utilization and Self-
Care. Being able to access and make use of healthcare
services in their adopted country was an integral aspect of
these Chinese immigrants’ acculturation experience and
shaped their overall self-care practices for heart disease.
Participants’ recollections of adapting to the new healthcare
system in Australia were categorized as: navigating medical
services, patient and provider interactions, traditional
Chinese Medicine (TCM), and fnancial issues including
health insurance.

(1) Navigating Medical Services. Many participants felt they
had adapted to their new healthcare system. Tey actively
sought access to primary care medical services to manage
their cardiac medications and symptoms, and attended
cardiologist clinics. However, some participants experienced
difculties using medical services due to unfamiliarity with
the healthcare system. Tey largely relied on general prac-
titioners to access allied health services.

Several participants compared their experience of the
Chinese healthcare system, where they could book to see
a cardiac specialist directly, to the referral system and long
waiting times in Australia, which were signifcant barriers to
accessing specialist and hospital services that could result in
unmet health needs. For example, one participant self-ad-
justed his cardiac medication as he was told he was not
eligible for a specialist referral for medication consultation.
In another example, the need to take up a general practi-
tioner’s time just to obtain a referral deterred one participant
from seeking a specialist consultation for her worsening
heart condition.

“I felt awful, especially after midnight. . .I need to see my GP
and get a referral before making my appointment with
a cardiologist. However, I personally felt that I did not want
to bother my GP, so I decided to skip my appointment. I did
not see my GP for my heart condition” (P17, female, 68yrs,
residence 5yrs, CHD 6yrs).

Consequently, some participants turned to TCM practi-
tioners in Australia or returned to China, for cardiac medical
services, which could discourage adherence to Australian
prescribed treatments and limit self-care engagement.

By contrast, some participants had high praise for
Australian health services, referring to the high quality of
patient-centred care culture, triage system in the emergency
department (ED) and culturally appropriate care, to which
they attributed their overall self-care engagement. For ex-
ample, heart disease was prioritised in ED in Australia,
which cleared barriers to participants seeking medical ser-
vices in response to their acute heart condition. One par-
ticipant attributed his well-controlled blood sugar to his
dietitian’s culturally customised dietary recommendations.

“What he said was: Stay away from rice, four and sugar. . .

Take staple food as an example. We used to have white rice
every day. Now, we eat whole grains. We mix rice with
coarse grains” (P13, male, 75yrs, residence 16yrs, CHD
2yrs).

8 Health & Social Care in the Community
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(2) Patient and Provider Interactions. Interactions with
healthcare providers (HCPs) were critical to Chinese im-
migrants’ healthcare experience and exerted important in-
fuence on their cardiac self-care maintenance and
monitoring. Many participants reported positive experi-
ences interacting with HCPs.Tis was linked to the authority
and prestige of HCPs in Chinese culture. Te professional
ethics of HCPs were highly valued by many participants, and
this valuing facilitated development and continuance of
therapeutic relationships and treatment adherence, in-
cluding for medications and follow-up appointments.

“My rule of thumb is, listen to doctors. Don’t you think so?
Try your best and then follow medical advice. And that is it
(laughing)” (P13, male, 75yrs, residence 16yrs, CHD 2yrs).

Some participants reported higher satisfaction with in-
teractions with HCPS in Australia than in China, which they
linked to the focus on patient empowerment and shared
decision-making. Tis enabled them to take the initiative in
monitoring their heart disease and managing its symptoms,
prioritising adherence to prescribed medication regimes and
attendance at regular follow-up appointments. For example,
some participants closely monitored their blood pressure
and consulted their HCPs for medication adjustment.

“My blood pressure is not well controlled with this medi-
cation. I talked to my doctor . . . (they) changed my hy-
pertensive medication to a new one” (P10, female, 64yrs,
residence 32 yrs, stroke 8yrs).

(3) Traditional Chinese Medicine. Traditional Chinese
Medicine (TCM), rooted in Chinese culture, could also have
an important infuence on self-care maintenance. Although
they took prescribed Western medications, half the partic-
ipants embraced TCM beliefs and practices. In TCM,
emotions and physical health are intimately interrelated.
Participants believed that maintaining a positive attitude was
benefcial for their heart disease recovery, and they attached
great importance to maintaining emotional well-being.

“You are in a goodmood when you go outside and have fun.
It is hard to get depression in Australia. Without de-
pression, doesn’t your heart feel comfortable?” (P8, male,
71yrs, residence 3yrs, CHD 6 yrs).

By contrast, some TCM beliefs served as barriers to
participants engaging in self-care maintenance and man-
agement. For example, some participants endorsed the TCM
belief that bed rest is essential for patients with heart disease
to recover, which contradicted exercise recommendations.
One way to accommodate these contrasting recommenda-
tions was through Tai Chi. An accepted part of TCM, Tai Chi
was a culturally acceptable physical activity that could
provide participants a route to establish exercise routines.

Another element of TCM involved herbal medicines.
Regarding them as efcacious and harmless, over one-third
reported taking herbal medications to manage their heart

disease, and one-quarter used them as frst-line medications
for relieving angina. Tese experiences and perceptions
regarding herbal medicines could hinder adherence to
Western medication regimes and complicate their cardiac
self-management. Firstly, the CVD treatment processes and
clinical practice guideline recommendations in Australia are
diferent from China, where integrating TCM and western
medication in treating CVD may be common practice. Tis
inconsistency can generate misunderstanding and distrust
between clinicians who follow CVD practice guidelines in
Australia and Chinese patients retaining beliefs and prac-
tices in TCM, further compromising therapeutic relation-
ship and adherence.

“He (Australian doctor) asked me to take the aspirin or
something. . .I . . .did not take it. Because. . .my wife heard
from some traditional Chinese medicine doctors who said I
did not have to take it. My wife suggested me to take some
traditional Chinese patent medicines.” (P11 male, 61yrs,
CHD 3yrs)

Secondly, some participants self-prescribing TCM did
not disclose this to their Australian clinicians. Without
professional instruction, the potential medication in-
teraction or contradictions between Western medication
and TCM could complicate their medication regimes. One
participant taking TCM for managing her cardiac symptoms
presented with side-efects.

“I feel I should do (see my general practitioner) that after
trying the Chinese herbs. It does. . .have some side efects, as
I have started to have stomach pain after taking it for
a while. . .It hurts my stomach, because it is strong med-
icine. Even my skin has become dry and chapped.” (P17,
female 68 yrs, CHD 6yrs)

Tirdly, participants in this study used TCM to self-
manage their acute angina episode, which is not in line with
their nitro-glycerine prescription from their Australian
clinicians. Tere is consequently a risk that use of TCM can
mask patients’ cardiac symptoms and delay initiation of
efective and timely treatment of their angina or heart attack,
which could be life-threatening.

“Nitroglycerin does not work for me. I carry a diferent
medication that I brought from China, called fast-acting
heart rescue pills. It is traditional Chinese medicine. But
because it works so well, I really trust it” (P16, male, 76yrs,
residence 3 yrs, CHD 7yrs).

(4) Financial Issues including Health Insurances. Many
participants were aware of the central role of the Aus-
tralian Medicare national insurance system in funding
cardiac care, especially those who had experienced hos-
pitalisation. Medicare subsidies relieved their economic
and mental stresses to a large extent which promoted their
engagement in acute medical treatments and overall self-
care behaviours.
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3.2.4. Teme Four: New Living Environment and Self-Care.
Nearly half the participants praised the Australian envi-
ronment compared to China, citing its good air quality, nice
weather, comfortable temperature, and food safety. Tey
believed these improvements in their living environment
contributed to their emotional well-being and favoured their
overall heart disease self-care.

“I feel living in Australia is a better choice for me in terms of
my heart disease. Because the air quality in Australia is
quite good” (P10, female, 64yrs, residence 32yrs, stroke
8yrs).

4. Discussion

To our knowledge, this is the frst study to comprehensively
explore and identify the domains of acculturation experi-
ences infuencing self-care behaviours among frst-
generation Chinese immigrants living with CVD in Aus-
tralia. Te infuence of acculturation on CVD self-care
behaviours was shown to be complex, individualized, and
multifaceted. Te specifc domains of acculturation expe-
riences, encompassing cultural practices, cultural values,
healthcare systems utilization, and new living environment,
mainly afected cardiac self-care maintenance. Both
retaining their Chinese culture and integrating with Aus-
tralian culture in dietary practices, social networks, tradi-
tional values, and family relationships served as enablers and
barriers of self-care maintenance behaviours such as ad-
herence to medications, heart healthy diets, physical activity,
and stress management. Language barriers could prevent
cardiac Chinese immigrants from accessing acute care
services and obtaining heart health information from
mainstream sources. Although many participants denied the
presence of access barriers to primary care services and some
praised the healthcare system in Australia, some preserved
beliefs and practices in Traditional Chinese Medicine may
complicate their medication adherence and self-care man-
agement, particularly in response to acute angina.

Although retaining their Chinese dietary habits, in-
tegration of some Western foods into meals was prevalent
among these Chinese immigrants. Tis was well-supported
by prior studies conducted in the US, Spain, Australia, and
Canada, showing that Chinese immigrants shifted to
western-style breakfasts (milk, cereal, and breads) and in-
creased consumption of red meat and sugar over the course
of acculturation [27–29]. Postmigration diet practices in our
study both enabled and deterred adherence to heart-healthy
diets in this population, depending on their individualized
acculturation experience. Accordingly, it is essential for
clinicians to assess Chinese immigrants’ dietary accultura-
tion experiences before ofering generic recommendations.
To improve adherence to dietary regimens, heart-healthy
Chinese eating habits could be reinforced by clinical prac-
titioners. Eforts need also be undertaken to encourage se-
lective adoption of healthy Western foods.

Consistent with previous fndings on social relations
among Chinese immigrants in the US, Spain, and Australia,
our study showed that this population afrmatively

maintained strong ties with ethnic communities and relied
heavily on Chinese community associations for coping with
acculturation stress and obtaining settlement resources
[28, 30, 31]. Rather than attending gyms, many participants
in this study preferred group-based exercises such as
dancing and Tai Chi. Tis could be partially attributed to
Chinese community associations regularly organizing such
group-based physical activities. Moreover, these community
associations supported participants to adopt heart-healthy
lifestyles by providing health talks on nutrition, which these
participants appreciated. Tus, for the future, partnerships
between healthcare providers and Chinese community as-
sociations ofer an opportunity to develop and deliver
culturally and linguistically appropriate community-based
heart health education programs for Chinese immigrants to
improve their cardiac self-care behaviours.

Language was a major barrier for Chinese immigrants to
access acute health services, but less so for primary and
specialist care. Tis was confrmed in a systematic review [32]
and can be explained by participants self-selecting Mandarin-
speaking general practitioners and cardiologists but having no
choice of acute care health professionals. Language barriers
also prevented Chinese immigrants from accessing heart
health information from mainstream sources. Tis was
strongly supported in other studies fagging the lack of cul-
turally and linguistically appropriate heart health information
for Chinese immigrants living with CVD [4, 16]. Participants’
use of Chinese community associations ofers the opportunity
to partner for co-design and delivery of culturally sensitive
heart health education programs.

Traditional values and family relationships, particularly
flial piety, were important infuences. Other studies have
shown older Chinese immigrants to be vulnerable to de-
pressive symptoms, attributed to acculturation stress
[33, 34]. In our study, family conficts stemming from unmet
flial piety expectations from adult children undermined
older Chinese immigrants’ mental well-being and resulted in
social isolation. Tis was also seen in previous studies
[35, 36]. Although some cultural philosophies endorsed by
Chinese immigrants were benefcial to self-management of
stress, the typically reserved emotional habitus of Chinese
cultures can deter professional help-seeking for mental
support and has been blamed for low utilization of mental
health services. Clinicians should be aware of the potential
impact of such issues and consider assessment of Chinese
immigrants’ mental health, with referral for culturally
sensitive psychological support, as appropriate.

Chinese immigrants in this study accessed primary care
services, particularly general practitioners, for their CVD
management.Tis is inconsistent with other studies showing
low utilization of primary care services among this pop-
ulation [31, 37]. Tis can perhaps be explained by this
population living in ethnic-enclave neighbourhoods where
Mandarin-speaking health practitioners are available.
However, study participants were unfamiliar with ways to
access allied health services, resulted in low use of dietitians
and cardiac rehabilitation. Tis presents an opportunity to
investigate avenues to improve access to these specialist
services, to support cardiac self-care management.
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Although Chinese immigrants were broadly adherent to
physician-prescribed cardiac medications, many used TCM as
adjuvant or frst-line medication, such as using heart rescue
pills to manage acute angina. Tis fnding difers to a previous
study, where TCM was solely taken as a second choice for
treating CVD [38]. Several considerations may explain this. In
our study, 30% of participants received their CVD diagnosis
and initial treatment in China, which may have familiarised
them and established a habit of TCM. Further, some par-
ticipants were told by their Chinese social networks to take
TCM to self-manage their angina episode. Te use of TCM
can complicate and mask angina symptoms, delaying help-
seeking to manage their angina. Clinicians should assess the
use of TCM in this population, particularly for those initially
diagnosed with CVD in China. Health education on frst
response management of acute cardiac events is urgently
needed for Chinese immigrant populations.

Study limitations include that participants were
recruited solely from the Sydney area and responses may not
represent the experiences of Chinese immigrants living
elsewhere. Participants were recruited from social media,
Chinese community associations and medical centres in
Chinese-enclaved areas, which may exclude marginalised
older Chinese immigrants who had low digital literacy or
lived remotely. Te inclusion criterion that required par-
ticipants to speak English or Mandarin excluded immigrants
who only spoke Cantonese. Social desirability and self-
selection bias may have afected the interview data, and
recall bias may have infuenced accounts of their CVD di-
agnosis and self-care behaviours. Finally, transcripts were
not shared with participants for member-checking as they
had been translated into English.

5. Conclusions

Te role of acculturation in relation to CVD self-care be-
haviours among Chinese immigrants is multifaceted and
individualized. For clinicians and community health
workers, to avoid stereotypical responses and enable cul-
turally appropriate and responsive practice, it is necessary to
evaluate their patients’ acculturation experiences regarding
cultural practices and values, and adaptation to new
healthcare systems. Teir cardiac medical history and use of
TCM should be assessed by health practitioners to improve
Chinese immigrants’ medication adherence and safety.
Family relationship plays an essential role in the CVD self-
care of Chinese immigrants and family members should be
involved in patients’ treatment plans and heart-healthy
lifestyle education. For health organizations and policy
makers, lack of culturally and linguistically appropriate heart
health information in the community compromises Chinese
immigrants cardiac self-care behaviours, and should be
addressed urgently via policy development and local service
delivery. Collaboration with Chinese community associa-
tions ofers an opportunity for co-design and dissemination
of information about Australian healthcare systems and
heart health education to upskill CVD self-care practices and
mitigate the health inequities experienced by Chinese im-
migrants in Australia.
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