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Abstract 

Type 2 diabetes is more prevalent among racialized 
immigrant groups in Canada compared to the general 
population. Hence, “ethnicity” is identified as a risk 
factor for diabetes, focusing on ethnic differences in 
health behaviours. By linking ethnic differences and 
diabetes risk, ethnic food cultures are problematized. 
Using the concept of cultural racism, this paper explores 

the ways in which ethnic food cultures are used to 
explain racial inequities in health. This paper will 
conclude by supporting the naming of racism, rather 
than ethnicity, as one of the root causes of diabetes 
among racialized immigrant populations and health 
inequities in Canada.  
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Résumé 

Le diabète de type 2 a une prévalence plus élevée chez 
les groupes immigrants racisés du Canada par rapport 
au reste de la population. Par conséquent, 
l’« ethnicité » est considérée comme un facteur de 
risque du diabète, ce qui pointe du doigt les différences 
ethniques en matière d’habitudes de vie. Relier les 
différences ethniques aux risques de diabète implique 
de problématiser les cultures alimentaires ethniques. 

S’appuyant sur le concept de racisme culturel, cet article 
explore les manières dont les cultures alimentaires 
ethniques sont utilisées pour expliquer des inégalités 
raciales en santé. La conclusion à laquelle nous arrivons 
ici est plutôt que le racisme lui-même, et non l’ethnicité, 
constitue une des principales causes du diabète chez les 
populations immigrantes racisées et des inégalités en 
matière de santé au Canada. 

 

 

Introduction

Diabetes is more prevalent among racialized populations 
in Canada and is inequitably distributed by social factors 
such as education and income (Gagne & Veenstra, 2017; 
Public Health Agency of Canada [PHAC], 2018). 
Diabetes is a chronic health condition that can lead to 
complications such as heart disease, kidney failure, and 
depression (PHAC, 2017). Over 3.4 million people in 
Canada were living with diabetes in 2017 to 2018 
(PHAC, 2021); 90 percent of cases are Type 2, which is 
considered to be preventable or delayable by behavioural 
interventions (Diabetes Canada Clinical Practice 
Guidelines Expert Committee, 2018). The literature 
recognizes social factors as contributors to Type 2 
Diabetes (T2DM; Hill-Briggs et al., 2020). Yet the 
dominant discourse about diabetes risk centres on 
biological, cultural, and behavioural factors rather than 
the distal social determinants of health such as the 
racialization of poverty, exclusion of racialized 
immigrants in the labour market, and systemic racism 
(Block & Galabuzi, 2011). For example, the Public 

 
1 Healthism refers to the idea that individuals have the moral responsibility to maintain good health where the “problems and solutions of 

health are situated at the individual level” (Crawford, 1980, p. 369). 

Health Agency of Canada (2012) identifies ethnicity as a 
risk factor for T2DM, “the influence of ethnicity reflects 
both biological and behavioural differences that 
influence diabetes risk” (p. 69). Diabetes Canada 
Clinical Practice Guidelines Expert Committee (2018) 
identifies these “higher risk” ethnic groups as peoples of 
“African, Arab, Asian, Hispanic, Indigenous, or South 
Asian descent” (p.S24). These “ethnic behavioural 
differences” imply that the healthy eating and physical 
activity behaviours of “non-white” “ethnic” cultures are 
the explanation for the racial inequities in health. The 
linking of behavioural differences and ethnicity to 
diabetes risk reinforces white healthism1 ideals and 
blames racialized groups for their own ill-health.  

In this paper, I argue that invoking “ethnicity” as a 
risk factor for Type 2 Diabetes functions as a form of 
cultural racism by essentializing ethnic food practices 
among racialized groups and attributing ethnic food 
practices to higher diabetes rates. I will first briefly review 
the literature on cultural racism and then apply the 
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concept to ethnic food practices in the diabetes risk 
discourse. I will conclude by highlighting the calls to 
address systemic racism as a root cause of health 
inequities. While diabetes rates among Indigenous 
peoples in Canada are particularly alarming due to the 

negative impacts of colonial policies and anti-Indigenous 
racism, I will focus on racialized immigrants in this paper 
because of the development of the cultural racism 
literature studying post-war immigration to Europe. 

 
 

What is cultural racism?

According to Mukhopadhyay and Chua (2017), cultural 
racism is a “form of racism that relies on cultural 
differences rather than on biological markers of racial 
superiority or inferiority. These cultural differences can 
be real, imagined, or constructed” (p. 377). This concept 
emerged after World War II from the nationalist reactions 
to the influx of immigrants to Europe (Barker, 1981; 
Balibar, 1991). Scholars conceptualized “cultural racism” 
to understand this “new” form of racism that is rooted in 
the perceived cultural superiority of Europeans, 
compared to the earlier form of racism which is rooted in 
biological and genetic arguments (Wren, 2001).  

There are two overlapping features of cultural racism 
in the literature: cultural essentialism and colour-
blindness. Both are still prominent ideologies embedded 
in mainstream understandings of racial differences in 
health through white neoliberal healthism. Cultural 
essentialism bounds the essence of groups and individuals 
to static homogenous cultural communities (Siebers & 
Dennissen, 2015). Culture is essentialized as overly 
simplistic, ahistorical, stereotypical, and bounded to the 
past (Mukhopadhyay & Chua, 2017). Racism is 
“disguised” as cultural difference, pointing to immigrants’ 
lack of agency to reflect on their own culture and to 
“adapt” to Western culture (Wikan, 1999) and their 
“supposed cultural deficiencies” (Li, 1999, p. 5). In 
complement, colour-blindness denies racism as the 

explanation for racial inequality (Wikan, 1999), often 
represented by phrases such as “we don’t see colour” or 
“we treat everyone equally.” Based on the neoliberal 
ideology of meritocracy, racialized immigrants are judged 
by their effort to adapt their culture (Balibar, 1991; 
Mukhopadhyay & Chua, 2017) and to overcome 
hardships from marginalization (Li, 1999).  
Social scientists have been interested in the relationship 
between diabetes and culture due to its complex 
“biological, demographic, social and behavioral factors” 
(Ferzacca, 2012, p. 412). Cultural knowledge about 
racialized immigrants can contribute to the stereotyping 
of the “other” (Said, 2018). Tuchman (2011) argued that 
“science, medicine, and culture all worked together to 
produce believable narratives” (p. 29). She showed that 
research on ethnic associations of diabetes shifted from 
the Jewish population to African Americans along with 
the implementation of racist policies such as the GI Bill 
and Jim Crow Laws (Tuchman, 2011). 
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Diabetes risk, ethnic food practices, and cultural racism

 
Socially constructed categorization of race/ethnicity 
within clinical studies shapes how we understand diet 
and diabetes; such Eurocentric knowledge is then 
reinforced in nutrition policies and professional 
practices. We can use the concept of cultural racism to 
critique the linking of ethnic food practices with the risk 
of T2DM among racialized immigrant populations. 
First, the identified ethnic groups are targeted for 
nutrition interventions to reduce their risks (Diabetes 
Canada Clinical Practice Guidelines Expert Committee, 
2010). These nutrition interventions focus on 
modifying ethnic food practices and diets. Often “non-
compliance” to these interventions is again explained 
through cultural differences rather than structural 
barriers to healthy eating (Keval, 2015), such as the lack 
of access to fruits and vegetables among racialized 
neighbourhoods, Eurocentric dietary advice provided by 
health practitioners, and the racialization of poverty.  

Second, the categorization of the at-risk ethnic 
groups is socially constructed through colour-blindness, 
which muddles ethnicity, culture, and race (Wikan, 
1999). “Ethnicity” and “culture” are poorly 
conceptualized in diabetes research (Keval, 2015) and 
racial bias is often reinforced through ethnic 
categorization (Ahmad & Bradby, 2007) via the white 
medical gaze. “African, Arab, Asian, Hispanic, 
Indigenous, or South Asian” are racial and political 
categories. These identities emerged within political, 
historical, and social contexts and often in response to 
racism, white supremacy, and colonization. In research, 
the genetic-biological basis for diabetes risk combines 
with cultural risks to fuel cultural racism discourse and 
shape interventions. Differences in ethnic food practices 
are used as rationale for interventions to address the 
intake of fat, carbohydrates, and salt among racialized 

populations in a reductionist manner. For example, the 
website for the Asian Diabetes Prevention Initiative 
(n.d.) states that “Unfortunately, current Asian diets 
have white rice as a main staple. Salt is another major part 
of Asian diets that is consumed in excess.” This form of 
reductionist and medical understanding of dietary 
practices overlooks the historical, economic, and cultural 
contexts behind the use of salt and the intake of grains in 
immigrant populations. In addition, “at-risk” ethnicities 
are grouped together and assigned the same “risk.” There 
is much diversity in the food practices among peoples of 
“African, Arab, Asian, Hispanic, Indigenous, or South 
Asian descent.”  

Third, ethnic food practices are subjected to 
essentialization, which risks stereotyping and victim 
blaming. Cultural practices are reduced as homogenous, 
static, and resistant to change (Bradby, 2012). For 
example, one study stated that “South Asians cultural 
values place a high premium on the enjoyment of good, 
tasty food, which is at the heart of family life, and 
hospitality towards family and friends” (Bhopal, 2013, p. 
37). This view labels South Asian food practices as 
“risky” in contributing to the development of diabetes 
(Keval, 2015). A scoping review by Sanou et al. (2013) 
found forty-nine Canadian studies examining the 
changes in dietary habits among immigrants by 
comparing their maintenance of “traditional diets” with 
the adoption of “host country lifestyle.” They noted the 
“risks and benefits” associated with maintaining 
traditional ethnic diets (Sanou et al., 2013). Such studies 
reinforce the reductionist notion of ethnic food 
practices and construct a false dichotomy of traditional-
host food cultures. We can also point to the racial bias in 
the literature by contrasting the ways studies discuss the 
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health benefits of the “Mediterranean Diet” (Burt, 2021) 
against the risks of “South Asian” diets. 

There are limitations in applying cultural racism to 
food and nutrition. Cultural racism as a concept draws 
from anti-immigrant policy analysis (Wren, 2001). 
Also, analysis requires deeper explorations of the 
complexity of the cultural meaning of food, eating, and 

health among racialized and diaspora communities 
(Keval, 2015). Lastly, Leach (2005) argued that cultural 
racism is not “new” but part of the same phenomenon 
of systemic racism and white supremacy; racism is often 
normalized, subtle, and rooted in historical and 
geopolitical contexts. 

 
 

Racism and the social determinants of health 

 
Practitioners and scholars have started to shift the focus 
away from cultural explanations of health disparities to 
social-structural ones (Ferzacca, 2012; Ahmad & 
Bradby, 2007). Socioeconomic factors and racism align 
with the Social Determinants of Health framework 
(Commission on Social Determinants of Health 
[CSDH], 2008) in explaining racial inequities in health. 
This framework attributes health inequities as 
“avoidable and unjust” distribution of power and 
material resources (CSDH, 2008). Factors such as food 
insecurity, race, housing, and income distribution 
(Mikkonen & Raphael, 2010) intersect with each other 
to create racial inequalities in health. Examples of these 
factors include the lack of access to healthy foods in 

lower-income neighbourhoods (Jack et al., 2012) and 
the racialization of lower-paying jobs (Block & 
Galabuzi, 2011). Ogunwole and Golden (2021) 
reframed racism as a “fundamental root cause of 
diabetes disparities that lead to maladaptive health 
behaviours” (p. 12). A systematic review of 293 studies 
by Paradies et al. (2015) found that racism was 
associated with poorer mental health and physical 
health, including diabetes. 
 
 
 
 
 

 
 

Conclusion 

I call on health practitioners to reflect on our racial bias 
and participate in advocacy to address systemic racism 
while working with racialized communities to improve 
their nutritional health (Ng & Wai, 2021). The labeling 
of racialized populations as “at-risk” often masks the 
root causes of social inequities (Parker, 2020). 

Therefore, ethnicity should be removed as a risk factor 
in education materials targeted at individuals and 
communities; instead, evidence of racial inequities 
should inform policy to address systemic racism in our 
food environments and inequitable access to healthy 
foods. The purpose of this paper is not to discount the 
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role of culture and traditional foods in shaping healthy 
eating and wellbeing. Ethnic food practices must be 
considered when planning nutrition interventions that 
are community-based and culturally safe. We can 
recognize the meanings of ethnic diets of diverse 

racialized immigrants by sharing their lived experiences 
in the context of the social determinants of health 
(Ristovski-Slijepcevic et al., 2008; Lawton et al., 2007; 
Lucas & Li, 2020). 
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