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In the United Kingdom, there are physical activity guidelines specifically for older adults. Self-report data indicate that
approximately 15% of those achieved 65+ the activity target of 30 minutes of moderate intensity exercise on 5 (or more) days a week
and 30%when the 150 minutes may be achieved in 10-minute (or greater) bursts. Levels of activity are higher amongmen, the more
affluent, and those aged 65–74 but we have little evidence about levels of activity among the ageing ethnic minority population.
Reanalysis of 109 interviews conducted with people aged 50+ from Bangladeshi and Pakistani communities was undertaken to
explore how participants talk about physical activity in terms of their daily lives. Few, 13 participants (7 females), reported that
physical activity and/or exercise formed part of their daily routine; a further 7 had been advised to take exercise by their doctors but
hadnot done so and 9 describedwhy they could not exercise. Barriers to exercise included lack of time (because ofwork or childcare)
and cultural factors such as ideas about age and gender appropriate behaviour. We need to develop appropriate interventions to
encourage exercise which address these cultural factors and general barriers to exercise.

1. Introduction

Cassel [1] proposes that physical activity offers the “the best
treatment for aging” given the well-established benefits of
physical activity for health and well-being across the life
course. There is a clear trend evident in public health across
both the developed and increasing developing world that
exercise and physical activity interventions are adopted as
methods of improving the physical health and well-being of
the population. In this context, physical activity is broadly
defined as bodily movement that results in energy expen-
diture and which may result from activities undertaken for
work and household activities such as cleaning or gardening
as well as sporting activities and recreation. In the United
Kingdom, guidelines for desirable levels of physical activity
have been articulated for the general population; it was only
in 2011 that the guidelines for physical activity for older
adults (aged 65+)were published [2] and specific advice about
physical activity for those at risk of falls was articulated.
Initially, the guidance was to undertake 150 minutes in 30
minute bouts over 5 days and is now refined to achieve this
in bursts of 10 minutes or more. This inclusion of older

adults as a distinct group for whom such guidance is offered
represents a “paradigm shift” in terms of the remit of these
guidelines in response to both a developing body of evidence
as to the benefits of physical activity in later life [3] and
the emphasis in health and social policy on enabling older
people to “age well.” Although the term “ageing well” is rarely
clearly articulated, it includes promoting physical andmental
being, social engagement, and physical activity and may be
summarized in the established adage of “adding life to years
and years to life.”

1.1. How Active Are Older People? The physical activity target
for adults aged 65+ is 150 minutes per week of moderate
intensity activity. Achievement of these targets has been
evaluated using a range of approaches including standardised
physical activity scales (e.g., the Zutphen and GPAC scales),
self-rating questions, and, more recently, devices such as
pedometers and accelerometers [4]. Whichever method of
evaluating physical activity is used, there is an age related
decline in activity levels and comparatively few older adults
in the UK (and elsewhere) achieve target levels of activity [5].
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The 2008 Health Survey for England (HSE) classifies physical
activity into 3 bands: (a) those who meet the recommenda-
tion, (b) those who partly meet the recommendations (30
minutes of exercise on 1–4 days per week: 30 to 120 minutes
physical activity), and (c) those with lower levels of activity.
Using self-reported data, 19% of those aged 65–74 and 7%
aged 75+ meet the recommended activity level, whilst 50%
and 74%, respectively, were in the “low activity” group (i.e.,
they self-reported less than 30 minutes moderate intensity
exercise a week) [6]. With the revised achievement of the
target in 10 minute bursts, the achievement levels are 50%
of those aged 65–74, 30% for those aged 75–84, and 10% for
those aged 85+ [7]. There is external validation for these data
from other surveys conducted in the UK and internationally
[8]. The Scottish Health survey reports that 17% of men and
12% of women aged 65+ achieve the prescribed guidelines,
whilst in Wales the respective prevalence was 21% and 13%.
These levels of activity seem to have been stable for the last
decade. Between 1997 and 2008 there was a marginal change
in the achievement of activity targets for older people (e.g.,
the level for men aged 75+ was 7% in 1997 and 9% in 2008;
for women the respective percentages were 5% and 6%).

However there are concerns as to the reliability and
validity of questionnaire and self-report methods of physical
activity assessment. For older people, it has been argued that
they “underreport” physical activity by not including routine
activities of daily living such as housework or gardening
[9]. The availability of pedometers and accelerometers can
now provide more accurate estimates of physical activity, as
well as being used as “motivational tools” in physical activity
interventions. Whilst there are debates about how best to
interpret accelerometer data, these studies consistently and
unambiguously demonstrate that self-report data overesti-
mates levels of activity compared with accelerometry studies.
Twenty percent of men aged 65+ 20% are classed as achieving
the activity targets using self-report and accelerometry data
are 10% and 0% respectively with 75% of both groups defined
as “low activity” [6]. Similar disparities have been reported
elsewhere in the UK and internationally [10].

1.2. What Factors Are Associated with Physical Activity in
Later Life? Older adults both underreported the target
levels of physical activity and overestimated their own levels
of activity demonstrating a clear perceptual gap between
their understanding of desired and actual activity levels.
Developing a definitive list of “risk factors” that are consis-
tently associated with lack of physical activity in later life
is problematic because of (a) the variability and diversity
across studies in “risk factors” included, (b) their method
of operationalisation and measurement, (c) variability in the
age groups studied, and (d) a focus on barriers to activity
rather than facilitators. Within the British context, Chaud-
hury and Shelton [11] identify three key factors associated
with physical activity for those aged 60–69: not being in
employment (retirement has consistently been linked with a
decrease in activity) [12], obesity, and the presence of a long-
term illness. Harris et al. [4] report that age, health factors
(general health; disability; diabetes; high body mass index),

and psychological factors (exercise self-efficacy and perceived
exercise control) were associated with physical activity as
measured by accelerometry for people aged 65+. These are
all individually based factors which mirror the results of a
review of barriers to exercise for older adults reported by
Schutzer and Graves [13]. However, studies often exclude
other important structural factors such as the nature of the
local environment, financial/material resources, and social
support and sociocultural factors.

1.3. What Are the Barriers/Facilitators for Activity in Older
People? Our understanding of the barriers and facilitators
for physical activity (and sedentary behaviour) for older
adults is limited with the emphasis very much upon barriers
rather than facilitators. Our evidence base includes a diverse
range of concepts and measures related to activity. However,
studies rarely include a common set of measures and are not
rooted within theoretical or conceptual models of successful
or active ageing. A recent systematic view of exercise after
retirement was based upon 24 studies, of which 19 were
quantitative and 10 were undertaken in the United States.
Two factors were consistently associated with activity uptake,
social factors (including giving structure to the day after
retirement and offering opportunities to build new social net-
works), and perceived health benefits. The barriers focussed
upon existing health problems, costs, caring responsibilities,
psychological factors, and social expectations (the inappro-
priateness of exercise for older people). This latter issue,
the perceptions of the appropriateness of physical activity
of older people, is emerging as an important element in
understanding these low activity levels [14, 15]. Koeneman
et al. [16] reviewed factors promoting the uptake of phys-
ical activity/exercise by older adults (aged 55+) since 1990
and confirmed previously identified “risk factors,” namely,
age, BMI, exercise self-efficacy, and social support [17, 18].
However, they were cautious about the robustness of these
relationships because of the methodological weaknesses of
the 30 studies reviewed concluding that “Although a diverse set
of possible determinants occurs in the literature (characteristics
of the individual, and the social and physical environment)
other possible determinants remain largely unstudied” [16, page
13].

1.4. Linking Physical Activity with Active Ageing. Research
evaluating the importance of factors in promoting physical
activity in later life is strongly embedded within the public
health, sports science, and health psychology traditions. It has
rarely engaged with conceptual and empirical gerontological
work examining “active and/or successful ageing.” We pro-
pose amodel for explaining physical activity (and its corollary
sedentariness) based on the existing literature combined
with gerontological theories of successful/active ageingwhich
highlight the importance of the social and physical envi-
ronment, health resources, intrapersonal factors (identity,
empowerment, autonomy, and self-efficacy), and age related
factors and transitions such as retirement or bereavement
(see Figure 1). We hypothesise that physical activity in later
life reflects the interplay of resources across four key domains
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Figure 1: Factors associated with physical activity and exercise
uptake by older people.

and that the importance of these dimensions may vary across
time and between different groups of older people.

1.5. Ethnicity and Ageing. We agree with Koneman et al. [16]
that there are key gaps in our knowledge base about physical
activity in later life not just in terms of barriers and facilitators
to activity but also in terms of populations studied. It is well
established that the experience of later life is not homoge-
neous but varies according to sociostructural factors such as
gender and social class [19]. One important gap relates to
the prevalence and essential determinants of physical activity
amongst Black and EthnicMinority (BME) older people.This
is a key gap in our knowledge base given the ageing of our
minority population, the burden of morbidity characteristic
of these groups, and the clear relevance of cultural factors for
encouraging the uptake and maintenance of physical activity.

Like many other Western societies, Britain is undergoing
important social and demographic changes, most notably the
“ageing” of our population. Data from the 2011 census report
that 16.4% of the population is now aged 65+ years. In Britain,
ethnicity is defined on the basis of self-identification from a
standard list of categories included in routine administrative
data collection, social surveys, and the decennial census.This
recognises that ethnicity is a multidimensional concept that
embraces a constellation of characteristics including country
of birth, skin colour, language(s) spoken, nationality, cul-
ture, and religion. Ethnicity represents an individual/group
identity based upon shared origins or social background
and shared culture and traditions that are distinctive and
maintained between generations and a common language
and/or religious tradition. It represents an individual’s self-
assessment of their status and, consequently,may change over
time. In terms of diversity, the 2011 census data reported
that 16% of the population of England and Wales self-define
themselves as nonwhite compared with 5% in 1991 with
approximately 4% self-defining themselves as Black/African-
Caribbean and 5% as SouthAsian (2.5% Indian, 2%Pakistani,
and 0.8% Bangladeshi). These two trends intersect with the
ageing of the communities of migrants who came to Britain
in search of economic opportunities from the Caribbean and

India in the 1950s, from Pakistan in the 1970s, and with the
Bangladeshi group arriving in the late 1970s and early 1980s.
The overall population of Britain is becoming more diverse
in terms of ethnicity. The 2011 census reveals that 12.2%
of the population aged 65+ defines themselves as nonwhite
compared with 6.5% in 1991. Although the median ages of
most minority groups in the UK are young compared to the
general population, for the African Caribbean and Indian
groups, 14% and 10%, respectively, are now aged 65 years or
older compared with 4% for the Bangladeshi and Pakistani
populations and 18% of the white population. A key feature of
these ageingmembers of ourminority population is that they
are almost exclusively comprised of first generation migrants
who are ageing “𝑛 place” [14, 15]. Ten percent of the combined
Asian group (Indian, Pakistani, and Bangladeshi) aged 65+
moved to the UK in later life (after age 50) as did 4% of the
Black Caribbean/African populations.

The ageing of our minority communities is an important
but relatively neglected issue in terms of research, policy, and
practice in the UK context. Specifically, research focussing
upon the ageing experience of older BME adults, sometimes
referred to as “ethnogerontology,” is a relatively new field
of research [20]. Research has focussed upon specific issues
amongst individual minority populations within particular
locations (e.g., social support systems of older South Asians
in the south of England) [21]. Studies opting for a comparative
approach across the key minority groups or adopting a
national perspective are rarer but include a focus upon quality
of life and loneliness/social exclusion [22]. Geographers,
sociologists, and anthropologists who have focussed upon
the Bangladeshi and Pakistani populations, the focus of this
paper, have rarely engaged with issues of age and ageing
[23–25] with Gardner’s study of older Bengalis living in East
London a notable exception [25] but have documented their
profound material, health inequalities, and social exclusion
when compared with both the general population and other
minority groups [26, 27]. Work from an explicitly geron-
tological perspective demonstrates a strong preoccupation
with issues of health service access and/or the relationships
between informal and formal care services and/or the support
needs and experiences of informal carers [28]. Research with
an explicit focus on broader issues of older age and later life
is rare and there has been much less interest in broader issues
of health such as physical activity and exercise or the broader
topic of health promotion.

1.6. Physical Activity and Ethnic Minority Elders. Karlsen
and Nazroo [29] argue that the relative disadvantage of older
BME populations in terms of health status demonstrates the
“double jeopardy” of being both aged and from a minority
group and a “triple jeopardy” for older BME women [30].
Harper and Levin [31] quantify this differential by arguing
that the health profile of a BME elderly equates to that of
a person a decade older from the white population. How
does this translate into engagement with physical activity
and exercise? A systematic review of sport, physical recre-
ation amongst BME groups of all ages, confirms that they
participate less often compared to the wider population
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[32] and for both casual (1 x/month) and regular (1 x/week)
sport was 21% below the national average [33]. Focussing
upon physical activity rather than sport, Stamatakis [33]
reported that adult Asian (Indian, Pakistani, Bangladeshi,
and Chinese) males and females were much less likely to
achieve the target activity guidelines, with Bangladeshi men
and women being especially vulnerable. This echoes the
systematic review of Fischbacher et al. [33] who reported that
activity levels of South Asian adults (not including those aged
60+) were generally lower than the white population with
the differential varying across studies from 50 to 75%. For
example 1% of Bangladeshi women aged 18–55 and 55+ self-
reported that they achieved the physical activity guidelines
[34]. Bowling [35] reports thatminority eldersweremuch less
likely than the general population to consider that physical
activity was part of “active ageing” and to participate in
physical activity and that only 25% of minority elders had
been for a walk in the previous month compared with 75%
of the general population aged 65+.

Focussing upon SouthAsianwomen, a review byBabakus
and Thompson [36] highlights the importance of cultural
factors as a barrier to physical activity. The importance of
cultural factors in understanding physical activity is not
confined just to women as is illustrated by participants
in the study of active ageing by Bowling defining chess
and dominos as “physical activity.” Horne and Tierney [37]
undertook a synthesis of 11 qualitative studies, 6 undertaken
in the UK, of physical activity in relation to preexisting
conditions (e.g., CHD) amongst older south Asian adults.
This highlights the importance of cultural norms about
ageing, activity and growing old acted as significant barriers
to the engagement in therapeutic exercise based activities.
Horne et al. [38] report the findings of qualitative research
exploring physical activity among adults aged 60–70 from
Indian and Pakistani backgrounds. The location where the
study took place was one where much health promotion
work activity had been undertaken and where there was a
specific south Asian support worker who had been in contact
with study participants. Of the 48 participants, 22 reported
that they were physically active. This study differentiated
between factors linked to initiation of and adherence to
physical activity. Initiation of physical activitywas linkedwith
anticipated health benefits, social support, and the support of
health professionals. Adherence to physical activity was also
linked to social support as well as health status, psychosocial
factors, and integrating physical activities into daily life and
routines.

Although empirical data are sparse, there is an emerging
consensus that levels of physical activity are lower among
minority elders than other groups of older people with the
Pakistani and Bangladeshi groups having the lowest levels of
activity. Few routine large surveys of older people in the UK
include sufficient numbers of minority community members
for subgroup analysis. For example, the survey of quality of
life in old age by Bowling [35] included 5 minority elders
out of a total sample size of 999 people aged 65+. Similarly
surveys of activity and exercise usually have relatively small
samples of older people and even fewer from BME groups.
There is some uncertainty about our evidence base about

the barriers (and enablers) for physical activity because of
the heterogeneity of the populations studied in terms of age,
the presence (or otherwise) of preexisting health conditions,
recruitment from those engaged with services, and lack of
clarity about details of ethnicity, with the term South Asian
being used inconsistently across studies to include popula-
tions of Indian, Bangladeshi, Pakistani, Sri Lankan heritage,
and Chinese [39]. Previous studies are limited but highlight
the importance of cultural norms about activity. This was
identified as significant barrier to engagement in therapeutic
exercise based activities but has been less discussed with
regard to physical activity more broadly. Research have not
examined how physical activity and exercise are embedded
within the daily lives of older people from Pakistani and
Bangladeshi populations. Given the lack of evidence about
the role of physical activity in the lives of minority elders,
this paper reports how older people from Bangladeshi and
Pakistani populations talk about physical activity within the
context of everyday life using the reanalysis of data collected
for a project examining daily life and growing old amongst
these populations.

2. Materials and Methods

In our project Families and Caring in South Asian Com-
munities, we focussed upon understanding the daily lives
and experiences amongst Bangladeshi and Pakistani elders.
The initial focus was on daily life and routines, levels of
participation in transnational and local communities, per-
ceptions and experiences of family lives, social networks,
“place” and locality, and ideas, meanings, and experiences of
“care” and “support.” We aimed to recruit 60 Pakistani and
60 Bangladeshi participants (total 120) equally distributed
across three age groups (50–59, 60–69, and 70+) and between
men and women: a target achieved for the Pakistani but not
Bangladeshi populations. Our data consists of 109 interviews
with people aged 50+ from Bangladeshi (𝑁 = 50) and Pak-
istani (𝑁 = 59) populations. Almost half, 57, were female, the
mean ages were 57 for the Bangladeshi group and 62 for the
Pakistani group and the mean length of residence in the UK
was 20 and 29 years, respectively. Participants were recruited
from the general community and were not accessed via gate
keepers or via participation in groups or clubs or via receipt
of services.

Interviews, lasted for about an hour (range 25–100 min-
utes), were undertaken in the preferred language of the
participant by bilingual researchers (104 in either Urdu or
Sylheti) and 102 were recorded (with the permission of the
participant) and transcribed verbatim and then translated.
All participants were given a pseudo name and details which
could identify them were removed from the transcripts.
Further details of the recruitment of participants, the inter-
view guide, the challenges of using translated interviews
as primary data, and the ethnic matching of researchers,
are available elsewhere [39]. Our initial analysis of the data
identified 25 initial codes which were collapsed into 5 key
themes: understanding and experiencing ageing, the context
of ageing, resources for ageing, transitions, and culture and
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identity [38]. Given the dearth of information about physical
activity in ourminority groups, we undertook secondary data
analysis of our existing data to focus on this new question.
Secondary data of qualitative research is less common than
for quantitative data sets. However, there is a growing recog-
nition of the potential of reanalysis of qualitative data for this
role. For this reanalysis, all transcripts were reviewed by the
author and all mentions of physical activity, exercise/physical
activity in general, and references to specific activities such
as walking, exercise classes, swimming, cycling, going to
the gym or participation in sports/games such as football
and tennis, and other physical activities such as gardening
and housework were identified. These narratives could be
either positive remarks about exercise or descriptions of
how/why the participant was unable to engage in exercise
as well as reports of being advised to take/stop exercise
proffered by health professionals, family, or friends. These
transcripts were then reviewed in depth and the key fac-
tors linked to physical activity/exercise were identified and
compared with the barriers/enablers previously identified,
namely, age, appropriateness of activity in later life, cultural
ideas about ageing, cultural norms about women, existing
health problems, perceived health benefits, advice from
health professional, support from family/friends, work, and
caring responsibilities. Responseswere further linked into the
four domains of our theoretical model, namely, (a) resources,
(b) sociodemographic factors, (c) individual characteristics,
and (d) the social and environmental context.

3. Results and Discussion

Of the 109 transcripts reviewed, 23 contained some mention
of physical activity or exercise in either a positive or negative
way in the context of their daily lives. So, for the vast majority
of our participants, activity and exercise were not mentioned
at all. This demonstrates that, for most, of our group exercise
and physical activity did not figure as a part of the way that
they talked about their daily lives and their daily routines.
This would suggest that either such activity is so “taken for
granted” that participants did not talk about them or that,
for the majority of our participants, 86 out of 109, exercise
and activity were not part of their daily routine. This latter
interpretation would seem to fit with the epidemiological
evidence for the general population of older people where we
know that most are not active. Furthermore, our interviewers
probed in considerable detail the pattern and rhythm of
participants’ daily lives and routines and thus we are forced
to conclude that fewwere engaged in routine habitual activity
of the type enshrined in government and health education
guidelines. This suggests that studies such as that reported
by Horn et al. [38] overrepresent the active: 22 out of her 48
participants were described as “active.”Thuswhilst the results
of that study are useful in terms of suggesting why individuals
maintain activity, they may be less useful in understanding
why the vast majority of the population do not engage in
physical activity. Studying those who successfully embed
activity and exercise into their daily lives is important and

useful but, unfortunately, provides little insight into those
who do not achieve this.

Of those participants who mentioned exercise 14 were
male and 9 were Bangladeshi with an age range from 46 to
71. Focussing upon this group, we distinguished those who
reported that they exercised, those who wanted to or had
been advised to exercise, and those discussed why they did
not exercise. Four individuals, 3 male (aged 48, 51, and 54)
and 1 female aged 67, presented reasons why they did not
exercise. The 3 males were all employed as taxi drivers. For
2, exercise was seen as part of the job as illustrated by the
following comments: “I am a taxi driver and drive a lot. Also
I have to walk and move around which are sufficient for me”
(Liyaqat aged 48) and, similarly, Tahir commented “. . .my
work is my exercise”(Tahir aged 51). Taaj in his fifties gave the
long hours he worked as the reason for not exercising: “I I
(sic) do not have days off. . . If I need to take a day off, then
I do. Otherwise, I work on weekdays and the weekends too?
(sic) Sometimes, I feel like going and doing some exercise for
myself, but I never get any time.”These comments reflect their
very long working hours in low status jobs in the restaurant
trade or as taxi drivers. This demonstrates the intersection of
ethnicity and class. Within the British context Bangladeshi
and Pakistani communities are characterised by employment
in low status, low wage occupations often characterised by
longworking hours. In this context wemight suggest that lack
of engagement in activity and exercise reflects issues of class
rather than ethnicity.

Cultural factors were very important in constraining
activity for the one woman who discussed why she could not
be active. Zakira, a 67-year-old Pakistani women, articulated
the requirement for gender specific spaces and activities and
self-imposed cultural norms when she stated “What would
the neighbours think if I was walking in the street?” Whilst the
requirement for gender specific activities is well established,
the power of the community via “informal” norms and
sanctions to constrain women from being active in the public
sphere is less well established. This latter explanation was
hinted at in the study reported by Horne but in a positive
sense that cultural valueswere changing such that activitywas
being positively evaluated. It is not just in the field of physical
activity that cultural norms influence the lives of women.
Victor et al. [39] discuss how expectations of age appropriate
behaviour constrain how older women in these communities
both dress and behave which are illustrated by the comments
of Iffat Bangladeshi female aged 60 “I buy clothes that are
appropriate to wear for my age. . . I feel tired, weak, depressed
and also I am aware that I should behave as people expect from
a murubbi (elder) in our culture” (Iffat aged 60) and “As I am
now an aged person, I have to wear different types of dresses
matching with my age” (Naila aged 50).

Our second group consists of those who wanted to be
active or had been advised to be active by their family/friends
and/or a health professional. Previous research byVictor et al.
[39] stressed the importance of support from health profes-
sionals and also perceived health benefits in the initiation and
continuance of activity. Seven participants, 2 of whom were
women, had been advised by their GP to be more physically
active. Zakira, 65, commented that she did not like to exercise
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although she had been advised to do so by her doctor “he
said to do exercise and walk but I do not like it very much.”
Qudisya, a decade younger, reported that her GP had advised
her to exercise for weight and blood pressure reasons. She
had been to the gym once but was yet to return. Alim’s,
a 54-year-old male, comments are typical of the types of
responses given to the advice to exercise “I need exercise, but
I do not exercise. . .Nowadays, I—like to walk—(sic) but there
is no time. For health, for health to improve a little.” His wife
interjected “Since he had a bypass, doctors have told him to
walk at least 3miles every day.He has not done even 3 furlongs.”
To which Alim replied that “There is just no time.” Although
his family supported and wanted him to exercise, he was
clearly advised by his GP to do so and was aware of the health
benefits; he did not exercise. For our participants although
clearly appraised of the potential benefits of exercise and with
the support and the encouragement of their doctor and family
this was not sufficient to get them to start exercising.

There were 12 participants, 6 males and 6 females, who
reported that physical activity and/or exercise were part of
their daily routine. However we have limited details of their
engagement with activity and no details of the duration or
intensity of these endeavours. One 47 male reported that he
had chosen bicycle for this (to keep fit) (Faatih) but did not give
any further details. Zamine, a 67 year old male, commented
“Often, the thing that I do regular is (sic), recently I have joined
swimming. Exercise at least 4, 5 times a week and golf (sic).”
One thewomenwas unusual in stating “I go to the gym 3 times
a week.” Aisha a 53-year-old female observed “I go swimming,
I go to the sauna. I go to the sauna as I really like it, after you
go swimming and then you enter into the sauna, the pain that
you have in your body goes away. I also do, they teach us some
aerobic exercise in the water, and I also do that.” Whilst Laila
who was 52 reported “I go to exercise classes with friends. . . I
go to exercise classes twice a week. I do not know how much
it is helping my weight but all my friends go so I enjoy it very
much andwe always have a chat at the end,” her comment was
the only one that reported–unpromptedly—the importance
of the social side of engaging in physical activity. No other
participants commented on this which previous studies have
shown to be an important facilitator of engaging in exercise.

The most commonly reported form of exercise was walk-
ing and participants referred to their doctors as promoting
walking as the most appropriate form of exercise for this
group. Mahmood, a male in his seventies stated “I take my
grandson and walk him to school. After leaving him there,
I take a long round on foot, and then I walk back home.”
Wajida, a 51 year old woman, commented “I also go for a
walk. That is for my health, so I walk for a while, that’s how
the day goes. I go out for the sake of it sometimes so I can walk.”
Our interviewer then asked, in a surprised tone, “You go out
walking by yourself?” To whichWajida replied “Not by myself
but with my mother-in-law, my daughter-in-law goes too and
I go too, there are other Bengali’s that go too.” This links back
to the issue of cultural norms raised earlier. Uzma, a 62 year
old, commented “I pray to Allah to keep me healthy, control
my diet & eat less, do some walk and exercise, although I am
not that healthy. . ..I’ll prefer if it (her arthritis of the knees)

is cured by using medicine only, or by walking, exercise, losing
some weight. I do try.” She went on to comment further about
the importance of whowomenwere seen walking with “if you
are walking with someone good, they say that she is also good.
If you walk with someone bad they say that she is also bad.” So
social sanction and constraints operate to both deter women
from walking in public on their own and then, if they walk in
a group,make judgments on their character and reputation by
whom theywere seenwalkingwith.Within theUKwalking is
promoted as the safest form of exercise for older people but—
in the context of women from the subcontinent—adherence
and engagement with this is problematic as it offeredmultiple
ways inwhich they could breach acceptednorms of behaviour
with resultant consequences for their reputation within the
community.

3.1. Concluding Comments. Within the UK, there are few
studies looking at exercise and physical activity among older
people from our minority communities. Those studies that
have often been conducted with more engaged members of
our minority groups such as the studies by Horne et al.
[37, 38]. The strength of our study is that we interviewed
members of our Pakistani and Bangladeshi communities
who were not accessed via services or gatekeepers and that
our in-depth interviews focussed upon their daily lives. We
did not specifically ask about exercise but did ask about
health and what they did to maintain it. As such, there were
clear opportunities within the interview where participants
could talk about activity and exercise. Qualitative research
is powerful in the fact that that it clearly indicates what
participants do and do not talk about. In this context, the
failure of participants to “talk about” activity suggests that this
was just not something that figured in their daily lives. We
see that, for this group of individuals, engagement in physical
activity was low, at best 11% (12 out of 109), but is in line with
quantitative estimates. Fewer still build exercise and activity,
including walking, into their daily lives. Explanations for why
they did not exercise, often in the face of clear explanations
of the potential health benefits and the encouragement of
their GP, need further investigation. For a large proportion
work-either in employment or looking after dependents
(grandchildren or spouses) was a contributory factor and
such explanations are unlikely to be limited to this group
of older people. It is a clearly implicit assumption within
many exercise interventions that older people are not “busy”
and have plenty of time to engage in activity. For both our
participants and the wider population, this was not the case.
In addition, cultural factors, including expectations of age
and gender appropriate behaviour, were also important. We
need to recognise the importance of both generic and specific
factors if we are to develop interventions to promote physical
activity that are both culturally appropriate and effective in
bringing about long term behaviour change.
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