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Introduction
It is generally accepted that the burden of disease morbidity and mortality is not shared across
all ethnic groups (August & Sorkin, 2010) and that ethnic minority groups (EMGs)
experience higher levels of a range of chronic diseases (Griffiths et al., 2005, Nazroo, 2003).
Self-reported poor health developed nations such as the United Kingdom (UK) is highest
among EMGs (Gatineau & Mathrani, 2011). Findings from the National Survey of Ethnic
Minorities indicate that health inequalities among EMGs in the UK increase with age and
become more pronounced after age 30 (Nazroo, 2003). One area in which this disparity is
clearly seen to affect the health of EMGs is physical activity (PA). The positive relationship
between PA and health has been well established over the past 50 years (Tremblay, 2006) and
recently the role of sedentary time (ST) has been shown to adversely affect health outcomes
(Owen et al., 2009).

Globally, it is believed that as many as 80% of the population is not physically active (WHO,
2012). In nations such as the United States, Australia, and the UK, levels of inactivity among
EMGs are estimated to be between 62%-87% (Antikainen et al., 2005; Dogra et al., 2010).
Over the past three decades policy makers and health practitioners have recognised the need
for improved policy guidelines to encourage increased participation in PA in EMGs and to
decrease ST. These guidelines however, may not lead to an uptake of PA by those who are
not physically active. There is limited evidence as to why this is the case, but it may be
attributed to a lack of culturally tailored messages and low level of understanding of how to
engage with diverse communities (Burholt & Dobbs, 2010).

One speculation is that the socio-ecological determinants of health are not being considered
in the framework and implementation of health promotion and policies (Halfon & Hichstein,
2002). These determinants include the demographic, psychological, social, cultural, and
environmental factors that influence health behaviour choices (Jonnalagadda & Diwan, 2005;
Lord et al., 2011). Determinants exert their influence through multiple levels and pathways to
influence activity patterns (King et al., 2001). Among socio-economic determinants of health,
families are now becoming the focus of research aimed at improving the health of EMGs as
they may be an advantageous pathway to deliver health promotion messages (King et al.,
2001). Currently there is little known about how ethnic minority families transmit and absorb
health messages. It is therefore essential for the role of families to be examined as a pathway
for the dissemination of positive health messages to EMGs.

Aims of This Chapter
There is a major gap in knowledge of how to encourage EMGs to become more active and
less sedentary and evidence on interventions aimed at these groups shows no or limited
successes in the goal (Babakus &Thompson, 2012; Bernardi, 2011; Caperchione et al., 2009).
It is therefore imperative to increase our knowledge of how health and PA messages are
transmitted among and between members of EMGs, specifically within families, in order to
utilise these pathways more fully and incorporate them into interventions. This chapter will
discuss how health and PA messages are taken up by EMG families. A recent study on South
Asian (SA) families in the UK will be discussed. Throughout this chapter SA families and
specifically Bangladeshi and Pakistani families will be used as examples. Limited research
indicates that SAs living outside their native counties, do not engage in recommended levels
of PA and are highly sedentary, putting them at increased risk for chronic disease morbidity
and mortality (Graham, 2004; Jonnalagadda & Diwan, 2005). Finally, this chapter will make

recommendations for how future health promotion, policies and interventions can benefit
from understanding and incorporating these lessons into their development.

Literature Review
Determinants of Physical Activity and Sedentary Time
A socio- ecological model of PA/ST can organise our understanding internal and external
influences on these behaviours. Socio-ecological model includes demographic,
psychological, social, cultural, and environmental determinants of PA and ST behaviours
(WHO, 2012a). The complex interactions of these determinants on individuals and within
communities can create barriers to increasing activity or alternatively may facilitate
participation in PA (Frohlich & Potvin, 2008; Rafnsson &Bhopal, 2009). This section will
focus on the social and cultural determinants of PA and ST in EMG families.

Social Determinants
Social support is an important factor in the health of EMGs. It has been defined as the help,
care and companionship that others provide (Ryan et al., 2005). It is widely accepted that
social support can provide individuals with a sense of well-being and may encourage positive
health behaviours (Stephens et al., 2011). Social support offers protection against
psychological stress and increases personal control (Umberson et al., 2010). Literature
suggests that lack of social support influences the way EMGs perceive their health and may
contribute engaging in fewer health promoting behaviours such as PA (Caperchine et al.,
2009; Jonnalagadda & Diwan, 2005). Evenson et al. (2004) found that social support is one
of the most consistent correlates of PA and may be equally as important as age and gender in
determining PA behaviour.

Just as social support has an influence on PA and ST, the social networks in which this
support takes place can have a positive or negative effect on activity. Social networks are
characterized by links between an individual and others in the immediate community and
those outside of the community (Umberson et al., 2010). Individuals make decisions within
the context of the social networks to which they belong (Bernardi, 2011; Mahler & Pessar,
2001).

One major social network is the family. It has been found that SAs immigrating to the UK
were more likely to do so because they had family living there, and upon arrival they came to
live in predominantly SA neighbourhoods (Smith et al., 2009). When a social network
becomes ethnic-specific, the advantages that initially made the network strong such as a sense
of support from familiar peers, may become limiting in that information or support from the
wider society may not infiltrate the network (Ryan, 2011). A high quality social network,
such as one which extends beyond the immediate family and community, can influence
health through dissemination of health knowledge, increases in healthy lifestyle activities and
influence of social norms that promote health (Stephens et al. 2011; Yu et al., 2011).

Cultural Determinants
The culture of members of a social network will often dictate what is acceptable behaviour
for its members. Culture can be defined as the beliefs, abilities and customs that one acquires
as a member of society (Caroppo et al., 2009). Aspects of culture can include language, diet,
religious beliefs, attitudes, and family traditions (Jonnalagadda & Diwan, 2002). Studies have
identified that SA cultures for example, may place a higher value on women staying in the
home, dressing modestly, and promoting a sense of family and community over an
individualistic ideal such as engaging in PA for one's own personal benefit (Bao & Lam,

2008; Downie et al., 2007). Faith and religion are also critical components of SA culture and
central to many families. In fact, 92.4% of Bangladeshis and Pakistanis living in the UK are
Muslim and account for 17% of the Muslim community in the UK (Alexander et al., 2010).
Research suggests that SAs view their religion as a large part of their identity construction
(Caroppo et al., 2009; Egan et al., 2009).

While the Muslim faith encourages healthy lifestyles and family taking a central role in
achieving those healthy lifestyles, familial responsibilities may take priority(Grace et al.,
2008 ; Laird et al., 2007). In a study by Grace et al (2008) on the influence of culture on
health, they found that religious leaders supported and encouraged healthy lifestyle habits
such as increased PA, though a woman’s duty to take care of the family was prioritised
higher than taking care of personal needs. Moreover, researchers have consistently found that
exercise for health has little cultural meaning to SAs and activities such as sport are not
usually performed by adults (Cerin & Leslie, 2008). There may also be social barriers to PA
(Griffiths et al., 2005) such as social sanction or gossip about a SA woman if she participates
in PA or sports since it is not commonly accepted in this culture (Grace et al., 2008).

South Asian Families in the UK
Bangladeshi and Pakistani groups make up a significant portion of the SA population in the
UK (nearly 1 million born outside of the UK but now living in the UK). UK Bangladeshis
and Pakistanis have been reported to be religiously homogenous, with 92% identifying
themselves as Muslim in the 2011 Census (Ballard, 2011). Additionally, these groups have
been reported to be the most socio-economically deprived of the SA groups and one of the
most deprived populations in the UK, having high rates of unemployment and low rates of
education (Alexander et al., 2010).

The following research was conducted with communities in Cardiff, Wales. In 2011 it was
estimated that those of SA descent made up 4% of the population and there were nearly 4,838
Bangladeshis and 2,637 Pakistanis living in Cardiff (Office for National Statistics, 2012).
These large and comparatively young EMGs in the UK are known to have poor health
outcomes, and engaging them in this research offers a unique opportunity to understand how
PA/ST messages are transmitted and understood.

Study Background
Twenty-four Bangladeshi and Pakistani mothers and daughters participated in semistructured interviews. A full explanation of the methods and analyses can be found elsewhere
(Curry et al., 2015). The aim of this study was to use semi-structured interviews to explore
the shared experiences of SA mothers and daughters in the UK in relation to PA and ST, and
investigate how active living message are disseminated among SA families.

Main Findings
Conceptualisation and Contextualisation
Frequently the terms PA and exercise are used interchangeably in the literature to indicate
bodily movement above rest that results in energy expenditure (Eyler et al., 2003). Therefore
interview questions began with asking if SA women would explain what each term meant to
them. Women conceptualised PA as keeping busy or just moving around a lot. This can be
seen in the many references to being active through daily housework. As one 36 year-old
Bangladeshi woman described:
“…Physically active to me means doing things. Being busy with life,

housework, cooking, cleaning and going out and about.”

Nearly all women indicated that being physically active meant being healthy. Particularly,
being active helped keep illnesses away. A 39 year-old Pakistani woman, when asked what
she thought it meant to be physically active, commented that:
“I think it’s good to be active. It’s good for your health. Um, otherwise
you’ve got all these other illnesses that come along.”
The concept of “sedentary” was explored before asking participants how much ST they
engage in. Most women did not know what the word sedentary meant and required an
explanation by the interviewer. Once defined, participants expressed the concept of being
sedentary as falling into two main categories. Firstly, being sedentary was seen as resting or
“taking it easy.” Nearly all women who referred to being sedentary as resting commented on
a sense of deserving a rest after a long and busy day. Many women wanted to relax after
doing their housework. One 61 year-old Pakistani woman said:

“I have um, something…to do all the time. Either cleaning the house or like
you know…Well in the evening I do take rest. I just um, I lay down and then I
do nothing. But um, I think that I deserve [to rest] after the whole day.”

Not only does this provide a picture of this woman's concept of what it means to be
sedentary, but it is also a reflection of what her position within the family unit. It is clear that
it is expected that she will be busy with family-related tasks during the day and is allowed (by
her family or herself) to take a rest. This cultural expectation was pervasive in interviews,

with nearly all mothers and daughters indicating the importance of family responsibility
before taking care of one's self.

Other women referred to being sedentary as being lazy. They conceptualised being sedentary
as not keeping up with their housework and being a “lady of leisure.” Importantly, both
younger and older women remarked that after a woman becomes a grandmother (around age
40), she becomes very sedentary and stops doing things for herself. This was said to be a
widespread practice in the community. The daughter-in-law was identified as being primarily
responsible for taking care of the older woman and what used to be her household duties. One
older (60 year-old) Pakistani woman commented:

“…problem becomes when woman becomes mother-in-law and come homes
and that’s it. It’s my time to sit now. She [daughter-in-law] will do everything.
It’s her responsibility. I done my job. Even mother-in-law may still be in early
forties. So that’s where the thing goes wrong. Personally that’s my view.”

One younger (36 year old) Bangladeshi woman agreed, but expresses difficulty in changing
this cultural norm within the family social network:

“They [daughters-in-law] have to encourage their mother-in-law to do a little
bit of housework. Um, I know like within Asian culture it’s rude to ask
somebody to do that.”

All mothers and daughters in this study referred to this specific cultural phenomenon. Within
the SA family social network this message has carried from the 'home' countries of

Bangladesh and Pakistan where this practice originated and is being passed to subsequent
generations in the UK.

Health Messages
Messages External to Family

Messages on PA/ST from outside the family originated from health professionals, friends,
and members of the community. Many women were advised by their GPs to be cautious
about participating in activity due to ill health and injuries. One 46 year-old Bangladeshi
woman described why she cannot be active:

“I try to be but my health prevents it at the moment. ‘Cause I’ve got so many
kinds of illnesses so there are certain exercises that I wanted to do which I am
not able at the moment. That’s because doctors told me to take things easy.”

Women indicated that GPs did not spend enough time with them or give them enough
guidance on what to do for PA. The only guidance they were offered was that they needed to
exercise for their health. A 52 year-old Pakistani woman explained how more help from GPs
would break this barrier to PA:

“I think actually give them [referring to the patient] a bit more time when they
go to see you [referring to the GP]. Actually listen to your problems. No, it’s
true. Because half the problem is solved when the professional you speak to
actually listens to you.”

A need to be social during PA was found among SA women. Many women preferred to
engage in PA with other women and also needed the encouragement of others to educate and
motivate them to be active. When these were not in place women are less likely to engage in
PA. One 58 year-old Pakistani woman described why this is the case:

“I’m more of a social person. So I find exercising or going for walks with
someone enjoyable. I’m not one of those people who will just get up and go
for a walk by themselves. So I always need to arrange some things.”

Women did not want to be seen by others in the community as being lazy or ‘sitting around
doing nothing.’ Women who were seen to be sitting around and seemingly not doing their
housework were judged negatively. One Pakistani woman said she would call a sedentary
woman a “lady of leisure,” which was emphasized as a derogatory reference. Messages on
PA from friends indicated that PA should be a social activity and enjoyed in the company of
other women (though never men). SA women preferred to engage in PA if it meant that they
could visit with their friends and family at the same time. In fact, many women modeled their
PA behaviour after the more active women in the community.

Messages From Within the Family

Strong and entrenched messages on PA and ST were found to be transmitted throughout SA
families. As previously discussed, becoming a mother-in-law equated to being expected to be
less active as a result of traditional practices. Among SA women in this sample there was an
expectation for themselves and from the family that as they get older, they are entitled to
relax. Many women explained that they had “done their job” and that now it was time to

enjoy life, which included spending a great deal of their time in ST. Others were sedentary
out of boredom since they had become a mother-in-law with fewer familial responsibilities.
Many women admitted to being bored in the evenings and therefore were more sedentary
during that time.

When women were asked how to encourage older ladies to be more active, they said that
mothers-in-law should not allow their daughter-in-law to do everything for them. It is a
cultural tradition for this to happen, but both younger and older participants agreed that it had
become an unhealthy one. Every mother and daughter interviewed expressed worry about a
current disease or worry about developing a disease related to obesity. Although the
traditional message of the mother-in-law stepping back from housework once she has a
daughter-in-law was still in effect, all recognised that due to the health consequences of
inactivity, obesity and disease, this practice should not continue in its current state. Many
women acknowledged though, that this traditional message would be very difficult to change.
One 39 year-old Pakistani woman described this:

“…well the daughters all help the mothers anyway. But um, mothers should be
active in some way and be more independent and not rely on other people.
Mainly because they think they can’t do it. That’s the situation isn’t it?”

Family caring responsibilities were expected to take precedence over all other activities in a
SA woman's life. This took the form of caring for husbands, children and ageing parents. No
woman in this sample was free from some type of family caring obligation. Overlapping with
caring responsibilities is family pressure to prioritise housework over PA. Women frequently
noted that they were expected to ensure that all family and household needs were met before

engaging in any outside activities. Again, daughters-in-law caring for mothers-in-law was
seen as the norm and daughters felt pressure to continue this tradition. One daughter
explained that in fact it is not the daughter who can encourage mothers to be active but it is
the “younger ones and husbands. Can’t forget them.”

At the social level, other family members such as a daughter or friends were the most
influential in delivering messages on PA and encouraging SA women to be more active.
Women said that having their daughters, sisters, and other SA women to be active with made
the activity more fun, therefore they would be more likely to continue. Younger women
(those not yet a mother-in-law) were the greatest source of information on activities and
many made an effort to bring groups of others, both younger and older, together to engage in
activity. It seemed that being active was more acceptable if the activity was conducted with
other SA women, especially other female family members. Additionally, these women were
the source of knowledge on the benefits of PA as well as where activities were taking place.
One 36 year-old Bangladeshi woman talks about her enjoyment of being social during PA:

“I think we go through phases where my friends and my sister, if we are doing
something for an event we all get together and we perform and we dance. And
that’s when we’re doing lots of dancing and practices.”

Using cultural events to incorporate PA such as dance is one major example of a culturally
responsive practice. This activity was accepted by both male and female family members as
appropriate activity to engage in. It seemed that special dispensation for taking time away
from family responsibilities was made for these activities because of wider cultural

importance. Although, once the cultural event was over, women no longer expected to
engage in these activities.

Many women acknowledged the importance of getting children involved in PA at a young
age and having young people help to educate older women. Several mothers of younger
children encouraged their children to be active. This was through after-school activities and
sports. Utilising younger people to help encourage older women to be more active was
suggested by several participants, although this was seen as a difficult subject to tackle due to
cultural norms.

Concluding thoughts and reflections
SA mothers and daughters in this example conceptualised PA first and foremost as being
good for their health. When probed for what types of activities might constitute PA, most
identified housework and “keeping busy” as their main modes of PA. This concept of PA was
transmitted throughout families and perpetuated from generation to generation as mothers
and daughters reported similar conpectualisations.

Women identified one of two conceptualisations of ST: resting or being lazy; concepts tied
very closely to their family social network and cultural traditions. Since most women
perceived their days to be filled with housework and family obligations that kept them busy,
many believed they deserved to rest in the evenings or were expected to. In contrast, others
saw it as being lazy if a woman was known to be ‘sitting around.’ If this was the case, she
was not completing her household tasks and was therefore seen negatively by others in the
community. This social pressure was pervasive within the family social networks of the
mothers and daughters interviewed.

The only exception to this negative opinion was in reference to mothers-in-law. It was an
accepted fact that as a mother-in-law, they were entitled to do a great deal of sitting after
having raised a family and done the housework for many years. At this point in the life
course, the daughters-in-law take over these responsibilities. While everyone (including the
male family members, according to the women) acknowledged this was the case, all women
interviewed conceded that this habit was not healthy to engage in. All women recognised that
there are health risks that result from leading a sedentary lifestyle. The importance of family
traditions has been found in other studies on SA women (Siddiqui et al., 2008;
Sriskantharajah & Kai, 2007). These studies also found that women understood the
importance of being active, but that family responsibilities and traditions often prevented
them from engaging in PA.

Messages on PA and ST among SA mothers and daughters were transmitted through several
key routes: family (specifically daughters and often sisters or aunts), friends, medical
professionals (GPs) and members of the community. Crucially, cultural traditions and
messages such as the position of mothers-in-law and the role of women in caretaking
influenced family members' understanding of PA/ST, their motivation to engage in these
activities, and their own transmission of these traditions and messages. Scholars such as
Bourdieu have acknowledged the strong association between the social construction of family
and the social pressures exerted on individuals (Bourdieu, 1996). This is made clear in the
case of the SA families in this study. Cultural customs and expectations of family were
exerted on mothers and daughters, resulting in the aforementioned messages on PA and ST.
These can be considered social and cultural determinants of PA/ST in SA families.

As previously discussed, traditional health promotion has largely failed to have any positive
effect on the PA and ST levels of EMGs. It is reasonable to posit that one of the factors
contributing to this failure is the incongruence between these health promotion programmes
and the social and cultural traditions of many ethnic minority families. While going to the
gym or exercising are often prescribed by GPs and other health professionals, evidence
suggests that PA needs to be prescribed within the confines of the social and cultural
structures in which patients find themselves. The cultural practices of SA and many other
EMG families are largely unknown or ignored by health promotion and policies. Health
promotion and policies would benefit from an increased understanding of how diverse
families understand and transmit health messages.
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