& Ll

Queen Margaret University

@EFINITELY SHE USED THE WORD POISON, |

LIKED THAB %, $ %2, 9 3) + (
EXPERENCE OF A CULTURALLY APRED
PREVENTATIVE HEALTH INTERVENTION

)__

KRISHNA BHATTI

A thesissubmitted in partial fulfilment of the
requirements for the degree of
Professional Doctorate of HeaFsychology

QUEEN MARGARET UNIVERSITY

2016

Page 1 of 160


http://www.bing.com/images/search?q=queen+margaret+university+logo&view=detailv2&&id=BDE89FC9F6DAA1B2936433DB54593CB91370683E&selectedIndex=1&ccid=FV8cN+fJ&simid=607996048139028200&thid=OIP.M155f1c37e7c9ae69931608043db39ca2o0

Abstract

Aims: Punjabi Sikh immigrants are more likely to develop and live with lifestyle related illnesses than
the host population. Identifyinigctors that influence these health inequalities is challenyiagous
sociccultural factors have shown to pose barriers for this-ggobp to access mainstream
preventative healtiservices. The current study aimed to explore ladderly Punjabi Sikhsnade
sense of taking part in a culturally adapted health promatiteggvention (CAHPI) to facilitate
physical activity and healthy eating behaviodksiewly developed behaviour change mod=DM-B
underpinned the interventialesign and contents.

Method: Semistructured interviewwere conductedvith a purposeful sapte of 7 Sikh immigrants
who had taken part ina CAHPI. The resulting data was analysed using Interpretative
Phenomenological Analysifocusing on the participants lived experience of the CAHPI.

Results: The following themes were revealed:“for our good health, we are getting some help with
our healthh , “It2vps in our Gurdwara 3) “We all got together, the time passed nitefl) “We are

in a different stage in our lives now, we are not the same people we were 10 yearsd&gd Yol

c a n’ tall thegttdngsrin one day, we need some rhore

Discussion:Theindept h anal ysis all owed this generally
taking part inthe CAHPI. The findings showethat by incorporating meaningful components relating

to the design and delivery of such interventions, wider engagement of the target population can be
achieved.The IPA approach helped capture ttmmplexitiesthat existbetween individuals within

these specific populations, and the meanings they attach to the phenomenon being explored.

Conclusion and mplications: The current findings showhe importance ofirawing on a range of
disciplinesand guidance frorthe nevy developed COMB modelto help identify andunderstand the
mechanisms that facilitateehaviour changan this context Consequently, eaningful collaboration
between health care professionaltdlocal communities can help identify strategfes addressing
some of the health inequalities that exist within this marginalised community. In partibelatjlity

of places of worship and fear appeal approacbesiélivering such initiatives, have shown to be
invaluable.

Keywords: Health inequalities, Punjabi Sikbslturally adaptedhterventions, COMB.
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Chapter 1: Introduction

One of health psychology’ s key aims is to pron
through which they occur, and consequently understanding how they influence the development of
health and illness. As such, the discipline health psychology draws upon a range of perspectives in its
analysis of health and illneg®©gden, 2012)The first 5 the biopsychosocial model of health and
illness developed by Engel (187 which aims to takes a holistic perspective by emphasising that
physical health and welieing are influenced by complex interactions between biological; genetics,
viruses etc., pghological; cognitions, emotions and behaviours etc., and social factors; context,
ethnicity, occupation etc. However, critiques of this meiel model Spicer & Chamberlain, 1996;
Cornish, 2004 arguethat the static portrayal regarding levels of aiséd, and failure to consider the

fluid interactions between these levels, question its overall utility. Health psychology also accentuates
health and illnesses are viewed on a continuum, and investigate ways in which psychosocial factors
influence differat stages of illnesses such as their onset, progression and adaptation. Furthermore,
health psychologists also consider the concepts of direct and indirect pathways relating to psychology
and physical health statusor example, direct pathwayslate to he notion that psychological states

for instancestresscan have a direct impact on illnesses such as coronary heart disease (CHD). This
perspective emphasises that the way an individual experiences their life, has a direct impact on their
physical healttstatus. Indirect pathways reflect the nottbata way an individualthinks influences

their health status through behavioural factors such as unhealthy eating and physical inactivity.
According to the World Health Organisation, health promoting behevisuch as healthy eating and
physical activityhave been shown to reduce the risk of lifestyle related illnesses such as CHD,
diabetes mellitus (DM) and hypertensiddealthy eating is described as the consumption of a
balanced diet from a wide variety fofods in suitable proportions, and physical activity is described as
“any bodily movement produced by skeletal mu s c |

Organisation, 2016).

Globally and within the United Kingdom (UK), individuals of South Asian origin are more likely

to develop and live with CHD and DM than the general population (Gill, Kai, Bhopal, & Wild, 2007).
Page 7 of 160



However, identifyingfactors that influence the developmentloése diseases among different ethnic
groups including those from South Asia is challengi¥@riations found in genetic makeup as well as
in sociocultural practices among ethnic sgimups may influence this vulnerability. For example,
according toScaborough, Bhatnagar, Kaur, Somlina, Wickramsinghe, & Rayner, (2Ra6)yn risk
factors including high cholesterol and hypertension vary between ethnic groups, and the ways in
which they combine to increase the likelihood of developing these diseaseargi¢dcarborough et
al., 2010) Additionally, there are significant differences in the methods through which ethnicity data
relating to these conditions are obtained both within and betweegrsups, making comparisons
problematic $carborough et al.,020. However, despite these shortcomings, an examination of
ethnic differences in lifestyle related diseases generally cofffiairthey are disproportionatetygher
among ethnic sugroups compared to the general populatiBar example, data obtainediréhg
20012008, showed that the prevalence of CHD was higher in South Asian men compared to non
South Asian men. Additionally, the incidence of myocardial infarction or heart attack; caused by a
blockage of one of the arteries was shown to be higheruthSgsians than in neBouth Asians for
both men and women. Furthermore, South Asian siEwa significantly higher prevalence of DM
than the general populatio®darborough et al., 20L0These consistent adverse findings should be
considered as a prityi for governmental bodies when planning hegitbmoting interventions to
overcome health inequalities in this highly vulnerable risk grdgreover, data from Public Health
England Outcomes Framewoskow that DM and CHD are on the increase, presentinge UK’ s
National Health Service with serious clinical and financial implications (Department of Health, 2012).
Hence, it is imperative to find ways of reducing this public health byraleth addressing the health
inequalities that exist in marginalisedbgps Scarborough et al., 201Buck & Gregory, 2013

Although some reference is made to genetics in the development of both CHD and DM, health
compromising behaviours influenced by secidtural practices are frequently cited as playing a
leading role m health inequalities amongst ethnic guwbups (Cuppuccio, 1997; Nazroo, 1998;
Barnett, Dixon, & Bellary, 2005 As shownindividuals of South Asian origin have an increased risk
of developing lifestyle related diseases such as CHD and DM and theiratésdoobmplications
including stroke, renal failure and even premature death compared to the general population in the UK

(Gupta et al., 20055ahni & Leslie, 2005t awton, Ahmad, Hanna, & Douglas, 20061owever, this
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vulnerability is even more evident iglderly migrant South Asian stgyoups, particularly those
identified as Punjabi Sikhs residing in developed countries including the USA, Canada and the UK
(King, LeBlanc, & Sanguins, 2006; Lip, Barnett, & Bradbury, 2007; Galdas, B&ad¢ang, 2010.

Risk factors such as DM, abdominal obesity, stress, unhealthy eating, and inactivity, have specifically
shown to explain the increased CHD risk in elderly migrant South Asian populations including
Punjabi Sikhs (Gupta & Brister, 2006). Due to their increasdderability, elderly Punjabi Sikh

immigrants have been selected as a justifiable population for the purpose of the current study.

For those individuals with existing CHD and DM from this vulnerable-gnalip, promoting
physical activity and healthyaéing behaviours have shown to improve disease control and quality of
life (Ades, 2001 Individuals at risk of developing or diagnosed with either CHD or DM are
encouraged to sethanage the disease by increasing their levels of physical activity, asdntiog
healthy diets (Lawton et al., 2006jdhu, Gale, Gill, Marshall, & Jolly, 2015 Within the UK,
research has shown that South Asians in general have a lower prevalence of physical activity related
behaviours in comparison to their European couatésgBabakus & Thompson, 2012). Additionally
a recent qualitative literature review uncovered a number of -sattieral factors underlying
unhealthy eating practices in this population (Ludésiray & Kinra, 2013). However, it is important
to note thatalthough health behaviours are a useful indication of prevalence, it is challenging to
ascertain comparable conclusions due to the nature of the measures used to assess those indicator
(Babakus & Thompson, 2012) . Are decelvingoas thdy faytp | a kb
reflect the true extent of diversity between suchguups. A focus on ancestral origins and religious
affiliations such as Punjabi Sikhs, as explored in the current study is able to highlight the level of
heterogeneity relatg to lifestyle practices across South Asian-guiiups. For examplBunjabi Sikh
immigrants are noted to & a higher risk of CHD (Galdazt al., 2010) and DM (Sidhu, Griffiths,
Jolly, Gill, Marshall, & Gale, 2016) than the general populatgidhuandcolleagueshowed Punjabi
Sikhs are more likely to have limited availability and access of healthcare resources, as well as low
uptake of preventative health care services. This more narrowedrauyb analysis allows an
understanding of specific conteztu factors pertinent to a parti

needsKing et al., 2006Bedi, LeBlanc, McGregor, Mather, & Kin@008. Additionally, this specific
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subgroup analysis also offers a way of understanding the contextual factors thét afnibectype of
healthcare provision accessed, as well as allowing to capture meanings assigned to their unique

perceived health status and cultural needs (Sidhu et al., 2016]

The development (Misr& Gupta, 2004) and progression of such lifestyle related diseases have
shown to be reduced by behaviour modification through culturally adapted health promotion
interventions (CAHPIs)Lawton et al., 2006Coe & Boardmen, 2008idhu et al., 2015 The terns
‘“culturally adapted’ or ‘culturally sensitive’
to increase their suitability for ethnic minority populations (Netto, Bhopal, Lederle, Khafoon
Jackson, 2010).The following sectionwill discuss some broader explanations relating to
psychological factors underlying the target behaviours. It also discusses some distinctive behavioural
patterns and socicultural norms and practices observedhiewider South Asian population, as well
as in the Pojabi Sikh community. The findings are obtained from both quantitative and qualitative
designed studies shown to either inhibit or encourage Realthoting behaviours. A more intuitive
understanding of these patterns may help inform public health poialers to design more
meaningful health promoting interventions to reduce this disease burden for the target population and

the wider society.
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Chapter 2: Literature review

2.1. Inactivity and unhealthy eating in South Asian immigrants andPunjabi Sikhs

South Asians are recognised as those members of society with ancestral origins within the Indian
subcontinent: India, Pakistan, Bangladesh, Sri Lanka and Nepal, or identified by their religious sub
groups: Hindu, Sikh and Muslim (Lawton,at, 2006; Oliffe, Grewel, Bottoff, Dhesi, Bindy, &ang,

2010). As mentioned, these sgioups have an increased risk of developing lifestyle related diseases
and subsequent conmgations (Daniel, Wilbur, Fogg& Miller, 2013). Eating healthily and engag

in regular physical activity are recommended as effective contributors to lower the risk of CHD and
DM (Warburton, Nicol & Bredin, 2006), and have been widely researched in the general population
(Thompson, Buchner, Pina, Balady, Williams, Marcus eR803), as well as within these sgioups
(Lawton et al., 2006Coe & Boardmen, 200&idhu et al., 2015jiwani., Clevelad, Patel, Virani,&

Gill, 2017).

Although the discipline of health psychology is useful in offering some explanation of factors
that influence the target behaviours, insights from other germane disciplines may provide additional
explanations. A wider perspective may offer a deeper level of analysisrti@tpinspsychological
processes relating to the target behaviours in the ttgrgpulation. The following disciplines:
community psychology, community health psychology (Campbdili&ray, 2004; Murray,Nelson,
Poland, Matickal'yndale, & Ferris2004), and exercise psychology (Biddle & Fox, 1989; Smith &

Bird, 2004) are discussed in turn.
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2.1.1. Wider explanations offered regarding psychological factors underlying the target

behaviours in the elderly population.

2.1.1.1.Community psychologgnd Community health psychology

As mentioned earlier, globally and within UK individuals of ethnic minority groups such as those of
SA origin, are more likely to develop and live with lifestyle related diseases than host pop@dtion (
2007) These pesistent adverse findings should be considered as a public health priority for agencies
responsible for planning health promoting interventions to address societal health inequalities.
Evidence shows promoting health enhancing behaviours such as phgsiggl and healthy eating
improves disease control and quality of life (Ades, 2004grburton, Nicol & Bredin, 2006.
Research has also shown tharitifying factors that influence the development of these behaviours
within ethnic groups is challengingue to the complex nature of their developme@angpbell &
Murray, 2004; Murray et al., 2004 Additionally as previously stated, although models such as the
biopsychosocial model (Engel, 187 attempt to provide a holistic perspective of health and illness
influenced by complex interactions between biological, psychological and social factors, it only offers
a static portrayal relating to the level of analysis. Hence, the model fails taleoths dynamic
nature in which these mechanisms inter&gi¢er & Chamberlain, 1996; Cornish, 2004

The emerging discipline of community health psychology (Campb#&iugray, 2004; Murray
et al., 2004), closely aligned to the values and principlesoafnunity psychology Nelson, &
Prilleltensky, 201} offer alternative explanations regarding the mechanisms through which health
and illness in general are influenced, as well as providing meaningful strategies to address them. It
also highlights many shtwomings with mainstream health psychology, including its failure to address
health inequalities observed in marginalised groups such as the one examined in the current study. For
example, health psychology is seen to have a limiting role in influenciagates, policies and
interventions into the causes of health inequalities, at both local and global level. Additionally research
in this field shows limited relevance to the challenge of designing and implementingoréhl
interventions and policies thattend to promote health. This issue is more pronounced among the

most marginalised social groups where poor healthasghtto flourish (Marks, 1996). Community
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health psychologistsargue that research should aim to develop a deeper understanding of social
conditions that are not only seen to be damaging health, but find possibilities of alternative social
relations that are less damaging of health, as explored in the current study.dienakthe key aims

of community health psychology is to identify the processes and mechanisms relating to the social
conditions that may lessen as wellthsse thapromotehealth and welbeing. In this respect, the
notion of social changés fundamerdl to both the theory and practice of the more established
discipline of community psychology as well as the emerging discipline of community health
psychology. Community psychology associates itself with grassroots movements to challenge social
inequalites to promote broader social justice issues (Nelson & Prilleltensky, 2010). Similarities
between both disciplines include importance of collaborative research, undertaken with communities
rather than on them. Additionally, there is a strong emphasis oroving the quality of life of
individuals, communities and wider society, anid predominatelyaction orientated.

As noted earlier, a deeper understanding of social conditions are important, hence a common
aim of the discipline is an emphasis community level of analysis. In this regard, communities are
viewed as key mediators between the individual and the social context. Within this framework,
Campbell & Murray (2004, p.189) maintainh e concept of ‘“community’
‘“coummi ti es of pl ace’ , referring to geographic:
shared social identity, including religious affiliation such as Punjabi Sikhs. Both descriptions make
useful distinctions, although for pragmatic reasons arerg#yn linked to a combination of resource
constraints and convenience, the geographically bound definition is usually adopted. In addition, it
coul d be argued ‘communities of identity’ su
geographical locans, such as the target population examined in the current study. It has been
suggested that the close intertwining of ethnicity with secionomic status has sometimes concealed
the importance of culture in exploring the nature of health and illnessrgiMet al., 2004). Corin

provides a relevant definition of culture in relation to this point and the currentastody

Above all a system of meanings and symbols. This system shapes every area of life, defines a
worldview that gives meaning to persdrand collective experience, and frames the way

people locate themselves in the world, perceive the world, and believe in it. Every aspect of
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reality is seen as embedded within webs of meaning that define a certain world view and that

cannot be studied emderstood apart from this collective frame (199878)

Previous research within psychology examining culture has often been limited in exploring
psychological differences between ethnic groups and less regarding the cultural composition of
identity and psychological processes. This has important implications in ergrimdividualas well
as groupexperiences within ethnic sugsoups. For example aloser examination ofore intricate
psychological processedbservedwithin the target populatiothrough a wider level of analyses may
reveal additional features that aduaning to the overall experience of taking part in the CAHPI.
Murray et al., (2004)argue mainstream health psychology fails to focus on subjective experience and
meaning of illness, which may be influenced by social determinants at HeaetoDue to the
growing interest of examining a deeper level of understanding within cultural groups and
communities, further support has been shown in the develomh#éns more critically focused health
psychology discipline, with a more intricate emphasis on culttfence, community health
psychologists often adopt critical and constructionist epistemologies and sautiljualitative
methodologies such as interpretatimed discursive approaches to examine subjective experiences
(Marks, 2002Murray & Campbell, 2003Murray, 2004. These provide an opportunity give voice
to disadvantaged ppeavigel aeplasormetx ghalenggemnant siedieahahd
sodetal discourses often uséaloppress them (Murrag Chamberlain, 1999). Relatedly, community
healthpsychologists ado@n ecological perspective in which individuals are seen as embedded within
small systems (micrtevel), which are nested within largeystems (mesmacrolevels. It is argued,
defining problems at the individual level serves to blame the victims, even if unintentionally.
Community health psychologisthighlight that gaps remain in developing theoretical
frameworks that conceptualiske psychosocial mediators between participation and health, and in
developing suitable methodologies for conceptualising th€sehelp understand this problem a
di stinction bet ween “indirect (Campbeld& Jowthelovehe t °
2000).Indirect participation refers to collective action which may show to improve health status. This
is thought to be achieved through the development of community groups capable of serving as a

powerful source of social support, which may protextividuals from health damaging effects
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brought on by tensions experienced though stress. Direct participation in such initiatives may increase
the possibility that individuals will engage in headthhancing behaviours through a variety of
processes. Fog X a mpcéonsciousriess ai si ng’ |, i s t hougftrincreasing & e a
group’s critical consciousness of ltishteoughtthssoci al
process may enable disadvantaged groups to better understabdtdates they may need to address
if they are tosucceed in constructing contexts that are more likely to suppdrenable them in the
struggle for improved health. This approach suggests participation in collective action may also
increase an individual sonfidenceand empowerment in their ability to take control of their lives in
general and their health iparticular; in the likelihood they will act in health enhancing ways
(Campbell &Murray, 2004).

Community health psychologistsgue that small sé& local efforts to bring about change at
the level of facdace groups of individuals, families or peer groups restricts any meaningful progress
to be made by the wider structural and institutional forces. Such analyses covertly blame local
community memérs for problems whose origins lie outside of their power and control. By locating
the responsibly for health problems within local marginalised communities, such analyses are thought
to serve as a smoke screen for governments who seek to increase spetglinog such efforts
(Campbell & Murray, 2004, p.191Effective community psychology is viewed as one whose theory
and practice draws attention to challenges of real power imbalances that generate health inequalities.
Many of these power relations oftka beyond the boundaries of small local communities and beyond
the influence of small groups of marginalised community members. For them, the mission of
community psychologists involves not only psychosocial empowerment of deprived ,gratipsso
transbrmation of broader processes and structures that maintain the social inequalities that often
undermine opportunities for health (Campbell Murray, 2004). Additionally, on a local level,
empowerment involves the concept of people centred developmergngidhsises the development
of people’s skills and capacity to Howewsritdseci si
also important to notén relation to the current study aims, that empowerment also needs to be
considered at the group andmmunity level to be effective, as well as examining the broader process

and structures that maintain social inequalities.
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Moving beyond psychosocial mediators, the role of alliances and partnerships in creating
healthy communities is alsdaewed as an important process. Community development approaches to
health are often employed to promote psychosocial chaffey also aim to develogliances and
partnerships between members of marginalised groups and those in power to assisssingdties
social circumstances that undermine their health (Campbell, 2003ummary,community health
psychology offeran alternative approach to mainstream health psychology, in providing explanations
regarding the socioultural factors that undéel health and illness in marginalised groups.
Consequently it may help offer additional insights of psychological processes underlyiag

development of the target behaviours within the target population in the context currently examined

2.1.1.2 Exerdse psychology

Community psychology and community health psychology offered an awareness of how the broader
sociccultural context influencethe processethat sustain health inequalities in marginalised groups.
Additionally these approaches may expltia sociecultural mechanisms that promote psychological
factors such as confidence and wdficacy that underpin health enhancing behaviours, including
physical activity and healthy eating. This section will discuss important developments within the
discipline of exercis@sychology §mith & Bird, 2004), which specifically examines health enhancing
physical activity (HEPA), also shown to have a bearing on wider health enhancement issues and

disease prevention.

Exercise pychology recognises that thdgea general consensus among credible authorities
including the medical profession that increases in exercise levels could also produce worthwhile
public health benefitNelson, Rejeski, Blair, Duncan, Judge, King, & Castarfeckgppa, 2007)For
example, it is arguethat the link between increased exercisgzecifically certain types afuch as
aerobicexercise reduces the risk of CHKohut, McCann, Russell, Konopka, Cunnick, Franke,
Vanderah,2006) It also recognises additional bemgfiof undertaking exercise such as physical
functioning and mentakell-being (Biddle & Fox, 1989Fox, Stathi, McKenna, & Davis2007,

Windle, Hughes, Linck, Russell, & Woods, 201F&indings within this discipline mapave the
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potential toincrease physal activity behaviour in the target population. For example a number of
issues relevant to the current study have been examined by exercise scientists such as those shown ftc
facilitate or hinder physical activity and exercise in the elderly populaliagldr, Cable, Faulkner,
Hillsdon, Nacici, & van der Bij, 2004) Additionally issues relating to the design of interventions to
increase the uptake of physical activity, and how to translate findings in practice (Blamey & Mutrie,
2004) may be useful (thesee discussed in section 6.3: Implications for practice). Furthermore, the
significance of exercise as a healthelated behaviour, and the examination of motivational problems
associated with adopting and maintaining physical activity in this populatiay,also be beneficial.

In this respect exercise psychology research could provide some useful insights to guide public health

initiatives, and potentially increase exercise related behaviour in the target population.

Taylor et al.,, (2004) conducted a hitdisciplinary review consisting of evidence from
descriptive, efficacy and effectiveness studies concerning physical activity with older people, defined
as those aged over 65 years. Issues such as levels of fitness, including strength, flexibility and
functional capability, and measures of physical activity involvement decline with age, and the extent
to which this is due to the biological aging process or inactivity were examined. A particular area of
interest for exercise scientists has been to diffeate between how the natural aging process
contributes to functional decline and how much is concerned with avoidable change due to physical
inactivity or sedentary behavioufaylor and colleaguesxamined implications for these issues within

the contat physicalhealth, physical functioningnentalhealthandwell-being and quality of life.

The prevalence of physical activity data in older adults aged betwe@® ¥&ars in intervals
of 5 years up to 85+ in England was examined on &estonal databtained from the 1998 and
2000 Health Surveys for England (HSE) (Department of Health, 2000, 2002). Walking was shown as
the most common physical activity for all older adult-gmbups, and considered the most amenable to
change (Department of HealthQGD). Overall it was concluded that fewer older adults undertook
levels of physical activity, particularly walking, that produced worthwhile health benefits, and similar
observations were noted for older adults aged#%ears. A stark decline in physicaitivity was
also noted from the age of 75 onwards. TéeentNational physical activity guidelines produced by

the chief medical officers of England, Scotland, Wales and Northern Ireland, (Department of Health,
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2011), are same as those mentiobgd aylor and colleaguedt recommends adults aged-69 years

should aim to be active daily, and over a week, physical activity should add up to at least 150 minutes
of moderate intensity activity; described as brisk walking, gardening or housework, andkamderta
intervals of 10 minutes or more. The intensity of such activities refers to the rate at which they are
performed, or the magnitude of the effort requiradperforming them. It is useful to note that
intensity of different types of physical activitgary between individuals, and may depend upon
previous experience and relative levels of fitness (World Health Organisation, 2017). The National
guidelines als@mphasisehat dder adults should minimise the amount of time spent being sedentary
for exterded periods. These guidelines were also recommended for older adults aged over 65 years.
Low levels of physical activity for older adults aged 65 years amt have also been shown from

more recent data (British Heart Foundation 20156 However, Tayr et al., argue recommending
specific levels of activity for older adults can be contentious, due to the large variations observed
during the aging process, and capacity to engage in physical activity because of disability, also noted
earlier by WHO (201I). In view of trends to an older and less active population in general, and that
physical inactivity is implicated as a major risk factor in the development of CHD in the target
population, studies from exercise psychology exploring the relationship detwging, the
cardiovascular system are considered. Studies examining the effect that physical activity interventions
have on the cardiovasculaystemand associated benefit in reducing the risk of developing such

diseases are explored.

The aging procesis associated with progressive deterioration in the cardiovascular system
that results in reduced cardiac outpiarridge & Lazarus, 2017T.his process results from structural
and functional changes in both the central and peripheral circulation. drheined changes are
thought to lead to an increased struggle to discharge blood to the heart, and an altered cardiac function
that includes decreased heart rate. Independently, the changes are thought to be fairly subtle, but
combined,they contribute to ecline in maximal oxygen uptake and cardiac performance observed
during maximal exercise in older adultsakatta,2003) However, interpretations of age related
decline in endurance capacity is thought to be problematic due to generalised decreagds of |

physical activity, the increased prevalence of underlying CHD, and changes in body composition
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observed with agingTaylor et al., 2004) Nevertheless, some studies suggest seemingly healthy
individuals experience decreases in endurance capauityfunctional capacity of the cardiovascular
system with aging lazzzo, Cavanagh, Evans, Fiataromtagberg, McAuley, & Startzell1998;
Pimentel, Gentile Tanaka Seals, & Gates, 2003Evidence shows that the capacity of the
cardiovascular system to adapt to endurance training load is not affected by age, and that age related
changes can be reversed by increasing levels of physical activity in this population (Taylor et al.,

2004).

In addition to physical health, the loss of muscle mass is widely recognised as one of the main
determinants of musculoskeletal frailty and reduced mobility, and is shown to increase with age from
about 13- 24% in persons aged % years, to over 50% of th@®lder than 80 years. The most
obvious adverse effect of muscle loss associated with aging, also referred to as sarcopenia, is strength
and power. This impacts on the functionality relating to most daily activities, such as displacement of
body weight duing walking or rising from a chair, require the generation of power rather than strength
alone. The loss of muscle strength is thought to be greater than loss of muscle size. Physiological
factors are shown to contribute to this occurrerizé (A n t Relteino, Adami, Rossi, Carlizzi,
Canepari, & Bottinelli, 2003)However some evidence suggest regular resistive exercises can be
effective in increasing muscle mass and strength, even in the very old. Depending on various factors
such as age, gender, modatensity and frequency of training, level of initial fithess, increases in
muscle strength have been observed (Rodgers & Evans, 1993). Additionally, physical activity,
particularly strength training, has shown to be effective in reducing incidence ofGillksspie,
Gillespie, Robertson, Lamb, Cumming, & Row#)03) although further research is required to

determine if these effects can be sustained.

Having considered evidence linking some forms of physical activity with potential beneficial
health effets, physical activity and exercise related issues have largely been viewed from a
physiological perspective. Research has mainly focused on the physiological functioning as the body

improves its physical status. It is argued that thigert physiologicakffector' pr oduct appro
to consider t hat physi ol ogi cal changes and h

underlying regular exercise behavio(Biddle & Fox, 1989, p.206)The acknowledgement that
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exercise is an overt behaviour, enginned by motivational factors, has stimulated research viewing
exercise from a psychological perspectiiRegnick, & Spellbring200Q Scutzer& Graves,2004
Nelsonet al.,2007).Furthermore, evidence suggests that the process of exercise caabminidpoth
short and long term psychological benefits, which may play an important role in facilitating
motivation, and may also contribute to mental health and overalbe®ly Bauman, Merom, Bull,

Buchner, &Singh,2016).

A number of issues have beavestigated considering the role of physical activity from a
psychological perspective. For example, it has been suggested that depression plays a powerful role in
the quality of life in the elderly (Copeland, 1999). Depression has shown to increasektfor
cardiac mortality in individuals with and without cardiac disease at baséiEenix, Beekman,

Honig, Deeg, Schoevers, van Eii&,van Tilburg, 2001). Depressive symptoms have also shown to
have an impact on welleing and disability in oldgseople(Penninx, Leveille, Ferrucci, van Eijk, &
Guralnik, 1999).Due to such findings, the role physical activibay playin reducing depressive
symptoms in older addthas received much attention. Epidemiological studies investigating exercise
and depession in the elderly have generally reported an inverse relationship between level of physical
activity and depression scord®uuskanen & Ruoppilia, 1995{assmmen, Koivula& Uutela, 2000,

with physical activity viewed as a possible protective fuorctagainst developing symptoms of
depressionl{ampinen, Heikkinen, & Ruoppila, 2000)dditionally, metaanalytic and experimental
studies, including randomised controlled trials (8lgimenthal, Babyak, Moore, Craighead, Herman,
Khatri, & Doraiswamy 199; Singh, Clements, & Singl2001), consistently reported large anti
depressant type effects for exercise in adults diagnosed with clinical depression (Biddle & Faulkner,
2002). However, some concern has been raised regarding the use of physical activity as a clinical
intervention €.g. Burbach, 1997), reviews generally conclude that physical activity has beneficial
effects on mild to moderate depressidaflkner & Biddle, 2004Craft, 2009. In relation to dose
response, public health recommendations for aerobic exercise have s$hoba an effective
intervention for mild to moderatenajor depressive disorder (Dunn, Trivedi, Kampert, Clarke, &
Chambliss,2005). Although such evidence appears promising, some researchers and mental health

professionals are unclear about how physicelivity affects mentalhealth Despite various
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mechanisms being suggested for thegationship, there is little agreement (Crone, Heaney, Herbert,
Morgan, Johnstone, & MacPhers@®05;Crone, Smith& Gough,2006). This has largely been due

to methodolgical and ethical problems of researching specific mechanisms, and as such, no unified
mechanism has been verified (Daley, 2002; Cage$zaulkner, 2003). It has been suggested that a
combination of physiological, biochemical and psychosocial aspectsbeagsponsible (Biddle &

Mutrie, 2001), although evidence suggests that the actual process of exercising, opposed to the
exercise itself, is influential in instigating various mental health benefits (Crone @0@k). For
example Cronand Stenbridge (2007)highlighted the importance of social interaction opportunities

reported byparticipants whilst exercisinigfluential to mental health.

In relation to broader psychological wblkking issues, national survey data from England
show that positive naxd, defined aglobal sewf affective state;ni ndi vi dual ' s exper.i
basis, is more common in frequently active older adults than those displaying more sedentary lifestyles
(Skelton, Young, Walker, & Hoinville, 1999Biddle & Faulkner, (2002), concluded clear effects
were observed for enhanced psychologicaldweihg from physical activity in older adults. In relation
to cognitive functioning, epidemiological evidence has also shown that physical activity may be
assotted with the prevention or delay in the development of DementisAdndz hei mer ' s d
(Laurin, Verreault, Lindsay, MacPherson, & Rockwood, 2001). Also from a psychological
perspective, studies have shown opportunities for social interaction by engagingsical activity
initiatives, as noted earlier can be important, and viewed as a motivating factor for older adults (Finch
& Britain, 1997). This may help to overcome the effects of social isolation often experienced by the
elderly in general as wells provide some potential for increasing the uptake of physical activity

amongst individuals in marginalised communities such as those examined in the current study.

Apart from objective indicators of physical functioning, subjective indicators havebatso
investigated as underlying motivational factors for participating in physical activity initiatives.
Reviews by Rejeski and Milhako (2001) and Spirduso and Cronin (2001) highlight the importance of
an ol der -pffcacyto exérdse @& engdgeactivities of daily living, as a critical indicator
of health related quality of life. For example studies have shown loveffiglicy is a significant

determinant of functional decline with chronic disease (Rejeski, Miller, Foy, Me&skapp, 200},
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risk of falling (Tinetti, Speechley, & Ginster, 1988), and future engagement in physical activities.
Physical activity initiatives that aim to increase wdffcacy as a mediator of exercise behaviour,
through cognitivebehavioural strategies have shovo be successful in changing behaviour (King,
Pruitt, & Phillips, 2000). Such findings have important implications for preserving and maintaining
overall independence for the elderly in general. In summary, the collective findings discussed from the
disdpline of exercise psychology relating to the many physical health benefits as well as mental health
and wellbeing benefits in the elderly population, could potentially have important implications in

designing interventions to increase physical actiotyttietarget population.

In view of the explanations provided by a wide range of theoretical disciplines regarding the
development of the target behaviours, thitowing section will review a range atudies examining
the prevalence of physical activity specificalthin the target population. It will consider the extent

the explanations offered, provide some insight regarding the low levels of physical atibétye

2.1.2. Prevalence of physal activity in South Asian Immigrants and Punjabi Sikhs.

Despite being viewed as an independent risk factor in the development of CHD, and key contributor of
DM, low levels of physical activity have consistently been shown in South Asians compared to their
host country counterparts in general. Both quantitadive qualitative research methods have been
used to assess these prevalence levels, as both ask different and often complementary questions
regarding the topics being investigated (Lyons, 2011). For example, Babakus & Thompson (2012)
recently conducted a meéd methods systematic review to assess physical activity levels in South
Asian women living in western societies including the Uke aim of the review was tnderstand

the contextual factors that influence physical activity related behaviours inapigation. Studies
spanning over 30 years were reviewed, and included a range of quantitative and qualitative designs.
The main findings from the quantitative studies broadly showeddhat levels of physical activity

were found in South Asian women cpared to South Asian men and to white Europeans living in the

UK. However, making valid conclusions from these findings as previously mentioned was shown to
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be problematic due to a number of factors including the use ottaonlardised measures. For
exanple, the use of selleport surveys to assess levels of physical activityeneralhas limitations
regarding recall bias and possible misinterpretation of quesiidms.is liable with participants who

have poor English language and literacy skills radicatedi n Babakus anediew.T homp
Relatedly, despite some studias the reviewreporting the use of validatequestionnairesthe
validations were based on white populatiomsking them unsuitable for South AsiaAslditionally

most quantitativetudies included iB a b a k u s a n devigwpoeseptedaninimsgm information
regarding the translation of surveys into the appropriate langu@gssmay have impacted on the
meanings interpreted by participande ani ng and the coincg'ptofof padrme
events is said to be influenced by the cultural milieu in which it takes place and is directed by different
kinds of narratives, in this case the research instruments provided within a particular (Smigxt

Flowers & Larkin, 2009, 494).Studies includethBa b a k u s a n dreview didnimglisate that s
English language and literacy skills were limited in some South Asiangsabps.Therefore, the
incongruity between the information provided in the measures, and the participants understanding of
it, may have led to partially inaccurate and/or misleading respolidess been recommended that
efforts should be made to make the tratish processes undertaken for data collection procedures in
future studies more transparent (Temple & Young, 2004). For example in relationBabtleus and

Thompgeenwisw findings, terms such as phy's,i cal
etc. have distinct meanings in the English language and can be difficult to comprehend by those whose
have limited language and literacy skills. Finally regarding weaknesses relating to the quantitative
findings intheBa b a k us a n d review,dtmgssstoown tkat making direct comparisons of
physical activity across studies was difficult due to the domains of physical activity measured as well
as the methods used to assess them. For example, the majority of the quantitative studies measured
leisure ime related physical activity. It was argued that South Asian women may not engage in this
type of physical activity often but participate in more household related activities, again providing
misleading information.Nevertheless, despite the misrepresgntémited and often missing

information shown in the quantitative studies reviewed, general indications showed lower prevalence

of physical activity in South Asian women in comparison to South Asian men and to white Europeans.
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The qualitative studiesemanedi n Babakus and révhatedmpisedfindings r e v |
relating to knowledge and awareness of physical activity in the target group. These findings were
shown to result from the varied methods of data collection, sample characteristics andl sizeyalh
as the research focus adoptdthe majority of the qualitative studies addressed the barriers and
facilitators to physical activity, presenting little agreement between them. These disagreements were
noted to result from the possible misrepregaemti on of the term ‘' SoAs h As
previously noted, this expression often fails to reflect the subtle differences deeply engrained between
and across these diverse gytbups and their related soaaltural practicegSidhu et al., @16).

Although inconsistent findings are viewed as a limitation for researchers advocating the use of
guantitative designed studiagsearchers whprefer qualitative approaches take the opposite view.
These inconsistencieare seen to be thought provainin emphasising the importance of
heterogeneity observed within the different South Asianrgsabps, as addressed in the current study.

The significance of heterogeneity is sometimes overlooked by the need to look for generalisations
within the data, andhisinterpret the fundamental aim of qualitative research, which is to understand
specific factors that make up social reality (Willig, 2013). In relatioBtabakus & Thomp
review, the low prevalence of physical activity shown in South Asiangsolps, as well as in the

Punjabi Sikh population examinethay have been attributed to a range of social facoch as
birthplace religious beliefs, and other daily sogioltural practices and norms.

Anot her i mportant dimension to qualitative r ¢
This term is synonymous to a specific, dynamic qualitative approach, namely Interpretative
Phenomenological Analysis (IPA), which allows a detailed sub&kploration of unique attributes
relating to an individual s’ |l ived experience
focused process allows participants to reveal issues that are meaningful and pertinent to them. A more
detailed discusen of this research approach is provided in Chaptemd4general, researchers
advocating the use of qualitative methods also emphasize the importance of using a theoretical
framework as a means of assessing the quality of findings from qualitative destgdees (Mays &

Pope, 2000)In view of the mixed findingfrom the qualitative studieseported in Babakus and

Thompson’s review, few reported the use of a
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findings obtained. Nevertheless, despitesth shortcomings the overall findings from the review
indicated a trend towards low physical activity levels in South Asians.

A more recent population based stByatnagar, Townsend, Shaw & Foster, 2016) examined the
physical activity profiles of SoutAsian subgroups in UK.It aimed to identify the different domains
of activity shown to contribute to overall physical activity levels in South Asian groups in comparison
to White British groups and demonstrate how these varied according to sex andeagfedyhmerged
the findings from selfeports in the Health Survey for England data collected in 1999 and 20@4.
nationally representative surveys provided data from 19476 adults. The total amount of physical
activity was assessed across the four dosnairalking; housework, sports and DIY. A significant
difference was noted between the -gmbups for the contributions of all physicadtivity types for
participantsaged below 55 years, with the exception of walking. Despite the limitations ef self
repots, the overall findings indicated that South Asians in the UK were more active in some ways that
differed by age and sex in comparison to their host country counterparts. The outcomes highlighted the
importance in understanding the different ways in wlsplecific subgroups are active, and age
appropriate interventions are necessary for all South Asiaigreuips. The age differences observed
in different types ofctivities werethought to be associated with generational status, with those born
in the UKhaving different cultural experiences from those born in other countries.

It was suggested thdindings from Bhatnagare t atlidy cousd be used to develop tailored
population interventions to increase physical activity levels in adult South Asiagraus living in
the UK. Although Bhatnagaand colleaguefindings are useful in highlighting the different types of
activities that an be used to increase physical activity in different age grdhgg failed to explain
why the differences in the patterns observed existed. One explanation may be attributed to contextual
changes experienced throughthe different stages of life, sut as health status, leisure time related
cultural norms and practices, as well as differences in early childhood. The overalgdiridim

Babakus& Thompson’' s (&a@ RBhathagae & v ia2028) stdy, (suggest that there is
potential to develogulturally appropriate interventions to increase physical activity levels in this
target group.Working within cultural norms and providing meaningful age related strategies to

promote knowledge regarding the benefits of the target behasi@usome waysthis could be

achieved. Insights from both community health psychology in relation to community development,
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and exercise psychology regarding the importance of considering psychosocial processes may also

help assist this achievement.

The currentstudy builds on these findings for the purpose of this doctorate in health psychology.
A culturally adapted health promotion intervention (CAHPI) was specifically desigyethe
researcherto facilitate physical activity and healthy eating behavioulsdal South Asian sugroup
of elderly PunjabiSikhs. Theintervention was based on a newly developed theoretical behaviour
change model, namely the COR1(Michie, van Stralen& West, 2011)discussed in more detail in
Chapter 3. The initial evaluation tie intervention adopted objective measures to assess the uptake
physical activity levels; again details of which are discussed in Chapter 3. However the measures
initially adopted, failed to detect anlyyinnot ew
relation to increasing both the target behaviours examined. It has been noted that process measures cat
also be useful to assess the development and evaluation of complex behaviour change interventions as
opposed to the exclusive use objective snees in such community based interventions to assess
health outcomesQampbell, Fitzpatrick, Haines, Kinmonth, Sandercock, Spiegelhalter, & Tyrer,
2000).Therefore, in view of the poor outcome measures initially obtained to assess the utility of the
CAHPI, the current study was directed to adopt an alternative approadsesshe efficacy of the
intervention. By adopting a qualitative design, the present study aimedotide a transparent
account of the processes u baxpetiagntes &f ¢ha CAHBIt aB®s s e s s

aimed to address some of the shortcomings outlined in Bal8akub o mpson’ s revi ew r
absence of theoretical underpinningeherefore the current study adopted a wesliablished
theoretically based qualitative approach, namely Interpretative Phenomenological Analysis (IPA)
(Smith et al., 2009) to assess firecesses experienced by the participants during the intervention (a
detailed discussion of IPAs theoretical basis is found in Chaptier dddition to a detailed account of

the intervention context, which is provided in Chapter 3). As previously noted, the use of interpretative
research methodologies with members of nralgged communities, are encouragedcbynmunity

health psychologistss they offer a deeper level of analysis of the phenomenon be explored (Murray

& Chamberlain, 2004).
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2.1.3. Barriers and facilitators attributed to low levels of physical actity in South Asians

and Punjabi Sikhs.

The previous section discussed possible explanations of findings from both quantitative and qualitative
studies providing some indication of the low prevalence and types of physical activity shown in South
Asian subgroups differentiated by age. Qualitative designed studies are particularly suited in
examining indepth enquires by exposing specific factors relating to the health inequalities often
experienced by such groupgdyrray & Chamberlain, 2004; Lyons, 201 The following section will
discuss findings from qualitative studies drawn from multiple theoretical disciplines including
medicine, nursing, sociology, and social anthropology. The range of disciplines covered, reveals a
number of sociaultural as well as psychologicalactors shown to inhibit physical activity related
opportunities for individuals from South Asian sgitoups in general as well as elderly Punjabi Sikh
immigrants.

Contextual issues relating &mculturation show low levels of physiativity resulting from
theimmigration process to developed countries. For exarijihg, et al, (2006) conducted a series of
grounded theory (GT) studies (Strauss & Corbin, 1990). The authors aimed to describe and explain the
shared meanings of how gier and ethne ul t ur al affiliation influe
experience when confronted with the need to make behavioural changes to reduce to the risk of
coronary artery disease in a foreign environment. When residing in their home country, and mainly in
rural settings, South Asians display less blood pressure and cholesterol related disorders than their host
country counterparts (Yusuf, Reddy, Ounpuu, & Anand, 2001). But when they adopt urban lifestyles
or immigrate to western societies these disorders escatat their rates of lifestyle related diseases
become similar to those of the host country (Sheth, Nair, Nargundhkar, Anand, & Yusuf, 1999; Yusuf
et al., 2001). For example, King et,gR006) interviewed a small sample of older Punjabi Sikh
immigrants residing in Canada using an interpreter when necessary, as deamgnstrated poor
English language and literacy skills. With regards to increasing physical activity, both elderly Punjabi
Sikh men and women reported being more active in their home coumtdegen venturing to the
local shops, often twice a day for groceries, and men walking to central locations to socialise with

peers. In the new environments, the distance of the shops and bad weather conditions, resulting in
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individual s’ birel iand gocially isokatedh lonited these opportunities. Issues relating

to bad weather have been observed in both Canada and the UK (Lawton, et al., 2006), where large
communities of Punjabi Sikhs reside, resulting from the mass migration movement framadlittre
Subcontinent during the 1950s and 1960s (Ball a
difficult to plan or maintain physical activity related behaviours for their elderly Punjabi Sikh
residents Additionally, the presence of anorbidities ©@mmonly observed in older participants such

as asthma and arthritis is shown to limit mobility, wheetefs about exercise exasperating illness has
frequently been raised éwton, et al., 2006; Oliffe, Grewel, Bottorf, Luke & Toor, 2004rr, Asin

& Atkin, 2008; Hone, Speed, Skelto& Todd, 2009.

Becoming less active was portrayed as a normal part of aging, and some participants viewed
vigorous exercise as a meaningless activity in the context of their life stage (Darr et al., 2008).
Although thesd att er findings can also be applicable
seem more apparent to elderly South Asian immigrants as poor communication and specific
socialisation practices present few opportunities to venture outdoors. Furthisatigaastudies with
Punjabi Sikhs also based in Canada, have shown that attending a gym to increase fithess and physical
activity as an unfamiliar concept, while walking in the company of others as an acceptable and
familiar means of strengthening bonbstween peers (Galdas, et al., 2009; Oliffe et al., 2010).
However, South Asian women reported the fear of personal safety when venturing out in their local
neighbourhoods alone (Lawton et al., 2006), and limited access to open spaces for casual walks (Da
et al., 2008; GracdBegum, Subhani, Kopelman, & Greenhal@@08), as another barrier to physical
activity, further highlighting the feeling of being socially isolated as previously noted (King et al.,
2006).

Other sociecultural barriers shown to cetrain the uptake of physical activity in South Asian
subgroups were related to their beliefs such as the fear of appearing egocgatrib. Asian families
and their communities viewed taking time out to participate in specific physical activity related
practices as a selfish act (Lawton, Ahmad, Reéfallowell, 2007). While some studies revealed that
South Asian women, who desired to participate in physical activity promoting endeavours, were
troubled by the stigma they would receive from other mesmloértheir community, as religious

teachings were perceived to condemn such practices. Furthermore, -méaedfacilities such as
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swi mming and male instructors for gym cl asses
for modesty, hence furtheestricting their engagement in physical activity related taBlsofdi,
Nagra, Edgar, & Khunti2000;Lawton et al., 2006; Grace et al., 2D0Bamily obligations over and
above less importantly perceived activities were also viewed as a barrier to physical activity
(Sriskantharajah & Kai, 2007). Finally, difficulties conversing in English for South Asian women,
made participation in formal physikactivity related events outside their homes problenfasiaiton,
et al., 2006 Sriskantharajah & Kai, 2007

Despite the range of factors described to inhibit physical activity in the wider South Asian
subgroups and the Punjabi Sikh community, somélifating factors have also been uncovered. A
recent systematic review of qualitative studies (Horne & Tierney, 2012), synthesising the views and
experiences of older South Asian adults in relation to exercise and physical activity, discovered an
overriding concept referring to empowering and disempowering contexts. In relation to empowering
contexts, the source of health advice for increasing levels of physical activity appeared as an enabling
factor. There was some suggestion that individuals may fadmemmendations from clinicians, if
they believed there were benefits in avoiding the deterioration of health (Darr et al., 2008; Horne et al.,
2009). Although it was shown that information to keep active was usually offered once health was
compromised oan illness had developed. Participants also revealed that visiting healthcare providers
without an important health issue was deemed inappropriate; a belief formed by experiences in their
home country, and steps to prevent illness was an unusual cofdiffet €t al., 2010). Providing
meaningful and understandable information about the true implications of physical activity was also
seen as a means of motivating individuals, as this was viewed as a shared understanding and
fundamental to religious practis between South Asian sub groups in this study (Galdas et al., 2007;
Grace et al., 2008), contrary to the view shown egffiarooqi etal., 2000; Lawton et al., 20D6

Combining physical activity with selhonitoring of physical health symptoms suchbbsod
glucose levels has shown to provide an immediate sense of achievement; visibly seeing the blood
glucose readings decline encouraged individuals to continue being active (Bedi et al., 2008).
Similarly, some individuals valued having their heart sateonitored during integrated exercise
activities of cardiac rehabilitation programmes, as it seems to reinforce safe intensities of exertion

(Galdas et al., 2007). These findings correspond with Michie, Abraham, Whittinghton, McAteer &
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Gupt a’ s dyaMdda@ocate that setionitoring can be effective for encouraging physical
activity, when paired with goal setting and social support. Finally, peer summglso shown to be
important for some participants, in relation to facilitating and consgiyuadhering to physical
activity programmes. Thaevelopment of group norms through peer support has shown to instil
positive benefits by inspiring group members to be active (Galdas et al., 2007; Eketien, Speed,
& Todd, 2010)

Nevertheless, deip the potential positive psycholiogl aspects attributed to pesupport
and group norms in some South Asian-gotup members, these have also been shown to act as
barriers to undertaking physical activity. For example, in one study, a Muslim fexaudieipant
reported feeling uneasy walking unaccompanied, as it was culturally inappropriate for women
perceived to be active (Darr et al., 2008), as they had not been socialised to spendadirt®orsg in
their younger years (King et al., 2006). Sopagticipants reportetiesitationto attend group sessions
with fellow community membersn fear people would gossip about them (Lawton et al., 2006).
However, for some participants, community support was viewed as a facilitating factor, in both
informal and formal health promoting behaviours (Galdas et al., 2007). The current study builds on the
findings relating to peer suppeiby recruiting a small sample of participants displaying similar

characteristics relating to age and acquaintance from a loogldP&Sikh community.

2.1.4. Barriers and facilitators attributed to healthy eating practices in South Asians and

Punjabi Sikhs.

As previously noted, engaging in healthy eating behaviours has also shown to lower the increased risk
of developing CHD and DM, and their subsequent health impairing consequ@ifeesurton et al.,

2006; Darr et al., 2008)Again, this area has been wigalesearched using qualitative designed
methods to uncover factors that inhibit or facilitate eating practices in this target Broyabi Sikhs

have strong family links from social networks with members from their communities, and
participating in religpus events and preserving cultural traditions over time are highly common

(Trans Kaddatz & Allard, 2005). Although some traditional Punjabi diets contain high proportions of
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fats and sugars (Varghese & Modder, 2002), they also include wheat and vagtt based dishes

and fresh fruits (Kittler & Sucher, 1998). The use of natural ingredients including onions, garlic and
ginger to combat digestive and stomach caamps, as well as colds and #we also common among

Punjabi Sikh immigrants (Sandhu & Heish, 2005). The Sikh faith combines food provision into
worshippractices, and to some extent influences what people eat and drink. Pivotal to community life
for many Punjabi Sikhs is the ' Gurdwara’'e(Sikl

consumed. Followingvorship practices, a sweet foceferredt o a s kara prashad’,

worship process, made of clarified butter, flour, sugar and water is routinely offered to all community
members. Following this, members proceed to‘tHea n g ar hal |l ', a free <co
traditional Punjabi dishes, commonly consisting of wheat amd -based savoury flatbreads, lentils

and vegetables are served (Oliffe et al., 2010). Although fresh fruits and salads are sometimes served
alongside the main dishes, and most ingredients used to cook them are healthy, some ingredients and
their content such as high salt, sugar, oils and clarified butter combined with the processes used to
cook them; mostly frying, are harmful.

Apart from obligaions to consume some level of unhealthy foods on a regular basis when
visiting the Gurdwara; regarded as a significant part of Sikh life, unhealthy eating practices have also
been observed in other common communal and socialisation settings among Bikfjaland the
wider South Asian sugroups. Lucas et al2013) conducted a qualitative literature review examining
the health beliefs of socicultural constructs underpinning the perceptions related to health behaviours
and lifestyle related disease &bobuth Asians in the UK. In relation to eating practices, family
expectationsvere shown to adversely impact on dietary choices, food preparation, and consumption.
The significance attached to group norms and social values were shown to act as barriers to
encouraging lifestyle changes. Health was considered with food practices, but was entwined with other
i ssues and concerns. For exampl e, insight fron
with CHD and DM felt that changes to their traditional recipes were difficult to implement because
the alternative choices proposed from the western diets were seen as less appealing and unpalatable
Some aspects of South Asian cooking practices were positively vieuddas cooking from fresh
i ngredient s, as previously noted from OIliffe’s

reinforced (Lawton, Ahmad, Hanna, Douglas, Baines & Hollowell, 2008). Skills required to cook
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traditional foods healthily was alsmggestedn earlier study (Faxmyi et al.,2000), with South Asian
participants diagnosed with heart disease.

Other communal and socialisation contexts where healthy lifestyles were compromised,
related to traditional hospitality practices. Foaodl dnealth related matteirs particular were shown to
be influenced by peers or elders and reinforced by their familiarity of -sattioal norms
(Greenhalgh, Helmar& Chowdhury, 1998; Lawton et al., 2008). The influence of social contexts,

particularlyt he opi ni ons of peers and perceived sign
peers. The creation of such networks was often articulated by the offering and receiving of luxurious
traditional foods, as well as the communal association dfiegdor and with guests for celebrations
(Lucas et al., 2013 rossBardell, George, Bhodayj,uomainen, Qureesh& Kai, 2015. Obligations

to uphold these deeply ingrained hospitality practices were viewed as essential to avoid offence or
alienation fromthe community, for which they were heavily dependent for socialisation (Lawton et
al., 2006). Social expectations were also shown to be highly valued by hosts; accordingly certain
standards including food preparation were expected to please guestsgueotigevisiting relatives

was also challenging, as healthy food choices were not regularly offered (Stone, Pound, Pancholi,
Farooqi, & Khunti, 2005). However, what was accepted as a healthier option; generally a smaller
portion of what was available, wasrceived less important than the hospitality practices (Grace et al.,
2008). It has also be shown that most participants continue to consume traditional south Asian foods,
regardless of their damaging effects to those diagnosed with DM. Controllingake of traditional

South Asian foods was shown to allow a balance between the risks associated to them and isolating
themselves from their culture, families and communities. For thad&ipants diagnosedith DM,

some highlighted ways they had adalptleeir diets such as minimising the use of clarified butter for
meals cooked on special occasions (Stone et al., 2005).

These deeply ingrained hospitality practices, and responsibilities to uphold them were found
across generations and sgtoups. Womerpatrticipants explicitly seemed caught between a moral
conflict regarding individualistic goals of eating healthily, compared to collectivist goals, seen as
bestowing shame on the family by eliminating speciality dishes containing detrimental amounts of
fats, salt and sugars to their guests. Older women were seen to feel stronger about the pressures to

conform while younger women felt able to resist such pressBkepal, 2002; Grace et al., 2008
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which could be due to the level of education attainedh@ir thome or host country. With regards to
education and knowledgeKing et al, (2006) found no widespread mechanisms in place to
communicate the significance of eating healthily or how to make modifications to diets, such as

avoiding foods in high fat @ahsugar content in the Punjabi Sikh community.

2.2. Efficacy of culturally adapted healthpromoting interventions (CAHPIs) in South Asians

and Punjabi Sikhs

The previous section has discussed evidence from predominantly qualitative designed studies
including both clinical and nealinical samples, of various age, literacy levels and gender from the
wider South Asian population, and where possible Punjabi Sikhs. The general themes uncovered
highlighted some of the possible barriers and facilitatogs $& underpin the perceptions and views of

both healthy eating and physical activity related behaviours essential for either preventing or
minimising the risk of developing CHD and DM and their related complicatiBadr(i & Leslie,
2005;Gupta et al., 206; Lawton etal., 2006§. Due to this increased risk, a number of initiatives and
CAHPIs have been developed @ddress this lifestyle related disease burden. As previously noted,

culturally adapted or c ul t u rhasé thay hawe beaers motlified te ’ [
increase participation fathnic minority groups (Nettet al., 2010). There is some agreement that it is
imperative to address deeply ingrained influences such as those mentiatg to health
behaviours sWwi't hpompu'latti ons such as South Asi
BaranowsKki . Ahluwalia & Braithwaite (1999), di
structure’, and those adapted at a ‘devatiper S
noticeable features, such as people and language, while the latter refer to interventions that engage
with sociccultural, environmental and psychological forces that influence health behaviours.
Resnicow et al.(1999)maintain that although the foer increases accessibility and nets of health

related messagethe latter have shown to impact on behavioural change.

More recently Netto et al., (2010), conducted a systematic review to establish key strategies used

for adapting interventions toeduce lifestyle related diseases. Interventions for preventing CHD,
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including promoting physical activity and healthy eating for the wider ethnic minority groups,

including South Asian’s were included. Bevent
majority were conducted in the UK and the USA. The UK based intervention targeted South Asian
subgroups, while the US based interventions targeted Chilsemzicans. A range of interventions

were identified including one to one advice sessions, orgaugioup activities, and media campaigns.
Eight out of the seventeen interventions reported a theoretical framework. The majority of
interventions identified, revealed some behavioural changes, while others affected changes in health
related attitudes dnealth status. A metathnographic approach to data synthesis uncovered five key
principles for adapting behavioural interventions. Each principle addressed distinctive features related
to the target populations, which included their linguistic diversity alifferential access to
information, as well as cultural and religious values and heterogeneity. Each of these dimensions
required specific forms of modification. No single study includedN@ito and colleagueseview
identified all of the features relating to the target populations or adapted interventions on the basis of
all the dimensions uncovered through the analysis. Therefore the findings suggested that the synthesis
undertaken accomplished a conceptuadedopment beyond that achieved in the individual studies
through which the guiding principles were developed.

The first key principle identified in Nettand colleagueseviewreferred to the use of community
resources to advertise interventions anddase accessibility, utilising ethrépecific media and local
networks. The second principle referred to identifying and overcoming barriers to access and
participation by providing transport or keeping the costs of participation down. The third principle
denoted the use of communication strategies sensitive to language use and information requirements.
The use of bilingual workers was viewed to facilitate this process. The fourth principle specified
working with cultural and religious beliefs to endorseleter behavioural change. The compatibility
of health promotion messages with the target
promote attitudinal and behavioural changes in taking preventative actions against CHD. The fifth
principle denotecaccommodating unpredictable degrees of cultural identification. Individuals from
minority ethnic groups that held both traditio

to require longer exposure to positive health measures to make di@hbhwhangesThis insight
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could be explained by acculturation practjdaighlightingthe importance of this issue when planning
and evaluating such interventions.

The identified principles were thought to provide considerable scope for adapting interveat
increase suitability for their target populations by recognising the multiple dimensions of individuals
lived experiences. These include the recognition of their minority status, socially disadvantaged
positions, and cultural and religious affil@ns. These identified principles highlight the need to
provide a <cl oser match between different aspe
intervention characteristic3.his supports the theoretical arguments highlighted by Resnétaal,

(1999) and community health psychologists (Campbell & Murray, 2M#ray et al., 2004) which
maintain it is essential to address deepted influences on health behaviour to facilitate behaviour
change. However, Nettand colleaguealsoaccentuate the nessity for more nuanced understanding
of the association between healétated behaviour and the determinants of those behaviours. For
example, investigating the influence of one dimension on heatited behaviour may not necessarily
increase its effctiveness. These findings suggest a detailed adégth examination to identify
particular aspects of culture, which are likely to meaningfully influence hested behaviour, and

the degree to which specific target groups affiliate with cultuvains is required. However, despite
the usefulness of these distinct guiding principles to aid the deklgealth psychology interventions

for minority ethnic groups, the absence of explicit rationales relating to theantems theoretical

frameworksexamined irNetto and colleaguegview, restrids their generalebility and validity.

Due to the limitations highlighted above, the application of cultural modifications, as well as the
expertise within health promotion services to influence behavioural changes continues to be debated.
Sidhuand colleagues (2015 recentfindings examininghe application of cultural adaptations add to
this debate. They assessed the design, delivery and implementation of a culturally adapted self
management intervention for ethnic minority groups including South Asians diagnosed with lifestyle
related diseas. The study specifically focused on the experiences of lay educators as well as the
attendees. Lay educators or tutors are described adheadth professionals recruited from the
community who may be living with a lifestyle related disease. These dugild may have received

some training in selffanagement, and have some knowledge of cultural beliefs and practices as well
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as insights of societal issues facing their communities. Therefore these individuals seem particularly
suited in assisting with thdelivery of such culturally adapted interventions. The adaptations examined

by Sidhuetalwer e based on Kreuter & Wray’'s (2003) fi
incorporatingtargeted health communication for specific groups, as it appeastimulate more
cognitive activity. The strategies outlined Kyeuter & Wray (2003supportNe t t o (20l0)antl . * s
Resnicone t  @999)findingsthats peci fi ¢ and meaningf ul aspect
likely to influence behavior hange when adapted to a particul at
norms.There is some overlap between the strategies identified by Kreuter & Wray (2003), and Netto

et al, (2010) specifically with regards to: these of communication strategies sensitive to language

use, and working with cultural and religious beliefs to endorse or deter behavioural change. For
exampl e heal t h information communicated in tF
perceived todke less effort to process than information presented in a language that is difficult to
understand and perceived to require more effort to process.

Sidhu et al., (2015)addresses the limitations highlighted by Netto €t al  sregarding the
absencedo t heoretical framewor ks, by i ncorporatin
describe the behaviour change techniques used, alongside specific cultural adaptations described by
Kreuter & Wray (2003). These included the design materials aiming t@ldppearticular sugroups
e.g. visual information; presentation of epidemiological data to heighten awareness of health concerns;
delivery of information in the targets graipnative language including Punjabi; drawing on the
experience of local groupand discussions of healtklated issues in the context of wider social and
cultural values. These adaptations were further clustered into two broader categories described as

specific cultural adaptati ons’ , toeeflegt.comthenityi ver i

val ues, beliefs and practices and structur al
attendance and completion. These distinctions were usebésshe utility in facilitating behavioural

change in lifestyle disese related risk factors including weight management, promoting healthy eating
and physical activity. A mixed methods approac

and semstructured interviews undertaken with the lay educators andda#snwere thematically

analysed using a contelbdsed constant comparison method (Charmaz, 1983).
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The observational findinghom Sidhu and colleague®015) revealed the culturally tailored
components assisted c¢ommuni acraltawaceness leading to closare |
relationships withthe attendees. The grodgased design facilitated discussions of the emotional
impact of illness, although lacked structure and purpgse.hni ¢ concordance fr
experiences was largely valdi due to language sensitivity, although skills in empathy, understanding,
and providing health information were equally valued in-athmic lay educatorsThe overall
findings from Sidhu and colleaguesncluded that the lay educators provided a humbéepefits
including nuanced skills and knowledge during the delivery of the culturallgtediantervention.
However, it was found that the lay educatersountered some challenges when addressing health
beliefs and changing lifestyle practices of therdees. It was noted that the lay educators would have
benefited from further training in: facilitating discussions with the attendees; recognising behaviours
requiring change; explicitly highlighting the health benefits of making behaviour changes, and
informing attendees how to deal with setbacks. Although these findings provide some support for the
utility of implementing cultural adaptations to promote health behaviours in ethnic minority groups,
including South Asians, they represent the views oinéceall population It is important to understand
the views and experiences of Rdimical populationgtaking part in CAHPIs, such adderly Punjabi
Sikhs, as they are shown as being a particularly-tigghsubgroup in relation to understanding the
links between lifestyle related diseases and corresponding lifestyle related behaiiogret(al.,
2006;Galdas et al., 200Bidhuet al., 201% It is also important to identify the processes and methods
this subgroup perceive to be meaningful in such interventions to prevent or delay health
complications associated with lifestyle related diseases, as the currerdigtadpaddress.

Coe& Boadman (2008) is one of a few qualitative designed studies found to assess the views and
perceptions of a small naslinical populationof Punjabi Sikhs taking part in a CAHPI, 12 months
postdelivery. The study aimed to promote health behaviour changecuntarally sensitive and
acceptable manner, by wutilising a Sikh temple
(2004) Choosing Healthighlightedthe role of local communities and recoguiiske importance of
established and supportive comniynmietworks in positively contributing to initiating and sustaining
change. The location of the intervention took place in an urban setting occupying a high residency of

Punjabi Sikhs within the West Midlands, UK. The key objectives of the CAHPI wereide ra
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awareness of the health risks pertinent to the tapgetp and risks associated to their lifestyles
particularly diets, as well as support behaviour change by working together as a community.
Alongside the communitpased approach, a key focus undempig the CAHPI was the target

groups characteristics in relati olmviourchagb.ei r
Malcolm Knowles(1990) adult learning theory specifies the importance of adult learners needing to
know the motives to learsomething prior to having to learn it. Knowles argues the psychological
transition into adulthood becomes evident when individuals become responsible for their decisions,
and maintains individuals usually resist situations where the will of others isedhpadditionally,
individuals comprise a diversity and depth of experience, inferring that a group of individuals
undertaking a learning activity require recognition for this heterogeneity.

Considering adult learning styles, a variety of culturally aelhgtrategies were implemented that
also resonated witkreuter & Wray (2003), and Netto et.a{2010) intervention design guiding
principles. These included the use of visual aids such as a health presentation delivered by a Punjabi
Sikh healthcare profsional. The presentation highlighted a realistic approach to health and lifestyle
concerns identified within the target group. Mixed media illustrations were used containing personal
experiences of bereaved acquaintances and family members to presesgnigpive scenarios based
on real individuals the target group could relate to. According to Coe and Boardman (2008), this
strategy was vital in raising awareness and stimulating interest and understanding of the significance
of the need to make healthdatifestyle changes, and so was adopted in the former CAHPI study.

Ot her graphical aids used in Coe and Boar dman
positive healtl lifestyle features such as diet and exercise, aneesplanatory posters ilktrating

strong but simple health messages. A range of interactive events were also scheduled over the 12
month period the intervention took place, including a physical health checks, workshops and talks
from a range of healthcare professionals spoké&tuijabi and a guided community walk.

I ndi vi dual interviews and focus groups wer e
views and perceptions of the purposefully selected sample, which consisted of 3 temple committee
members and the Punjabi Sikh healthcare professional, andet@eimion attendees. A framework
approach to data synthesis was adopted. The perceptions and views obtained from both the

intervention providers and attendees were generally positive. Both believed the concept of delivering a
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CAHPI for the target populatiowas a welintended idea. The context in which the intervention was
delivered; the Sikh temple was perceived positively in relation to both accessibility and acceptability.
As previously noted, the Sikh temple is fundamental to community life for mamg#?Bikhs, due to

its dayto-day accessibility by all members of the community regardless of age, gender or religion
(Oliffe et al., 2010). The venue is also utilised for discussing issues concerning the local Sikh
community, and health was also percdias an important topic to be addressethis context. By
targeting one particular South Asian sgioup: Indian Punjabi Sikhs, the intervention was able to
address their specific behaviour patterns, beliefs and learning needs. For exaenplse of @ar

visual and verbal communicatiaiuring the health presentation, using shock tacticdustrate the

t ar g et gdamaging lifgstglé behaviourspmbined with personally relatable stories delivered by

a credible source from their communityas vieved fundamental to their engagemeénalso resulted

in the community members prohibiting the use of clarified butter in the temple kitchen. Additionally,
the stimulation and engagement generated during the intervention may have attributed to the dietary
changes reported by attendees at both individual and household levels. With regards to promoting
physical activity, the community walk; a short 30 min walk near the venue was positively received,
and continued to be a regular feature for the community renit2 months post intervention. Peer
support also seexd to be a motivating factor underlying this initiativehe findings from Coe and

B o a r d mtady highlighthow health messages can be perceived as a priority through tegistat
used to communi¢a them. The findings also demonstratev personal relatedness has shown to be a
powerful contributing factor instigating behaviour change. The positive engag and outcomes
shown in Coe and Boardmarstudy could principally be attributed to the cargfy considered
cultural adaptations identified during the desgjageof the intervention, as well as the processes
implemented during its delivery.

The overall findings from Coe& Boar dman’' s (2008) study are us
and cultual adaptations to overcome some of the specific contextual factors for promoting lifestyle
behaviours such as healthy eating and physical activity pertinent to the Punjabi Sikh community.
However, it is also important to note that even within specifie gudups, regardless of their cultural

or religious affiliation, contain further complexities such as the differences and similarities concerning

the unique characteristics including age, gender, occupation, marital stadiydace of birth etc.
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Thesedistinctive characteristics influence the way individuals react to their surroundings, for example
their attitudes and perceptions towards such types of interventions. As previously noted, elderly
Punjabi Sikhs are a particularly higisk subgroup in rehition to understanding the links between
lifestyle related diseases and corresponding lifestyle related behawingset al., 2006 Galdas et

al., 2007;Sidhu et al., 2015 Demographic variables such as age, marital status, and place of birth
werenos peci fied in Coe and Boardman’'s study; hen:i
these attributes were represented. These particular members of societyipsutayrelating to poor
literacy, social isolation, reduced independence and poaobility that may impact on their health
status and hence have different motivating factors to engage with such intervdraioten( et al.,
2006).However, their elderly status and life stage also means they are likely to be retired have more
leisure tme and hence seen as a meaningfulmypulation to encourage health promoting behaviours
(Horne et al., 2012 By examining their experiences of taking part in such interventions, reasonable
and meaningful conclusions can be drawn to help bridge the fgagatih inequalities within this
specific South Asian population, and inform the design and development of future interventions

conducive to their unigue individual needs.

2.3. Methodological challenges assessing the efficacy of culturally adapted hlegdtomoting
interventions [CAHPIs] in South Asians and Punjabi Sikhs

Quantitative designed studies examining interventions often look at the treatment outcomes to
establish their efficacy or effectiveness and generally adopt quantitative measuregeveiHo
gualitative designed studies assessing interventions often focus on understanding how people
experience them, which helps identify other wus
to better outcomes. Quantitative measures oftertdailetect other useful aspects of an intervention,
because of the need to evaluate specific outcomes determined at the beginning of a study. Health
psychology, and more specificallcommunity health psychologyecognises the importance of
understandingn di vi dual s’ perceptions of and interpre

and the meanings they ascribe to tH{@mocki & Wearden, 2006)he value of meaning in relation to
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health and illness issues pertinent to the tar
The content and context in which the issues were presented appear to strongly resonate with the
specific target population. The Sikh temple being ttennfiocus provided the opportunity for the

target group to instigate behaviour change. Therefore, the consideration of context was shown to be an
i mportant precursor to the expected outcomes.
insights of thec ont ext ual factors instigating behaviour
perspective. However, they failed to capture the deeper meanings underpinning their unigue individual
insights, as the intervention was targeted mainly at the attendeesidt have been useful to discover

the hidden meanings underlying the behavioural changes reported at both individual and family level.
This highlights the importance of implementing theoretical constructs that relate tolpamispects

of behavior chage (Michie et al., 2011). Nevertheless, the end goals of any intervention study are
important, and the identification of any specific theoretical mechanisms underlying the processes that
facilitate those end goabre equally importantThe application ® Knowl es’ adul t I

theoryinCoe& Boar dman’'s study was wuseful in designin
of the intervention. Communilyased approaches often conceptualise active involvement in a project
as a developmental gress that can be viewed as a specific outcome on its own (Chin, De La Cancela

& Jenkins, 1998), and should be recognised during the assessment process.
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Chapter 3: Rationale and description of the current study context

Considering thescarce number of studies focusing on engagingafiaital elderly Sikh immigrants

in health psychology initiatives, as mentioned a CAHPI was recently designed, implemented and
evaluated by the researcher for this target group. The CAHPI aimed to falfilehlth Behaviour
Change competency module (Queen Margaret University, 2012). The main purpose of the CAHPI was
to provide opportunities for amall local Sikh community the researcher was familiar with, to take
part in a structured health psychology intention in individualised waysBeing from a Sikh
background, the researcher had a wsthblished network of contacts, which were used to recruit the
potential participants; more details regarding recruitment strategy are provi@der 4. Using
established contacts to recruit participants from marginalised communities seemed more conducive
and has been utilised in similar studies rather than using conventional methods such as posters and
radio (Sidhu et al.2016). The participants were recruitétom Nottingham; a medium sized city
located in the East Midlands in the UK. Within Nottingham, Asians are shown to account for the
fourth largest ethnic supproup, and Sikhs are shown to account for the third largest religious group,
making them a visile subgroup wthin the locality (Nottinghamrisight, 2016)Prior to designing the
CAHPI, the literature was examined to obtain some insight regarding the most suitable strategies to
base the intervention. A recent systematic review (Chapman, Qureshi, &Ka) examined the
effectiveness of physical activity and dietary interventions targeted at South Asians. A scarce number
of studies were found meeting the inclusion criteria: community or primary care based interventions
undertaken in western countriadopting quantitative measures. The methodological quality reported
was generally poor due to lack of controls, as well as inconsistency in the measures and outcomes
reported, although some objective measures used were shown to reduce weight. Littleeevide
demonstrated behavioural outcomes, and no indications of theoretical frameworkyingdbd
interventions were found. Additionally little evidence regarding knowledge and attitudinal outcomes
were shown. The inclusion of individual feedback in comitiess of deprivation seemed important to
the interventions’ acceptability. The review

missed if the perceptions and views of the participants concerning their experiences of taking part in
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the intervenbn are not captured. Additionallyt, was notedinterventions should be theoretically

informed to maximise their utility.

3.1 Theoretical basis of the CAHPI design including content and contextual features

Based on Chapmaa n d c¢ o | dystemaic redwsfindings as well as comprehensive literature
review, the pilot CAHPI incorporatedreewly developed behaviour change model referred to as the
COM-B model (Michie et al., 2011). The model claims that three essential conditions or components
are requiredo facilitate behaviour change. Many examples of activities and strategies were designed
for the pilot CAHPI study specificallyassociated with the models components, a few examples are
illustrated in Figure 1.

The first main component of the COBlis‘* ¢ a p a b i donsistydf twd skHermponents. The

first i s psychol ogi cal capability’, which r e
information. In relation to the former CAHPI study, this can be illustrated by the intention to provide
knowledge and information regarding lifestyle behaviours and their health links. The information was
communicated in the Punjabi language by healthcare professionals as lay edwiatthe, intenion

of being processed in the targets groups preferaegulage, to help overcome the low literacy
problems prevalent in the community. The secondcsubmp onen't is ‘“physical
refers to developing practical skills, strength or stamina. This can be illustrated in the CAHPI study
by incorporatiig practical activities such as gentle chair based exercises and thé pesdometers

with the intenion to promote physical activity, and dietary information and practical cookery
demonstrations to facilitate healthy eating.

The second main componentofh e mo d e | i S opportunity’, w h

components. The firststbo mponent i s soci al opportunity’ w
social cues, and cultural norms that influence thoughts, e.g. words, concepts that naiguagel.
This can be illustrated by recruiting individuals with similar characteristics such as age (with the

exception of one participant aged 49 years at the time the study tookwlanexpressed an interest

to take part in the intervention, and waepted on moral groundshealth issues, and shared
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language, and cultural and religious identities etc. The seconet sump o nent i s |
opportunity’, which refers to contextual or pl
behaviour This can be illustrated by delivering the intervention in a local Sikh temple, which was
thought to be easily accessible and acceptable by the target lgreigw of previous findings (Co&
Boardman, 2008), this venue was thought to be an appropoiatiext to deliver the intervention.
Finally, the third main component of the mod

components. The first subo mponent i s aut omati c motivatio
processes involving emotionedactions, desires, impulses and inhibitions. This can be illustrated by
providing a social interaction opportunity to facilitate pleasurable emotional reactions which was
intended to motivate intervention engagement. The second sumponent vé smotriev & teic
which refers to sel€onscious intentions, and evaluations about good and bad decisions. This can be
illustrated by seHconscious decision® alter unhealthy dietary habits e.g. reducing salt intake. The
subcomponents are designed tgpttae important distinctions that may impact on potential target
behaviours in given contexts and population groups (Michie et al., 2011).

The content of the intervention aimed to 7T ec¢
needs. The use of sral resources such a health PowerPoint presentation, large print information
booklets and a diary to monitor weekly health targets were also used and implemented by the
researcher. Physical health checks including blood pressure, body mass index (BMigigimid

measurements were also taken by an Englaking community nursélhe intervention was

delivered midweek, from 124pm over a 1@veek period between Septemb&ecember 2014.
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Figure 1: Flow diagram to illustrate the content atrdcture ofCAHPI based on the COM model

Social opportunity: e.g.
CAHPI delivered in a
local Sikh temple, due
to ease of accessibility
and acceptability

Physical opportunity:
e.g. choice of venue

Automatic motivation: e.g.
Physical capability: e.g. social interaction
demonstration / opportunity to facilitate
modelling/engagement of pleasueable emotional
chair based reactions intended to
excercises/practical motivate intervention
cookery sessions engagement, reduce social
isolation

Psycholc?gical capability: Reflective motivation: e.g.
e.g. ability to process 10 week CAHPI to self-concscious decisions

knowledge and facilitate physical to alter unhealthy dietary
information regarding activity apd healthy habits e.g. reducing salt
lifestyle behaviours eating in target intake

The basic premise of the COBI model maintains that these three components need to interact to
generate behaviour. Capability and opportunity can influence motivation, while motivation can only
influence capability and opportunity through behavidiure COM-B model is a simplified version of

the theoretical domains framework (TDMi¢hie, Johnstone, Abraham, Lawton, Parker & Walker,
2005; C a n e¢& Midbig, ai2. mhésrframework was developed to simplify and incorporate
behaviour change theories éxplain the theoretical mechanisms underlying behaviours and guide
intervention designs. The original TDMichie, et al., 2005 was developed by 32 experts in the
behaviour change field, which identified 128 psychological constructs, across 33 behhedioge c
theories. Both the psychological constructs and behaviour change theories were merged to create the

14 TDFs. Their scientific merit was validated and refined by 36 international experts.
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Both the COMB and TDF aim to identify what factors require diftcation for the target
behaviour to occur by providing a goal for the content of the intervention (Cane et al., 2005). The
systematic development of the C@/model within the discipline of health psychology seemed
pertinent to guide and incorporateeaningful initiatives for the proposed CAHPI. It was anticipated
that by following the COMB intervention design process and the guiding principles outlined by Netto
et al ., meaningful component s -culterdl meeds tiagilitatedhe t h e
desired behaviours could be identified. The CBNhodel seemed a more comprehensive model; due
to its incorporation of 128 psychological constructs, furtherged into 14 validated TDF® guide
the for mer CAHPI s’ dtlees thegreticai models applied in previous hdalth o
behaviour change intervention studies for this target group. For example, the only other CAHPI study
identified to promote the target health behaviours in adiaical sample from a Punjabi Sikh
communiy was Coe and Boardman (2008). Although the intervention was shown to stimulate
behaviour change, the underlying model applied; adult learning theory was quite broad and not
specifically designed to promote health behaviours. The @ONMhodel incorporates pgcific
psychological constructs required to facilitate behaviour change, and therefore seemed more
appropriate to design the former CAHPI the participants in the current study took part in.

Nevertheless, despite the rigorous steps undertaken by thechesaa design the former CAHPI,
the original evaluation was dictated by core competencies dbeghaviour changenodule which
mainly specifed the use of objective measurééhese measures failed to identify any significant
changes regarding both phgal activity and healthy eating related measurements, such as weight,
BMI and dietary outcomes. The original findings could be attributed to the short time frame of 10
weeks, in whichany meaningful objective outcomes can be drawn. Qualitative findings waiso
obtained, although theseeve based on a ndheoreticabased survey requiring narrative responses to
general aspects of the intervention. Although these were generally positive, they provided surface
level reactions, and failed to capture anydepth meaningful responses relating to the processes
involvedint he i nterventions’ i mpl ementati on. For ex
any elaboration to the participants individual lived worlds relating to their health status or personal
motivations for attending. The qualitative findings from bl e and Boar dman’' s a

CAHPI studies, highlight the importance of focusing interventions for homogenous groups i.e. those
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with similar characteristics such as religious affiliation with regards to encouraging engagement with
such interventions. However, the findings from both studies also emphasise the importance of
utilizing techniques that are able to capture heterogeneity that exist within these groups. It is important
to utilise techniques that are able to uncover hidden meanings relatnp® par ti ci pant s
life world, and how their attitudes, beliefs and perceptions motivate or deter their underlying decisions
for taking part in such interventions. Therefo

taking part in @HPIs is important, as it is likely to lead to better health outcomes.

3.2 Study aims and research question

In view of the previous discussion, the current study aimed to explore in depth how elderly Punjabi
Sikh immigrants make sense of a communitgdshintervention to promote physical activity and

healthy eating behaviours. The primary research question aimed to explore and understand:

“How is a culturally adapted health peBmoelt i ng

experienced byolde Si kh Punj abi speaking i mmigrants?”
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Chapter 4: Method and description of interview and aralysis processconducted

4.1.Research desigmand methodological framework

The previously discussequalitative approach initially adopteid assess théormer CAHPI the
participants in the current study took part failed to obtain any meaningful accounts théir
perceptionsr e gar di ng t he processes i nvol v eThe nom t he
theoreticallybased narrative survey providedrface levelviewsof thep a r t i andprstamdingss

These superficial findings highliglihe need toutilise more sensitivdechniques to uncover hidden
meaningfthepari ci pant s’ i n din relatichdoaHeir ngagementwobdtielintervention

The former arguments led to the justification of selecting Interpret®henomenological Analysis

(IPA) (Smithetal., 2009 s an appropriate met hodol odythet 0o ad
naive Punjabi speakig health psychology researchdPA is described asan approach to
psychological qualitativenquiry that aims to offer insights into how individuals, inparticular

context, makesense of garticular fnenomenon §mith et al., 2009p.46). It was thought thaby

allowing participantdisplaying poorEnglish language and literacto converse in their preferred
language, they could better articuldie meaningshey attached to takingart in the CAHPI from

their individual as well as group perspective.was thoughtthis unique proceduref obtaining
authenticverbal accounts through the use of sensitive technigoesd uncoverthe hidden meanings
underlyingindividual attitudes ash beliefs that eithermativate or deter theidecisions of engaging

with the interventionlPA permitsa combined focus on meaning and experience, with the opportunity

of individual and shared aspecisthe experience to be explored.

4.2.An Alternative approach

Grounded theory (GT)s frequentlycompared tolPA, with some researchers failing to see any
meaningful difference between the twdue to the manysimilarities shown across different

dimensions of the researphocess $mith etal., 2009, p43). To justify the decision to adopt IPA over
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GT, the similarities and differences between to thee two approaches will be discussed, and highlight
how the sensitive techniques of IPA are more suited to address the current research aims.

GT is generally described as a qualitative approach that examines the relationship between theory
andresearchand is useful in discovering processes that exist in a social c@widhkt), 2013, p70).
Similarities regarding characteristics, both IPA and GT ¢eek ex pl ore i ndi vi dual s
context of the worlds in which they livéAdditionally, in consideration ofheir philosophical and
theoretical stance, both IPA and the constructionisiareisf GT developed by Charma2006), takes
an interpetavist approach, which offers greater fléip of the research proceddowever, IPA has
phenomenologicafocus, whichaims to @scribe and explore experiencesamined bythe data
derived from individuals who have lived through those experieriSasth et al., 2009) IPA
researchere f t en r ef er t o andatthough data Bochmonlyxlimited to intandess,
the findings reported provide rich accounts of the phenomenon examined by drawing on features
identified during data analysi$he phenomenological focus aids the understanding of the possibilities
embeddedvithin the experience of phenometience the researcher is committed to understanding
the experience of the phenomena as a whole, rdther parts of that experiencBryman 2001).
Furthermore regarding similarities, GT and IPA are associated with the termaymbolic
interactionism, which maintains that “meanitmg 'n dii sv i derail
act towards events based on these meanings. This processvétigribe interactionist aproach,
where individuals are known to share culturally orientated wtaledings of their world. Individual
understandings aréhought to beshaped by similar belig, values and attitudes and determine how
they behave according to how they interpret the world around tiSefsequentlyindividuals are
vi ewed as banvwarge’ batnkd ‘‘saeMafthereforef able to ladapt théir saciald
interactions andiwational behaviour to shape meaning and society. In this sense, the focus lies with
the symbolic meanings that are uncovered iby d i v iindetaetibns,’ actions and resulting
consequencegdVillig, 2001, p66).

In consideration of methodological proeessGT applies purposeful samplisgnilar to IPA.
However GT aimsa urcover universal processes that relaiethe phenomenobeing examined
through a simultaneous process of data collection and ana@iwersely, IPA aims to explore

similaritiesaswell asdifferences on a cad®y-case basis of the participd s uni que exper
Page 49 of 160



IPA and GT includedata from a variety of sourcdbat are consideretb contribute to theory
development. Interviews are commonly used alongside observational diatéss as well aspast
literature and research. Howeves,ung a techniqgue defined as ‘con
the data sources to identify any contradictory cases, which might challenge an emerging theory or
ultimately strengthen it. Theoding procedures amdifferent for both approachedzor exampleGT

adoptsa singlelevel of open coding to identify actions and processes rather than themes and topics.
IPA also utilises open codingut furthermoreemploystwo additional levels of angdis; linguistic

and conceptuaio obtain deepelevels ofindividual understandings of the meanings as=igo the
phenomenon investigateand so seeed more suitable to adopt for the current study.

The concepts of reflexivity and memo writing are also utilised by both approaches to record
emerging thoughts and reflections made throughout the analysis for defining categories and
relationships found between categories. Unlike GT, IPA recogriséscan be influenced by
preconceived ideas of researchand these assumptions are built into the analysis through the
processes of double hermeries (Smith et al.,, 2009, 34) Furthermore,GT provides general
guidelines for undertang the whole research gmess, in contrasb IPA that offers loosely defined
guidelines to enablthe creativity required to uncover deeper levelsanfalysis Both GT and IPA are
viewed as inductive approaef commencing with details of the individual cases to develop a theory.
Nevertheless, theomplex process of theoretical sampling, data collection and analysis are viewed as
being extremely challenging for both approaches.

Willig (2013), r eas ons eoretical groundd and spécific suitability for understanding
individual experiences in comparison to social processes highlights its distinctiveness. Additionally,
Il PA"s relatively new and evolving appromedich, al
comparison to the prescribed guidelines provided by GT to uncover general patterns in.thaelata
most common criticism of GT’'s methodol ogy conc
subscribes to a positivist epistemology andt tihébypasses queries related to reflexivigillig,

2001) For example, it is argued that all observations are made from a distinct perspective; the

researchers perspective. Hence, t haareguitledye qu e n

the researcher (Willig, 2013,%8B).
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4.2.1.0ntological and epistemologicabpproach.

As noted, one of the most commendable features ofisR& dual purpose. THep henomenol og
aspect of Il PA means that it is concerned with
experience. The *interpretative’ aspect i ndic

completelydue to the aesetmaochhe’ paantrc andiheaacomplesitiesp er s ¢
resulting from theesearcherewn preconceptionssgnith et al., 2009 It is important to recognise that
differentontlogicaland epistemologicalositions manifest even within a single namegthodology.

The following sections aim to demonstrate the synthesis ofat®logical andepistemological

assumptions of IPA witthee x pl or ati on of the targets group’s

to providing a description of IPA as a singleigmnt

422Usingl PA t o explore bdexperienceb

In relation to exploring theeCrHRlet IgPRAuUup’ Boc

Heideggarian phenomenolodgcates experienceas a fundamentatance. It is concerned with how

we focus our attention on events in a consci
between a pson and the world around them (Landgridge, 200Mhough cognition is linked to the
phenomenological underpimys of IPA, according to Smith (2009) i t detaches fron
mainstream cognitivepproach, whichattemps to understand cognition as amer mental state.
Conversely with IPA, the focus is outwards on conscious lived experience; closer to
conceptalisatiosof cognitive psychol ogy as the science
regard, IPA positiom r esear ch parti ci pantostheghbenotndnen beingx per
examined Eatough Smith & Shaw, 2008, consequently this issweas viewed particularly pertinent

to exploring the perspectives of the target group. Exploration on experience in this sense is also

reqguired to focus on holistic accoundud Thehat |

following section illustrates how the key components of IPA: interpretation, hermeneutics and
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phenomenology, and individual analysigere viewedasthe most suitable to adess the current

research aims.

4.2 .3.Interpretative stance: holistic experience

In accordance witma i nt ai ning a holistic view of the tar
features of the interpretative stance of IPA are claimed to do greater jgstice entirety of the

person $mith et al 200). The purpose of these dual components is tstlyir understand the
experience from the perspective of participants; characteriseghasi nsi der s’ persp
secondly to try and make sense of what the participant is saying by making critical inquiries about
their accounts. According to Smidt al., (2009), these two features of interpretation relate in turn to
empathic and questioning hermeneutics, but posit they can basically be conceptualized in relation to
‘understanding’ ; i n t hathising,eandsneaking tense ditésnrangefoy i n g
interpretation allows studies to be charted onto a range of disciphidesuddisciplines.Promoting

healthy lifestyle behaviours in marginalised groupghe current studgould be represented by both
individual and social psychological appahes to health. Due to the wide scope of phenomenon being
investigated, and nature of IPA in capturing those wider features, IPA seemed the most fitting

methodology tadopt.

4.2 4.Interpretative stance: group experience

I nt e gr al hermeneutic PAehosnenological position, is a key focus on the meanings that
experiences hold for participants. In accordance, IPA intends to capture the quality of the individual
experience; by trying to untangle the meaning aioktd within the data obtad GSmith, 20@).

Notably, Smith et al. (2009, p28) highlight that interpretation of meaning involves more than one

|l ayer by what they refer to as a “doubl e herm
make sense of their world, and theaarcher is trying to make sense of the participants trying te mak

sense of their world. Shav®@0) hi ghl i ght s t hat instead of seei
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stance as a source lafs;IPA views these biases as both obligatory and inseparaiptetiie research
process. This notion is based on the presumed existenéetexkubjectivity which assumes that
every person, despite being amliindual, has a tendency to becepive to other people, and so a
‘collectivity that allows the podsility o f mut ual u(ndtleet . 2G@09). dni accgrdance

with IPAs convention, instead of dismissing these preconceptions, the process of reflexivity aimed to
illuminate the various ways in which h e r e sideas, expesiense$ and former knowledge
affected the meanings that were interpreted. This aspect of IPA was particularly relevant to the fact
thatbeiy a member of conmanitythe regearchevgsrablaitp esnbrace these biases
present during the analysis and dmmpletely transgrent regarding howhe interpretatbns of the
individual participants lived worlde/ere formed and influence&or examplethe researchdnad an

insight regarding some of the group dynamics that existed between the participants, i.e. they were all
familiar with each other. Consequentlihis knowledgewas usedto help initial thoughts and
reflections made during the analysis to define priglary themes and connections discovered between
those themesAdditionally, the researcher had a mutual understanding of etiquette practiced between

the group members, e.g. seating arrangements and how to address senior members of the community.

4.2.5.IPA and individual experience: phenomenology

In view of the focus on individuality participating within the CAHPI, the phenomenological focus of

Il PA is referred towhischheili mlgat' esdi ersonakiesigtdstragsid 'v,i
opposed to generating objective stagnts about objects or eventsthis regard, IPA is underpinned

by the epistemological notion that a gap exists between an object and an indiyieedption of that

object and it is the subjectivity that is of flamental interest tthe research experiencgnjith et al.,

2009) The potentially dissimilar interpretations of an experience are viewed as equally valid and
respected within this approach, in opposition to group level claims for their inability toerpessy
substantive and specific claims about particular individuals, mép have initially providedhie data

for a particular studySmithet al, 2009. In line with IPAconventions, the entire research process is

influenced by the accounts provided figrticipants, and the analysis is centred on the individual case
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studies of those subjective accounBrdcki & Wearden, 2006 The interpretative aspect B?A is not
only concerned witht h e r e s iatarpratation,r bsitacknowledgesthat participantsseek to
interpret their experiences into ways that are comprehendible by them; this premise relates to the

initial part of the “double hermeneutic conce
will have a different meaning for differepeople These principles sit appropriately within the context
of the current study in relation to the targe

individuality.

4.2.6.IPA and collective experience: phenomenology

The diversityt h a't under pins Il PA’ s epi st ghemoneoolpgdy caad st
hermeneutis, demonstrates that the approach to data analysis does not limit itself to a narrow
‘“either/ or’ perspective to i di osRatherraavbithoaghtand ¢
through IPA study should I | umi nate both generic themes-in t
wor |l d’ of particul ar p a ir storiesi Gataugh &Smith I2@0§. While e pr
phenomenol ogy’s consideration on individual e
adopt an IPA approach, the opportunity of allowing exploration of collective meanings within the
context of the CAHPI, was viewed as equally importartto| i st i ¢ expl oration o
experience and the possibility of uncovering some shared elements of those experiences. From an IPA
perspective, the construction of an account that views generic paxpearfiencess still viewed as
idiosynaatic with regards to its construction by carefully working through from individual cases
towards more generic statements, compared to nomothetic approaches that make statements regarding
individual cases from large scalersulative data setSithet al, 2009. The skill of conducting IPA

is to represent both individual and shared features of experiences. With regards to the current study,

IPA was viewed as the most suitable method due to the prospect of discovering and reflecting upon

both commonaltieand differeiges across and within the dale(d, Flowers & Larkin, 2005)
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4. 3.Novelty

Another related feature of IPA and its relevance to the current study is the concept of novelty. IPA is
suitable for exploring uncharted territory, where theoretical foundations for a particular topic may be
l acking. Daimet ot o elxA oe @ 'a partibur tapia through itsathkdriven as
opposed to theorgiriven approach, it has the advantage of discovering conogptpreviously
explored Shaw, 200). With regards to the current study, this feature was pertinent in two ways.
CAHPIs havehe potential to enhance and promote positive health outcomes for the target population.
The focus on experiencing such interventions amongst this targetigrauelatively new area, as no
studies found to date have scrutinized the intricate conteptaoaésses involved in this eveBome
descriptive studies have shown perceptions and attitudes of the target population uncovering certain
contextual barriers and facilitators of engaginghe target behaviourso help minimise or prevent
complicatioms from common lifestyle related illnesspeevalent in this group. However, findings
failed to emphasis or defend any epistemological stimooe which they were obtainedrérooqi, et

al., 2000; Lawtoret al, 2006)

These issues were clearly linked t® BAHPI' s@ims as they helped to understand the target
groups 'experiences relating to their holistic health as opposed to focusing on the narrow issues
relating to physical health. Although it is acknowledged that the two aspects will be intricatetly linke
and the meaning of physical tiaissues will in some wape excluded from the meanings of
interventions or \de versa. The focus in this studsas altered, with regards to the researchstjoe
commencing with the intervention as opposed to starting with the health problem. Therefore, in this
respect, the study was declarad ‘* nov el ’ approach to understandi

promote the target behaviours in the target population

4.4.Procedure

The subsequent stgections provide a compgrensive account of the proceduresdertaken to

address theurrent study aims It describes the reasing underpinning each pressand the quality
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assurancemeasuresfollowed to ensurerigour and tranpar ency accor d@00g t o

guidelines.

4.4.1.Data collection

4.4.1.1 Interviews suitability and research aim

A range of data collection methodse suggested conducive to IPA e.g-depth interviews, idry
keeping and therforms d written accounts (Smith, 2009, $6). In-depth interviews were considered
asuitable method of data collection, as verbal accounts of the participants preferred laRgngde,

was thought to help articul at tbeCAHPE and expressiissees o f
they would otherwise findifficult in a foreign languagelL@wton et al., 2006; Sriskantharaj&hKai,

2006) This was decided because a majority oftdnget groughadpoor English language and literacy
skills (see sectiond.7. sample characteristicsand conversing in their first language was the
partici pant s’Asthe restaecher eldngtithet sante mammunity as the target group,
andwasfully conversant in both spoken Punjabi and English,dbigsion seemed appropriate.

Challenges to an interview approach were also considered he t er m inter vi e
someapprehensiodue toits association with formalityfor example a jobor home offce visa related
interview (Smith et al, 2009) This concern was overridden by the view that this method would allow
individuals from tke target groupo freely voice their concerns (Farooqi et al., 200®)articular, the
semistructured interview was thoughttobea ppr opri ate type of intervi
denotes a collaborative process that regards the participants as the initial experts in conveying their
experience, which fits witlthe epistemologi principles of phenomenologyBKocki & Wearden,
2006) | PA al so suggests that verbal accounts pat
demonstrating the value of interviews amethod to explore perceptiorSrithet al, 2009)

Although focus groups can also be considered as another useful method of data collection for
obtaining verbal accounts, they can comprontisemphasis on detailed expétion of personal

experiences §mith et al, 2009) Additionally, it was hought that a focus group would produce

generic characteristics of meaning making, overruling the more idiosyncratic accounts from
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individuals, which may be clouded by meanings generated by the focus on the entity of the group
itself. Having considered aamge of data collection methods, the semicture interview seemed
more conducive for exploring shared as well as individual meaning making of the phenomenon being

investigated in line with homogeneous characteristics of the target group.

4.4.1.2 Interview construction process

The interview schedule was constructed incorporating different types of questions namely; descriptive,
narrative, contrasting and evaluati{@mith et al, 2009 to facilitate comfortable interactions and to
eictdet ai l ed accounts of the phenomenon being e
you tel!l me a | ittl e aboutyheathupromdtienasénticesin (namen d
of city research conducted¥omewhere where you can go torteabout low to look after your

h e al ek ARppendix A: Semistructured interview scheddlePrompts and probes were also
included to further explore any initial responses, and participants were encouraged to discuss issues
that seemed pertinent to theegardlesof whether tley were included in the schedule or not. This

type of flexibility was aligned toSmith et al! s2009) r e qu e s t for ‘“pushing o
relation to the diverse characteristics of populations studied and the choice of data collection methods
used. It also allowethe researchetio contemplate in advance the ways in which the interview may
unfold, which in turn, allowed a focus on what the participant was communicating. According to
Smithetal: s ( @uidldir®e3, a balanced approach that allows the participants to express their views
intuitively and restricts them from being directed by a stiiet of questioning, encourage the most
appropriateesponses. The questions constructed were grounded in a number of pertinent processes in

relation to the topic area. For example, they were initially centrethem e s e a rperdomak ' s
experience of de#gning and conducting the CAHPI for the participants. Reflecting osethe
experiencs allowed questions to emerge such ‘aghat kinds of initiatives would participants have
generally engaged in to keep heglthand ‘how would their current health statimpacts on their

daily life? Additionally, having consulted previous literature expigt he t ar get group

experiences ofaking part in healtpromotion (Smith et al., 2009,68), as well as discussions with
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supervisors and colleagues knoddeable in the topic and/or method adopted, helped shape the
interview questions. The initial set of questions were drafted and refined following further discussions

and comments by supervisors and colleagues to identify any unsuitable or problematiaiggest

4.4.1.3 Piloting stage

Following ethical approval, the interview schedule draft was piloted with a member of the target group
who initially took part in the intervention, but withdrew two weeks later. The interview was conducted
atthe Sikh temple where the CAHPI took place and where the final interviews were to be conducted.
The piloting process helped assess the slittalif the interview schedulend rhythm of the
guestims congtucted (Smith et al., 2009, 8). Two importantissues were discovered thaight

have restricted the flow and richness of the data to be collated. Rinslyrocessevealedthat the

initial general questionseemedo beunclear Reflecting on this problem, it was thought simplifying

the wording ad careful probing might have elicited more meaningful responses. Secondly, some ad
hoc issues were raised during thiscussions that werrgot followed up. As a novice, the researchers
focus was on the responses provided to the initial structured quegtioAgain upon reflection and

wider reading, neglecting this important personal contribution during the interview process, may have
left the participant feeling undervalued, as it may have been a pivotal opportunity to express some
underlying issue impat i ng on the parti ci pante'taking lwirgltheh . A
interview (Thabane, Ma, Ch& Cheng,2010)and focused probing may have enabled any additional
points to be followed up systematically, which in turn may haedpedthe participant feel valued.
Building rapport and putting the participants at ease are considered essential featureditit nielp e

and meaningful dateéSgnith et al, 2009, p64). Therefore, in light of ta piloting process, these initial

undetectd procedures were considered durihg final interviews.
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4.5.Sampling strategy and recruitment

Purposeful sampling is an essential feature in IPA, so that a homogenous group to whom the research
guestion ispertinent is selectedSmith et al, 2009 p48). Therefore, potdral participants are
contactevi a referrals from gatekeepers, or as a r e
latter approach was adopted,ths researchetontacted all 8 participants who originally took part in

the CAHPI

4.6. Ethical considerations

4.6.1.0btaining gatekeeper consent

Following ethical approva(see AppendixB: Ethics approval formnby the School of Arts, Social
Sciences and Managemethe gatekeeper of the Sikh temple where @#HPI took place éee
Chapter 3, was contacteth personto obtain permission to conduct the interviews for the current
study. Places of worship have beenwhdo be ideal to recruit as well as conduct health promotion
related investigations for this target group, as this is the main setting for socialisation purposes due to
ease of access and familiarigggdi et al, 2008;Coe& Boadman, 2008 Lack of privacy and follow

up care hageportedas being a drawbackof utilising these comixts for this population group
(Eastwood, 203). However, theformer issue was addressed by conducting the interviews in a small
private meeting roomand the latter aim® be addressed by organising a folop intervention in
collaboration with local public health organisatiombe nature of the study was verbally conveyed to

the gatekeeper who was conversant in both written and spoken English and Pumatiicipans

study informationsheet (see AppendixC) written in English, outlining the study was also presented

for reference in advance of data collection. This aimed to provide an opportunity for the gatekeeper to

clarify any issues regarding the study proceasiay have transpired since the initial contact.
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4.6.2.0btaining participants consent

Following the gatekeeper consent, participantgere contacted via telepho(details which had been
obtained during theCAHPI) to arrange the interviewdeing familiar with the participant§see

Chapter 3, made theequest to tiee part in this followup studyunproblematicTo ensure participants

made an informed decision regarding their involvement in the study, given the majority had poor
understandingf both written and spoken English language; the aim of the study was explained in the
Punjabi language. This method of communication aimed to empower the participants by allowing
them to clearly understand the nature of their involvement in the studyo @stt questions or raise

any concerns as a result. Obtaining verbal consent as opposed to the conventional written consent
suited this target groyplthough written conserfiorm wasalso obtainedo evidence this processeé
Appendix D). Their forthcoming consent could have besen as way of expressing their feeliag

about theCAHPI with the view of hoping to have it restablished. This awareness of possible
participant agendas is consistent witta r d [(2008)reesommendation to osider the reasons why
particular views are expressed, and all owing t

transparency and reflexivity.

4.6.3.Right to withdraw, confidentiality and anonymity.

All participants were verbally informed that participation in the study was voluntary, and that they had
aright to withdrawat any stage without providing a reas®hey werealsoinformed that the verbal

data collected via an audio recorder, would be kepfidential. They were informetiatany personal

details would be monymisedand kept securely on a password protected data file separately from the
audio tape recordings and subsequent data analysis. The participants were reassured that the audio
recordings were to helhe researcharapture detailed information that would netgmssible by note

taking alone, andhat all audio recordings would be destroyed after 5 years following completion of
the study. The participants were also informed that some parts of the data may be used for publication

or presented at conferences teelep and share good practice in this subject area.
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4.6.4.Debrief.

The process of reflecting on health related concemdd instigatesome distress in a group of
individuals that have a poor understandofgthe nature of their health problemB&me would be

allocated at the end of each interview werbally debrief participants wheréhey could seek
professional helpe.g.from their GP in the first instance, as well as the healthcare professionals
involved with the CAHPlwhose contact details thdyadin the event any concerresnerged.The

verbal mode of communication seemed more appropriate than the traditional written debrief, due
their limited English language and literacy skilfie participantsvould alsobe provided with contact
detailsdt h e r e ssapervisoim the evént thegxperienedany misconduct during thesearch
processA | | the et hical principles outlined were gl

ethics(British PsychologicalSociety, 2014).

4.7.Sample characteristics

A purposeful sample gparticipants who originally took part in tt@AHPI was recruited for the
current study. They comprised 6folder immigrants from aokal Sikh community3 men and3
women, with a mean age of 70 yeaand 1 woman aged9 years as noted earlier expressed a
preference to take part in the study, and was accepted on moral gr8ixwfsthe participants were
married to each other, ansingle woman agedl9 years was unmarriedAll participants had
immigrated tothe UK from the Punjab in Indisvithin the past 30years and had some health
concernsall had high blood pressure, 6 were overweight, 5 had type 2 diabetes and high cholesterol,
and 4had arthritis. One participamentioned suffering from ind&sgtion and feeling lethargidhe
majority had poor spoken English language and literacy skills, and none were in paid emp({sgenent
Appendix E: Table 2. According to Brocki & Wearden (2006)sx to eight participants are
consideredappropriate for postgraduate study, as this size can provide suitaibéxtualisation. The

notion that“less is moré in relation to both participants and number of themes seems suitable, as
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larger participant numberand themes are thought to yield tea and descriptive analysis; which

goes againdt PA’' s ¢ o mmi t me Hefferan& Rodridjiezy B0d 1a gb®). YWhile accidental

and confined to the purposeful sampling of the target group, the use of seven participants seemed
fitting with Brocki & We ar d e n ' reconfm2rid&ién) and prioked an ideal opportunity for the

researcherto explore a greater depth of interpretation. Fronh e r e s ebservatibns, rthe’

participantsseemeda cohesive groupvhich may partly have beerd u e t o e acqulaintamdeh e r '
andthat theyshared similar soctoultural norms regarding socialisation, healthd languagéssues

and appeared to feel reasonably comfortable with each other.eThisart es t o Smi t hs
(2000 st at ement thatséamelhi sampye sheects itself

subject matter.

4.8.Data generation and interview setting

The researcheanticipatedconductingthe interviews within two months following the end of the
CAHPI, to maintain momentum of ttger oup’ s cont act and mininmse p
interviews proved challenginue to various activities govern
ranging from health related appointments, holidays to community related events.-&pliolone

calls linking conversations regarding their qpecupied health concerns and recent involverretite

CAHPI, helped negotiate a mutually convenient time to conduct the interviews nine rafinththe
intervention had takemlace. Three interviews wereomducted individually between one of the
married couples and the single woman and two were conducted in pairs with the other two married
couples. Regular weekly trips to a local market located near the Sikh temple made the interview
arrangements conveniefior the latter two married couples, therefore these arrangements were
appropriate All interviews took place in a small meeting room at the Sikh temple, due to ease of
accessibility. It was also assumed that conducting the interviews in the same Betiimgrvention

took place, might help the participants reminisce about their experiences ditithigea that took

place thereAll participants attended at leasbBthe 10sessions of the interventiptherefore it was

assumed they could reflect omnge meaningful incidents that occurred during that time frame.

Page 62 of 160



Preceding each interview, the study aims were reiterated to ensure the participants
remembered and understood the nature of their involvement, and at this pittety eonsent was
obtained All interviews were caducted facgo-face;one interview was condted in English, while
the rest were conduct eplefeired mdéa of pommunication. eringptteer t i
interviews, participants were encouraged to provide as detailedirascof their experiences as
possible using the sesgiructured interview guide. As a trainee health psychologist, as well as
working alongside a diverse range of individuals and groups in previous health related employment
contexts in a professional mamne he r esear cher s’ \utlisederelwiedetailedn a | S
accounts of the participant’s experiences. Ov
articulately to the questions asked. Being intuitive, and communicatinglflekiring the interviews
were essential elements to the successful method of data collection. Due to the fluid nature of the
conversations, the topics outlined in the interview schedule were covered, buttmebrder they
were written Emithet al, 2009) The average duration of each interview was approximately 38mins
Despite the short duration of the interviews some meaningful data was olftaitleelanalysis. All
the interviews were digitally recordetranscribed and translated into English verbatiks the
researcher was unable tead andwrite Punjabi, the spoken Punjabi words wéndially written
phonetically in the English languagand then translated to their English language representation
During the transl ati ormin poncern evassto captuneethe rcenseptaat ¢ h
equivalence, whiclpreserved the use of metaphors and the meaning intended by the participant rathe
than the literal translatiorfyrther discussed isection 4.10)1 The following section discusses the

procedures undertaken during the data analysis.

4.9.The analytical approach

Smith et al., (2009, p79) maintains there is no prescribed method to conduct IPA, but suggests
guidelines for analysis that can be flexitdpplied. Accordingly, Larkin, Watts & Clifton (2006
reasonthat, it is more fitting to recognise IPA in regards te eépistemological stance from which to

approach data analysis, rather than seeing it as a specific method. The dual emphasis on
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phenomenology and interpretation makes it distinct from other forms of qualitatiyesianabmely
thematic analysisBraun & Clarke, 2006). This flexibility reflects Brocki andWe ar d eviews r e
(2006) of the diverse methods taken on by IPA studies. Conversely, the flexibility aspect can also be
viewed as a lack of transparency aigbur, and the authors recommend that a balanced approach
should be adopted to avoid such misconceptions in relationvaocentral concepts; levels of

interpretation and reflexivityL@rkin et al, 2006)

49.1.Levelsof interpretation.

The increasing popularity of IPA within the health disciplines stems from its appeal of the focus on the
subjective livedexperience, with a risk of it becoming an automated choice to undertake a form of
thematic analysis with a lig attention to interpretation (Heffer@ Rodriguez, 2011) In relation to
examining hedh related perceptions, Larkiet al., (2006) mai nt ai ns t hat t he n
perspectives of marginalised groups, may indichtg a purely reflective account is satisfactory.
However, Thorng Ki r k h a Avlage€)20B4) gseopiates this propositiavith the difference

bet we e-fioatihgf rteheeor i zi ng’ and ‘critical examinat.i
distinct impression ofPA is one that aligns with the latter, in that it seeks deeper insights of the
par t i cphepamanblggical descriptions, to contemplate the meanitigeophenomenon being

explored(Larkin et al., 200%

4.9.2. Theactive role of the researcher

The interactive role of the researcher is a key feature in demonstratingaiineof the entire research
process, including the analysis. It is argued that themes are not passively grounded in the data, but
actively discovered through systematic examination leyrdsearcher. Braun and Clarker gue ‘i f

t hemes r es i d eside ia auy vedds from thinking abgut aur data and creating links as

weuder stand them thelmetslkeias chegar dare seetheas ‘|
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way that participants are (Larkin et al., 200@@nce the analysis is symboliszsia balance between

the phenomenological perspective and the interpretative perspeat@digly, Smith et al, (2009
advocates that meanings are not transparent, and need to be obtained through active engagement witf
the data and a process of int&tation. It is generally argued, that the theoretical preconceptions
researchers bring to their interpretations are not made transparent, and this process is viewed as a vital
component of IPA that endorsits accessibility and accuracBrocki & Wearden 2006, pl01). In

line with these viewsthe researcher aimetb justify the reasoning underpinning the analytical
process, by drawing on reflexive accouilitee Appendix:F] taken in relation to the research

paradigm, where intesubjectivity is thought to influence all phases of the research process.

4.10. The analytical procedure

The indepth analysigadopted for the current studyas carefullydirected by Smith eal” 62009, p.
79) guidelines, which although naqirescriptive are characterised by six loosely defined steps

discussed in the following section.

4.10.1. Steps 1 familiarisation of data: Step 2 initial commenting

Steps 1 and 2 were undertakg@multaneouslywhere all the audio taped interviews were individually
transcribed; caseby-case in line with IPA's idiographic stance; #eading to allow close
familiarisation with the data set. The majority of the interviews were conducted in the iPunjab
languageto help participants articulatéeir verbal expression&s mentionedhe researchespeak

fluent Punjabi, howeveis unable to read and write it. Therefdre interviews were phonetically
transcribedrom the Punjabi spoken languaigéo the English language. To validate this transcription
/translation process, a fellow healtsychology lecturer/researcher (D@Jso fluent in the Punjabi
language and written English, transcribed and translated the first interview from spoken iAuthjgabi
same manner: phonetic English translati@sposito, 2001;Temple & Young, 2004  Minor

inconsistencies between the two translations were uncovered through this process in relation to
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dialects spoken between DC athe researcheand were @solved thragh discussion, indicating that
the overall translation was reasonably accurate.

Following the transcription process, descriptive notes were summarised in théaight
column of each transcripd ascertain any initial meanings and potentigipretationsThis involved
a phenomenol ogical focus in relation to each o
pertinent to them such as relationships, events, places and values, noting connections between any
similarities or contrdictions. While this was dine-by-line approach, the wider context of the
interview was kept in focus to prevent straying from the research question. This process resonates with
the hermeneutic circle concept, where a dynamic relationship is believedttbetween the parhd
the whole on several levelSrhith et al., 200). This initial coding was highlighted in redsde
AppendixH: Transcript }, to distinguish itand help form the subsequent layers of higher order of
interpretative coithg; linguistic and conceptual (SmitB009, p88), which were also colour coded for
ease of analysis; in green and blue respectively. Linguistic coding involved exploring deeper meanings
of the events described through the use of language. This includedftenea pauses, laughter
metaphors, fluency and use of repetition. Conceptual coding aimed to captivate hidden meanings of

the participant’s expr essi onembrdcing meanings, tarideofiep t t
involved asking tentative quest®mf the data in anticipation that they might be explained in other

areas of the transcript.

4.10.2. Step 3: Development of emergent themes within individual transcripts

This preliminary three step coding procedaral a set of reflective teshelped form an initial effort

to develop emerging themes, which proceeded to a higher level of interpretation. As the reflective
notes stemmed from paying close attention to the reading of each trarsscoiphection between the
original data and identified themessexpected to be closely linked. This new set of comprehensive
notes signified one manifesitan of thehermeneutic circle (Smith, 200994). The princi@l task of
transferring the new set obtes into themes was to create concise statements that captured the essence

of the participants account. This involved id
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notes and notes on the transcripts. The final themes aimed to refl@ctinibution of the participant

as well as the interpretations made by the researchithe themes were labelled with phrases that
aimed to capture the psychological essenabep ar t i @xperiancds reffectindistinct units of
data(Smith 2009,p.92). This process exemplifigohrt ofthe hermeneutic circle, where distinct parts

of the transcripts were interpreted and further condensed in relation to the full transcripts, as shown in
the in the left hand column; highlighted in pink,dab | e g ‘3s te me r gsedpperdieee s’

andl: coding illustration.

4.10.3. Step 4: Exploring for connections across the themes within individual transcripts

The themes for each transcript were initially listed in chronological order, and connections and
divergences between them pursued. This process involved mapping and merging thtwenms
according to howthe researchefelt they best fitted togetheBmith et al, (2009 offers a range of
techniques to direct thigrocessthe following were used in the current analysis. Abstradtieolved

placing similar sulihemes together and developing a new namsepar ordinat¢heme for the cluster

of these sulthemes. A elated technique referred to: asibsumptioninvolved a theme acquiring a

super ordinatestatus itself by attracting a series of clearly related additional themes. Polarization,
involved examining any oppoiihal connections between emergent themes by focussing upon
differences as opposed to similariti€dosely, and fundamentally aligned to IPAs epistemological
stance, contextualisation, involved identifying the contextual or narrative features, relatimg to
temporal or cultural aspects identified. This helped frame a more local understanding of issues
embedded within the data. Finally, function, in this context was used to examine the interplay of
individual and shared meanings, by arranging-tbgimes ad super ordinateghemes in relation to

their positive and negative appearances. This technigue is thought to be a distinct way of presenting
‘“the sel f’ within the dat a, and a f ocisseswvatin | an

meaning makig.
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4.10.4. Step 5: Moving to the next case

The process outlined above was repeated for the remaining transcripts, and each transcript was treated
according to its individual qualities, to upholdetidiosyncratic nature of IPA €e AppendicesH:
Transcript 1,and|: Transcript 2. For example,the researcher wamindful of distinguishing sub

themes from the interviews jointly conducted with the two married couples by initialling each sub

theme witha participant number, e.g. P2 and E&eeAppendix:l).

4.10.5. Step 6: Observing patterns across cases.

A complex process of looking across teaper ordinateand sukthemes identified within the
individual transcripts followed, to see which ones further connected across the transcripts. During this
process, some themes directed the analysis back to other individual transcripts to ascertain whether
similar thenes had been observed. The techniques outlegetier helped direct this process. By
reconceptualising and amalgamating further connections between the themes identified in all the
individual transcripts, fivesuper ordinateghemes emerged. Additionallyn iline with the focus on
idiosyncrasies in, as well as areas of convergence in IPA, twtheuaies evident in only two cases,

and not seen to be recurring themes across other cases/transcripts, were retained as pauperf two
ordinatethemes. The firstase specific sutheme was placed in the first themas originallylabelled

as “A wel comed i dea’ . cofxerang themetd eaacthealthtbehaviurss e d
envi saged by a perceived *‘heal t hye acticelaad eatiogd e |
sensibly. For this participant, it seemed the CAHPI provided an opportunity to help carry out these
behaviourshier ef or e, “Opnpalretl u mpietrys otnd weasa i ncl uded. T
theme uncovered, resonated issc@scerningideas to improve a possible follemp CAHPI, due to
theparticipantsper son al experience of the CAHPI. Ther ef
was placed in the finaduper ordinatéhemeoriginallyl abel | ed ‘' Reuppregamef ar f
Both these suthemes added purposeful dimensions tostger ordinatéhemes and remained true t

the idiographic focus of IPA €& Appendix G: Exploring connections aoss transcrip)s In other
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forms of analysis, these stiftemes would have beaemoved due to only behging to single
participants. Reorganisation and conceptualisation of #swper ordinatehemes and suthemes
continued throughout the analysise finalsuper ordinat¢hemes represent particular accounts from
the participants #t aim to reflect the units of data related to those themes, and are prasdiatiele:

1in the following section.

4 11. Validation of final themes

Being familiar with the participants, the researcher was able to present theufiealordinatéhemes

to two participants following the final analysiwhoendorsed them dmeing a‘true’ reflectionof their

participation in the CAHPI.
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Chapter 5: Results

5.1.Analysis of final themes

By following the procedures outlined above, five mutually exclusiyger ordinatéhemes and eleven
subthemes were identified. The themes represent one possible account of seven elderly Punjabi Sikh
i mmi grant s’ taki he

experiences of part in t

ng
uncovered during the analysis. Takingpimccount the interpretative nature of IPA, it is important to
note that other researchers may have highlighted different aspects from the data. Thepdive

ordinatethemes and corresponding gihiemes are explored in turn; each supported with verbatim

extracts from the interview transcripts. Some salient words and phrases are referred to in the

participants’™ own | anguage, to help illuminate
Tablel: Final super ordinatthemes and suthemes
1. For our 2.t was in our 3. We all got 4. Weareina 5You canoét
good health, Gurdwara together, the different the things in one
we are getting time passed stage inour  day, we need some
some help with nicely lives now, we more
our health are not the
same people
we were 10
years ago
1.1.Reasons fol 2.1. An ideal 3.1. Learning 4.1. Life 5.1.General
taking part place for this together anc stage lasting
programme supporting impression of
each other the
programme
1.2.Not aware 2.2. Useful 3.2. Making 5.2.Suggested
of other ways used for sense of programme
health communicating needing to ea improvements
promoting health healthier and
programme information to be active
S
1.3.0Opportunity 2.3.
to be a Realisation of
model new learning
person
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The participants’ personal details were anonyn

to preserve thereadability:

P1: Arvinder a49year old single unmarried female, with high blood pressure, a little overweight, and

poor English language and literacy skills.

P2: Nandeep; a57year old married male (to Gurvinder), with high blood pressure, cholesterol and

type two diabetes.

P3: Qurvinder; a B year old married female with high blood pressure, overweight, arthritis, borderline

type two diabetes

P4. Kaldeep; aJyear old married male (to Manvinder), with type two diabetes, high cholesterol

P5: Manvinder; a 7Qear old married female, with type one diabetes, high cholesterol and blood

pressure, and arthritis.

P6: Ranvir, an 80 year old married male (to Gurjeet), with type two diabetes, high blood pressure and

cholesterol and overweight.

P7. Gurjeet; an 68ear old married female, with type two diabetes, high blood pressure and

cholesterol. Overweight, arthritis and chronic back pain.
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5.1.1¢or our good health, we are getting some helpith our healthd

This initial theme hghlights some of the reasoparticipants provided for deciding to take part in the
CAHPI. Their existing health issues seemed a major concern affecting their daily lives within their
current life stage; the CAHPI seemed a way of easing some of those concernsnilRpmai
independent and preservittgeir mobility were also viewed gsressing concesn Additionally most

of the participants seemed unaware of other health promoting initiatives within their locality, so the

CAHPI seemedgarticularly welcomed

5.1.1.1. Reasor®r taking part

Some of the reasons the participants gave for deciding to take part in the CAHPI seem to suggest it
was somewhere they could go and obtain some meaningful help and support to improve their health.
A sense of gratitude emerged from their init@éponseshowing the importance of the emotional

aspect of the intervention. This seemed to suggest the participants felt cared for because the

intervention feltpersonal

Arvinder 6 my t h o u g h wasvery boodj we ate lgéttlng some help with

our heal t ho

Gurvinder: &/ery nice what happened at the Gurdwara , nice, it was verg nice

Gurvinder:i btwe tdougbht good health O6shebd [re
going to do this, our health wil!/ be good as
Nandeep; Of or goournghetaol tghe,t wseo neer ehel p 6

Manvinder : 6we thought, for our good health

be goodé6
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Kal deep: Owe thought we will be getting some

Arvinder is the youngest member of the group; an unmarried woman. She attended the CAHPI on
most occasions and seemed keen to take part and enjoy the activities presedtedv i nder s’ S
status can be seen to act as a barrier engaging in activities societidileactione within her
community. Therefore significanaa the emotionkdimension of the interventioportrays thathe

participants not only seem to suggest they feel cared for, but also feel they are taking part in

something pleasamind socially accepble. This was echoelly the repetitiorof the word® ni c e by

Gurvinder The following quotes fromtwo of the married couples: Nandeep a&adrvinder,and

Kal deep and Manvinder, were al so poManvindenwas. The
referring tothe researcherlt seemedher e s e ar ¢ h e r swith thegarticipaints, was vieved

positively, andmay have provided sonf®pe in helpinghemalleviate some of their health concerns.

The collective responseby the married coupk (presented togethertaken during the joint
interviews, showed agr gaadceuldhavailiugtrited ¢haircstaredintdrestr * s\

in taking part in the CAHPIA sense of enjoyment experienced during the CAHPI, seemed another

motivatingfactor for taking parttasd e scr i bed bel ow with reference to

Kal deep: 6 alweeksdhle pgramme, ivseemedllike 6 weeks (laughs)

6 weeké

Kaldeep seemed surprised at the actual numbeeeks the CAHPI deliveredas 10 as opposed to

the 6 weeks he recollected. The information learned dutiag timeframe may have seemed a
meaningful and pdtsve way of passing the timdhe positive attitude described above towards the
CAHPI seems to suggest the participantiied their health, and wanted to improve their existing
health status. Being overweight and diagnosed with various health conditions negatively affected their
daily living activities, and therefore seemed an intrinsically motivating factor to take ptré in

CAHPI.
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Arvinder: My weight was 7 stones, then it went to 8 stones, now it is 9, | want to

try and get it back down mysel fo

Nandeep; 6yeah diabetes | have that probl em,
diabetes, | have to take tablet repeatedlgily. And this | have blood pressure,

and this cholesterol, theses 3 things | take

The use of t he Wwaeuggkst Nandegntrceives limsslfeéorhaammesconyrol over
his health conditions, and by attending the programme, may learn other ways of maintaining this
control. Relating to the issue of control, retaining independence and mobility in their current life stage

also seem important.

Ar vi n.ddoknow ibyou walk mre you will stay healthier, he (doctordays

your bones will keep going. The doctor says if you stay sitting indibers water

here in your knees (points to kneasill fill up if you stay sitting, you will end up

sitting indaors; the sitting person stays sitting. So since then, | go for walks near

my house ..I try walking a little more now ¢

better,my bl ood pressuredis O0ssettd (O6in harmony

Arvinder shows her understanding of the benefits of walking to maintain good health, and reference

made to her doctor suggests importance of the i:¢
my house now'. Addi tionaobii yy the dpsregptridomgc
advi ce, may have instilled a sense of fear ‘the

reinforced the importance of keeping active. In this frame, Arvinder shows the benefits of her efforts

by use of thevord® sest said in Punjabi. This has a similar mesg to the English translatics in

S u nanenhay infer her health is in harmony or well positioned due to her efforts.

Ranvir. éxkyemr ol d, and | keep myself fité
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Ranvirwas the eldest member of the group and conducted the entire interview in English. Although
both the researcher and Ranewnversed in Punjabi on some odoas during the intervention,
Ranvirseemed to treat the interview as a formal affair. This fotypnalay have led to how he wants

to be seen in this context. For example, he conveys he is proud that he still makes an effort to keep
active in his current age, which may relate to his need to retain control and independence over his
health and taking parin the intervention was seen as way of doing. tHiswever, Gurvinder and
Gurjeet; two married women of similar age and health issues, both show a sense of vulnerability to
their level of control by describing their debilitating health problems whicim geerestrict their

independence and mobility:

Gurvinder: 6my healt h, nay takereansmyegsy est er day |
(pausg@é wh e n ¢sitelawninhe car , I catdbaugledhiupapbs{!ly,
think 1,0 mmysel fobomy jwaeilglsg is@ anfl then nvhauwlld

happen to me? €éThatsast tYestegldy. wénttd vishrayve t o st ay
brothers, and my nephewhad to get me out of the car (chucklesly legs

suddenly just stiffen up, th@we me a lot of trouble. Thgdoctors)say | have

arthritis inside this leg (points to ledy)

Gurvinder: 6. .also this aréne hids, s tceritled khau rdte
ye@cutting | i ke attekptsitd desibé thenpdin io herqwa i n 6 :

words), (sighs vergeeply). . at ni ght | candét sleep éthe pai
because it hurts so much udsihére poinirgiob| es me s o

the top of her right arm).then | have to put that gel on ..and then | feel pain free

after a |ittle whileo

Gurjeet: 6my health is ok, but i s not ok, s
accident, before this b i | k aul (d evaskcontplatelykfiriegnany house,
but ever since my accident 4 years ago, | mean she my health has become

Okar@abh@®éeé puse | cand6t do as much housewor k ¢
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first | used to go out and | was very happy, but now because of this back problem,

sometimes | go physiotherapy and things, the doctors have sent me to lots of

different places, tu t hey st i | | havendédt found out what
age, because now | ax years old and next year | will bexyears old, and before

I used to feel young, &Gut now | &m beginning t

Both Gurvinder and Gurjeet, describe existingltieproblems that have come about unexpectedly;
through an accident and old agedposes a sense of fear of not being in control of their mobility and
independenceThis seems tmegativelyaffect their daily lives. The stiffness Gurvindexperiences
unexpectedly in her legs, suggeshe feels anxious of not knowing when the pain will arise, and
fearful she may be permanently immobilised, and may bring to mind an image to depict that by saying
Sl owi | have to s obleylegandtarmj shegwamb showBitis apreai problemn g t
which negatively affects her life world. Additionally beneath the chuckle seems a deep sense of fear
and by attending the programme may acquire some help to oveticisniEne graphic descriptioof

the severity of the pain she expmess her arm, along with the deep sigh and reference to the
negative effects on sleep, again seems to denote the significance of these health problems in
Gurvinders life world. Similarly, Gurjeet also refers to howeeent accident has negatively affected

her life world, by restricting her independence, #mel happiness she experiendedore the event

She seems to contradict herself regarding her ct
immediae | vy sayi ng ‘seems tdorevediow she wuky feels, possibly cheated as a result

of the accident * behfhlehree Punwaasbi‘ cpohmpa) sersed bye | k a u |
notion of* ¢ o mp | ewh&em fersGurjeet, has beenviaded. This is further supported by her

reference to the following quotes my heal th has Dblec ododstniclad’ , (
housework asdl|’' hesttaled ot o feel young, budakinghow 1| ' n
part in the intervietion may be viewed as a way of gaining some meaningful sutgpionprove their

current health status:

Gurvinder: 6 wsay to ourselves, we have little lifelsfto | et 6 s keep trying t

(pajayd and havedo6fund (nasiye)
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The expressio‘pajaiya¢é  amas i‘y e’ , in Punjdbndhavang!|l dues , t an
is how Gurvinder envisages herself, and seems to want to make the most of her current life stage.
Being mobile is associated with having fun, and she sugitiestlife is too short and wants to make

the most of opportunitiesvailable to her to retain her mobilitgnd taking part in the CAHPI, might

be a way of doing this.

5.1.1.2 Not awareof ather health promoting programmes.

Most participants were unaware of any similaalth promoting interventions in their locality:

Arvinder: ©6just here with you, here at the G

| really like your programme (smiles) you must start it againo

The smik presented when Arvinder recalled the programme might have momentarily triggered
positive memories as her face seetm light up, and the thought of experiencing those positive
moments again was foll owed byBybpebing Arvindeuagant * you
the CAHPIwas the only health promotion programme she was aware of, she suddenly recalled

initiativesrecommended by her GP:

Arvinder: O6yes, in the community centre ther

your ownbod

When askedvhy she could not go on her own, she replied:

Arvinder: o6éBeing single you see, you dono6t |

It seems even thoughrvinder isaware of other health promotion initiatives in her communityher

attending the one delivereah iher local Gurdwarawas moreculturally sensitive and therefore
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acceptable to her personal circumstances being a single woman. Gurvinder is also aware of other
health promotion initiatives, and beingtage ‘| adi

of:

Gurvinder:do keep myself healthy, have to keep some control, sometimes you have
it sometimes you dondt . | 6ve joined swimmin
there is a ladies only class near the Gurdwara, and Tuesdays | go the community

centre near my house, they do exercise classes there for your health, a lady, there,

there are Asian, Chinese every TuesdayandWe sday, two days | adies

Gurvinderhi ghl i ghts the notion of ‘control’ and acce
over her health. She demonstrates her personal efforts to take whatever control she can over her
physical health by taking advantage of culturally acceptabldgion she is aware of by attending the

women only classes near her home. Her personal efforts to look after her health are further
demonstrated by her commit ment paying a years’

payment has helped sustain hemenitment and attendance:

Gurvinder:6 1 6 v e p sbmembeashipyie advance, before it used to be free,

but now we have to pay a small amount, since giving the money, then have to go

and you begin to get interesobwd, opeygéndw | g
some event comes up,| tod hemlwy sés5p @oséssimbrrs.
become interested?o

When asked her how the exercise classes make her feel, she replied:

Gurvinder: 6 i toodg body f e edndructby dpbstteerexercises he 6  (
sitting down, arh o u exéresise, she makes us mawr hands like this and that
(smiling and moving dnd and arms about, repeats x.2Zhen your body feels

l ighter when | go. .0
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Gurvinder: 0 lexercisingln& m wdch e ithingl géaahafan myselto

keep myself in good healtho

Gurvinder repeatedly mentions how light her body feels when engaging in the exercises, and by
moving her hands and arms, wants to show it is a real activity. The smile on her face may indicate the
posii ve emotions felt during the exercise. The te
burden of the anxiety she mentioned earlier about her physical health is temporarily lifted. Attending

the CAHPI with her husband may seem a novel and mdahiwgy of learning how to look after

their healthtogether, as he and the other members of the group were not aware of any other health
promoting programme like thisherefore theCAHPI seemed to be a means of gaining some

meaningful support to improve their current health status

Nandeep: o6no | donét know of any programme | i

Manvinder : 6no, we donot know of any?®o
Kal deep: OEnNngleeddhed n bt fulkEngidw 6 afunnldl ave phir
under sdaf wekribw, 6hén we would understgnd and t hose t hat donot

English, they understand léss

Gurjeet: o6we dondt know about any other Kkind:

Ranvir, 6no | donot know, | donot knowo

Ranvir 6 when we go to see the doctor, they just
Kal deep swiftly follows his wife’s comment by

literate in the English language poses. When probed further if their GPspaxdidgpantsaware of

such health promoting programm&sanvirresponded by saying medications seem to be the answer
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for their physical health problems. The CAHPI seemed to be a novel, informal and meaningful way of

addressing t he Ipealthprablemspant s’ physical

5.1.1.30pportunityt o be a émodel personbod

This final subtheme explored issues that seemed pertinent to only one participant: Arvinder; the
single, unmarried, and youngest participant within the group. Arvimgetioned the concept of an
“insaan’ |, transl ated from Punjabi to English as
being overweight and constantly having good health because they regularly engadthyndadiag

and undertaking exercise. Wheasked to describe her health, Arvinder initially seemed quite

bewildered possibly due to the long pause observed. Following further prompting to mention

anything that came to mind; after sodwdiberationshe replied:

Ar vi n bregmause¥d.(adn n s adghealthy role modelhealth should be a

little lightweight, so a person can wakk,is that right?

Arvinder: 6i f you are overweight, then you w
dinner then a person wil/ mer thenlitwillsiht € and i f

on your stomach, and you will not be able to digest it, if a person \ahlikst a

|l ot, then a person stays well 0
Arvinderr6 Because | canodot walk too much, then it
Arvinder. Oy es, being on my own, I dondt | ike to

doctor says ..go there and do some exercise , go out and do some exercise, and you
see then in some way an O6isaansd 0, heal t h
candét go O6osutnaaatl omieghti tyou see i f you are on

Gurdwara was good thougho
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Arvinder expresses her strugghspiring tobea * heal t hy model person’ b«
personal circumstances from the rest of the group; being a single wdnawiman. This status

prevents her been seen alone, and wants to avoid the stigma of being frowned upon by other
community members. Similar to the other participants thohghpoorphysical health; having high

blood pressure and difficulty walking, andrhperceived poor seffiscipline with regards to eating

habits, also seem to pose a challenge forth&rwever , Arvinder s’ categoric
to override these setbacks, and attending the CAHPI is perceived an acceptable and credible place

within the community to obtain the support she requires in her quest to become her ideal self.

5.1.2.d4t was in our Gurdwarad

This theme encompasses two other specific culturally sensitive issues, namely the venue and methods
of communication, which in turn helped facilitate a deeper sense of realisation and awarémess of
links between their lifestyle behaviours and healttustaCollectively, these three aspects seem to
empower the participants to acquire and understand the knowledge and skills adopted during the

CAHPI to help instigate the healftomoting behaviours.

5.1.2.1. Anideal place for this programme

Religion andspirituality are prominent features within the Sikh community, and pogmbilto visit

the Sikh Temple Gurdward are generally welcomed, and provide an opportunity for the older
members of the community to socialise. The chosen venue ddebméeal setting to deliver to the

CAHPI as noted across the sample, mainly due to accessibility and acceptability:

Arvinder:av e | | because we candt go out anywhere el

| east we can caomenidtedrset oi 198 our s,
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Nandeeprhecause it was in the Gurdwdra

Gurvinder: d/ery nice what happened at the Gurdwara, nice, it was very nice

Ma n v i nwe ¢hought, &ve would go to the programme because it was in the
Gurdwar a, and we ctaprayedsmant Wweawill see khégtherf | i st en

and have a chitchat, we enjoyed that yes?d

Ma n v i n.dtevas:good, programme because it was in our own place, in the
Gurdwara, and we were surrounded by our own |
like you do whe you are with English people, and it easy for us to go there, it was

good for |l ots of reasons because we could 6m
respects to our holy book], and cook there , so yes it was a good programme for

| ots of reasons?®o

Ranvr: 6yeah that programme very, very good in

programme, and it does you know, we feel, we feel, | feel much better since | learn

about the health, what to eat and a what n ot
better since.. 6
Gurjeet: 6it was in our Gurdwara |, ésomewher ¢

The chosen venue seemed to empower participants in the sense it provided an opportunity for them to
meet in an informal and familiar setting and engage in a formal strugiwogdamme that did not
make them feel out of place. For Arvinder, it seemed particularly pertinent due to her unigue social

status; the venue seemed culturally acceptable

| east we canusemef hehe’” wolbHde'® our by participant
belonging and ownership. Notably for (et, having an opportunity to go out of the home, and
engage in something meaningful seemed important, which may imply a sense of isolagorife

world at times. These empowering processes were also evident in the following tthersigls.
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5.1.2.2 Usefulways used focommunicaing health information.

The variey of methods used to communicate the information and skills to promote the target

behaviours within the CAHPI, e.g. practical demonstrations and visual aids, were in general,

positively viewed by participants, as they seem to empower them by meeting themgeaeads.

The spoken Punjabi element was in general, positively illustrated at various points during the

interviews:

Arvinder: O6because it was near, among your o
was communicated in Puwnjabi, yes thatds mainl
Arvi nder : 6when you out to places, you need [
speak |imited Engl i sh. I understand it but [

things in Punjabi a little and a little Englisi.es then it has a good effect (effect
said in Ehglish)that | understood what was being said, but if someone tells me in

Engl i sh, I have to very carefully figure out

Gurvinder: OOwhen things were explained in oul

Kal deep: 60i f  kplaihea inmar owndamguage, it is bf €ourse

A

more advantageous, because itbdés our mot her |

England its different, children have | eant, |

Most participants shared similar problems understanding information conveyed in English due to their

poor English language literacy skills. The use of the Punjabi language by the Asian diabetes link

worker during the CAHPI seemed imperative to understgndimd making sense of the health

messages delivered. The use of phrases such as

understand what i s being said’ and ‘it i's of
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tongue’ , sthapiedt vi Riws The use of we'’ by Arvind:é
problem and so did not feel alone or intimidated by this perceived weaknessrlgihdlang some
health messagetelivered in Punjabi seem a real advantage to KaJdeepmore meaningful, in view

of his reference to the disadvantage of not having the opportunity learn English earlier.

Nandeep: 60y e s, beyter Asjan isbéttart Thingspokeh yow g
language, in a little slow speed..if they explaiot too fast, and stop if somebody

wantto ask ajuestonand t hey willing to answer éo

Although Nandeep agrees having the health messages delivered in Punjabi was a good thing; the pace
they were delivered was perceived problematic. There seertiedfiportunity to ask questions of

issues that instilled some interest:

Nandeep: 6no we didnét say too much, we did

do her work and when she finishedshewofins he was a | ittl e fastd

Nandeep: 0 Aspredenthatomerbg sha \as a little too fast, but Asian

is still goodo

Gurjeet: 6yes. .ah. . but sheds a bit ..speakir
slowly, then we can understand more easily, but a ..she speaking in English and
speakingfasEn gl i s h, and we dondt undmegwet and much

willbe very pleasefl or t hat, yeah something in Punjabi 6

Respect for perceived authority figursstedas a barrier to gain a deeper understanding of the issues
that seemed important to participants, even by those delivering the information in their preferred
‘“Punj abi ; despite ingiallya lpieg perceived as a useful way of communicating health
information.Nandeep seemed uneasy to ask questions, and felt there was little opportunity to do this
at that particular time. This incident suggests the other participants may also have felt a little

intimidated orbelittled bythe hurried pace in which thaformation was delivered, and the lack of
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receptiveness to nererbal cues such as facial expressions and other body gestures they may have
portrayed at the time. A sense of intimidation and humiliation seemed even more pronounced when
information was commmicated in spoken English during the physical health kchewhich were
carried out by a neAsian CHD community nurse, as there seemed little regard to check if

participants had understood the information conveyed during the session:

Manvi ndlerdi dmédt understand anything at all fr

was said in I ndian, then it would be good, i

Kaldeep:6 s he | ust kept on talking O6barra fastoé
even once check tee if we understood what she was saying, she just kept on

tal kingbo

Not being able to understand the information conveweals perceived as an unhelpful way of
communicating health related information, and thereforade the activity uninteresting and
meaningless. The practical demonstrations and visual aids alddausenvey the health messages
seem to help overcome some of the weaknesses experienced through the spoken forms

communication:

Gurvindeod tOhéatt Wwas cooked, that was good, t&h

Ranvir. 6yeah the cookery was very nice a she t
éany grease, and a she used to put only a fe&e
when she was cooking, and thearteus to eat the small portions, small portions

of food. This is what we learn from her before we was just putting like for example

rice, a too much rice in the plate, now my Mrs has learn from her, get the small

portion of the ét haftori sy ovuerr yh egaol otdh ,y caunédg oaolds o

waste a | ot of food that wayéb
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Ranvir. 6big Il earning portion, smal | portion,
everything, because she was talking in Punjabi, that is our main language we

speak, thatdés why we understand it bettero

Nandeep: 6t he plate that swastowsshowomuchng al | t he
the different foods should be eaten daily, that was good what she was showing ..if
you donot know these things, and you keep ec

what you are eating ..so0o you keep eating too

Ar vi nd e rsian diabetes Imle wofkeX] also said good things too [spoken in

a lowered tone], she said eat less butter, she said the things that you eat, you

shoul dndt over weat. I f you over eat thené. sal
she added little salthe did. When she cooked the noodles; they were very weak,

weak tasting, the others didnot seem to |ike
salt eat er scoodknehda? .h.als tdabghing, hté .t owemyls eil ff dw g
like eating these foods, theaur bodies will get like this (laughing), then we

Sshoul dnét ead them (|l aughing)

Gurjeet: 61 donét use anything now, we | ear
Indian teacher, our own Indian teacher that came ..she put only a spoon of rice
..she cooked thece dish for us she put in only one teaspoon in..and she said to

put |l ess salt in all foods, | | eant quite a |

The visual features of the health messages seem to have a lasting impact and influence on the

participants attitudes towards healthy eating.
sensory undertones of the colours, tastes, textures and sinilés different foods presented during

the sessions, could hawmntributedto this process. This may also have besmorsedby the

awareness of the importance of portion size introduced. However, not all participants seemed keen to

compromise their prevailing food preferences for seemingly tasteless healthier eating options, as

depicted by Arvinder :dn"” we aske etma sttoi nlgi, k et htemeeort heeirts
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seemed to show she was not convinced by the healthier options presented. Arvinder seems to
momentarily focus her attention on the reactions of the other participants at the time, and may have
covertly sense@ general dislike for the new flavours introduced from their body language despite
what they may have overtly said. The differences of the health megszrges/ed by participants

from cookery sessionsllustratesthey were morattentive to informatiorthat was meaningful and
pertinent according to their individuakalthneeds and understanding. The impact and influence of

engaging in practical learning activities to promote physical health behaviours is illustrated below:

Arvinder: (chairlzased ygaphat gou doe | really liked that, what
that man used to come and deliver, | used to like that, a lot of things we learnt from

t hat o6

Arvinder. 6l i ke i f you press these fingers |ike
remember that many things we learnt. He told us a lot of things about oils and

things and then you catch these things. | used to get home and write them down

too, because you fget when you get home [raised tone a little], then when | got

home 16d write them down in Punjabi. But | s

Nandeep: 6t hat a Asian man t hat came, he ca
that, ..yeah of course better, its teetalways understand more better than because

understand moré

Gurvinder: O0..that [yoga session], was a goo(
Ranvir O6exercise ..yoga good exercise ..how to
is the bestwaytodot so you don6ét disturb yourself, S
your é.part of your body..your 1| egs, ar ms, h

learn from the yoga from that gentleman. He was very knowledgeable, it was very

nice because he explain the thérand how ieffecty our body 6
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Ranvir. 6yeah you feel strong when you do the e

a

you feel a strong day by day, and thatdos a g«

Ranvir. 6keep fit yeah, d o eso¢he compay witho keep f it

the other people and talking with them and m:

All participants positively viewed the chdiased yoga activity arranged to promote physical health
behaviours, delivered by a lay elderly Punjabi gantin Arvinder makes reference to the value she

pl aced on the experience by the use of the wor
images of knowledge particles hovering around her, and the need to capture these precious particles

before they are blowrvaa vy ; conveyed by the phrase: when |
slight increase in her tone of voice, suggests a sense of excitement about learning something new and
meaningf ul to help achieve her h e Rbntirhis quitea | s .
powerful in this context. It seems to convey the importance and effort required to maintain some level

of strength to counteract the weaknesses associated with old age. Additionally, the combined
inferences made to the physical techniquesiiaed, positive emotions and social element sensed, and

mode of communication adopted, seemed to help process a deeper understanding and positivity of the

activity experienced as so was perceived as a useful way of communicating health related

information

5.1.2.3.Realisation of new learning

Another empowering impact the CAHPI se=d to have on the participamss the realisation and

awareness of new learning, facilitated through the methods outlined above:

Gurvid e r : 0t hey ,(sioeld b gs O0asawka lpersdsd

Omi ale& mar k 6
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The term ‘“housh’ used in this context refers t
meaningful. It seemed certain words spoken in both in Punjabi and English to convey the health
promding messages, helped awaken a dormant mind. The following extracts illustrate the effects of

the words used during the cookery sessions on th

Arvinder: 6she ( Asdaidpotatdes ardpoisoa orusiieatdh wor ker )

fried, she said you should boil potatoes and eat thema t wi | | keep you well

Nandeep: 6 yeah that l ady (Asian ,diabetes |
three things are poison; now the word poison hasegonrmy mind .. and it is ..its

like eating poison; poison waéj al ebeed (Il ndian sweet), poi ¢
(another Indian sweet), she said thieférring to the Indian sweet: jalebed}

poi son, itéds not a | al ebeintely shdnisedthe s poi son,

word poison.. liked that épokerin English)d .

Nandeep: 6yes yesdander ei wsatsi lal esde nsief olf 6t ou

English) that jalebee, than that lady comes to mind, | have now been scared, in my

mi ndo
Gurvinder:6t he things she pointed out . .this is nc
things | have kepH in my Oo6mindd (demar k)

The word ‘poison’ seemed firmly embedded in bot

differences in their literacy levels. Nandees observed as being more literate than Arvinder,
nevertheless the potent undertone of -pravekieg wor d
effect. Its impact in this context may have uncovered the true danger underlying the deceptive image

of the Pods it aimed portray, hence the scare tactic adopted seem toNaodeep made particular

reference tdndiansweet foods, and recalling themturn, seentio suggesthe examples of the foods

presented may have been pertinent to his lived world. Treplg ‘ now t he word poi s

my mind’ smegning oftt s ;diahsew e e t chaogediitsseemed thaa realisation
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occurred from this new learningnd that the initial perception of Indian sweet foods changed from
being harmless anenjoyableto somethingharmfuland detrimental thiealth.N a n d eusepof the
wor d ‘ d enfthisncontertdesgmmisto convey the unquestionable judgemenhtthe perceived
authority commnicating the health message, and that it was something that shoatthdred to.

Another visual tactic that seemed to provoke a realisation of the seriousness of the health problems in

the participants’ community was the use of Power
Kal deep: Obecause it made you realise, made
community, thatoés whyo
Gurjeet: 6Because we under st ood mor e ; t hese

di abetes and these kind of things é6o

The combination of statistics and pertinémiages depicted within their locality seem to instil a
realisation of the congeences of sustaining any health compromising behaviours. Additionally, the

perceived proximity; Kal deep: made you think t|
the issue more personal, and the need to take action. Another realisation unbgvpagtcipants

was the function of the diariglse researcher hatksigned to monitor their personal health targets:

Nandeepd y @ ¢d@aryywas good t hi.ngnotbuus ewme tdoonwrti ti ng |

Ranvir6 ébecause it was the first time we saw t
writing you seeé. ébut after that, we realis
useful that you can check what you have done you see, | think that is a good idea to
keepthe diarywr i t € down yeah ..and everything I|ike
it can be useful you can trace it back what you have done, and what is the

di fference up to now. .o

90



Although it seemed to take a while to realise the purpose of the diaries, thegfadisduring the
programme was a result of unfamiliarity of writing tasks in their daily lives. Upon reflection, the

participants seemed to realise, it was a simple but useful habit forming activity.

5.1.3.0Ne all got together, the time passed nicely

Meaningful support from peers played a major role in the participants continued attendance of the
CAHPI, and instigation of behaviour changes observed. The following twtheutes reflect the
significance of the quality of social support experienced dgigpants from both their peers and

healthcare professionals.

5.1.3.1.Learning together and supporting each other

The social element of doing something together seenpéesurable and meaningful way of passing
the time, and the participants looked forward to engaging in a regular a@iwityar characteristics
such as age, language, and cultural identity made conversing easy, as participants were able to share

meanirmgs of what they learnt and how that affected tteily lives

Kal deep: 6we al l got together and it was ve
because usually we donb6ét get together that n

the programme, we were alltogethh and were very happy?o

Nandeep: 6it was an excuse to meet up and h:
ot her O6where were you yesterdawyeeyou went to a
next ti me, | ,sayndy dahleth (Weadwg assuptofteao get her an

andtherestaf he t i me we 0 d &raralapdacgoen vi enr sdadteieqndd (

Gurvinder: Owe got together, the time passed
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Kaldeep6 And because we all went as a group, webd

like that, and we talk about¢h s ame t hings and that yeah, W e (
each other, thatos why we used to go 0

Nandeep: €édb6éand onrei maitho peoti mér wawe | &lal got ta
Nandeep: 6yeah, we seemed to devwed op a rout.i
didnét know ..so |l east we move forward .. we

The regular formal gatherings for a shared purpose seemed a novel occurrence for the participants.
This seemed particularly pertinent to the limited meaningful dsitigl opportunities available to

them in their current stage of | ife and i mmigr :
socialisationopportunity allowed them to catch up with community affairs and engage in deep
meaningful conversatienaffecting their daily lives.This novel camaraderie helped cultivate an
unprovoked routine, seen to help the participants move forward; implying improvement in their lives,

as opposed to the usual decline expected in their life sTdgeperceived peer suppaeemed a

common factor helping the participants grow in their understanding regarding improvements to their

health status.

5.1.3.2.Making sense of the need to eat healthier and to be active

Allthep ar t i chow theytacted on the advice presented during the CAHBImonths after it
finished This suggests the CAHRhdan impactbon theirpersonal efforts to sustaiealthpromoting
behaviourdecause of the value they attached to improving their healtls dteseemed the structure,
content, and activitiesicluded on the CAHPI, generalppearedneaningful to help the participants
initiate as well as sustain their personal efforts to improve their health Sthtugollowing extracts

show how the adviinfluenced their dietary behaviours.

92



Arvinder: 0i f we eat sensibly according to

mustnot eat t oo mu ¢ h at night, | remember t
remembered it, and now | e &en ydwredinmer e 9 pm. . i f
stays sitting here [pointing to stomach], an:t

The time of day t@atseemed an important issue for Arvind8he shows she is aware of the need to

eat sensibly, which means not eating too late at night. This could be something she found difficult to
do, by her sudden recoll ection and reference to
unexpectedlyriggered moments of discomfort she experienced because of this in the past, and shows

her present efforts to eat sensibly:

Arvinder : 6now | watch what [ eat , | have

have also cut down on sweet foods, justtédarli nk sweet teabd

Nandeep: 0t hamakée CAaWMPIM} nd up you know, and nc
bl ue mil k, only today | brougdtifsemihe green to
skimmed milk), she (wifedlways have the green, | always have the blue ank, s

think that could make a little differente

The health messages conveyed during the CAHPI shows how they helped Nandeep to make a major
change to one of his lorgjanding dietary habits. The event seemed to help change his attitude from
thinking it wasacceptable to maintain this now perceived health compromising behaviour, and that it

was time to make a change to show he valued his health.

Gurjeet: 6now when | c ook nphediclariidd dondt use
butter), | have cut down on datompletely, and chilies | use less too, | keep all

these things in the house, but | dono6t wuse t
round and taste my cooking they say O6mom | I

my house say 01l ov e youhknew ntakeekerything®siamyoutc oo ki ng
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ités not t hat I j uEBnglishcdimrelsas Wedl.il aook niyo o d , [ coo

Indian fish pie, with mash potatoes, sometimess t a . 6

Gurjeet demonstrates her skills in cooking a variety of health conscious meatatwitleming to
compromisdlavour. For her, coking seems to be a pleasurable and enjoyable activity because of the
endorsement she receives from her family, which in turn makes her feel valued. &sgjseems to

have incorporated the health messages presented in the CAHPI, with reference made to the present

time.

Manvinder : 6sugar we have reduced, salt we

foods anymorebd

Kal deep: Owe pludsd emisl ,satlhi,s wies pwdry essenti a

Kal deep: O6we now use t ho shettet;weitnmntgleept hat wi | | |

a better wayb

Ranvir. 6yes | feel much bet tteyreatinpovmatwee cause as
l earnt from that programme and we doing sinc
the fat and wusi ng muc hthe.ntydionsrgbdt| dtoppedi se sal t , |

that sinceé salt and a |l ess sugard

The participants seem to realise thechte®make changes to their daily eating habits; specifically to
fats, sugars and sal'¢t intake. The reference to
attending the CAHPI. The CAHPI in general may have helped the participariscome aware of

how their daily dietary habits were negatively affecting their health, and they had the power to do
something about it. They seem to realise adapting to change; in this case, taste was something
worthwhile. The following extracts showow participants make sense of the need to keep active

according to their personal circumstances:
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Gurjeet: 6yeah, pedometer, I did that, I I ik
with it, but if | have it again | will definitely use it, because | likbdt thing. |

opened it up, because |1 think the battery we
then. If | get it again then | will use @very day because with that | used to see

how much | walkd, and how much energy | uéed

Gur j eet : rightyite about Hakitt.tohsought it was a good thing

Initially, Gurjeet did not understdrthe function of the pedometehen intoduced. Gradually having
learnedto useit, realisedits usefulness in promoting walking; a physical activity she foumsly e
enjoyable and meaningful, and which sedno alleviate feelings of claustrophobia, tension and

distress of sitting indoors:

Gurieet:6f or a | ittleésitting inside feel agitate
wal knm@.anl in the fresh air 0

Gurjeet: 6éup t o aly, feed muchsbettere.dad walkstHato wl vy , sl ow
mu c h 6

The extract above suggests Gurjeet finddking asimple activity she enjoy$ut struggles at times

because of her chronic back paieyerthelesseems determingd keep as active as she can:

Gurjeet: 6. .1 i ksewhilé ivakingg nthemgny miondporlager pase

jhandgioés to a)diffHereent oplpaager s, then you
other things é.youmsmind is focused on praye
Gurjeet; Othat time for me goes really nicel
three times in the week | go ..and feel mu c h
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Referenceagain is made to the importance of religion and spirituality in Gutjeetdl ai | 'y | i f e.
religious beliefs seem to elicit a powerful ambience from which she draws strength to overcome the
frailty brought on by her recent accident and subsequent chronic back pain. Associating walking with
praying makes the activity more meagful and enjoyable, because she is momentarily detached

from her everyday worrieendconcerns, and i& a happy place and at peace with her surroundings.

Arvinder. o | used to put it on before going out
wal ked, [ used to say ©6if |l 6ve done this muc
used to think, | used to write it down. If you st@d(CAHPI), then | will startGtd

(pedoneter)agai no

Despite their existing physical health problems, both Gurjeet and Arvindertseerake sense of,
and aredriven to maintain and enhance their current health status. For ArvindepyasH for her
efforts, and for Gurjeet, a temporary ddtment from her perceived periodic distressuistence

seemedd be thedriving forces of their walking behaviours.

Arvinder: 60 0 h we &hhty(numblers increasingiaa dibcreising s e e
daily on pedonters)t hen | u s esgbtt (in barnfomyehlen | sised to g
to the Gurdwara, | used to put it on then too. Bheyd (referring to pedometer),

work a little (laughing) t he battery is about to go, I owi |

Arvinder : 0 g Gto(dedometer)belpedtresseeyhevs much | walked,

A

t hat 6s what can be found out o

The objective measures of the pedometers also s

help facilitate a senss harmony with her emotional as well as physical state, illustrated by éhaf us

the ¢$sa&trm °
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Ranvir 6 no before the programme | wasnot

start because | learn from that programme that the walk is good for you, so | have

started it since thenbo

Ranvir. when we \fife) go walking in the evening, walking make you a bit tired

and you sl eep well b

Kal deep: 6 . . s i n cbhecauselfcantrokthin@s, IHeel mGchA beRelr )

I can wal k, I can do yoga, everything,

goi

The CAHPI seemed to both helpsiiyate as well as enhance existing physical activity related

behaviours for some participantsskemgo help illuminate meaningful reasoaad make sense of

why it was important for them to engage in these behaviours.

5.1.4.8Ne are in a different stage in our lives now, we are not the same people we were

10 ten years aga

5.1.4.1 Life stage

For some participants, their current life stage acted as a barrier rather than a motivator to enact their

health behaviours. For exampManvinderimmediately® | | ows her h uasutinecid ’

the previous sutheme) by illustrating the opposite of being able to do everything. She shows her

restricted mobility closely followed by referee to a lack of strength. Theombined physical

S

c

weaknessesnay have led to her cautiously considered decision, in her current stage of life, to

undertake an operation on her weak leg, in the hope of regaining her lost strength:

Manvinder : o sit hol ding onto mwhy

egs,

now | have decided to have an operation, | have made afl thea n d adbbma d & (
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allt he ar r anowésaedo msopdration now, | have been thinking about

this for quite some ti mebod

Manvi ndern:6tdé .fhdlv ennmhaysigaldtrer(gth.

Ma n v i nrefegence 0 making the necessary arrangements to hakedesperation shows she

feels unhappy with her current situation. This infuriating state has compelled her to take this action to
move forward with hetife. Thecomplexities of maintainingo beactive are furtheilluminated by
reference tanoodand physicaktates. Both Manvinder and Arvinver imghe need to override these

emotionaland physicalveaknesses to motivate them to be more physically doyivesirg theterm

“hi mmat’ referring to both physical and emoti ona
Arvinder: 6canbt do oO6thhimmmps ,6 I( emmedn odapersdirn
Sometimes you canét do things, and if you ca

y ou d o n Gitt youf meght have lowkmeod, then, but when you feel well, then |

spend all day working and doing thingso

The problems experienced to maintain their health behaviours in their current stage of life, were also
resonated in their accounts of dietary bebars. Kaldeep refers to different life stages requiring

different eating habits, and the need to retain somesetfol to sustain good health:

Kal deep: 0i t is in our hands how we | ook af
stage in our lives, we araot the same people we were 10 years ago, | have
controlled my eating habits considerably, | only eat how much | need, but people

stil |l eat too mucho

Kaldeepseems to temporarily reflect on community members he is aware of that have suffered
because of over eating. Radical changes made to his own dietary behaviours, may partly be due to
those observations, as well as the learning experienced from the CARWvétonot all participants

show selcontrol, despite being aware of the risks involved with health compromising dietary habits:
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Gurvinder: 0i f any food codrels denalf rwintth otfhen

consequences (lauglds)

Gurvinderseems to lackhe willpower to refrain from unhealthy foods within her reach, despite

knowing the health risks. Her subtle laugh seems to reveal her lack of confidence -@steseff in

the matter:
Gurvinder:6 al t hough | dhisd(reteainyg totuoheaithy foal)s bad
for me, but | O6amant & ta 6 negesmtfatithisisweet thirfg)ls a y
i ke it a | ot , I donét |l i ke savoury types o
foods®o

Gur vi nd e rsometimes Idkaow this will ..my blood test will be taken..the

nurse said I d&6m on the bordero

The repetition of wanting to eat sweet tasting foods may reflect an underlying desire for something
uplifting in times of discomfort. Earlier, Gurvinder refers to unexpmbetitacks of excruciating pain

in her arms and legs that instil a sense of fear, and leave her feeling helpless. To help counter these
undesirable and uncontrable moments, she seems to firporary comfort in this indulging

activity, which may beperceivedasscarce irhercurrent life stage.

515ou cané6t |l earn all the théangs in one day,

This final super ordinateheme encapsulates the essence of the previous themes, and illustrates how
the participantsexperienced taking part in the CAHPI. The first-¢kabme explores key aspects that
underpinned their general impression of the CAHPI, followed by their stigge for further

improvementsn view of their experiences.
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5.1.5.1.Generallasting impression of the programme

All the participants seem to have a positive lasting impression of the CAHPI, and for some it seemed
to end too quickly. Arvinder shows efforts to strive for her ideal self and sustain the learning obtained

from the CAHPI:

Arvinder: 6itds been good yes, but t hen it
exercise bike, t hen | t hought , I 61 1 carry on
Arvinder : 6l ots of benefits there was, itods
things that needtobei st ened t o, and go and act on what

good having listened and then raaiting on what you have heard (laughinghd

carry on eating and drinking as before'

Arvinder refers for the need tlth and aderes topvaluegshe n a | r
knowledge imparted during the CAHPI. She seems to understand behaviour change takes conscious

effort and that people can have some control over their health circumstances.

Arvinder: 6t he things henmuanduthae ldelped as t el | us,

understand that, t hat this is badbo

Information communicated in the Punjabi language, seemed a key device that helped facilitate change
in healthy behaviours. The use of the wocatcH, seem to denote a constant bombardment of
information that seem to pass her by. However, the delivery of the health messages through both
visual and verbal means helpAdvinder capture those issuesy Bocusing her attention on matters
Arvinder could understand that seethpertinent to her life wiit, seemed to leave a positive lasting

impression of the CAHFbr her and the other participants:

Ranvir. 6yeah it was a nice programme we | earnt

the healt h. Before we didnot know before, we
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and it is very handy, you made some friends there as well. Then we get together

that programmeand you make new friends, get together and it was very nice,

enjoyed it. We don o0 auseitibeedaldngtimgsinée. her e again

Gujeet; oOkWalue&knolwange hoyi adle sinée gaingl ot of
out, going out to the Gurdwarayalking, this is making me feelush better, you

know feel goodébéd

Gu j eyeah,yeal, | will be very pleased if you start something like that gain, and

my friends you know they, they wil!/ i ke

Most participants revéed they learnt more than just health related information. The social aspects

nurturedcamaraderiebetween the participants, which helped them grow as a leaning group. This

seemed noveexperience for them, and one thakey enjoyed and felt comfortablegand again

appeared to leave a positive lasting impression of the CAHPI:

c h

t

-

C

Gurjeet6yeah go outside and a you know I 6ém pl eas

againd

Gurjeet: 6y e a h, yeah, because you sitting down

family things and your mind get a very know in worry and things like that ..but if

you go outside and seen look for some friend, new things ..make you feel better ,

much better

Gurvinde: 6it was a good way of passing the ti

The social feature also helped reduce their usual boredom, perceived isolation and undigillying

family related tensions:
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Gurjeet: 6we need some mor e, some teacher
c a ndatn alll the things in one day, we need some more, like within a year,

someone come at least two or three times, and do a programme like this, exercise

was very good, the man that came to di the yoga, it was in our Gurdwara, that was

helpful for us, we ligd that very much; how to move your hands; how you do the

yoga, move your arms about. Exercise for your legs, how you do it, how you do

exercise sitting down, how you do the breathing. These things we learnt, if this is

done agai n, we deolikeditd mi nd it , | me an

This initial participation seems to have a positreluringimpression, which led to a request for a
further opportunity to recreate a similar experience. Gurjeet emphasises the importance of repeating
information, to help deepemderstanding of issues that seemed meaningful according to her personal
health circumstances. She vaguely tries to recall the activities to show she valued them, and that her

request for a followup programme was genuine.

Kal deep: 6 f e ealise wewearndd isdne dew things, Is@me things we
heard before, but it was good to hear again, then you know that they are right

things because you hear them again (laughs)

Kaldeep also echoes Gujeetsntiments regarding a positive impression of the CAHPI, and the

usefulness of having meaningful information repeated. This acted as meansaskesfiment and

helped reinforce their existing knowledge health matters.

Nandeep: 6 We cdn kegpuardaydr twolhere amathere . we can work

something out ..its only for a day or twob

Nandeep insinuatesthough he has other commitmeiis valued what the CAHPI had to offer, and

for that reason is willing accommodate some time in his roiftineas to run again.
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Manvinder : 6no everything was nice, everybod
new things l'i ke this, and some people dondr
something to moan about like why are we opening the Gurdinatee week and

using up unnecessary gas and electricity; but this is human nature and there will

always be these kinds of people. We thithisd (CAHPI) wasa good thing and

will support this in future. | remember you did make an announcement in the
Gurdwara for anyone to join in, but itds up t

deci sion and we came because we value our h e :

Manvinder acknowledges the fact that individual perceptions on life in general, and the value people
place on theirhealth, play a major role in their health status. From her life world, Manvinder
acknowledges the importance of actively seizing opportunities to help sustain and enhance her health

status, because of the value she places on her health.

Nandeepon artawge this programme in our Gur dw.
classes you can do, but try in our Gurdwara to do something, sometimes you can

come there and do something, at least one day in the week; an hour on Sunday

maybe, some suitable time, becaifise t yous own person, then you want to share

these thingsbo

Nandeédth: (&LiAchhBdve peopebi fe, it is definitely wort

Nandeephighlights the broader impact and benefits such a programme could have for the wider

community. It seem$ h e r e spe@mana hoguaistance with the participants had a positive

impact and impression. Nandeep feels the need to share this meanxpgiiérece with his own

Gurdwara afie wasa member of anothé&urdwara located close by.
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5.1.5.2.Suggested programme improvements

The previous sutheme highlights a number of positive lasting impressions from all the participants,
approximately me monthsfterit had taken place, signifying these impressions were still quite vivid.

One participant tried to recall a few suggestions to help improve her initigldodl experience of

the CAHPI:
Guriecet 6 | candédt remember fr omdGtg@ARPRI), ti meébut t
was downstairs, i f it was i n some comfortabl

comfortably, with that you can sit better or see things in more of a relaxed way, we

di dn @td(pgt)v B ey much on the wall b

Gurjeet: 6 yeah if i t d&heya (&udivana cammitee ot her roon
members) have their meetings, then you can mount a screen on the wall very
easily, and it wildl be more csquet,andt abl e, al s

their nothing can disturb youé you can concel

The discomfortGurjeet recalls and emphasises she portiaysoth extracts seem to stem from the
chronic back pain she referred to earlier. Her carefully considered suggestions for possible
improvements indicate she also valued what the CAHPI had to offer, but having comfortable seating

in a noise free area, widl further enhance a possible follayp experience.

The current section has examined the fiwper ordinatehemes and corresponding siiemes
uncovered from this particular method of analysis. The additional unique bilingual process undertaken
duing the analysis was able to depict the essen

journey of the CAHPthrough the themes presented.
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Chapter 6: Discussion

6.1.Summary of main findings

The aim of the currerqualitativestudy was taindertake an ialepth exploration of how a group of

elderly Punjabi Sikh immigrants experienced taking part in a CAHPI through an interpretative
phenomenological approactather than conducting an objective evaluaibf the intervention.The

flexible techniques adopted through this methodology were able to uncover generic as well as specific

i ssues relating to the participants’ experient
dynamics concerning individual and group experiences in relatidgheio holistic health needs as

opposed to concentrating on narrowly focused physical health issues. The analysis was undertaken by
examining discrete features of the participant :
gender, health status,dracy skills, and the manner in which the accounts were presented such as;

tone of voice, pauses, laughter, metaphors, fluency and use of repdtiiese detailed accounts

framed a local understanding of issue per ti nent t dived wodds. The mpagtieudlar gr ou p
focus on temporal and contextual issues was used to explore the interplay of individual and shared
meanings assigned to their experience of the interverfiom experience was therefore identified as

an event that had a different meanfog individuals within the target group. Tlire mainthemes

uncoveredrom the indepth analysiare discussed in the following section.

6.1.1.¢or our good health, we are getting some help with our healéh

This initial theme depicted many intrinsic motivatifagtors participantexpressed concerning their
initial interest and continueengagemenin the CAHPI. Preserving their mobility and independence
by obtaining meaningful support to learn how to kedjvaduring their current life stage was viewed
as a positive reason for taking part. Thigw supports earlier findingsTaylor et al., 2004,
Sriskantharajah & Kai, 20QFegardingmaintainingbetter guidance and support on appropriate levels
of physicalactivity and an understanding of its hedtanefits;particularlyin promotinginformal to

moderatdntensity levels ophysical activityrecommended fothis vulnerable grougDepartment of
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Health, 201) Additionally in line with IPA's idiosyncraticapproachdetailed probing uncovered

different mdivating factors for the neetb take part in the CAHPSalient termsexpressed in the

Punjabi language were captured to convey their conceptual equivalEncexample,tte need to

stay active wagxpresed by the Punjabiterms:p aj ai y et rt &n snlaasti eydnd hasing’ r un ni
fun’ i n t he Ehegdedf metaphbrasutiyadieegeem'ssett t r a n sHeiagtin ng as
harmony, helpedarticulate thedesire ofanotherparticipantto achieve an ideal health statume

which would help her feel in harmony with herself both physically and emotionalglation to her

lived world. The detailed analysis uncoveris stigmaassociated witlthe same participariteing a

single womanto exerciseherautonomyamongst aollectivist culture (Horne et al., 201Z)herefore,

in relation to the current analysie CAHPI was viewed as a meaningful initiative, whaitethe

participans felt comfortable obtaining support to fultieir underlying desireto improvetheir health

physical statusThis insightalso supports previous findings theg¢vealedSouthAsian women who

desired to participate iphysical activity promoting initiatives outside their homeswere made
anxiousand felt stigmatisedby the negative view of their activities expressed by some menabers

their community Farooqi et al., 200Q;awton et al., 2006; Grace et al., 2008

6.1.2.dt was in our Gurdwarad

The setting in which the CAHPI was deliveredocal Sikh temple, was perceived as a natural and
meaningful choice for such an initiative in relation to the target gsmgqressibility and acceptability
requirements. The shatesignificance all participantassigned to religion and spirituality ineih
daily lives supports previous views that such settings are conducive to thateand spiritual needs
of the target populatio by serving this dual purposKifg et al., 2006; Bedi, et al., 2008; Coe &
Boardman, 2008; Galdas et al., 2018yditiondly, the opportunity to acquire meaningful health
information within an accessible and acceptaiatextwas seen to alleviate theocial isolation
immigrantsfrom the target group have shown to experiegice to acculturation processésyton,

et al.,2006) However, studies havalso shown thatif on-going supporis ceased thisanlead to
negative impact wheatilising such contexts for health promotion initiatives iis fpopulation group

(Eastwood, 2013)
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The implementation ofthe Punjabi languagt® articulatehealth information and facilitate
meaningful undrstanding between detrimentdéstyle behaviours and their subsequent health risks
was a sharedpositive perceptiorof the CAHPIlexperienced by all participant3his observation
correspondsvith previous findingsshowingPunjabiSikh immigrantscommonlydisplay poor levels
of English language and literacy skilielatedto acculturation process€King et al.,2006) This
generally posive findngcoul d be expl ained by participants’
the health messageserbally articulatedi n t he p areférred languageThs ' finding
highlightsthe difficulty in processing health messages conveyed glidtn as thg were perceived
less meaningfubecause of the participars '’ abil ity Howevep some gagicdpantsh e m.
expressedhat althoughexposure to their preferred language was positivetgived failure of the
Punjabispealing healthcare workeo recognise subtle nererbalcuesparticipants emittedclouded
this experience somewhat. It seemed the informal friendly comntigtit havefuelled the desire to
learn moreaboutparticular issuepertinent to thep a r t i dndiyidaahlivesl healthconcernsThis
insightagrees withimplications of previous findings that advocate for the need for bilingual speaking
health workers trained to be more perceptive to the health related learning hégdsvolnerable
target group (Sidhu et al., 2015)

Nevertheless hie health messages conveysdthe bilingual health workeseemed to have a
positive impact to facilitate the process dietary behaviour changes. For example, the use of shock
tactics highlighting the detrimental effects of traditional swedeodstowards the deterioration of
health, seem to instil some level feapposed to the upliftingffect such foods generally induce.

Again the use of metaphoduiring the analysissweet foods perceived as deceitful and poisonous,
seemto capture thgotent meanings assignemtheir new learning-or some participantdiagnosed

with a chronic conditionthis tactic seemedo help tiemmake sense of the needdiaange theitong

standing lealth impairing eating habit$he positive observations of feappeal found in the current

study seema challenge previous findingé recent review(Ruiter, Kessels, Peters, & Kok, 2014)
examining fear appeal research used in persuasive campaigns and behaviour change interventions
spanning over sixty yearfound little evidence for its effectivenesdzear appealsisedin health
education practiceand the framing of effectivéear appeal messagescording to the Protection
Motivation Theory(Maddox & Rogers1983 and the Etended Parallel Process Modeb(2013)

were examinedt was concluded that coping information intended to increase perceptions of response
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effectiveness, particularly in relation to sefficacy, was shown to be mocenducivein encouraging
protective actionsrather thanpresenting threatening health messages intended to increase risk
perceptions and fear arousdbne A closer examinatioof Rui t er e t revew, spedfically2 0 1 4)
the notion of selefficacy, may partly explain the mixed responses observed fronvidodi
participants in the current study regarding the fear provoking health mesBagergative effects of

fear arousal health messages and their subsequent framing of either loss or gain framed messages
found in the review could be attributed to thapplication within mass media campaigns. These
strategiesare thought to induce and reinforce risk behaviours and encourage denial among the target
audienceThe current findings support the view tlaproaches whichdapt fear messages based on

an undestanding of their intendethrgetaudience and readiness to change rore likely to be

effective (Murphy & Bennett, 2004)n addition,empowering context, together with the familiarity
amongst the target group members, and their readiness to change, seem to create the conditions where

meaningful support was perceived to promote positive health outcomes.

6.1.3.0Ne all got together, thetime passed nicelsi

The meaningful peer support provided by both the participants amongst each other and the health care
providers was instigated by their shared characteristics and cultural norms. Together with an
accessible and acceptable settingdquire meaningful health related knowledge fuelled the process

of making learning together a pleasurahblgivity (Coe & Boardman, 2008)Relatedly the time

frame: 10 weeks, in which the intervention was delivered, seemed adequate to allow the gradual
dewelopment of group norms of meeting togettwrd shared purpose to devel@na(das et al., 2010;

Horne et al., 2010) Although some resistanc® fattend was initially observediealth related
appointments and family obligations originally took precedende,e p a r pelicaptiop ralatibgs '

to theimportanceassigned to these evelgtsy adual |y shi fted. Their new
instigated by the shared benefiexperienced over the weeks retained their engagement.
Subsequently, this process seemed to prompt the requestfédiow up programmedo help the
participants preserve this new identity and overcome problems they encounteredfégilitaife the

targe behaviours.
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6.1.4.0Ne are in a different stage in our lives now, we are not the same people we were

10 ten years agd

Although patrticipants understood that some of their current unhealthy eating practices posed a threat
to their physical healtstatus they found it difficult to change their maladaptive eating habits.
exampleone participant reported being informed she waghe vergef developing diabetes if she
continued her current sugar level intak@his finding could be explainethy the participarit s
perceptionof her current life stage being associated with uncontrollable physiealth related
deteriorations l(awton et al, 2008) It seemed unhealthy foods provided some level of control and
were temporarily upliftingAdditionally, co morbiditiesrelated to physical health decline experienced

in their current life stage, made it difficult for participants to engage in regular moderate physical
activities. The analysis uncovered thiagandarti ci
physical activity practicefdditionally as noted earlier, the leve self-efficacy (Murphy & Bennett,

2004) perceived by individual participantsould help explairtheir uniquepersonal challeng¢o

modify their health compromising behavioufis is also supportedy Rejeski& Milhako (2001)

and Spirdus& Cronin (2001) who highlight the importance of olgee o plévels of seHefficacy

to engage in daily living activities as a critical indicator of health related quality of life. Shalies

shown low seHefficacy is a significant determinant of functional declw&h chronic disease
(Rejeski et al2001),risk of falling (Tinetti et al.1988), and future engagement in physical activities.

The experience of taking part @AHPI seemedto help participars realise that sompersonal
challenges they encounteréal modify their health compromising behaviours could be supported
throughincreasing their confidence and levels of sdffcacy byengaging in such initiativesyhich

led them o request a followup programme.
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6.150frou canét I earn all the thangs in one day,

Overall, all partigpants showed a positivienpression of taking part in the CAHPI. This finding may

partly be explained by implementing all three major companehtthe newly developed COB

(Michie et al., 2011)For example, the current study illustrated that having the opportunity to acquire
appropriate knowledge and skills, and psychological capability to process meaningful information,

may haveinfluencedmotivation to facilitate behaviour chang@&he interactions between the three
components seem telateto both attitudes and actionsypporting the basic premise of the model.

The implementation of these components could also be seen to complement four of guédfing

principles outlined by Netto et al., (201@®) design behaviour change intervention for marginalised

groups. Forexample t he ‘“opportunity’ component <could be
such as the Sikh temple as a means of advertising the intervention, as eveliasning barriers to
assistaccess and participation, and being a free progranie. implementdon of COMB ' s
‘“psychol ogi ecomdonentcaup ddsednitotoyeflapi t h Net t o sprincpless ol e ag U
as the adoption of communication strategies sensitive to language use and information requirements

by delivering health messages in the Rubji | anguage. Finall vy, “mot i vi
being influenced by working with cultural and religious beliefs to détealthcompromising
behaviours wusing examples of unheal thy practice
combined application ofhese evidence based compones¢emed invaluable in assisting the
meaningful structure and contents of the intervenfltre rigid objetive outcome measures, initially

adopted to assess tl@A H P lutility dictated by COMB' s design and the beh
competencyassessment objectiveprevented the opportunitgf any meaningful findings of the
participants’ e X m ¢he intervetierto mdnifest.lfok example weekly diaries

and pedometers were provided to participants to record their dietary and physical activity related
behaviours, but were not utilised appropriately, hence failed to show any mearobgfative

outcome measuredn comparison,the subtle process measures capturedaddgpting thelPA
methodology were able to reveal thédeeprooted influences argued Resnicowet al., (1999)and

community health psychologists (Murray & Chamberlain, 2004; Murray et al., 2@34gntial to
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facilitate behaviour chang#Vithin the current study, group etiquette andtural norms werealso

revealed as being essential features that were addresgegossibly led to anore positive
perspective of the CAHPI, as all participants reported learning more than just health related
information. For example the social aspects of the CAHPI seemed instrumental in nurturing the
camaraderie and new identitytpear t i ci pant s erxipeg i gheamapgriangesof a ‘| e
social interaction in facilitating the uptake of HEPA opportunities was also noted by Crone (2007),
similar to the importance of social conditions noted\l®fson & Prilleltensky (2010)n regards to

the COMB mode| the carefully considered implementation of the components, alongside Netto et

a . intesventiondesign guiding principles, appeared to create a novel and largely positive experience

for all the participants, which in turn seemed to generate the interest for a-fglowervention.

6.2.Methodological considerations

Before any meaningful conclasis regarding the current findings can be drawn, a number of issues
require consideration. These include the assessment spqaidilities of qualitative research
undertalen during the research proceBixpn-Woods, Aggawal, Shaw & Smith2004, p.224) in
addition to the quality of interpretatismnd understandings uncovered (Chamberlin, 2000)

Considering the assessmentegarding thequality of the research procespublished
guidelines offer some direction to assess their rigour and applicktiovever, there is an increased
acceptance that adopting checklists in a rigid manner may limit the creativity to identify issues that
could appear novel and inspiring (Yardley, 2008uch guidelines should also take into account the
initial rationale and theoretical assumptions underlying the qualitative approadopted.
Consequently, Yardley (2008yentifies four flexibly defined criteria emphasising the following
principles toassess qualitative inquiries: $gnsitivity to context; 2 commitment to igour; 3)
transparency and coherenaed 4) impact andmportance. These principles agplied to assess the
guality of the current study’'s findings for two
and pluralistic viewpoint dsely aligned to hose of IPA, (Smith, 2009Secondly, they conveniently

integrate the principles of previous guidelines set out to preserve rigour of qualitative inquiry.
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I n t he current study, it coul d be wasr gued
demongtated by uncovering the soetnltural milieu in which the study was situated. This included

providing a comprehensive review of the extant literature relating to the topic. It also included

detailed illustrations offerredhanguaga, highlightingottee mmpact acc(

of contextual issues within their daily lives, e.g. semidtural status being a single unmarried woman.
With regards to* ¢ o mmi tb ngeui tthe current studwimed to exhibithis by undertaking a
comprehensive, systematic and detailed analysis that providddpih interpretations of each

participant’s experiential account . Addi ti onal
the research aims and subsequent findinggaEts provided by each participant, using salient terms
and phrases spoken in their native language were used to support the themes uncovered from the

detailed analysis. Specific issues were also uncovered through careful probing and prompting to

acquile meaningful insights pertinent to particular individuals, specifically in relation to the processes

of the CAHPI as opposed to objective outcomes measuset dl ey’ s t hird principl

the quality of the curcyamtcohe&dnh g ey cac lielviewed bhytheag ‘ t

documentatiorand reflecton carried ouduring each stage of the research procd$e process of
reflexivity allowed the researcher to be aware of any potential bias and make them agjmarent.
example, beinga member of the target population helped the researcher understand the context of
group dynamics between the participants. This supports the notion that there are several layers of
relationships to which the design and methodology of research must hé/eefsiis includes the
relationship between researcher and participants, with respect to the possiblubjgetive
dynamics that can be a medium in which meanirrgscansidered and communicated (Holloway,
2007) Although the researcher was familiaittwthe participants, thearticipants wereinfamiliar
with the intervention’'s processes such as the
activities and resources for their age and sooitural horms. This process allowed the researtthe
clearly describe and providerationale for each stage of the research process including: participant
selection; recruitment; data generation; interview schedule construction, as well as specific steps
undertaken during data analysis, selection & thtervention components and activities etc.
Additionally, each stage of the research process aimed to show how it aligned to the theoretical
assumptions of | PA" s par tcuredstwdpimsaFngly, o elationtevi t h

Yar dsl egrhphasi s on the ‘i mp astudy ingicatedhis Ioypiocoveriagh c e '
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key findings showing how patrticipants from this particular target population made senkmgfptart
in CAHPI. Theanalysis also revealed which particular featusese shown to initiate and sustain
their engagement nine months after it had taken place. Interestingly, the time frame in which the
CAHPI ended and subsequent interviews werdertakerexpresses the importance the participants
attached the vivid recollections they presented.

The potentialimpact of the current study findings, also relate to the wider aims of health
psychology and community health psychology understanding the psydogical and contextual
factors understood to facilitate both health promoting and health compromising behaviours in the
dewelopment of health and illnessl@rray & Chamberlain, 2004Dgden, 2012)IPA is shown to be
suited tobothd i s c i pifmng, amcEtss interesting to note health psychology is where Ifitét
became establishe@rocki & Wearden, 2006)Although there are a considerable number of studies
examining personal experience of particular health conditions, treatments andndewi&ing in a
range ofpopulationsthe current study is the first to examine the experiences of this particular target
group in this research context. The unique procedure of obtaining, transcribing and interpreting
authentic accounts provided by elgefPunjabi speaking Sikh participants, the bilingual health
psychology researcher was able to uncover the deeper meanings attached to the psychological and
contextual factors shown to impact on behaviour change. For example salient words, phrases and
metaplor s spoken in the Punjabi |l anguage were used
lived experience of taking part in the CAHPI. Consequenthsethmiqudindings not onlyadd to
the body of knowledge within health psycholagyd communit health pgchology, but also add to
IPAs distinctive methodological approa¢far example, the currefindings were able to uncover the
subtlepr ocess t hat i |1 umi nat e taking paet in pha CAHRPIdowgvarnt s’ e
despite these enamging findings, the following issuedso require some consideration

Firstly, whilst all participants showed a keenei@st in the study, the level which they
were willing to share their personal experiences varied. This was demonstrated by the relatively
moderate duration of each interview: 88ns in relation to the recommended duration: 6@sm
(Smith et al., 2009)Although some detailed accoumtere provided, some participants chose to give
more generic responseb.h e p a r freluctange #omrdveal more detailed personal health related
information may have been influenced by theerasr ¢ h er s’ , despitewnatingnearbenthae

this mayhave had a positive impact and impressi@onsequentlyhis familiarity with some of the
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participantamay haveaffected the levedf honesty in the responsteey provided.Additionally, it is
important to note that the participants may have felt unedatfle voicing any criticism regarding
the CAHPI to the same person whinterviewed them about itIn accordancethe researcher felt the
need to protect and respect their privdny reacting to the nowerbal cues provided by the
participantsduring the interviews Alternatively, this limitation could also have been attributed to the
participants not beinfamiliar with engaging in such types of consediona.

Reflecting on the issues discussed above, the analyses of some interviews &edndse t
derived from those analyses, may have been quite descriptive. Madeptm analyses would allow

greater insight into the participants experien
explore the current themes in more depth gablication at a later stagehrough the following

strategies. For example moredapth reflections on the role of the researcher during the analytical
process may uncover some additional salient isselesing to the participants experience of the
intervention In addition, viewing the data motlkerough the psychological lens of the particigaas

well as referring to temporal accounts from the participants at different points during the interview

This process is thought to obtain a deeper level of interpretation of psychological concepts that may
illuminate the understanding of the phenomenon being expl@edth, & Osborn, 2007)In

addition, by taking into account a deeper insighthefdynamicselating to the individual, group and

community leved of analysifCampbell & Murray, 2004) may reveal how thesmamicsaffectthe

participants experiences of the intervention.
Another possibldimitation that could be viewed to the current findinigsthe idiographic

approach addpd in this study, as it is ngiossible to generalise the findings to other individuals

belonging to the target grouplowever, it is important to understand fbeus of this particular study

was on the situated experience of a particular phenomenon espdpdke idiosyncatic nature of

that experiencelhis might have been lost as demonstrated by the insignificant results obtained from

the objective measurgweviously applied to asse the CAHPI for the health behaviour change

competencyHowever, some researchers artjug generalisability of findings in qualitative research

are important and maintain that when considering such findings, they should betexVakgarding

their applicability of the concepts uncovered to similar situations and individuals likely to be involved

in the phenomenon explor¢@arradice, Shankland, & Beallp02).
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6.3.Implications for practice

Despite some methodological limitations considered in the previous section, the current filedings
provide some useful insights to inform future practice in addressing health inequalities observed in the
target population.

The settingn which the CAHPLook placea local Sikh templewas perceived as a major feature
that governed the lives of the target population through shared social and cultural norms, values and
beliefs about health, wellbeing and religious practi¢égrefore, it can be viewed as ideal setting
in which future interventions to promote health enhancing behaviousther Sikh groupsan be
delivered.Although some challenges were observed regarding initial engagement with CAHPI, due to
practical issues such as health relatgabagments and family obligations, these can be addressed by
permitting some flexibility with deliveryn relation to timings and duratioldditionally, utilising
bilingual health workers to emphasise the wider benefits of engaging in health enhaneawigursh
may be useful. For example, regular physical activity for maintaining muscle strength and preserving
independence and mobility, as well as mental health andbeilgy (Taylor et al., 2004), may
motivate regular engagement. Additionally the proadgsking part in regular physical activity may
alleviate feelingsof social isolationoften experienced in marginalised communities (Lawton, et al.,
2006).

In addition to practical implications related the delivery of the CAHPI, useful insights
regarding theoretical issuese providedFor example, the principles underpinning @&HPI were
guided by the recently developed C&Bvimodel (Michie et al., 2011)The current findings
demonstrated the utility dhe model in identifying meaningful theoretical components to facilitate
the uptake of the target behaviours. The main companemp®rtunity, capability and motivation,
helped identify how underlying psychological processes such as reflective and autootatation,
seltefficacy, selfesteem and confidencepllectively helped mediate the target behaviougsich
findings providesome useful argument®r policy providers of the importance of incorporating
meaningful activities to facilitate these presesWith regards to the utility of the COM model, it

is worthwhile to note that despite the positive observations outlined through the use of qualitative
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research, and to the author’s knowl edgethist he
health area and target population. Therefore the efficacy of the model in similar contexts has yet to be
established.

As Blamey& Mutrie (2004) point out, even when strong theoretical evidappear to provide a
useful guide for planning, designirand implementing behaviour change interventions, challenges
can arise in translating this evidence into practice. For examiptmugh there is an emphasis on
community involvement in the design and delivery of commuinétged interventions (Netto et al.,
2010), Blamey& Mutrie (2004) maintain a balancing act is required between making local
adaptations to programmes and ensuring the context and content of such interventions are conducive
to maintaining key criteria that initially contributed to its efficacy. It is also import@arconduct
appropriate types of evaluations of previously applied activities in new contexts. The current findings
highlight that health related policy makers should take into account the importance of process, as
obtained through qualitative research thogls in relation to facilitating health outcomes.
Additionally, they should also acknowledge tk#ficacy of strategies and resources adopted in
existing initiatives, such as the use of bilingual healthcare workers. Investment in appropriate training
for these valuable individuals to be more sensitive in responding tevarbal cues of the
intervention attendees should be considered (Sidhu et al., 2088)he current findings highlighted
the utility of fear appeal strategies in facilitating the prece$ behaviour change, despitee
controversial nature of previous evider(®iter, Kessels, Peters, & Kok, 201Additionally, it is
important to acknowledge that elderly individuals caretldnger to process informatiotiherefore
more attentive regmses from health workers would facilitate more meaningful interactions during
the learning process when communicating health related informadewvertheless, despite these
challenges, the overall study findings do offer exciting opportunities for imfigriolicy through
wider collaboratin with a range of disciplines. For example, community health psychology highlights
behaviour change interventionsedto be considered e individual, the group and the community
level to be effective as well as examining the broader process and structures that maintain social

inequalities in the target populati@durray & Chamberlain, 2004).
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6.4.Suggestions for future research.

Future studies should build on the current findings to design more meaningful CAHPIs, by taking into
account theoretical components identified by the tagyeup to facilitate the development of
psychological processes underlying behaviour chahgeaddition, the collective strength from

disciplines such as exercise psychology, (Sr&itBird, 2004), community psychologiNelson, &

Prilleltensky, 2019 community health psychologfMurray & Chamberlain, 2004; Murray et al.,

2004), and health psychologyogden 2012 all conducive to promoting health enhancing behaviours

in diverse settings and populations, offer valuable insights to inform best practice in future public
health agenda’s. Shar ed uJndestangihgtthe factoesnhatjsustaimsbrhey a s s
of the health inequalities observed in the target population. Together they can help facilitate the
development of positive health and weding for the target population, by helping design meaningful

behaviourchange interventions.

Given the target behaviours, specifically inactivity being viewed as a public health problem,
exercise scientists Smith & Bird, (2004), maintain that this problem is best dealt with atlpadicy
To help steer this process, it ssiggested that academics should aim to place their research into
broader contexts and assess its potential value. Hence they should focus on the rationale for
undertaking research the research in the first place. Accordingly, is suggested such rexbagsh fi
should aim to reach those of influence outside the academic arena, and aim to work with the health
and medical professions. This may help them understand the real world problems of health, and
collaborate with research that will provide some of éimswers to such problems (Smith & Bird,
2004).Finally, prospectivestudies should consider examining similar contexts within the UK as well
as those that have a high residency of Punjabi Sikh immigrants including the USA and Canada, with

the view of producing a wider impact in promoting positive health and wellbeing.
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6.5. Conclusion

One of the fundamental aims of health psychology, community psychology, community health
psychology and exercise psychology, is to better understand the psychological and contextual factors
that facilitate health promoting and healthmgyomising behaviours in the development of health and
illness. Theseare studied witim diverse contexts, including community settings and populations.
Community healtlpsychology, in particulaemphasises the importance of promoting health and well
beingfor marginalised communities, such as the one investigatdek current studyThis approach

to understanding health related concemmgintains the importance of considering psychosocial
mediators characteristic of cultural groups, and meanings adgigrieem that may influence health
behaviours. Accordingly, it advocates the use of research methodologies and approaches conducive
of capturing understanding and meaningdinersecontexts, such as interpretative and discursive
approachesThe currentstudy demonstrated IPA to be an appropriate research methodology to
address those ams.PA al |l owed the opportunity for this ger
views regarding their experience of taking part in a CAHPI. The findings uncovemes saien

features the target populatiperceived to be meaningful to their socidtural and particularly age

related health needs.

To the researchers knowl edge, this is the fir
i mmi gr ant & of taking partrin aeGAEPI to facilitate physical activity and healthy eating
behaviours.The techniques adopted by the IPA approach, were tablencover some insightful

experiential accounts the participants attached to taking part in the CAHPI, shbinddr as well as

facilitate the process of behaviour change. These unique findings not only add to the body of
knowledge within health psychology, but also add to development of knowledge within the field of
community health psychology, to which thesearch seems more appropriate. In addition, it also
contributes to knowledge regarding IRAdistinctive methodological approadRurthermore,the

techniques adopted lfisa ppr oach hel ped uncover meaningf ul C «

design, whit in turn may have facilitated the process of behaviour chargse components were
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underpinned by the recently developed CBMnodel, and such insights may help design similar
interventions to promotavider engagement of the target populati@verall, it can be concluded,
collective insights from a range of disdigs, helped understand the mechanisms through which the
target health behaviosiroccur, and consequently helped understand how they influence the
development of health and illness prevalenthe target population. These important insights may
help provide betteinformed evidence basesdrategieggroundedwithin deeper levels of analysés

improve the healtimequalities evidenceia this highly vulnerable target population.
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Appendix A: Semistructured interview schedule

Study title: How do people from a Sikh community experience a temple based health promotion
initiative? An interpretativ@henomenological analysis.

i State: interview number
i Date:

1 Interviewer:

9 Interview duration:

(1) Experience of personal health

1. Can you tell me a brief history about your health?
a. Have you always been healthy / unhealthy?

2. What do you do to keep yoursékalthy?
a. What motives you to keep yourself healthy?
b. An existing health condition?
c. Other?

3. How does your current healdfifect you everyday life?
a. Work, housework, interests, social life, relationships?

(2) Experience of any previous health promotion initiaives

4. Are you aware of any health promotion services in Nottingham (i.e. somewhere you can go to
learn about how to look after your health)?
a. If yes, what services have you been to, and what was your experience of them?

(3) Experience of temple basedhitiative
5. How did you feel about the health promotion programme being based in the temple?
a. What made you participate?

6. How did you experience the scheduled activities?
a. What did you think while taking part in the activities?
i. The *health checks’'?
ii. Health fcts relating to the Sikh community?
iii. Health target setting and weekly monitoring?
iv. Chair based yoga
v. The *‘cook and eat’ sessions?

7. Have you made any changes to you daily lifestyle since coming on the program?
a. If so, what do you do now you could not dodrefthe program?
b. What helped you make any changes?

8. From your experience, what could be done to make the program better?

Thank you for your participation

End of interview
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Appendix B: Ethics approval form

For Office Use Only
Ref. Number
Assigned
Reviewers
Recommendatior
Outcome

Queen Margaret University

EDINBURGH

APPLICATION FOR ETHICAL APPROVAL
FOR A RESEARCH PROJECT

This is an application form for ethical approval to undertake a piece of research. Ethical apprgval
must be gainetbr any piece of research to be undertaken by any student or member of staff of|]QMU.
Approvalmust also be gaindaly any external researcher who wishes to use Queen Margaret stydents

or staff as participants in their research.

Please note, before anygreests for volunteers can be distributed, through the moderator servicdg, or

externally, this form MUST be submitted (completed, with signatures) to the Secretary to the
Research Ethics Panel.

You should read QMU' s chapt €r ocr duRese araalj

before completing the form. This is available at:
http://www.gmu.ac.uk/quality/rs/default.htm

Hard copies are available from the Secretary to the Research Ediniek

Btuh ide

The person who completes this form (the applicant) will normally be the Principal Investigator {in the
case of staff research) or the student (in the case of student research). In other cases of collaporative

research, e.g. an undergraduate granggect, one member should be given responsibility for appl

ing

for ethical approval. For class exercises involving research, the module coordinator should complete

the application and secure approval.

The completed form should be typed rather than hattéw. Electronic signatures should be used
and the form should be submitted electronically wherever possible.

Applicant details

1. Researcher S name: Kri shna Bhatt.i

2. Resear cher ' s c¢ okinshrna.bhatticecavantry.ac.akd dr e s s :

3. Category of researcher (please tick and enter title of programme of study as appropriate):
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http://www.qmu.ac.uk/quality/rs/default.htm
mailto:krishna.bhatti@coventry.ac.uk

QMU undergraduate student

Title of programme:

QMU postgraduate studentaught degree

Title of programme: Professional Doctorate in Health Psychology V

QMU postgraduate studenresearch degree

QMU staff memberresearch degree

QMU staff member- other research

Other (please specify)

4. School: School of Arts, Social Sciences and Management

5. Division: Psychology and Sociology

6. Name of Supervisor or Director of Studies (if applicable): Dr Joanne Fox

7. Names and affiliations of all other researcher who will be working on the project: None

Research details

8.

9.

10.

11.

12.

Title of study: An evaluation of a culturally adapted health behaviour change intervention to
promote healthy eating and physical activity in a local Sikh community. An interpretative
phenomenological analysis

Expected start date: 4#®-14 - 28 02- 14 Data collection

Expected end date: 32-14- Thesis submission

Details of any financial support for the project from outside QMU: None identified at present

Please detail the aims and objectives of thidys(max. 400 words)

The main aims of the study are to explore:

1.

2.

How do ol der Sikh Punjabi speaking i mmi g
culturally adapted health promoting intervention?

The efficacy of the procedures applied in helping participants promote healthy eating
and physical activity related behaviours.
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Methodology

13. Research procedures to be ugaddase tick all that apply

Tick if
applicable

Questionnairesplease attach copies of all questionnaitede usep v
9 Brief survey: to assess the Health Behaviour Change Intervention

Interviews please attach summary of topics to be explp(d IPA interview | v
schedule)

Focus groupsplease attach summary of topics to be explored / copies of
materiak to be used

Experimental / Laboratory techniqugagase include full details under questi
14)

Use of email / internet as a means of data collecptage include full details
under question 14

Use of questionnaires / other materials dratsubject to copyrighplease
include full details under question 14 and confirm that the materials have K
will be purchased for your uye

Use of biomedical procedures to obtain blood or tissue sangiézsé include
full details under questiob4 and include subject area risk assessment form
where appropriate)

Other technique / procedurgléase include full details under question) 14

14. Briefly outline the nature of the research and the methods and procedures to be used (max. 400
words).
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This text box will expand as required.

1.

3.
3.1 Research method: Interpretative Phenomenological Analysis (IPA), was chosen as th

32Sampl e and recruitment: A purposeful S

3.3 Data generation / ethical considerations: Rackce interview®f approximately 45mins

Literature review: South Asians’ ( SA)
conditions and these are significantly attributed to lifestyle factors including unhealthy
and inactivity (Babakus & Thomas, 2012; Chapman, 2013). It is further recognised tha
unhealthy behaviours are influenced by both psychological anotcaltiral factors
including a lack of understanding between behaviour and health links, as well as probl
accessing mainstream health promoting services (LdMuasay, Kinra, 2013). Language
and communication pose major barriers towards understardirgehaviour and health link
from existing mainstream health promoting interventions (Hipwell, 2007). Culturally ad
interventions aiming to promote healthy lifestyle behaviours in SA communities by
addressing the identified psyckociocultural bariers mentioned have shown promising
resul ts. ‘“Apne Sehat’ ; meaning ‘Your H
many SA communities including Sikhs, is an example of a successful intervention deli
over 12 months in a local temple by a ranfjbaalthcare professionals and lay members
from the community. The intervention aimed to help change attitudes and beliefs tows
adopting healthy | ifestyle behaviours
meaning ‘look aklétr yesumnhedlaphayodoomnso
study. This was a shorter 12 week interactive, structured program also delivered in a |
Sikh temple. It was designed to provide opportunities to enhance both psychological &
physical capabilities anghotivation to increase the target behaviours. It was anticipated
participants would provide peer support for each other when sharing knowledge and d
successful sekhelp strategies. The intervention comprised of educational as well as
practicalcoponent s; taking into account the
It was delivered by the researchers’ a
community based services, as well as a lay member of the community. Core casmpone
included self defined goal setting, action planning and problem solving.

Aims: see above

Research design

method of choice to address the research aims, as it sagksoteer how people make sen;
of their unique life experiences (Smith, Flowers and Larkin, 2009: 1), by formulating th
own biographical stories (Brocki and W
intervention is of interest to the invegdtion rather than the intervention itself. This appro
will allow the researcher to uncover how each participant interpretsfibacy of
interventions’ i mpl ement ati on. It wi ||
enhance the psychologi@nd physical capabilities, motivated participants to increase th
target behaviours.
sambal’ program, consisting of 7 seékadage
of 70, will be contacted via telephone by the PI following ethical approval to arrange
individual interviews. The nature of the study will be explained over the telephone in
Punjabi, as this is the preferred language of all the participanatsha Pl is biingual in
speaking English and Punjabi. This contact will allow any ambiguities the participants
have about the nature or their involvement in the study to be clarified.

will be conducted in Punjabi by the PI at the venue the intervention took place during g
mutually convenient time towards the end of February 2014. Permission to conduct th¢
interviews via the Templ(ataclsmerg d).tApérteipapte r
information sheet (PIS) written in English highlighting the nature of the study will be
presented to the participants before conducting the interviews (attachment 2). Similarly
participant consent sheet (CS) will be givereach participant to obtain formal consent fo
taking part in the study (attachment 3
and spoken English; the nature, involvement and right to withdraw from the study at af
will be verbally onveyed in Punjabi by the researcher. This process aims to ensure
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participants fully understand their potential voluntary involvement in the study, and tha
confidentiality and anonymity will be respected. This mode of communication was pref
over writen Punjabi translations of the PIS and CS used in the previous study, as man
participants are not literate in the written Punjabi language.

3.4 ResourcesSemistructured Interview schedule
A semistructured interview (SSI) schedule will be used to eligtdhta (attachment 4).The
SSI was developed by identifying and framing IPA research type questions (Smith, FIg
and Larkin, 2009), with key issues relating to the research question.

Tape recordelA digital tape recorder will be used to record the witaw data, and this will
be kept on a password protected computer. The tape recorder will be kept in a locked

3.5 Time: The SSI will be piloted on obtaining ethical approval with one of the original
participants; any necessary modifications will be made. All interviews of approx 45min
aimed to be conducted by"Beb. Transcription of data aims to be conducted By\esy .
Data analysis and interpretation aims to be conducted'hia@. The study aims to be
written up and submitted by #%ept 2014.

3.6 Analysis: The interviews will be conducted in Punjabi, as previously mentioned this is {
preferred language of dhie participants. The interviews will be transcribed and translate
word for word from the spoken Punjabi language into written roman English by the
researcher. To validate this translation; another health psychology researcher, also fly
the Punjablanguage and written English, will transcribe 3 of the 7 interviews again in rq
English. Any discrepancies in the translations will be discussed between the two Punj
speaking researchers, and if necessary possible clarification can be sougtiabtrgpthe
participants. Following the principles of IPA, each transcript will be analysed individual
This wild involve the researchers’ i ni
reading each transcript and annotating any interestsugs on a semantic level. Emergin
themes from the initial annotations will then be labelled. Any connecting themes or lab
will then be clustered into master themes or set aside as subordinate themes in view g
priority within the data. Thisnpcess will be followed for each transcript, with an attempt
integrate all the identified themes within and across all the transcripts. The themes will
be translated in the discussion section (Willig, 2013).

3.7 Reflexivity: Reflective notes regardingh e P11 ' s r el ati onship
throughout the research process. Issues concerning possible expectations and investr
what may be discovered as a result of the study will be noted, as personal interest in t
subject matter may infence the findings and hence the interpretations.

3.8 Dissemination
The Pl has opportunities to disseminate the study findings in the following journals ang
forums:

Health Inequalities
Health Psychology
Qualitative Journals
Local research forums

3.9 Ethical guidelhes
The investigation will be conducted by adhering to the ethical guidelines as set out by
Mar garet University’'s research et hics

4. References: see attached

15. Does your research include the use of people as particig2letsse delete as appropriat¥es/
Neo

16. Does your research include the experimental use of live anifiza8e delete as appropriate.
¥es/No

17. Does your research involve experimenting on plant or animal matter, or inorganic Rkt
delete as apppriate—¥es/ No
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18. Does your research include the analysis of documents, or of materialprinomedia, other
than those which are freely available for public accBés&se delete as appropriat&es/No

19.1 f you answer ed ,giwea dedcriftian ofghe matetial yownintehdBto use.
Describe its ownership, your rights of access to it, the permissions required to access it and any
ways in which personal identities might be revealed or persufisaiation might be disclosed.
Describe any measures you will take to safeguard the anonymity of sources, where this is
relevant:

This text box will expand as required.

20. Will any restriction be placed on the publication of resuitigase delete as appropriatées-/
No

21.Ifyouanswered6 Yes 6 t o ,qive detatlsiarad provitl@ a reasoned justification for the
restrictions. (See Research Ethics Guidelines Section 2, paragraph 7)

This text box will expand as required.

22. Will anyone except the named researchers have access to the data cdtlecteel Blelete as
appropriate. Yes HNe

23. Please give details of how and where data will be stored, and how long it will be retained for
before being destroyed. (See ResearcicEBuidelines Section 1, paragraph 2.4.1)

This text box will expand as required.

Please refer to section 14

24. Please highlight what you see as the most important ethical issues this study raises (eg. adverse
physical or psychological reactions; adsi@ag a sensitive topic area,; risk of loss of
confidentiality; other ethical issue. If you do not think this study raises any ethical issues, please
explain why).

This text box will expand as required.

In the unlikely event that participants experience any adverse effects of participation, they
will be signposted to relevant services including their GP, a local dietician or other
healthcare worker relating to specific needs identified by the participant. Details of whom to
contact will be provided on the participant information sheet attached.

25. If you have identified any ethical issues associated with this study, please explain how the
potential benefits of the research outweigh any potential harms (eg. by benefiting participants; by
improvingresearch skills; other potential benefit).
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This text box will expand as required.

As outlined above, in the unlikely event that participants experience any adverse effects of
participation, they will be signposted to relevant services including their GP, a local dietician
or other healthcare worker relating to specific needs identified by the participant. Details of
whom to contact will be provided on the participant information sheet attached. Additionally,
any shortcomings identified regarding the process of the research, may serve to improve
subsequent related projects for the researcher and those interested in this field of study.

Protection for the Researcher

26. Will the researcher be at risk of sustaining either physical or psychological harm as a result of the
researchPlease delete as appropriat&es/No

27.1 f you answer ed ,pléasegiie detals offpotensial risks and théprecautions
which will be taken to protect the researcher.

This text box will expand as required.

Research Involving Human Participants
You should only complete this section if you have indicated above that your research will involve
human participants.

28. Pleasédndicate the total number of participants you intend to recruit for this study from each
participant group:

Participant Group Please state total
number
QMU students
QMU staff
Members of the public from outside QMU 6-7

NHS patients

NHS employees

Children (under 18 years of age)

People in custody

People with communication or learning difficulties

People with mental health issues

People engaged in illegal activities (eg. illegal drug use)

Other (please specify):

* Please declare isection 32 where the participant group may necessitate the need for standard or
enhanced disclosure check

29. Please state any inclusion or exclusion criteria to be used. (See Research Ethics Guidelines
Section 1, paragraph 2.4)
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This text box will exparas required.

Please refer to section 14

30. Please give details of how participants will be recruited:

This text box will expand as required.

Participants are all members of a local Sikh temple the researcher is associated with in
Nottingham. All participants have expressed an interest to take part in this health promotion
project.

31. Please describe how informed consent will be obtained from participants. (SxadReEthics
Guidelines Section 1, paragraphs 2421.5)

This text box will expand as required.

The nature of the project will be explained verbally in Punjabi to each participant over the
phone. Written information in English about the study will also be given to the participants in
large print. Only when patrticipants are happy to take part in the project will signatures for
consent be requested. The right to withdraw at any stage of the research without giving any
reason also be clearly highlighted (refer to participant information sheet, consent form and
debrief form).

32. Ethical Principles incorporated into the stugie@se tick as applicable

Tick as
applicable

an

Will participants be offered a written explanation of the research?

Will participants be offered an oral explanation of the research?

Will participants sign a consent form?

Will oral consent be obtained from participants?

Will participants be offered the opportunity to decline to take part?

Will participants benformed that participation is voluntary?

< < < < = <

Will participants be offered the opportunity to withdraw at any stage without givit
reason?

Will independent expert advice be available if required?

Will participants be informed that there mayrmbenefit to them in taking part?

Will participants be guaranteed confidentiality?

< < < <

Will participants be guaranteed anonymity?
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Will the participant group necessitate a standard or enhanced disclosure check? no
Will the provisions of the DatBrotection Act be met? v
Has safe data storage been secured? v
Will the researcher(s) be free to publish the findings of the research? v
If the research involves deception, will an explanation be offered following n/a
participation?

If the researclnvolves questionnaires, will the participants be informed that they| v
omit items they do not wish to answer?

If the research involves interviews, will the participants be informed that they do| Vv
have to answer questions, and do not have to givexplanation for this?

Will participants be offered any payment or reward, beyond reimbursementaff ol no

pocket expenses?
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33. Risk Assessment

Queen Margaret University

EDINBURGH
Reference:
School / Division: Location: Date
Assessed by: Job Title: Signature
Activity / Task: Total Number exposed to risk Review Date
People at risk Likelihood Severity

0 5 15

o,1E |2 |58=|5|E| 32 <|8l &g = isti g £
Ref E2| oo o 3 3 ig- o| 8| 2| o £E| ©| ®| Total Existing control S5
no. Hazards W8] =290 ¢ >c2c|=dx|a|a| 2| =2 2| L| gk measures < o
1.
2.
3.
4.
5.

Riskvalue(RV)| 1 |2 |3 |4 |1[|2]|3]| 4

Total risk = Likelihood (RV) x Severity (RV) Totalriskof i 4 = 6L 6, | Totalriskof&§il®@ = 6 M6, medi UTotalriskioflR 16 = O6HO
risk
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Queen Margaret University

EDINBURGH

Reference:

Remedial action required

Ref

no Action required Target date Action by: Date completed

1.
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Declarations

34.Having completed all the relevant items of this form and, if appropriate, having attached the
Information Sheet and Consent Form plus any other relevant documentation as indicated below,
complete the statement below.

1 Ibhave read Queen Margaret University document on “Research
Regul ations, Procedures, and Guidelines”’
1 In my viewthis research is:

See Research Ethics Guidelines Section 6 Please
tick

Non-invasive v

Minor invasive using an established procedure at QMU

Minor invasive using &EW procedure at QMU

Major invasive

1 Irequest Ethical Approval for the research described in this application.
Name(if you have an electronic signature please include it here)

K.bhatti Date _ -02613

Documents enclosed with application:

Document Enclosed Not
(please tick) | applicable
(please tick)

Copy of consent form(s)

Copy of information sheet(s)

Sample questionnaire

Example interview questions

Q| Q| Qe Q| Qe

Copy of proposed recruitment advert(s)

Letters of support from any external organisations involved a
in the research

Evidence of disclosure check a

Division risk assessment documentation

Any other documentation(please detail below)

Risk Assessment

35.1f you are a student show the completed form to your supervisor/Director of Studies and
ask them to sign the statement below. If you are a member of staff, sign the statement below
yourself.

1 1am thesupervisor/Director of Studies for this research.

1 In my viewthis research is:

See Research Ethics Guidelines Section 6 Please
tick

Non-invasive

Minor invasive using an established procedure at QMU
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Minor invasive using a NEW procedure at QMU

Major invasive

1 I have read this application and | approve it.

Name(if you have an electronic signature please include it here)

Date

36. For all applicants,send the completed form to your Head of Division or Head of Research
Centre or, if you are an external researcher, submit the completed form to the Secretary to the
QMU Research Ethics Panefou should not proceed with any aspect of your research

which involves the use of participants, or the use of data which is not in the public domain,
until you have been granted Ethical Approval.

FOR COMPLETION BY THE HEAD OF DIVISION/HEAD OF RESEARCH CENTRE
Either

| refer this application back to the applicant floe following reason(s):

Name(if you have an electronic signature please include it here)

Head of Division / Research Centre

Date

Please return the form to the applicant.
Or
Please ticloneof the alternatives below and delete the others.
| refer this application to the QMU Research Ethics Panel.
| find this application acceptable and an application for Ethical Approval should now be
submitted to a relevant extetrmmmittee.
| grant Ethical Approval for this research.

Name(if you have an electronic signature please include it here)

Head of Division / Research Centre

Date

Please send one copy of this form to the applicant and one copy to the Secretary to the
Research Ethics Panel, Quality Enhancement Unit, Registry.
Date application returned:
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Appendix C: Participant information sheet

Queen Margaret University

EDINBURGH

Information Sheet for Potential Participants

Study 2:
An evaluation of a culturally adapted health behaviour change intervention to promote healthy
eating and physical activity in a local Sikh community. An Interpretative Phenomenological
Analysis

My name is Krishna Bhatti and as you know | am a doctoral student at Queen Margaret
University in Edinburgh. As part of my course | am undertaking the above study for my
dissertation.

This study aims to explore and understand your experience of takirig faat
recent structured and culturally adapted health promoting programme delivered in the Sikh
temple. It also aims to assess the procedures implemented within the intervention that aimed to
promote healthy eating and physical activity related behawidine findings of the study will be
useful towards finding the best methods to increase physical activity and healthy eating and try to
minimise health risks within the Sikh and South Asian community.

You have been selected to take part in this studyuseocaf your recent involvement
in the health promotion programme delivered in the Sikh temple. If you agree to participate in the
study, you will be asked to take part in an informal interview about your experience of the health
promotion programme. Theterviews should not take up more than one hour of your time. The
interview will be conducted in Punjabi by me at the Sikh temple where the health promotion
programme took place. | aim to conduct all the interviews betweeari®28' February 2014.

The interviews will be audio taped to help me capture everything that is discussed. You do not
have to answer any questions you feel uncomfortable with. You will be free to discuss any issues
that you feel are important to you regarding the programme.

| am rot aware of any risks associated with conducting the project; however should
any arise advice will be sought from healthcare professionals. You will be free to withdraw from
the study at any stage and you will not have to give a reason.

All the data colléed will be anonymised as much as possible by assigning labels to
all the participants interviewed e.g. Participant 1 Male will be labelled as P1M. Audio recordings
will only be heard by me and another Punjabi speaking health psychology researcher to help
validate the data. Once all the data has been transcribed, all the audio recordings will be deleted.
The results of the study may be published in a journal or presented at a conference.

If you would like to contact an independent person, who knows aflisyirbject
but is not involved in it, you are welcome to contact Dr Joanne Fox Senior Lecturer/Director of
Studies. Her contact details are given below.

If you have read or understood this information from the verbal explanation
provided in Punjabi, andave had any questions about the study answered, and you would like to
be a participant in the study, please let me know which date will be appropriate to arrange an
interview.
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Contact details of the researcher

Name of researcher:
Address

Email / Telephone:

Krishna Bhatti

Doctoral Student, Division: Psychology and Sociology
School: School of Arts, Social Sciences and Management
Queen Margaret University, Edinburgh

Queen Margaret University Drive

Musselburgh

East Lothian EH21 6UU

07007039@gmu.ac.ukd131 474 0000

Contact details of the independent advisers (note that the independent adviser cannot be a

member of your supervisory team)

1. Name of adviser:

Address:

Email / Telephone:
2. Name of adviser:

Dr Joanne Fox

Senior Lectuer/Director of Studies,

School: School of Arts, Social Sciences and Management
Queen Margaret University, Edinburgh

Queen Margaret University Drive

Musselburgh

East Lothian EH21 6UU

0131 474 0000

Dr Ducan Robb

Addres:

Email / Telephone:

Head of Ethics Committee

School: School of Arts, Social Sciences and Management
Queen Margaret University, Edinburgh

Queen Margaret University Drive

Musselburgh

East Lothian EH21 6UU

0131 474 0000
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Appendix D: Consent form

Queen Margaret University
EDINBURGH

Consent Form

“Study 2:

An evaluation of a culturally adapted health behaviour change intervention to promote
healthy eating and physical activity in a local Sikh community. An Interpretative
Phenomenol ogical Analysis”

I have read/understood the information sheet and this consent form. | have had an opportunity to
ask questions about my participation.

| understand that | am under no obligation to take part in this study.

| undastand that | have the right to withdraw from this study at any stage without giving any
reason.

| agree to participate in this study.

Name of participant:

Signature of participant:

Signature of researcher:

Date:

Contact details of the researcher

Name of researcher: Krishna Bhatti

Address: Doctoral Student, Division: Psychology and Sociology
School: School of Arts, Social Sciences and Management
Queen Margaret University, Edinburgh

Queen Margaret University Drive
Musselburgh
East Lothian EH21 6UU

Email / Telephone: 07007039@gmu.ac.ukd131 474 0000
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Appendix E: Table 2: Sample characteristics

Participant

Gender

Age

Marital

status

Occupational
status’s

Health
issues

English
language
and
literacy
skills

Country
of birth

P1

49

Divorced

Unemployed

High blood
pressure
Overweight

Poor

India

P2

70

Married

Housewife

T2D

High blood
pressure
High
cholesterol
Overweight
Arthritis
Indigestion
Lethargic

Poor

India

P3

75

Married

Retired

T2D

High blood
pressure
High
cholesterol

Poor

India

P4

73

Married

Housewife

High blood
pressure
Overweight
Arthritis

Poor

India

P5

73

Married

Retired

T2D

High blood
pressure
High
cholesterol
Overweight

Poor/Good

India

P6

68

Married

Housewife

T2D

High blood
pressure
High
cholesterol
Overweight
Arthritis

Poor

India

P7

80

Married

Retired

T2D

High blood
pressure
High
cholesterol
Overweight
Arthritis

Poor/Good

India
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Appendix F: Reflective notes

Date

Stage of analyses

21-5-16:
3am

Again, having made orattempt to write this section previously; the feedback given by
supervisors was invaluable, especially reading it second time round, and revisiting thi
several months later due to full time job. It was hard to get the gist of it, but having do
some wide reading; texts regarding the process, example studies, really trying to pin |
procedures; trying hard to distinguish the differences between the recommended ana
steps; it has started to become clearer

Making notes about how they relate to mydst and RQ is useful to try and retain a focu

I welcomed the aspect of incorporating my perspectives and how they influences my
thinking and hence my actions

Trying to be more systematic in my analysis second time round, by writing down wha
feel | need to do ,and ticking off those points once completed , this helped me keep a
of my progress, by occasionally reflec
I |l earned, that wildl hel p motereat3amintvea r d
morning because having done some reading, found myself dreaming about themes a
process involved in the analysis; so just decided to get up and work on it instead of
dreaming about it and worrying about it

Wider texts include: Chaptéry Shaw, | found her style of writing easy to understand; s
has done well to tailor it to novices. | have been actively been making notes of thing
| pertinent | need to look out for in the data; especially just having written my Method,
enphasised the importance of

1 shared meaning

1 meaning making; from the perspective of the participants; looking out fanlite
transcripts that show ‘reflection
Process of analysis: Descriptive summaries: think | understand what this involveg
Ilwasn’t too sure about the difference
conceptual coding. Having read some more p192:
9 itis all staring to fit together and make sense

f
f

25" May

Merging themes: Found myselframing some of them to better reflect what | felt the
participants were trying to convey collectively

28" May

When finding extract to go with setbh e me s it wasn’'t dhemeay
to map extracts onf@as sometimes extracts seemed relevant in more than one themeg
to think really hard to figure out which one would be best highlight that point e.g. sing
women / venue / model person, empowerment

11" June

Some themes were retained and soragevdiscarded, | felt this helped me focus on wha
seemed relevant in relation to the topic area

Looking at the themes emerging seemed to have implications for my practice
By removing some of the themes | felt my confidence in the analysis procegsomésg

Behaviour changes sttheme

Suddenly realised | only included healthy eating related extracts and not any PA relat
ones, so went back through the transcripts to see what | could find. | also realised | v
being more selective, ands lookiagt for extracts that seemed more illuminating in
relation to psychological undertones. Because | started reading text books in betwee
anal ysi s, I found the issues | had re
had dr opp e dtoundexstand whaeteeragthors were getting across.

Implication for my practice

| was also thinking, from this writing up experience, | would be a much better supervig
my job as a lecturer, and feel | have come a long way in being ablefidertly supervise
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students at both UG and PG | evel doi

cohorts.

ng

Uneasy conscious

Sometime found it difficult to amalgamate new issues into what | had already written
was seemed an easier optio disregard them and avoid going through the trouble of

rethinking and having to integrate bits of information that seemed important. But ultin
my conscious didn’'t |l et me take the ea
participants hadaken the trouble to share their very personal feelings and thoughts, a
should air these. | had to keep reminding myself, | needed to illuminate the things tha
seemed important to them, and show how they made sense of things in relation the R
thethemes that related to it.

This was case with theme 3. Meaningful support theme and behaviour changes madé
changed it to making sense of behaviour changes, because not all the behaviours we
result of the CAHPI some behaviours relating to HE and PA were already present, an
felt | owed it to the Ps to acknowledge that. But it seemed the CAHPI did in some cas
help illuminate the importance of maintaining these behaviours to improve their healtf
status.

Surday 12" | Sometimes it was difficult to determine which siieme to place certain extracts; e.g.

June when trying to look for extracts that linked with PA, some seem to link to another sub
theme; life stages and walking, so | placed it in there and themd link it with the other
subtheme it also related too. Looking at examples in other studies helped see how th
done
Now | have decided to remove the PA aspect from the behaviour changibe s
because the PA had been addressed in othehsutes- time is not on my side and | hav
to make some time conscious decisions, but also at the same time, trying to retain a
standard of work that reflects some balanced views and insights from participants an
analysis.

19.27 Changed sultheme 3.2 again to:
Making sense of health eating and PA behaviours
Decided to include PA now

Monday Importance ofdcusing on meaning

13" June
Talking about my understanding to a colleague, made me realise the importance of n
making from the participants point of view. Trying to help illuminate the situation fromn
their individual life experiences and contextual issugs.from here | still have 2 master
themes to analyse; so | am going to try hard and focus on these points

Wednesday | Decided to move operation issue tbmaster theme : existing health problems, feels it g

15N better there

V16

V17 Decided to collapse the two stiiemes in 4, and just refer to thenlifesstage and
changed master theme headingRmblems maintaining health behaviours

23.17 Getting there, end of general Impression thdme
Calling it a night for now, physicallg an’ t manage to fini sh

V18 Final version of results refined from v17
Word count for final on v1712,152

V18 refined | Need to get in my head the difference between Epistemology and ontology

18" June

Epistemology: how can we know; theikds of knowledge it produces, the assumptions
makes about the world it studies, and the role of the researcher in the research proce
1 How participants view or experience the wotldbtaining insight of another
person’s thoughts and beliefs
1 IPA stars with an assumptionheir accountstell us something about their
private thoughts and feelings, and that these are implicated in peoples expe
IPA aims produce knowledge of what and how people think about a topic
Takes a realist approach to knowledge production

f
f
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Ontology: what is there to know;

In relation to IPA:

Critical realist approach: - no real direct access to reality

Relativist positon,n o such thing as pure experierq
exploration ofthe ways in which cultural and discursive resources are used to constru
use of methods that can identify and unpack sashurces
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Appendix G: Table 3 Exploring connections across transcripts

Table 2: Stage 6.1 Final themes further amalgamated with higher order label given row 1

1.| 1. A welcomed Empowering context 3. Mechanisms 4. Difficulties 5. Intervention
initiate promoting adhering to sustainability
behaviour change | personal health
targets
2.| Y Potential 1 Empowerment 1 Socialisation 1 Social 1 Percéved

benefits of 1 Appropriateness of and peer cultural barriers
participation verue support practices attending

1 Impact of 1 Mode of 1 Shared/ 1 Shared/ interventio
CAHPI communication pleasurable pleasurable n

1 Positive 1 Realisation and activity activity 1 Negative
characteristics/i awareness of new | 1 Mode of T Nonsocio aspects of
mpact of CAHPI learning communicating cultural programme

1 Unaware of 1 Realisation / knowledge and practices 1 General
other health awareness understanding impression
promoting f Consequences of Negative f Suggested
initiatives present health aspects of interventio

1 Liberating to status programme n
talk about § Current health Mode of improveme
personal health concerns facilitating skill nts
issues 1 Current physical acquisition f Programme

9 Curious; health health status 1 Personal improveme
beliefs behaviour nt
Opportunity to changes suggestions
strive for model T Habit forming 1 Request for
person follow-up

1 Model person interventio

1 Achieving ideal n
self not easy

1 Lacks
confidence
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Appendix H: Transcript 1

Please refer to the thesis hard copy
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Appendix |: Transcript 2

Please refer to the thesis hard copy
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