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ii  

Service access was hindered by a lack of culturally sensitive frailty services, 

appropriate information and poor attitudes towards cultural values and practices. 

Developing culturally sensitive frailty education and cultural competency training for 

health care professionals were identified as solutions to improve access to frailty 

support services. 

 
Conclusion: South Asian families lived experiences highlight the need to address 

wider structural barriers to facilitate timely access to frailty services and improve 

health outcomes for South Asian families living with frailty. 
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culturally tailored frailty services which focus on providing options, timely access, 

facilitating independence and increasing wellbeing in later life for this population. 

 
1.2 Background 

The proportion of people in the world aged 60 years and above is anticipated to rise 

to an estimated two billion by 2050 (United Nations Department of Economics and 

Social Affairs/ Population Division, 2019). This is a substantial increase from 11% to 

approximately 22% percent since 2009 (Kojima et al, 2019; Cheng, 2020). Due to 

this rapid rise in the older adult population globally, frailty has gained increased 

attention and is now deemed a worldwide public health concern (Hoogendijk et al, 

2019; Clegg et al, 2013). Figures from the Office for National Statistics (2011) 

demonstrate that almost 10 per cent of those over the age of 65 in the UK are living 

with frailty (BGS, 2015). Older minority ethnic adults make up for around eight 

percent of this wider population (Office for National Statistics, 2011). 

 
Within the UK, the number of older adults from ethnic minority communities has 

steadily risen, from under 1.5 million in 2001 to almost 2.5 million by 2016. This 

figure is projected to increase three-fold reaching nearly 7.5 million by 2051 

(Lievesley, 2013). The support needs of minority ethnic older adults have generated 

a proliferated interest over recent years. Minority ethnic groups in the UK largely 

consist of Pakistani, African-Caribbean, Indian and Bangladeshi populations (Office 

for National statistics, 2011). A report by The Centre for Policy on Ageing and 

Runnymede foresees a substantial increase in older ethnic minority adults in the UK. 

It highlights that despite minority groups being younger on average, there is a 

projected rise to nearly 1.5 million minority ethnic elders aged 65+ by 2026 

(Lievesley, 2010). This indicates that the ethnic minority population is ageing 

alongside their white British counterparts and highlights the importance of 

understanding issues faced by South Asian older adults which are associated with 

health and social care delivery (Bhui et al, 2018; Evandrou et al, 2016). 

 

1.2.1 South Asian people 

The increased migration to the United Kingdom from South Asian subcontinents 

such as Pakistan, India, and Bangladesh, has resulted in the growth of large South 
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Asian populations (Burholt et al, 2022; Clarke et al, 2023). The influx of South Asian 

people to the UK commenced in the 1950s. This substantial immigration was driven 

by post-war labour shortages, creating employment opportunities for individuals from 

various Commonwealth nations to fill in economic shortages (Visram, 2002). 

Currently, there are over two million South Asian people residing in the UK (Khunti et 

al, 2009). Among these South Asian groups Pakistanis constitute 1.9 percent, 

Indians make up 2.3 percent, and Bangladeshis account for 0.7 percent of the 

population. Many of these communities originate from specific regions within the 

Indian subcontinent such as Punjab in Pakistan and India, Gujarat in India, and the 

North Eastern region of Bengal in Bangladesh. The South Asian population is 

concentrated primarily in the South Eastern and West Midlands regions of the UK. 

London hosts a significant percentage of people from South Asian communities, with 

the Indian population making up nearly 36 percent of those residing in Greater 

London. Leicester is the main residence for Indians, while Pakistani and Bangladeshi 

communities are mainly located in the West Midlands and Yorkshire and Humber 

regions (Office for National Statistics, 2003). 

 
Indian, Pakistani and Bangladeshi communities are the three largest ethnic minority 

groups in the UK (Pradhananga et al, 2019), sharing numerous similarities in cultural 

norms, values, and beliefs (Sihre et al, 2019). However, it must be noted that 

despite their comparable visible appearance individuals with South Asian origins are 

diverse in terms of language, culture, religion, diet, educational attainment, and 

social position (Iqbal et al, 2012). This diversity is reflected in the languages spoken 

within these communities including Punjabi, Urdu, Hindi, Bangla, Gujarati and 

English. Furthermore, there are significant differences in religious beliefs among 

these populations with the Indian community encompassing Hinduism, Sikhism and 

Islam, while Pakistani and Bangladeshi communities are predominantly of Islamic 

religious background (Minority Rights Group, 2020). 

 
Elders from Pakistani, Indian, and Bangladeshi populations are recognised as being 

in more serious need of care and support as they age (Victor et al, 2012). Recent 

findings have indicated that older individuals of South Asian origins are at a higher 

risk of experiencing poor functional health and frailty (NHS Leeds CCG, 2018). 

Specifically, Bangladeshi older adults are highly likely to be frail, followed by Indian 
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This multidimensional concept is important as psychosocial factors and frailty have 

been widely acknowledged to be linked (Faller et al, 2019). The multidimensional 

definition will therefore be used for the purpose of this thesis, as psychosocial 

factors are crucial when attempting to understand perspectives of frailty and health 

needs and how these can influence barriers and facilitators to accessing support 

services for the South Asian population. In doing so, appropriate care can be 

implemented which particularly aligns with the specific needs and requirements of 

these communities. 

 

1.3.1 Frailty risk factors in South Asian people 

As mentioned earlier, individuals of South Asian origin, especially those from 

Pakistani, Indian and Bangladeshi backgrounds are particularly at a heightened risk 

of developing frailty (Fernando et al, 2015). Yet, despite numerous psychological and 

socio-cultural factors which link to increased frailty related illnesses, they remain less 

likely to be referred to health and social care services to receive targeted frailty 

support (NHS Leeds, 2018; Bibi et al, 2014). It is important then to have a clear 

picture of this population when attempting to understand why these groups are more 

vulnerable to frailty and adverse outcomes, and how this can impact on their 

decision to seek support for management of the condition from services. 

 
There are several risk factors which directly contribute to frailty in South Asian 

people and result in lowered function (Brunner et al, 2018). These include age and 

gender (Setiati et al, 2019; Vaingankar et al, 2017), lower economic and educational 

status (Dugravot et al, 2020), and limited social support networks beyond their 

families (Buttery et al, 2015). Additionally, health-related issues such as depression 

(Chu et al, 2019), cognitive impairment and functional decline (Ahmad et al, 2018), 

increased comorbidities and diseases (Kelly et al, 2018), and conditions such as 

diabetes, arthritis, and stroke (Cheong et al, 2020) play a significant role in the 

increased risk of frailty among South Asian older adults. Behavioural factors such as 

smoking (Thompson et al, 2018), imbalanced diet (Kojima et al, 2018), and 

polypharmacy have also been linked to frailty in South Asian people, leading to 

negative health outcomes for these communities (Pengpid & Peltzer, 2019). 

 
Focusing on health-related and psychosocial factors is important because they are 

highly relevant and significantly increase the risk of frailty among the South Asian 
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Research suggests that socioeconomic status plays a vital role in reducing the risk of 

frailty among South Asian older people, as higher socioeconomic status can offer 

protection against the onset of frailty through increased material resources, healthier 

lifestyles, and improved psychological well-being (Gu et al, 2016). However, in 

absence of this, risks of frailty are increased and result in health inequalities that 

persist throughout older age for the South Asian population (Stolz et al, 2017). 

 
It is therefore crucial to understand the health and psychosocial risks associated with 

frailty in South Asian people. By doing so, South Asian elders and their family 

members may be better equipped to access frailty support services that can reduce 

the impact of declining health while addressing the holistic needs of this population. 

 
1.3.2 Frailty prevalence in South Asian people 

Although frailty is widespread and believed to be the primary contributor of physical 

deterioration and untimely mortality among the elderly (Vermeiren et al, 2016), 

prevalence estimates for the South Asian population vary due to the different 

definitions and measures used to define and measure frailty. According to the 

multidimensional definition, prevalence rates are higher in South Asian older adults 

due to their reduced socioeconomic status, membership of a minority ethnic group, 

and lower educational attainment (Hoogendijik et al, 2018). Moreover, prevalence is 

believed to be elevated among those residing in rural areas and those suffering from 

higher levels of chronic conditions (Xu et al, 2019). Additionally, South Asian older 

females are more likely to experience higher frailty rates due to various psychosocial 

factors, including bereavement, being divorced or widowhood, and lower 

employment levels (Hoeyberghs et al, 2019). As mentioned above, the presence of 

psychosocial factors, such as sedentary lifestyles, further contributes to the 

differences in frailty prevalence among South Asian populations compared to other 

populations (Castaneda-Gameros et al, 2018). 

 
As the number of South Asian older adults with frailty continues to rise, prevalence 

rates are predicted to increase further (Hanlon et al, 2018), with particular earlier 

onset of frailty in areas of deprivation (Whitty, 2023). This is attributed to the 

increasing survival rates of South Asian older people who live with multiple chronic 



13  

conditions, lead sedentary lifestyles, and experience a reduction in social support 

networks (Ye et al, 2018). It is therefore imperative that barriers and facilitators to 

accessing frailty support services are understood. This can help to reduce 

prevalence of frailty within South Asian older people, aid management of frailty for 

South Asian older people and their family members, and also support physical, 

social and emotional wellbeing throughout later years for this population. 

 

1.3.3 Frailty costs and services 

Older people living with frailty equate for the use of a substantial proportion of health 

and social care services in the UK (Rockwood et al, 2004; Whitty, 2023). This incurs 

a vast cost to and major implications on health care systems. This is because these 

systems are generally ill-equipped to cope with the long term and multifaceted health 

needs and unified care of frail elders; being designed to singularly address organ 

and disease specific issues (De Lepeleire et al, 2009). The disjointed provision of 

suitable services or treatments can thus result in South Asian frail elders frequently 

receiving less than adequate quality of care (Kojima et al, 2019). This fragmentation 

is problematic and may also lead South Asian people to experience difficulties in 

accessing coordinated care alongside health system failures (Osborn et al, 2014). 

This means, the specific health and support needs of South Asian older people may 

not be met, in turn causing unnecessary costs both for the elderly and healthcare 

systems alike (Araujo de Carvalho, 2017). 

 
Figures from the UK frailty prevalence and populace approximations (Clegg et al, 

2016; Office for National Statistics, 2018) show the total cost of frailty to the NHS 

due to hospital admissions, is estimated to be in the region of £5.8 billion yearly (Han 

et al, 2019). This is broken down as around £560 per individual with mild frailty, 

£1200 for elders with moderate frailty, and in excess of £2100 for those living with 

severe frailty (Han et al, 2019). 

 
The National Health Service & Community Care Act introduced in 1990, has sought 

to compel health care services to use person centred integrated services when 

supporting older adults living with frailty to remain in the community and also reduce 

health care costs. A recent report (2023) by England's Chief Medical Officer also 
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support and receive frailty crisis support as part of the acute frailty service (Khan et 

al, 2023). 

 
Conversely, primary and community-based services primarily aim to support 

individuals with mild to moderate frailty, though they may also involve managing 

severe frailty in community settings (British Geriatrics Society, 2014). While not 

specifically tailored to frailty, these services play a key role in preventing further 

decline and managing frailty comprehensively (Age UK, 2020). These services bring 

together a range of health and social care professionals to work collaboratively to 

deliver a range of interventions such as falls prevention programs, medication 

reviews, physical therapy, and support with activities of daily living (Hendry et al, 

2019). Referrals to these services are often through a general practitioner (GP), 

inclusion in a care plan, or can be facilitated by a third party. This often links to social 

services commissioned third-sector services (e.g. Age UK) who can provide practical 

and emotional support such as muscle strengthening exercise classes, advice about 

housing and benefits, home safety checks, and socialisation opportunities e.g. lunch 

clubs, elderly groups (NHS Clinical Pathways, 2019). 

 
Nevertheless, the overall aim of frailty support services is to help older adults 

manage their condition and maintain their independence through an integrated and 

holistic approach which will support their physical, social and psychological 

wellbeing, leading to improved health outcomes and quality of life for those living 

with frailty (British Geriatrics Society, 2016). This also ensures older people are able 

to remain in their homes and communities for as long as possible by supporting them 

to age well and to stay independent at home for longer (Age UK, 2020). However, 

the evidence suggests that South Asian families are less likely to access these 

services. 

 
The importance of co-ordination of care and access to frailty services in a timely and 

appropriate manner must be emphasised, as if frailty is identified early in South 

Asian older adults, there is the possibility to slow, avert or even potentially reverse 

frailty related decline (Buist et al, 2019) whilst also reducing burden and costs for 

health and social care systems. 
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conceptualisation of frailty and decisions to seek support from frailty support 

services. 

 

1.4.1 Biomedical model of health and frailty 

The definition of health has been discussed within the introduction section above. 

Illness is referred to as a condition of being unhealthy in body or mind, preventing 

the body or mind from functioning appropriately (Boruchovitch & Mednick, 2002). 

The biomedical model posits that health and illness are primarily determined by 

biological factors. Historically dominant in medical practice since the 19th century, 

this model considers health as the absence of disease and symptoms, attributing the 

cause of illnesses to external pathogens, physiological problems or cellular 

abnormalities (Guttmacher, 1979). 

 
The biomedical model views individuals as not responsible for their frailty. This is 

because it regards frailty as a disease originating from external factors outside the 

body (such as germs), or involuntary internal abnormalities (e.g. cell mutations) 

(Morrison & Bennet, 2016). This model is predominantly focused on cure and 

treatment of the physical aspect of frailty, typically involving medical interventions 

e.g. surgical treatments or medication, with the primary goal of removing the physical 

symptoms of frailty and providing pain relief. The assumption here is that this will 

lead to restored health. Moreover, the relationship between the physician and patient 

within the biomedical model is viewed as hierarchical (Farre & Rapley, 2017). This 

means that physicians assume an authoritarian position as they are considered to 

possess all necessary knowledge and expertise in relation to frailty, while patients 

are presumed to passively comply with their advice and treatment. 

 
However, the biomedical model has often been criticised as a reductionist approach 

(Morrison & Bennett, 2022). The reductionist approach views the human body 

mechanistically (the notion that the body is a machine), ignoring the role of the mind 

and perpetuating mind-body dualism. This means that the mind and body are 

considered separate entities (Descartes, 1641) and frailty is reduced to a biological 

construct, explained at the level of cells, neuron activity or biochemical activity. It 

therefore lacks emphasis on the cause of frailty and leaves little room for subjectivity 
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religious tradition. Ethnicity involves shared social backgrounds, leading to a distinct 

identity. Societal factors which influence healthcare service use among ethnic 

minority communities are external to the individual, while cultural/ ethnic factors 

pertain to individual-level behaviour (La Veist, 2002). Thus ethnicity, comprising 

societal and cultural/ ethnic factors, plays a key role in influencing differences in 

health status among minority ethnic groups and also affects the use of healthcare 

services among these populations (Ngwakongnwi, 2017). 

 
According to Scheppers et al (2006) factors which are used to explain disparities in 

health and healthcare use among minority ethnic communities are inclusive of three 

main dimensions: individual-related, provider-related, and healthcare system-related 

(see figure 5). Individual level factors include demographics (age, gender, marital 

status) and social structure (e.g. cultural beliefs, language proficiency, health 

literacy, and trust in healthcare providers). It is purported that people from ethnic 

minority communities may encounter challenges in navigating the healthcare system 

due to language barriers, cultural differences, or a lack of understanding of available 

services (Pandey et al, 2021). Issues such as transportation barriers, and financial 

constraints may further act as significant deterrents for this population. 

 
Provider level factors pertain to interactions with healthcare providers. This can be 

influenced by factors such as provider characteristics, ethnicity matching, cultural 

knowledge, communication styles, and perceived discrimination (Scheppers et al, 

2006). The cultural competence of healthcare professionals and their ability to 

establish rapport with ethnic minority patients are critical in ensuring delivery of 

effective care and support (Harrison et al, 2019). While, system levels factors 

incorporate structural aspects of the healthcare system. These include but are not 

limited to the medical paradigm of health, a consumerist approach to healthcare, and 

organisational factors such as, referral system, appointments and waiting times, 

accessibility, printed materials and translation and the availability of culturally 

sensitive services (Scheppers et al, 2006). 
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given the potential of such perspectives to deter South Asian older people living with 

frailty and their family members from accessing relevant support services and in turn, 

lead to detrimental health and wellbeing outcomes. Yet, perceptions for older 

minority ethnic communities, specifically South Asian people, are least documented. 

This is further crucial as understanding the diversity of perspectives, experiences, 

concerns and support needs of this population are central in ensuring health and 

social care services are holistically tailored and a proactive approach to care 

provision for South Asian frail elders living in the community can indeed be 

implemented. 

 
It is therefore important to understand the perceptions and experiences of frailty 

within this population to enable South Asian families to access timely support from 

relevant frailty services for help with management of the condition. It is also crucial to 

gain knowledge of the specific support needs of South Asian older people and their 

family members to enable frailty services to be adequately tailored to their specific 

cultural support needs and requirements. It is thus useful to conceptualise this topic 

through the Common-Sense model of Self-Regulation (1997) and Scheppers (2006) 

model of health services use. 

 
1.7 Aim of thesis 

The overall aim of this thesis is to explore the perceptions and lived experiences of 

frailty in South Asian older people and family members living in the West Yorkshire 

region of the UK. This can help to understand their conceptualisation of frailty, and 

also barriers and facilitators to accessing support and services for management of 

frailty through their lived experiences. This is highly significant given that this 

population is the largest and fastest ageing minority ethnic group within the UK 

(Sihre et al, 2019) and particularly disposed to frailty (Fernando et al, 2015). 

According to Hussain-Gambles and colleagues (2004), these communities are 

largely absent from health research in the UK, deeming this study as both novel and 

essential to develop high quality tailored frailty services, and reducing experiences 

of detrimental and costly outcomes for health services and South Asian families 

alike. 
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minority ethnic populations, due the assumption that one size fits all for frailty 

support and service provision. 

 
2.10 Strengths and limitations 

The strengths of this scoping review are evident through the rigorous and 

transparent methods I employed within the entirety of the process. This included 

searching across eight electronic databases, journal article reference lists, grey 

literature websites and search engines, citations, and relevant internet resources. 

The screening criterion and data extraction form were also co-created with the 

supervision team, and piloted and amended as necessary prior to application. In 

addition, all full texts articles retrieved were reviewed twice and discussed and 

checked over with the supervision team over regular periods to alleviate any 

uncertainties. Moreover, by utilising the Endnote X9 reference manager software, it 

was ensured that all articles were accounted for correctly, as was the PRISMA-ScR 

checklist for intelligible literature reporting. 

 
However, certain limitations to this review are acknowledged. Firstly, in spite of 

efforts to include all relevant studies to be as wide-ranging as possible, articles 

published in languages other than English were not considered. This may have 

excluded potential articles published in other languages which may have been 

relevant to this research. Another limitation was the restriction to the UK only. There 

may have been research conducted in South Asian countries on frailty which may 

have been relevant. Also, restrictions of dates applied to the search may have 

overlooked highly relevant articles which would provide a more detailed 

understanding of the topic area. That said, the aim of the review was not to assess 

the quality of literature but ascertain the coverage of research pertinent to frailty 

perceptions in the UK. The review revealed only six small scale studies on 

perceptions of frailty in the UK, with no specific research on frailty perceptions in 

South Asian communities. 

 
2.11 Conclusion 

 
The findings from this scoping review point toward a lack of research surrounding 

frailty perceptions in South Asian populations of the UK. Findings also indicate that 
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frailty has negative connotations in the general public, however it is unclear whether 

this is applicable to South Asian communities. The lack of available research 

evidence that specifically addresses South Asian perspectives and related gaps in 

knowledge surrounding their experiences of frailty would lend support to the 

argument that this phenomenon is underexplored in the literature, and represents a 

distinct and unique topic area to pursue for this PhD study. It is therefore important 

for further research to be conducted around how South Asian people perceive and 

experience the condition. There is also a need to determine how these perceptions 

influence help seeking behaviours, to ascertain any specific needs and preferences 

for frailty support among these populations. It is argued that there lies the potential 

for development of targeted frailty interventions at a healthcare system service level, 

which could help to facilitate access to frailty support and services for these 

communities, as well as improve autonomy and wellbeing for South Asian older 

people and family members living with frailty. This thesis thus sought to address the 

following research questions; 

 
1) How do South Asian families whereby an elder is living with frailty perceive 

and experience frailty? 

2) What are the barriers and facilitators experienced by South Asian families 

where an elder is living with frailty when accessing support and services? 

3) How can barriers be addressed within frailty services? 
 
 

The next chapter will describe the philosophical positioning and methodological 

approach that underpins this PhD study. 
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of frailty within their natural contexts, thereby allowing a thorough assessment of the 

phenomenon whilst extrapolating meaning to aid understanding (Aveyard & Hawley, 

2007). This method of social enquiry was valuable for enabling South Asian 

individuals to make sense of their lives and experiences of frailty (Holloway & Galvin, 

2016), whilst allowing me to understand how they perceived frailty so as to describe 

and interpret these experiences (Merriam & Tisdell, 2015). 

 
I was thus of the opinion that a quantitative approach would not be apt for this study 

as perceptions and lived experiences of frailty could not be captured objectively 

(Lawrence, 2014), but rather I sought to explore and obtain a range of lived 

experiences to gain quality information on how South Asians perceived and 

experienced living with frailty. This thesis therefore adopted the interpretivist 

paradigm as a lens to explore perceptions and lived experiences of frailty amongst 

South Asian families living with frailty in the UK. 

 
3.2.1 Phenomenology 

As part of this qualitative study, I opted for a phenomenological methodology. 

Phenomenology stems from the Greek word phainomenon, meaning "something that 

shows itself, and manifests that it can become visible by itself" (Barbera & Inciarte, 

2012, p. 201). As a qualitative approach, phenomenology seeks to uncover meaning 

by attempting to understand the experiences of, and perceptions of experiences by 

individuals (Robinson & Stinson, 2021). According to Mason (2018), phenomenology 

views the world, consciousness, perception, and lived experience as inseparable, 

without an objective world that exists independently of our perception of it. Its 

philosophical underpinnings trace back to the work of German philosophers Husserl 

and Heidegger (Kafle, 2011). 

 
Phenomenology is considered a powerful approach for inquiry (Neubauer et al, 

2019) and operates on several key assumptions. These include; meaning and 

knowledge are social constructions that are continually evolving; the researcher is an 

integral part of the experience under investigation and their values influence the 

inquiry; acknowledging inherent bias in all research, which should be transparently 

articulated from the outset; recognising that participants and investigators are 

knowledge-sharing partners; valuing common forms of expression be it through 
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effective for gaining quality information in a non-intrusive and open manner (Gill, 

2008). Thus, this method was deemed appropriate to employ for hermeneutic 

phenomenology as participants were viewed as experts within the collaborative 

process (Brocki & Wearden, 2006). This would help to generate greater detail and 

subjective insight into their perceptions and lived experiences of frailty and barriers 

and facilitators to accessing frailty support services for South Asian families, than 

other research methods such as questionnaire surveys or focus groups (Jamshed, 

2014). I also considered this method as most appropriate as it fit with the theoretical 

underpinnings of this study (see chapter three, section 3.1) and would allow me to 

individually build rapport with participants to gain their in-depth subjective thoughts, 

beliefs, feelings and experiences of living with frailty through the use of a flexible 

interview guide and open-ended questions (DeJonckheere & Vaughn, 2019). 

 
4.2.1 Interview guide 

Prior to conducting hermeneutic phenomenology interviews, researchers engage in 

planning and design work which includes the creation of interview or topic guides, 

followed by testing interviews to make necessary adjustments (Mason, 2018). 

Semi-structured interview guide questions are crafted to elicit responses that reveal 

the context within which participants act, to illustrate how meanings are lived out 

against the backdrop of shared understandings within a socio-cultural tradition (Knott 

et al, 2022). 

 
The process of creating a semi-structured interview guide in hermeneutic 

phenomenological research involves iteration (Oerther, 2021). Benner & Wrubel 

(1989) recommend that the interview guide contains questions which align with the 

researcher's ontological, epistemological, and methodological stance, as well as the 

study's aims. This guides the knowledge that is generated and also reflects their 

values and worldview (Trede & Higgs, 2009). Smith Battle (2014) emphasises the 

importance of crafting questions that are open-ended, non-leading, devoid of jargon, 

and clear. This can help to facilitate the examination of how South Asian people 

living with frailty understand and experience the health condition, and how these 

perceptions influence their decisions to seek support from frailty support services 

(Phinney, 2000). 
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appropriate data collection (Deakin & Wakefield, 2014). Accordingly, I approached 

the researchers within the project advisory group who advised that beginning the 

interview in a non-formal manner with greetings, using appropriate language and 

terminology to explain the study to participants, providing them with time to respond 

and also ask questions, demonstrating genuine interest through verbal utterances 

and nodding and smiling, could all help to build a relationship with participants by 

increasing respect and understanding between myself and them (Weller, 2017) and 

also capture non-verbal gestures during data collection. Certainly, they had done this 

themselves with participants of their projects successfully, and generated valuable 

data during the Covid-19 pandemic. 

 
 

Moreover, (as mentioned above) my regular remote contact with experts by 

experience from the PPI group helped ascertain that WhatsApp Video calls or 

FaceTime calls would help to develop relationships with older South Asian 

participants as they were able to see me, and thus feel comfortable in sharing their 

experiences. They also felt these methods were more suited to their proficiency 

levels having utilised these methods themselves regularly to maintain contact with 

friends and relatives in their countries of origins. They further suggested that using 

English, Urdu or Punjabi and conducting the interview in a conversational format via 

telephone would also be valuable to build a rapport with participants as this again 

was a method that South Asian people (especially older people) utilised regularly as 

a social contact method with others. This would help to alleviate issues around non- 

verbal cues as I could paraphrase key points back to participants to check for 

clarification, and also demonstrate my increased engagement and interest in their 

stories around their experiences of living with frailty (Poccok et al, 2021). 

 
These points were considered important and implemented within the data collection 

process. Evidence also reports that participants can have positive experiences of 

engaging in online or non-face to face interviews where both they and the researcher 

can see each other, generating rapport and a sense of connection. The ability to 

observe the researcher's facial expressions and nonverbal gestures can contribute 

to participants feeling heard and understood. The incorporation of nonverbal 
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feedback is further advantageous in establishing a connection between participants 

and the researcher (Mirick & Wladkowski, 2019). 

 
In addition to the above, I considered alternative virtual/ telephone methods to offer 

several advantages. Firstly, as the intention was to conduct a Covid-19 safe project 

(and as agreed by the PPI and project advisory group), they were most appropriate 

to both comply with government regulations (Lupton, 2021) and also reduce risk of 

infection, thereby ensuring health and wellbeing safety for both myself and 

participants. Conducting virtual/ telephone/ online interviews also enabled inclusivity 

of larger and diverse participants (Winiarska 2017). This was particularly useful as it 

reduced the need for travel for all involved (Parvaresh-Masoud & Vrai, 2018). 

Furthermore, using online/ telephone methods offered cost efficiency and 

convenience in both the recruitment and data collection process for both myself and 

participants (Enoch et al, 2023; Oliffe et al, 2021; Deakin and Wakefield 2014). For 

these reasons, and the input of the PPI and project advisory group, utilising the 

above non-contact methods were considered most appropriate for conducting 

interviews with South Asian family members living with frailty during the course of the 

Covid-19 pandemic restrictions. 

 

4.2.3 Addressing the limitations of virtual and non-contact methods 

Despite the above, it was important to acknowledge the limitations of using virtual 

and non-contact methods for data collection, and how these could be addressed 

(Nehls et al, 2015). This included poor video/ audio quality, connectivity issues such 

as prolonged pauses and poor/ delayed connection (Archibald et al, 2019), and the 

possibility that some participants may not have had access to wi-fi/ data or use of a 

device (Weller, 2017). In addition to the technical and logistical issues, concerns 

about privacy and confidentiality could arise. When utilising both telephone and 

virtual methods, there was a potential risk that although not visible, an uninvited 

person could be present in the room with the participant, serving as an influencing 

factor. This consideration was particularly key when discussing sensitive issues 

around living with frailty during the interview (Saarijärvi & Bratt, 2021). 
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I therefore reduced the possibility of technical issues by testing the WhatsApp and 

Zoom platform with two fellow PhD researchers prior to conducting the interviews. 

This included checking the microphones, the recording function for Zoom, and 

ascertaining how to re-join the platform (by using the original link) if experiencing 

disconnection (Seitz, 2016). For the purpose of WhatsApp video and telephone calls, 

I checked that a separate digital audio recording device would adequately facilitate 

audio recording by having the telephone on speaker and placing the recording 

device on the side (Polit & Beck, 2021). In order to reduce the logistical and 

confidentiality issues, I made explicit within both the participant information sheet 

and during the telephone call prior to commencement of the study (as discussed in 

informed consent section below) the need for access to wi-fi/ data or use of a 

compatible device with videoconferencing software to partake in the study. I also 

checked their familiarity and experience in using these devices, which they 

confirmed; and advised on the need to be in a space away from others at a time 

suitable to them to avoid any distractions during the interview. All participants 

confirmed this and were able and willing to partake on this basis. 

 

4.2.4 Piloting 

As the researcher is considered an instrumental tool in generation of data in 

hermeneutic phenomenology research (Gale, 2021), piloting the interview is deemed 

important to test the interview questions (Clarke & Braun, 2013). This is crucial to 

not only enhance the credibility and trustworthiness, and thus the quality of the 

research, but also to identify the need to modify questions (or other procedures) that 

do not elicit appropriate responses to obtain the rich data that is sought 

(Gudmundsdottir & Brock-Utne, 2010, Kim, 2011). It is therefore recommended that 

researchers test the interview questions prior to commencing the main study to 

ensure questions are worded in a way that participants understand (Abdul Majid et 

al, 2017), and also improve rigour. This is particularly valuable for demonstrating 

trustworthiness, and can be achieved by working in teams or making use of peer 

evaluation (Poggenpoel & Myburgh, 2003). 

 
 

Accordingly, three pilot interviews were conducted by Zoom, WhatsApp Video and 

telephone with the three experts by experience from the PPI group. These interviews 
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A purposive sampling strategy was used to recruit a sample of South Asian people 

living with frailty to best address the research questions (Denny & Weckesser, 2020). 

This was important as it allowed the deliberate identification and selection of 

participants who possessed particular knowledge and experience of living with frailty. 

This sampling strategy has also been established to fit well with hermeneutic 

phenomenological research (Freysteinson et al. 2021) as it involves the selection of 

participants with the most information on the phenomenon of interest (Etikan et al. 

2016). In this context, it facilitated the inclusion of participants who could provide 

knowledge into the experiences of living with frailty, as well as their perspectives on 

barriers and facilitators to accessing frailty support services. Ensuring the 

participants recruited for the study reflected the South Asian population group was 

further crucial to enhance this study's relevance and credibility. 

 
4.3.2 Inclusion and exclusion criteria 

An inclusion and exclusion criteria for study participants is a standard, yet key 

practice when formulating and conducting high-quality and rigorous research (Patino 

& Ferreira, 2018). This is then applied in a systematic, dependable, consistent and 

objective manner (Garg, 2016). Inclusion criteria pertains to the main characteristics 

of the target population the researcher seeks to address their research question 

(Capili, 2021). In this study, the inclusion criteria included South Asian people from 

West Yorkshire, self-reporting as living with frailty and able to speak English, Urdu 

and Punjabi. In contrast, the exclusion criteria include features or characteristics 

which may affect the outcome of the study, and thus make the target population 

ineligible to partake (Garg, 2016). The exclusion criteria for this study included 

participants that did not self-report as living with frailty, were unable to provide 

informed consent, as well as those who were unable to speak English, Urdu or 

Punjabi (table 10 below for details); 
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Older adult participants Family member participants 

Aged 60 years and older due to the potential of 
developing more health problems and frailty 

Aged 18+ 

Self-identifying as living with frailty based on the 
description provided 

Spouse, son, daughter, son/daughter in law, 
brother, sister, brother/sister in law, 
granddaughter/son, living with or away from and 
providing daily care or support to frail older family 
member 

Pakistani, Indian and Bangladeshi ethnicity Pakistani, Indian or Bangladeshi ethnicity 

Residing in West Yorkshire Residing in West Yorkshire 

Ability to speak English, Urdu or Punjabi Ability to speak English, Urdu or Punjabi 

Ability to understand purpose of study Ability to understand purpose of study 

Ability to provide informed consent Ability to provide informed consent 

Exclusion criteria: Older adults and family members unable to understand the purpose of study or 
provide informed consent following initial contact 

Table 10: South Asian participants inclusion/ exclusion criterion 
 
 

4.3.3 Identifying people living with frailty 

Whilst healthcare professionals are in a position to utilise a number of tools to 

diagnose frailty (as mentioned in chapter one), I acknowledged that my lack of 

clinical expertise rendered me unqualified to use these for the purpose of identifying 

older people living with frailty as part of the inclusion/ exclusion criteria. Considering 

the input from members of the PPI and project advisory group as well the lack of 

consensus on a definitive definition of frailty (as mentioned in chapter one), it was 

considered appropriate to adopt a working definition comprising multidimensional 

constructs of frailty (physical, social and psychological), to create a pen picture of 

South Asian frail older participants I sought to recruit (see table 11). This working 

definition was tested and used to identify potential participants during the recruitment 

process by discussing and further refining and amending the pen picture according 

to the views of the potential participants. Moreover, several studies have utilised this 

approach successfully when conducting qualitative research with community 

dwelling older adults (e.g. Britain Thinks, 2015, Mulasso et al, 2016) as it is argued 

that physical and psychosocial factors are crucial when attempting to understand 

perspectives and health needs of frail elders (Gobbens et al, 2010). By doing this, 
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the scope of recruitment was considered extended to not just older people who had 

received a formal diagnosis of frailty, but also those living with frailty but may have 

not recognised themselves as doing so (BGS, 2014). 

 
 

Table 11: Pen picture of frail or kamzor older participants 
 
 

4.4 Recruitment procedure 

Recruitment of South Asian participants began by emailing and telephoning 

community and voluntary organisations, South Asian health and wellbeing services, 

religious organisations, senior centres, and community leaders across the West 

Yorkshire region (during Covid-19 pandemic) (see appendix 5). Recruitment was not 

a linear process involving recruitment of older adults first followed by family 

members, rather, it was made clear that anyone from the family was able to 

approach me at any time if they were interested. In line with suggestions by the 

experts by experience and project advisory group, representatives of community 

groups working with South Asian communities (also referred to as trusted sources) 

were contacted and electronically provided flyers (see appendix 2) and details of the 

study inclusion criteria to identify older South Asian people and family members who 

were interested in taking part. This enabled a level of trust to be established with 

participants as well as the opportunity for me to gauge further participants who 

wished to make their voices heard. Moreover, my personal social media Twitter 

Physical: Individuals aged 60 years and older, finding it difficult to carry out day to day tasks without 
support and gradually becoming susceptible to weakness and functional problems. These individuals, 
whilst able to conduct ordinary daily tasks such as managing finances or cooking, may find their 
energy levels have depleted leading to feelings of exhaustion and daily chores becoming much 
tougher to cope with. They may also find an increased need to utilise support from others around 
them due to a combination of pain and tiredness, or use aids such as walking sticks to support 
mobility. Moreover, they may have experienced falls or suffer from multiple health issues which have 
impacted on their ability to carry out physical activities and therefore remain sedentary for long 
periods of time. 

 
Social and psychological: As well as physical issues, individuals may be increasingly vulnerable to 
social and psychological problems. Experiences such as social isolation, loss of loved ones, reduction 
in social networks, depression, or anxiety may have had a profound effect on confidence and self- 
esteem. Further, their ability to recover from a seemingly minor event or change e.g. flu, medication 
alteration, minor infection, or stressful experience, may have compromised their capacity to manage, 
leaving them reliant on others for support and less able to retain control and independence of their 
lives and own decisions. Whilst these issues singularly may not be of great concern, taken together 
they have the potential for serious adverse outcomes on health and wellbeing. Therefore, these 
individuals are likely to be frail (kamzor) or living with frailty (kamzori). 
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Figure 9: Recruitment procedure for South Asian participants 
 
 
 
 

4.5 Conducting the interviews 

Separate one to one semi-structured interviews were conducted through telephone, 

WhatsApp (video), and Zoom with older adults and family members. This was 

considered important as interviewing participants individually as opposed to 

conducting dyad or family interviews could enable them to speak more openly 

without the risk of one person dominating the interview, as well as the potential for 

the presence of a family member preventing an older person from disclosing difficult 

feelings or emotions (Taylor et al, 2021). I therefore decided that creating a safe 
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Participants were next informed that their participation was entirely voluntary and 

they had a right to withdraw from the study without need for a reason. I informed 

them that should they decide not to participate, this would have no adverse impact 

on them or any support from services which they may have received. Participants 

were advised they could withdraw by contacting me directly via email or telephone 

within 2 weeks following the interview and prior to transcription, should they have 

wished to do so. I then answered any questions or concerns they may have had, 

before next providing them with 48 hours to discuss the study information with 

friends or family members, if they felt this was necessary. By doing this, it is 

anticipated that participants were allowed sufficient time to reflect on their 

participation in the study, and feelings of obligation or coercion were minimised 

(Wilson et al, 2008). 

 
At this point it must be noted that the ethics committee in Bradford had agreed that 

audio recorded verbal consent was adequate whilst the Covid-19 pandemic 

prevented face to face contact. This was considered preferable to posting paper 

consent documents, and therefore, in line with this, verbal consent was acquired for 

data gathered to be used for the purpose of this study. This was done by reading the 

consent form to participants and appropriately documenting and filing their 

responses. Informed consent was obtained from all participants and permission 

sought for the interview to be audio/ video recorded. 

 

4.7.2 Confidentiality and anonymity 

Ethical considerations in research include the protection of participants' 

confidentiality, anonymity, and privacy (Coffelt, 2017). Participants should have the 

right to privacy and should be assured that their personal information will be kept 

confidential and will not be disclosed without their consent (Ummel & Achille, 2016). 

This means that researchers should take measures to ensure that participants 

remain anonymous by using pseudonyms or removing identifying information from 

transcripts and other data (Saunders et al, 2015; Creswell, 2007). 

 
Saunders and colleagues (2015) state that confidentiality refers to an agreement 

with participants that all their data, including their identities, will remain concealed 
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my own assumptions (Braun et al, 2016). In addition to this, I also shared transcripts 

with the supervision team and sought their comments on the emergent themes. This 

process allowed for further discussion on the codes and themes, which in turn, 

further strengthened my analysis (Braun & Clarke, 2022a). Moreover, I met with 

fellow qualitative PhD researchers to ensure that the themes were true to the data as 

opposed to a reflection of my insider knowledge of South Asian communities. This, it 

is proposed, helped to ensure credibility and increase the rigour of my study 

(Creswell, 2013). 

 
4.9 Rigour 

Ensuring rigour in research is crucial for demonstrating accuracy, minimising own 

assumptions, and establishing credibility in the derived knowledge of the phenomena 

being studied; to ensure trustworthiness (Howitt, 2019). Throughout my PhD 

research, as demonstrated above, I ensured rigorous practices by engaging with 

people possessing diverse specialisms and perspectives. My supervision team, 

consisting of multidisciplinary academic professionals, played a vital role in guiding 

my critical knowledge and analysis to ensure my approaches throughout the study 

were appropriate and thorough. Additionally, by seeking input from experts by 

experience and the project advisory group across different stages of the study as 

well as fellow PhD researchers, I was able to utilise the knowledge and expertise of 

these individuals to support the research design, formulation of research questions, 

data collection methods, and data interpretation processes. 

 

4.10 Credibility, dependability, confirmability and transferability 

Trustworthiness alludes to the manner in which researchers can persuade 

themselves and others that their research findings are worthy of attention (Lincoln & 

Guba, 1985; Nowell et al, 2017). The four primary criteria of qualitative research to 

ensure trustworthiness of study findings are credibility, transferability, dependability, 

and confirmability. The majority of these have been interweaved within the entirety of 

this chapter, and are therefore briefly mentioned next. 

 

4.10.1 Credibility 

Credibility is a fundamental aspect in qualitative research (Patton, 1999; Johnson, 

2020). It involves ensuring the accuracy of participants' views, and the researcher's 
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Participants Age Gender Ethnicity Language Religion Residency 

Older person 78 Female Pakistani Punjabi Muslim Bradford 

Older person 68 Female Pakistani Punjabi Muslim Halifax 

Older person 66 Female Pakistani Punjabi Muslim Bradford 

Older person 73 Male Pakistani English Muslim Bradford 

Older person 69 Male Pakistani English Muslim Bradford 

Older person 73 Male Pakistani English Muslim Bradford 

Older person 68 Female Indian English Sikh Leeds 

Older person 65 Female Pakistani Punjabi Muslim Bradford 

Family carer 34 Female Pakistani English Muslim Bradford 

(daughter) 

Family carer (son) 

 

45 

 

Male 

 

Indian 

 

English 

 

Sikh 

 

Leeds 

Family carer 60 Female Pakistani English Muslim Bradford 

(daughter) 

Family carer (son) 

 

69 

 

Male 

 

Pakistani 

 

English 

 

Muslim 

 

Bradford 

Family carer 30 Female Pakistani English Muslim Bradford 

(daughter) 

Family carer (son) 

 

48 

 

Male 

 

Pakistani 

 

English 

 

Muslim 

 

Bradford 

Family carer (son) 42 Male Pakistani English Muslim Bradford 

Family carer (son) 42 Male Pakistani English Muslim Bradford 
 

Table 13: South Asian family participant demographics 
 
 

Four themes were identified from analysis of the data. These were; symptoms of a 

degenerating mind and body, perceived causal factors of frailty, impact of frailty, and 

adapting to living with frailty. Direct participant quotes are utilised to provide context 

to themes. 

 
5.1 Symptoms of a degenerating mind and body 

Within this theme, frailty symptoms were perceived as a degenerating mind and 

body as part of the natural ageing process. This encompassed physical and 

cognitive decline symptoms which reduced functional and cognitive abilities for 

individuals living with frailty. 
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demonstrate rigour by discussing credibility, dependability, confirmability and 

transferability (see chapter four, section 4.10) and my reflexivity will be intertwined 

throughout these stages to detail the transparency and trustworthiness of this study. 

 
7.1 Consultation with PPI and project advisory group 

As both phases of this study aimed to explore the themes (barriers) identified in 

study one, I again consulted separately via telephone and online with members of 

the PPI (experts by experience) and project advisory group (see chapter four, 

section 4.1), to seek their input into the design and conduct of the study. This 

included the methods which they felt would be most appropriate for data collection, 

and also determining how best to select the themes and incorporate them into the 

interview guide appropriately (see below for further details). During the consultation, 

the members (one researcher, three experts by experience and one health 

professional) agreed that an online focus group would be an appropriate method to 

gain rapid insight into solutions to improve access to frailty support services for 

South Asian families. It was suggested that this would be beneficial for community 

and social care stakeholders who were continuing to work from home following the 

pandemic, and also to reduce travel and costs for them; leading to higher interest in 

participating. With regards to South Asian families, all suggested individual semi- 

structured interviews conducted online, via telephone, and face to face as an 

appropriate data collection tool (as per study one). This was because they 

considered it important to offer various options to older people and family members 

(some of whom may have work and family commitments), which could lead to higher 

interest and participation rates. It was also suggested that I contacted previous 

participants from study one, due to the successful recruitment of older people and 

family members during this stage and the trust I had built with them; as well as 

gatekeepers from community organisations for recruitment of further participants if 

required. These points were once again integrated throughout the study to ensure 

the design and methods of data collection were sensitive to the needs and 

circumstances of both South Asian family and community and social care 

stakeholder participants, thus improving its quality and credibility (NIHR, 2021). 
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authority sector. Therefore, to be included in the study, male and female stakeholder 

participants were required to meet the following inclusion and exclusion criterion (see 

table 15); 

 
 

Working or volunteering within a social care, local community, or local authority 
organisation in West Yorkshire 

Knowledge and experience of working with South Asian families with frailty 

Access to appropriate device e.g. laptop/ desktop/ tablet 

Reliable internet/ wi-fi data connection 

Access to a private room/space 

Able to understand purpose of study 

Able to provide informed consent 

Over the age of 18 years. 

Exclusion criteria: Stakeholders deemed by myself as unable to understand the 
purpose of the study or provide informed consent following initial contact would be 
excluded 

Table 15: Stakeholders inclusion and exclusion criterion 
 
 

7.3.9 Identifying and recruiting community and social care 

stakeholders 

Stakeholder participants were sought and recruited through face to face contact, 

telephoning, emailing, and forwarding on the study flyer (see appendix 12) and 

information sheet (see appendix 13) to social care, local community and third sector 

organisations and local council services across the West Yorkshire region. These 

entailed grassroots community leads, development workers and social care 

professionals working with South Asian families. Stakeholders were also requested 

to forward on the email and study poster to others within these organisations who 

were interested in or eligible to take part in research around improving access to 

frailty support and services for South Asian families with frailty (see appendix 18). My 

social media Twitter account was also utilised for identification and recruitment of all 

potential participants, and to publicise and aid recruitment within the West Yorkshire 

locality. 

 
Those who demonstrated an interest were requested to contact me directly via 

telephone or email to discuss the study further (see figure 10 for recruitment 



186  

procedure). I then arranged a telephone, virtual, or face to face meeting with 

stakeholder participants who made contact and met the inclusion criteria, to discuss 

the information sheet with them. This included making explicit the purpose of the 

study, emphasising that whilst confidentiality could not be guaranteed (see ethical 

considerations section below), anonymity would be preserved; and answering any 

questions and concerns to enable them to feel comfortable in communicating their 

lived experiences of working with South Asian families living with frailty. Participants 

were next provided with 48 hours to consider taking part, after which I followed up 

with a telephone call to gain verbal consent if they wished to proceed. Stakeholder 

participants were then informed of the specific date for the online focus group, and in 

line with the inclusion criteria, the need for a compatible device such as a laptop, 

desktop or tablet with reliable wi-fi or internet data connection. An email was next 

forwarded to them which included a demographic form (see appendix 14), to be 

completed and returned and a link to join the meeting on the specified date. Follow 

up emails were sent after three days to remind participants to return the completed 

demographics form prior to the online focus group, which they did. 

by face to face/ 
telephone/ email 
and in person/ 
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provided flyer/ study 
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local council 
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Figure 10: Recruitment 
procedure for stakeholders 
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for online focus group interview guide). Throughout the session, I was mindful of 

group dynamics by encouraging all participants to take part and respond (as 

mentioned above). This included making notes of those that had spoken and asking 

those that had not for their point of view, through impersonalised questions, and 

probes to follow up questions when necessary. The online group remained active 

and engaged throughout the discussion and following initial technical issues which 

caused echoes and difficulties for some participants to hear, I again requested all 

who were not actively speaking to mute their microphones. This helped alleviate the 

echoes and enabled the voices of those speaking to be clearly heard. 

 
Upon completion of the online focus group session, I covered the key points that 

emerged from the group discussion. In this way, participants were able to correct any 

detail they believed I had not captured accurately, or share any further detail which 

may have been deemed relevant. Participants were then debriefed and thanked for 

their time. Participants were also reminded of contact details for support 

organisations for any distress they may have felt (see ethical considerations below) 

as well as my contact details should they have felt the need to ask any further 

questions or decide to withdraw. They could do this at any time up to two weeks 

following the online focus group. 

 
7.3.12 Data analysis to inform phase B 

The online focus group discussion was transcribed fully and analysed using NVivo 

software (see chapter four, section 4.8.5 for details). Although the online focus group 

had a transcription function which was enabled at the time of data collection, I 

checked for errors and consistency, and further edited and transcribed this manually 

in line with the video recording of the focus group session. I also used the video 

recording to recognise which participant was speaking at which point, and allocated 

them a pseudonym (see ethical considerations). Data were analysed via an inductive 

thematic analysis framework (Braun & Clarke, 2022a) using an iterative six stage 

process (see chapter four, section 4.8.4 and 4.8.5) through a phenomenological 

lens. 
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representatives of community groups working with South Asian communities by 

email and telephone, and electronically provided flyers and the participant 

information sheet to identify older South Asian people and family members who were 

interested in partaking in research around improving access to frailty support 

services for South Asian families living with frailty. This, (as discussed in chapter 

four), would enable a level of trust to be established as well as the opportunity for me 

to gauge further participants who wished to make their voices heard. My personal 

social media Twitter account was again utilised for identification and recruitment of 

all potential participants and to publicise and aid recruitment within the West 

Yorkshire locality (see figure 11 for recruitment procedure). 
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 Gender Age 
Group 

Ethnic 
Background 

Education 
Level 

Employment 
Sector 

Employment 
Location 

Job Role Dura 
tion 
(yea 
rs) 

Stakeholder 
1 

Male Did not 
specify 

White British GCSE Community 
voluntary 

Bradford Services 
coordinator 

< 1 

Stakeholder 
2 

Female 45-54 Indian Graduate Community 
voluntary 

Leeds Did not 
specify 

2 > 

Stakeholder 
3 

Female 35-44 African 
Caribbean 

Postgradua 
te 

Community 
voluntary 

Bradford Manager < 1 

Stakeholder 
4 

Female Did not 
specify 

Pakistani Did not 
specify 

Community 
voluntary 

Bradford Services 
Manager 

Did 
not 

speci 
fy 

Stakeholder 
5 

Male 45-54 Pakistani Postgradua 
te 

Community 
voluntary 

Bradford Operational 
Manager 

7 > 

Stakeholder 
6 

Female Did not 
specify 

Indian Did not 
specify 

Community 
voluntary 

Leeds Services 
Manager 

Did 
not 

speci 
fy 

Stakeholder 
7 

Female 35-44 Pakistani Did not 
specify - 

Community 
voluntary 

Bradford Community 
Engagement 

Worker 

5 > 

Stakeholder 
8 

Female Did not 
specify 

Pakistani Did not 
specify 

Community 
voluntary 

Bradford Community 
Support 
Worker 

6 > 

Stakeholder 
9 

Female 55-64 Pakistani Did not 
specify 

Social Care Bradford Health & 
Wellbeing 

Worker 

20 > 

         

 

Table 16: Community stakeholder participants demographics 
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Figure 12: Leventhal et al (1997) Common-Sense model of Self-Regulation & Scheppers et al (2006) model of 
health services use. 
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Evidence also suggests that increased sedentary behaviour in South Asian people is 

linked to cultural norms and a lack of awareness or understanding of what constitutes 

sedentary behaviour (Dey et al, 2021). Jepson et al (2012) argue that for south Asian 

communities, specific factors such as cultural and religious norms often hinder their 

activity levels (Fischbacher et al, 2004) when attempting to address health conditions 

such as frailty. Iqbal and colleagues (2021) suggest that a lack of culturally sensitive 

support facilities can serve as significant barriers for South Asian females when 

attempting to reduce their sedentary lifestyles. For example, Salma et al (2020) found 

that cultural and religious expectations related to gender interactions limited the 

spaces in which South Asian women could engage in to improve their health. 

 
Importantly, findings depart from the prevailing literature which often indicates that 

South Asian people lack understanding of the relationship between lifestyle and 

disease (Lucas et al, 2013). Instead, there is an indication from the study findings 

that South Asian communities do indeed comprehend the link between lifestyle and 

disease, reflecting a disease-oriented perspective (Fowokan et al, 2020; Patel et al, 

2017). A comprehensive review by Ramaswamy and colleagues (2020) found that 

South Asian individuals recognised the role of lifestyle factors such as lack of 

physical activity and a high-fat diet as contributors to cardiovascular disease, a 

condition directly associated with frailty (Espinoza & Fried, 2007). Similarly, Patel et 

al. (2017), in their narrative review, found that South Asian communities in the UK 

possessed good understanding of diabetes and its associated risk factors such as 

sedentary behaviour, which is also linked to a higher prevalence of frailty in South 

Asian individuals (Pradhananga et al, 2019). However, despite their knowledge of 

lifestyle and disease, it appears that for the participants in this study, their awareness 

did not translate into accessing frailty services for support in managing frailty. This 

suggests that, as opposed to lack of knowledge as a barrier to service access for 

South Asian communities, it is possible that health literacy and system-level barriers 

(discussed below) may have played a more prominent role in hindering their access 

to frailty support services. It may be that although some South Asian participants felt 

that frailty was controllable through changes in lifestyle, they may have been 

unwilling to engage with frailty services due to the perception that they were not 

culturally tailored or aligned with their religious and socio-cultural values and beliefs. 
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the manner they had previously done so. This caused them to feel somewhat 

hopeless and useless, with a sense of loss of self-worth as part of their lives with the 

condition. However, this appeared to be more evident for South Asian older females 

living with frailty. For example, Manish (see chapter five, section 5.3.1) alluded to the 

perceived loss of normalcy that frailty had caused to her life when describing no 

longer being able to enjoy previous activities and uncertainty of the future. While 

these findings appear to be similar to those of the scoping review (see chapter two, 

section 2.8.2.6), wider studies suggest that South Asian women experience greater 

ill health and loss of activities as they age. This often creates more emotional 

vulnerability for them as they are more likely to be illiterate, unemployed, widowed, 

and dependent on others for assistance in seeking support to manage their health 

conditions (Fikree & Pasha, 2004). Research by Grenier (2005) and Puts et al 

(2009) also indicates that older women are more likely to experience frailty in 

relation to emotional responses of powerlessness and fear, specifically in the 

context of physical and social decline (Grenier & Hanley, 2007; Puts et al, 2009). It 

is therefore possible that the emotional vulnerability associated with frailty may have 

heavily influenced the decisions of older people, specifically South Asian females, in 

seeking appropriate support from frailty services. 

 
Findings also highlight the loss of normalcy experienced by family carers alongside 

their older family members. Normalcy in this context refers to the transition to the 

role of family carer, while caring for family members is considered normal. Although 

a previous study by Nicholson et al (2013) (see chapter two, section 2.8.2.1) touched 

on the difficulties of changing states for relatives and family transition around an older 

family member living with frailty, this study appears to be the first to show the 

negative emotional responses of living with frailty for South Asian carers. Family 

carers reported experienced higher levels of anxiety, stress and exhaustion when 

providing care for their older frail family members. Some appeared to be shouldering 

the responsibility of caring at a time when their own health was compromised by 

illness or family commitment issues (e.g. Sophia, see chapter five, section 5.3.6). 

While others sacrificed roles such as employment and socialising with friends to 

accommodate to the care needs of their elderly family members. However, the stress 

of care provision negatively impacted on their health, social and personal 

relationships. For example, Sunny and Rehana (chapter five, section 5.3.6) 
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described how providing care for their elderly frail parents had elicited considerable 

stress and distinctly affected their marital relationships, due to no longer being able 

to spend quality time with their spouses. These findings add to the literature which 

suggests that marital relationships can be negatively affected for female carers of 

elderly parents due to being busy with care provision duties (Qadir et al, 2013); 

indicating that there are emotional factors and consequences for male carers living 

with frailty also. However, it appears that similar to previous research, for Rehana, 

the commitment of providing care for her frail mother had come at a high personal 

cost to her by contributing to the end of her marriage (Herat-Gunaratne et al, 2020). 

 
Broader literature suggests that caring for elders with health conditions causes a loss 

in the normal lives of South Asian carers through increased burden and strain 

(Hossain & Khan, 2019). This is often due to demanding and stressful caring 

responsibilities (Brodaty & Donkin, 2009) or care provision being perceived as an 

extension of existing responsibilities (Johl et al, 2016). Parveen et al (2013) found 

that failing to adequately fulfil care obligations was associated with increased 

distress for South Asian carers. Findings thus support literature which posits that 

although the care provision burden primarily falls on females (such as daughters and 

daughters-in-law) (Parveen et al., 2011), South Asian male counterparts experience 

similar levels of carer burden. This demonstrates the intricate nature of care 

provision roles among both genders within the South Asian population. 

 
Evidence also suggests that individuals engage in self-regulation processes to 

manage their emotional and physical well-being, including seeking help when 

needed (Leventhal et al, 2016). However, (as discussed above) cultural stigma can 

act as a barrier to help seeking behaviours as individuals may avoid seeking help 

through fear of being stigmatised or shamed. This may lead to delays in seeking help 

which can negatively impact on health outcomes (Ahad et al, 2023; Henderson et al 

2013). It is possible that (as mentioned above) the cultural values of higher familism, 

emphasising solidarity and loyalty among family members, coupled with the cultural 

obligation to care for elders within South Asian communities (Parveen et al, 2013; 

2014) may have led family carer participants to consider accessing frailty services as 

unnecessary or unsuitable. 
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(Parveen et al. 2013). Despite the general expectations of care provision amongst 

South Asian families, some people may not be willing or motivated to undertake 

care, which can cause the main carer to take on the role, albeit reluctantly, through 

lack of choice (Burridge et al. 2007). 

 
9.3.5.3 Faith-based approach 

Many older people living with frailty and family carers turned to faith as an emotion 

focused strategy for coping with the challenges of living with frailty. The concept of 

using religion to find inner peace was particularly prominent among older individuals 

with frailty, serving as a coping mechanism during times of poor health. Older 

participants reported frequently engaging in prayer as a means to cope with stress 

and negative emotions while navigating the complexities of frailty. Prayer provided 

them with a sense of inner peace and solace while dealing with frailty. For example, 

Rehman and Tanzeela (chapter five, section 5.4.5) reported how their engagement 

in prayer and recitation of the Qur'an helped divert their attention from their condition 

and improved emotional well-being, through their belief in establishing a connection 

with and receiving support from God. Family carers also reported using religion as 

an emotion focused strategy to cope with their caring responsibilities, viewing faith 

as a source of strength. They often considered caring for frail parents as a virtuous 

act. For Mohammed and Akhtar (chapter five, section 5.4.5), providing care for their 

frail mother was considered a religious privilege and blessing from which they 

expected to reap rewards, such as improved personal health and God's mercy. This 

desire to please both their mothers and God appeared to serve as a strong motivator 

by enhancing their commitment and ability to care for their frail parents. Their 

religious beliefs and practices may have also helped them manage their physical, 

emotional and mental attitudes towards care provision (Greenwood et al, 2015). 

 
Wider literature suggests that for South Asian families, employing religion and 

spirituality as coping strategies for managing health conditions is important, as 

religion is often considered a preferred form of personal and treatment control for 

health conditions (Parveen et al, 2017; Johl et al., 2016). The religious coping 

strategies observed in this study are also consistent with the beliefs held by many 

ethnic minority carers, including African Caribbean groups, who view care provision 

as virtuous behaviour that may lead to future rewards (Lawrence et al, 2008). This 
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indicates that for male carers, providing care for ageing parents was not only seen 

as a duty and privilege but also as an enriching and emotionally rewarding 

experience. This suggests that South Asian males do value and engage in care 

provision for their frail ageing parents (Gill, 2020). These coping strategies align with 

the proposition that individuals develop mechanisms to manage illness and its 

consequences (Blum et al, 2012). 

 
However, for participants in this study the use of religiosity may also have caused 

them to avoid seeking support from frailty services if they believed that they could 

manage frailty on their own, or that religious practice and resilience were perhaps 

more culturally appropriate coping strategies, than seeking support from professional 

frailty services (Choi et al, 2021). Given these findings, it is crucial for health, social 

care and third-sector providers to gain a deeper understanding of the specific social, 

spiritual and psychological coping strategies employed by this population to manage 

and live with frailty. By doing so, interventions can be designed to incorporate these 

strategies, by creating culturally appropriate support services that promote autonomy 

and well-being for South Asian families living with frailty in the UK (see section 9.4 

below). 

 
To summarise, this study's findings demonstrate the significant influence of cultural 

beliefs and social norms on the lived experiences of South Asian families living with 

frailty and their decisions regarding support services. These cultural beliefs and 

social norms strongly shaped their perceptions of the illness and played a crucial role 

in determining how they coped and managed their lives with frailty. These beliefs, 

deeply rooted in cultural norms and values, not only influenced their attitudes but 

also shaped their specific beliefs about living with frailty. Consequently, these factors 

had a profound impact on their motivation to seek support and their behaviours when 

accessing frailty services for support in managing the condition. 

 
9.4 Culturally inadequate frailty support services 

Both South Asian older individuals with frailty and family carers highlighted that they 

experienced a range of system level barriers that hindered their access to support 

services for managing frailty. System level barriers encompass policy, organisational 
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and structural factors that shape the overall health care system (Scheppers et al, 

2006). A common challenge reported by both participant groups was the lack of 

understanding and appreciation of the specific cultural differences and support needs 

of South Asian people among health professionals, causing significant 

communication breakdown between participants and service providers. Participants 

also expressed dissatisfaction with health professionals' generalised approach and 

their failure to establish effective relationships or provide personalised support. 

Sophia's account exemplified this frustration, as she felt constant cultural 

misunderstandings eroded her trust in service providers, stating, "it appears like 

we're two different kettles of fish even though we're not..." (chapter six, section 6.5). 

Many participants reported that health professionals often dismissed their health 

concerns, indicating that the care and support they received were neither sensitive 

nor responsive to their individual needs. This was particularly evident among older 

people living with frailty, who attributed communication breakdowns not solely to 

linguistic challenges but also to health professionals' inability or unwillingness to 

understand their specific concerns and support needs. While both older people and 

family carers described how experiencing poor attitudes from healthcare staff led to 

feelings of inferiority and discrimination when seeking support for frailty. 

 
These findings are supported by wider studies which suggest that perceived 

discrimination and distrust in accessing healthcare services are common among 

minority ethnic populations (Cuevas et al., 2016; Misra & Hunte, 2016; Chauhan et al, 

2020; Armstrong et al, 2022). These disparities often arise from discriminatory 

experiences, communication gaps, and healthcare professionals' characteristics. For 

example, Misra and Hunte (2016) found that perceived discrimination acted as a 

significant barrier for South Asian people seeking support from healthcare services 

by impeding their communication, service use, and help-seeking behaviour. Chauhan 

et al. (2020) also report that disparities in health care quality for people from ethnic 

minority backgrounds with long-term health conditions are linked to experiences of 

discrimination and distrust toward health professionals. These negative experiences 

likely contributed to increased feelings of threat and reduced engagement with frailty 

support services among South Asian families in this study. 



















258  

to ineffective use of frailty services for managing the condition, poor health outcomes 

and increased health disparities, particularly for South Asian communities (Liu et al, 

2020). 

 
Participants therefore felt that adapting culturally accessible channels of 

communication and delivery could significantly increase the reach and accessibility 

of health information related to frailty for them. This, in turn, would enhance their 

knowledge and understanding of how to reduce symptoms and risk factors 

associated with frailty. These findings support a recent government report (Scientific 

Advisory Group for Emergencies, 2022), which investigated the challenges and 

impacts of health communication to minority ethnic groups during the Covid-19 

pandemic. The report highlighted the importance of culturally accessible 

communication channels, such as WhatsApp, local cultural radio and television, and 

translated resources. These modes of delivery were positively received and 

increased accessibility of health information and relevant guidance among minority 

ethnic communities in the UK. However, the report also acknowledged (as evidenced 

by participants accounts) that what works for one community may not necessarily be 

effective for another, due to factors such as gender, age, different denominations, 

and socio-economic context. 

 
Similar findings were reported in a public health report in collaboration with the 

British Psychological Society (SPI-B, 2020). It emphasised the need for health 

education materials to be tailored using language that is accessible to different 

minority ethnic communities. This is because some South Asian people often have 

low literacy in their first language and cannot read translated health messages, 

which can further hinder their access to health promotion information and support 

(Rowlands et al, 2017). This indicates that simply translating health education 

materials may not be sufficient, particularly for older female South Asian individuals 

who may not be able to read their own language (Szczepura, 2005). 

 
Participants expressed a strong preference for visual representation in frailty 

education materials, including pictorial references to South Asian groups and 

cultures. Garcia-Retamero and Cokely, (2013) argue that using pictures and other 

visual aids can be an effective strategy for overcoming language and literacy barriers 

within this population. Therefore, it is crucial for frailty support and services targeted 
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at this population to be not only bilingual but also bicultural. This involves going 

beyond mere mechanical translation between English and other languages 

(Kanagaratnam et al, 2023) and requires co-production of tailored materials and 

information to align with the cultural norms and preferences of South Asian 

communities. Additionally, this highlights the significance of personal encounters with 

health professionals in clinical settings, as these adaptations can help address 

health literacy barriers within South Asian families, where verbal communication is 

often favoured over written communication. It is thus likely that a culturally adapted 

approach to information dissemination will significantly improve awareness, intention, 

and motivation to access frailty services for engaging in support for managing frailty 

within this population. 

 
9.4.5 Transportation and financial resources 

According to Scheppers et al. (2006), barriers such as lack of transportation and 

financial resources significantly impede ethnic minority groups' access to healthcare 

when seeking support for health conditions, especially for those without access to a 

vehicle. The findings of this study reinforce this claim, focusing particularly on older 

female participants living with frailty. South Asian older females expressed that 

financial constraints and transportation difficulties presented obstacles when trying to 

attend essential medical appointments related to their frailty. This was often due to 

their dependence on family members to accompany them to these services. 

Furthermore, older people and family carers stressed the scarcity of frailty support 

services in their local communities, which limited the resources and assistance 

available to them for addressing their emotional and physical frailty-related health 

challenges. They emphasised the importance of community-based services, not only 

for older individuals but also for family carers, believing that access to local support 

services would enable older people to remain in their familiar communities, where 

they had established connections. Additionally, it would reduce feelings of isolation 

(as discussed earlier), transportation issues, and related costs. 

 
While financial and transportation challenges are not unique to South Asian 

communities, research indicates that these factors can significantly influence 

decisions to utilise support services among South Asian populations. For instance, 

Bifarin and Kamil-Thomas (2023) reported that some South Asian individuals may 
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lack the necessary financial resources and transportation to access services 

required to manage health conditions, including frailty. Wider studies also suggest 

that cultural factors play a role in influencing access to healthcare services among 

South Asian communities (Varela et al, 2019; Lai & Surood, 2010). For example, a 

review by Varela and colleagues (2019) found that within South Asian families, there 

is often a cultural expectation for family members to provide transportation and 

support to less educated female elders who face language barriers when accessing 

healthcare services. This reliance on family members to organise transportation, 

accompany frail elders to appointments, and manage various aspects of their health 

can help navigate and reduce the complexities of accessing frailty services. 

However, in the absence of such family support, frailty services may become less 

accessible for South Asian older people living with frailty, ultimately delaying the 

necessary support they require to manage the condition. 

 
9.4.6 Community-based frailty support services 

Scheppers et al. (2006) assert that personal attributes such as geographic location, 

family size, education, and social class significantly influence a person's ability to 

address health problems and, consequently, their illness outcomes. Community- 

based organisations have proven to be more effective in delivering services to South 

Asian communities due to the population's higher trust levels in local organisations, 

and the availability of personalised support being located in the communities they 

serve (Prajapati & Liebling, 2022). This approach perhaps can enable South Asian 

older people living with frailty to age in place, benefitting from the advantages 

associated with their familiar surroundings and relationships (Clark et al, 2020; Ward 

et al, 2021; Campbell et al, 2021). 

 
Ageing in place is a key focus in UK health and social care policy for older people, 

allowing them to maintain their attachment to their home and community (Sixsmith & 

Sixsmith, 2008). This strengthens feelings of identity and security while preserving 

autonomy within pre-existing social relationships (Wiles et al. 2012). Studies have 

found that social networks, family ties, and familiar cultural spaces within ethnic 

enclaves significantly shape the health and social behaviours of ethnic minority 

groups in the UK (Williams et al, 2020). Ethnic enclaves are distinct communities that 

may promote health by providing access to culturally appropriate local resources and 
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reducing exposure to discrimination. Social networks refer to the connections and 

relationships that individuals have with others in their community or social circle 

(Kokab et al, 2020). These networks can provide individuals with a range of benefits, 

including companionship, advice, emotional support and practical assistance (Vos et 

al, 2020). This means that participants' suggestion of community-based interventions 

for frailty may be appropriate solutions to improve health outcomes for South Asian 

families, given their effectiveness in preventing and controlling health conditions. 

 
However, a difference was noted between the accounts of participants regarding the 

customisation of frailty services to become more community-based (chapter eight, 

section 8.2.2). Community stakeholders suggested that locally based 

multidisciplinary services with multicultural staff would benefit South Asian families 

living with frailty based on their experiences. In contrast, family participants 

considered it important for their medical support for frailty to remain within clinical 

settings. This preference appeared to arise from concerns about confidentiality and 

privacy (e.g. Tanzeela, see chapter eight, section 8.2.3). Studies indicate that South 

Asian individuals have significant concerns about breaches of confidentiality due to 

the belief that professionals from South Asian backgrounds can be interconnected 

within close-knit Asian communities, potentially leading to gossip and judgment 

(Prajapati & Liebling, 2022). Evidence also suggests that preferences can vary for 

South Asian families depending on their specific circumstances. For example, a 

study by Parveen and colleagues (2023) found that South Asian families initially 

preferred seeking information from community organisations, but preferred support 

from health and social care professionals once a formal diagnosis was received. 

 
In light of these complexities, it is important to consistently monitor and reassess the 

needs and preferences of South Asian families throughout their frailty support 

journey. This can be achieved through the co-production of services that prioritise 

confidentiality, respect South Asian people's unique ethnic and cultural identity and 

values, and demonstrate a sincere interest in addressing their individual needs 

(Prajapathi & Liebling, 2022). It is proposed that failure to incorporate these crucial 

components may further hinder South Asian families from receiving the 

comprehensive support necessary for effectively managing and living well with frailty. 

This means that it is important for commissioners and service providers to work 
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by maintaining a reflective journal. This allowed me to acknowledge and scrutinise 

any emotions, thoughts or impressions that, if left unchecked, could have impacted 

on my study. This was particularly important during preparation of interview and 

focus group topic guides, recruitment, and data collection stages. 

 
A further limitation could be related to the study sample. Recruitment was carried out 

from community services within a small geographical region of West Yorkshire, 

which may have caused potential for differences in perspectives of frailty for South 

Asian people not accessing community support services. As highlighted in chapter 

three, this research was positioned ontologically as recognising that in establishing 

the perceptions and lived experiences of frailty among South Asian people, the 

meaning of frailty for South Asian people would be constructed through their multiple 

truths and realities. This means that I did not intend to generalise the findings to a 

larger population, but instead, attempted to create an understanding of the issues 

that specifically impact South Asian people with frailty across the West Yorkshire 

locality. It is therefore acknowledged that South Asian people from other locations 

may have responded differently to the questions asked of them due to possible 

differences in frailty support services available to them. However, the findings may 

be transferable to other locations with a similar demographic. 

 
It is also important to note that, my study included a small number of Pakistani and 

Indian participants with no individuals of Bangladeshi background. It is therefore not 

illustrative of all South Asian communities across the UK, due to differences in the 

cultural contexts and characteristics of this population. Nevertheless, many of the 

key themes emerging from the data were supported by evidence in the wider 

literature, adding to the transferability of my findings. It is therefore possible that the 

results of this study may be relevant to South Asian families living with frailty in other 

regions in the UK. It may be that future research can explore the perceptions and 

experiences of those from Bangladeshi backgrounds and South Asian communities 

across other UK locations to ascertain their views and beliefs around frailty and 

barriers to frailty support services. Indeed, I found a high level of interest from a 

number of South Asian people who contacted me directly through social media from 

locations including Bristol, Nottingham and London. However, as they did not meet 

the residency criterion they were unable to participate in this study. This indicates 
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doing so, a wider range of South Asian people can be reached, a higher level 

of collaboration between researchers and South Asian people can be 

achieved, and a higher quality of data can be generated to inform the overall 

evaluation of frailty support services. 

 
10.6 Conclusions 

This PhD study has provided a novel insight into the lived experiences and how 

these influence perceptions of frailty among UK South Asian older people and their 

family members living with frailty. It demonstrates the impact of socio-cultural 

barriers, emotional consequences and a need for comprehensive frailty support 

services particularly tailored to the specific needs of South Asian families living with 

frailty in the UK. The findings have highlighted the importance of increasing 

education around frailty to improve knowledge and awareness of the condition, 

reduce stigma and available support services for South Asian people. A focused 

frailty education intervention could enable more South Asian people to accept frailty 

as a preventable health condition if specifically tailored to the South Asian 

community. 

 
Findings also demonstrate the importance of enhanced cultural competence among 

health, social care and third sector professionals, and delivering culturally tailored 

interventions to improve access to frailty support services and health outcomes for 

South Asian families living with frailty. A positive consideration around this may be 

that the solutions offered by South Asian families to improve their access to frailty 

services need not be difficult to implement. For example, cultural competency 

training is currently an existing necessity for health and social care professionals 

working with people from diverse ethnic groups. Similarly, health professionals such 

as GPs are already in a position to gain the trust and information pertaining to 

support needs of South Asian people as the primary point of contact for support with 

health conditions. By pushing the drive on cultural competency further, and GPs 

creating meaningful dialogue with South Asian people with frailty during initial stages 

of consultation, the proposed interventions offered in this study could be cost 

effective solutions to appropriately address the support needs of South Asian 

families living with frailty. 
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Further research could explore the effectiveness of educational programmes in 

changing cultural attitudes towards frailty, and co-produce, implement and evaluate 

culturally adapted interventions specifically designed for South Asian families living 

with frailty. It would also be beneficial to investigate the role of community and 

voluntary sector staff and health professionals in disseminating information about 

frailty. By considering these factors and conducting rigorous evaluations, health and 

social care services can be better equipped to meet the diverse needs of South 

Asian older people and family members living with frailty in the UK, as well as 

ensuring equitable access to targeted frailty support services for this population 

group. 

 
To sum up, this study has evidenced the provider and system level barriers 

experienced by South Asian families when considering or utilising frailty support and 

services. These must be addressed to ensure equitable access to frailty support and 

services for older people and their family carers. Efforts should also be made to 

enhance the availability and distribution of frailty services, particularly within South 

Asian local communities. Implementing a multidisciplinary approach to support 

services, providing appropriate referrals and developing comprehensive information 

materials may improve the quality and effectiveness of frailty support services. 

Moreover, the Covid-19 pandemic has highlighted the need for a resilient health and 

social care system which is able to adapt and respond to crises while maintaining 

equitable access to frailty support for South Asian populations. By addressing the 

provider and system level barriers identified in this study, health and social care 

services can better support South Asian families in managing frailty and promoting 

their overall health and well-being. 
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Title: What are the barriers and facilitators to accessing support services for South Asian families 
where a person is living with frailty 
 
Your ethics submission and documents have now been reviewed by the Chair of the Research Ethics 
Panel. 
 
I am pleased to inform you that the Chair has confirmed approval of this study, with no further 
ethical scrutiny required. 
 
NOTE that this approval is for this study only. 
Should there be any changes to this study, you must inform ethics@bradford.ac.uk. 
Once your changes have been reviewed and you have approval to proceed, only then can you 
recommence the study. 
Failure to do so will render your original approval invalid and withdrawn. 
 
Please add a sentence onto any material you share with participants confirming that ethics approval 
has been granted by the Chair of the Humanities, Social and Health Sciences Research Ethics Panel at 
the University of Bradford on 12/07/21. 
 
 
Best Wishes 

mailto:n.akhtar67@bradford.ac.uk
mailto:ethics@bradford.ac.uk
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Appendix 2: Study one recruitment flyer for South Asian 
participants 
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Appendix 3: Study one participant information sheet for South 
Asian families 
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Appendix 4: Study one support services information for South 
Asian family participants 
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Appendix 5: Study one recruitment email to organisations 
 
 

This message was sent with High importance. 
SS 
Shabana Shafiq 
To:admin@xxxx.org.uk;xxxx.org;xxxxx.org.uk;xxxxx.co.uk;+47 others 

Wed 04/08/2021 15:38 
 
 
FLYER FINAL.docx 
1 MB 
  
 
 
Participant Information Sheet FINAL.docx 
1 MB 
  
2 attachments (2 MB) Save all to OneDrive - University of Bradford Download all 
Good afternoon, 
 
 
My name is Shabana Shafiq and I am a PhD student at Faculty of Health Studies, 
University of Bradford. I am contacting you to request assistance in the recruitment of 
South Asian people to be interviewed for a research study around their views and 
experiences of living with frailty. I aim to understand what can be done to improve 
services for South Asian families and reduce the detrimental health consequences of 
living with frailty without appropriate support. 
 
I would appreciate if you can forward on the attached study poster and information sheet 
to any South Asian individual who is interested in or eligible to take part in being 
interviewed for this research study. I am happy to speak to you directly about the study 
should you require any further information. 
 
Thank you in advance for considering this request. 

Yours Sincerely, 

Shabana Shafiq 
PhD Student Researcher 
Faculty of Health Studies 
University of Bradford 
Richmond Road 
Bradford 
BD7 1DP 
 
Tel: 07405097046 
Email: s.a.shafiq@bradford.ac.uk 
Twitter: @ShabanaShafiq3 

mailto:s.a.shafiq@bradford.ac.uk
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Shabana Shafiq 

Appendix 6: Twitter post 

 

@ShabanaShafiq3 
 

Now recruiting for South Asian participants for my PhD research study. If you know 
of or work with elders and/or families living with frailty from a South Asian 

background, 
please share! 
Pls RT 

 
 

1:24 PM · Aug 
5, 2021 

 
View post 
engagements 
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-Is there anything else you can think of? 
5. What is it like to live with frailty? 

-How does it make you feel? 
-Why do you feel like this? 

6. Can you tell me what difference being frail has made to your life? 
-What difference has it made to day to day activities? 
-What difference has it made to relationships with friends/ families? 

7. Can you tell me what helps to manage frailty/ continue to live your life? 
-Is there anything practical you do that makes a difference? E.g. keeping active, 
spending time with friends/ relatives? 
-Do you use any treatment to help with symptoms? 
-Can frailty be cured? 

8.  In relation to your experiences, what kinds of support do you think would be helpful 
for managing frailty? 
-Why/how do you think this might help? 

9. In relation to your experiences, can you tell me which support services or 
organisations you know of which can help for frailty? 
-How did you find out about this/ these services? 

10. Can you tell me about any support you have accessed for frailty? 
-What helped you access the service? 
-What prevented you from accessing the service? 

11. From your experience, what do you think people or organisations can do to make life 
better for people with frailty? 
-Why do you think this might help? 

12. From your experience, what advice would you give to others who are living with 
frailty? 

13. Is there anything else that you feel is important about your experience of frailty or 
support services? 

 
 

Questions: Family members who provide care/support for frail older adult 
 

1. Can you please describe to me how you came to provide care/ support for (older adult 
who is frail) 

2. Can you describe to me what the word frailty means to you? 
3. Can you tell me what some of the symptoms of frailty are? 
4. What do you think causes frailty? 
5. Can you tell me what care/support you provide for (older adult who is) frail? 

-What does this include on a daily basis? 
6. How do you manage this responsibility? 
7. How do you feel about providing this care/support? 

-Is there anyone else who helps with this care/ support? 
8. Can you tell me what difference providing care/ support for (older adult) has made to 

your life? 
-What difference has it made to day to day activities? 
-What difference has it made to relationships with friends/ families? 
-What are your positive experiences? 
-What are your negative experiences? 
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Lack of home visits by GPs and health support workers to provide emotional support and improve 
wellbeing; 
Lack of home visits by GPs and health support cause experiences of loneliness and feelings of 
abandonment; 
Lack of social activity groups for older people to improve social skills and improve sense of 
belonging; 
Experienced lack of mental health support for carers of frail older people; 
Lack of respite services and wellbeing centres for therapeutic support for carers. 
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Appendix 11: Ethical approval study two 
 
 
 

 
Ethics 

To:Sahdia Parveen 
Cc:Shabana Shafiq 

Tue 20/09/2022 13:13 
 
 

E996 Reviewer 2 Comments Form.pdf 
180 KB 
  

 
 

E996 Reviewer 1 Comments Form.pdf 
218 KB 
  
2 attachments (399 KB) Save all to OneDrive - University of Bradford Download all 
Dear Sahdia 

 
Ethics Application: E996 
Title: Improving access to support services for South Asian families living with frailty (Study 2) 

 
Your ethics submission and documents have now been reviewed by the Chair of the Research Ethics 
Panel. 

 
I am pleased to inform you that the Chair has confirmed approval of this study, with no further 
ethical scrutiny required. 

 
NOTE that this approval is for this study only. 
Should there be any changes to this study, you must inform ethics@bradford.ac.uk. 
Once your changes have been reviewed and you have approval to proceed, only then can you 
recommence the study. 
Failure to do so will render your original approval invalid and withdrawn. 

 
Please add a sentence onto any material you share with participants confirming that ethics approval 
has been granted by the Chair of the Humanities, Social and Health Sciences Research Ethics Panel at 
the University of Bradford on 20/09/22. 

 
 

Best wishes 
Nazreen Akhtar 
Research & Innovation Administrator 

 
Research & Innovation Services (RAIS) 
Directorate of Research, Innovation and Engagement 
F.24 Richmond Building 
T: 01274 236554 
E: N.Akhtar67@bradford.ac.uk 

mailto:ethics@bradford.ac.uk
mailto:N.Akhtar67@bradford.ac.uk
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Appendix 12: Study two recruitment flyer for stakeholders 
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Appendix 13: Study two participant information sheet for 
stakeholders 
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informatio 
Appendix 16: Support services 

n for stakeholders 
 
 
 
 
 

Improving access to support services for South Asian families living 
with frailty 

 
Support Information 

Although your involvement in research can help guide to improve access to support 
services for people living with frailty, it is recognised that at times there may be 
occasions during the online focus group which may cause you to become upset or 
distressed. We would like to make you aware of support organisations that are 
available should you require help or advice. 

 

 

  
A service which offers support 24 
hours a day, seven days a week to 

Airedale, Wharfedale or Craven 
experiencing distress or a mental 
health crisis 

   

response/ 

Mind 
A mental health charity which 

a mental health problem. 
Support includes talking 

Tel: 0208 5192122 
mind.org.uk 

 
A leading UK charity providing 
specialist emotional support, 

affected by distress and mental 

helpline, a Textcare service, and an 
email support service. 

    
  

mailto:support@sane.org.uk
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 wishes, 

 
 Shafiq 

Appendix 18: Study two recruitment email for stakeholders 
 

Further to our telephone conversation, please find attached leaflets for recruitment of 
professionals working with South Asian families, as part of a PhD research project 
which aims to gain knowledge of how access to frailty services can be improved for 
older people and family members. I would appreciate if this information can be shared 
with those leading activities/ groups with South Asian elders/ carers and look forward 
to receiving particular input from yourself and your organisation. Those who direct/ 
manage services with these communities are also particularly welcome to participate. 
Please also share with colleagues/ organisations who you may know of that may be 
interested or willing to take part in this research. 

 
Please feel free to get in touch if you require any further information. 

I look forward to hearing from you! 

 
 
 

PhD Researcher 
Faculty of Health Studies 
University of Bradford 
Richmond Road 
Bradford 
BD7 1DP 
Email: s.a.shafiq@bradford.ac.uk 
Twitter: @ShabanaShafiq3 

 

This message was sent with High importance. 
This message was sent with  High importance. SS 

 
To: XXXXX 

 
 
 

    
 

 
 
 

     
 

 
 

Good morning XXXX, 

mailto:s.a.shafiq@bradford.ac.uk
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Appendix 19: Study two flyer for South Asian participants 
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Appendix 20: Study two participant information sheet for families 
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Appendix 21: Support services information for South Asian family 
participants 
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Appendix 22: Study two consent form for South Asian families 
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Appendix 25: My final reflection 
 
 
As I embarked on this PhD journey I was aware that I would be challenged both 

emotionally and physically, being a subject close to my heart. I was not wrong! I 

experienced many highs and lows, particularly when hearing the profound impact of 

frailty on not older people but also their family members. Perhaps naively, I had 

envisioned that my extensive experience of working with the South Asian community 

over a period of time coupled with my psychologist and counselling professional 

background would allow me to navigate this process in a linear fashion. This, in 

hindsight, was a mistaken belief. Whilst my counselling skills and training enabled 

me to truly hear the voices of participants through being fully congruent; actively 

facilitating their journey by recognising this was their lived truth, practicing 

unconditional positive regard, allowing silences to emerge at times when participants 

needed this, I found myself constantly reflecting on my assumptions and increasing 

my own self-awareness of the population to which I identified with. 

 
At the initial stages of the PhD, the reaction to my research topic was interesting. 

Many South Asian participants appeared to be unable to grasp the point of 

investigating frailty. They considered it a subject not high in priority compared to 

others such as dementia or diabetes in South Asian communities. However, as the 

project and interviews commenced they were able to recognise and bring forth their 

significant lived experiences of frailty by being provided opportunity, a safe space 

free from threat of external evaluation and judgement; an environment full of trust 

which strongly supported their self-exploration as they were considered experts of 

their world. Perhaps this allowed them to unearth and themselves experience 

emotions from their lifeworld and unconsciousness which they felt were not important 

or invalid? Nevertheless, through this, I learned that truly there is a need for those 

working with South Asian people to strive to understand, communicate and interact 

with this population in a manner which respects and recognises them as valuable 

individuals, to establish the issues that affect them directly when living with frailty. I 

have learnt that there are many factors that contribute to the lived experiences of 

frailty and poor access to frailty services for South Asian people in the UK. It is too 

simplistic to dismiss these communities as hard to reach. This study has clearly 




