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“Diabetes doesn’t matter as long as we’re keeping traditions alive”: A qualitative 

study exploring the knowledge and awareness of Type 2 Diabetes and related risk 

factors amongst the young Punjabi Sikh population in the UK.   

  

Abstract  

  

Objectives: It is well known that Sikhs are at an increased risk of Type 2 Diabetes (T2DM) due to a 

genetic predisposition. High level of education is associated with lower incidence of T2DM. Young 

Sikhs are well educated compared to other South Asian sub-groups. Despite this, T2DM rates 

remain high in Sikhs. The uptake of preventative services is also low within Sikhs. At present, no 

research has been conducted with the young Punjabi Sikh population on diabetes awareness in the 

UK. To address this gap, this study explores the knowledge and awareness of T2DM and related 

modifiable risk factors in the UK Punjabi Sikh community. Views surrounding T2DM health-

seeking behaviours are also explored.   

  

Design: A qualitative design comprising 1-to-1 semi-structured interviews was adopted. Thirteen 

Punjabi Sikh participants between the ages of 18-30 took part. Participants were recruited through a 

Sikh temple and University of Manchester Sikh Society using purposive and snowball sampling in 

West Yorkshire and North West England. Data were analysed using inductive thematic analysis 

taking a critical realist stance.   

  

Results: Three themes were identified: (1) Perceptions of the causes of T2DM, (2)  

Perceptions of factors impacting physical activity and diet, and (3)   

Attitudes towards health-seeking behaviours.   

  

Conclusions: The findings show that although well educated, participants overlooked physical 

activity as contributing factor towards T2DM onset. Additionally, gender and cultural norms 
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influenced physical activity and diet, as these are passed through generations to preserve the 

collectivist Sikh culture. Exploration of health seeking behaviours also found young Punjabi Sikhs 

perceived the internet to be the preferred tool to seek T2DM information. These findings hold 

implications for health professionals, as the information and preventative services provided to Sikhs 

can be tailored to be culturally appropriate and in line with cultural and gender norms, such as 

bhangra dancing for physical activity.  

  

Keywords: Type 2 diabetes; diabetes; UK; awareness; knowledge; risk factors; South Asian; Sikh; 

Punjabi Sikh; British Sikh.  
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1. Introduction  

  

Type 2 Diabetes and the South Asian population  

  

Type 2 Diabetes (T2DM) is a metabolic disorder characterized by insulin resistance and 

impaired insulin secretion. The condition has many adverse effects and leads to increased 

risk for chronic diseases such as cardiovascular disease and atherosclerosis (Ozougwu 

2013). In the UK alone, 2.9 million people are diagnosed with diabetes (Health and Social 

Care Information Centre 2017), of which 90% have T2DM (Stuckey et al. 2010). The 

growing rate of T2DM in the UK is a concerning issue for the National Health Service 

(NHS). T2DM accounts for approximately 10% of the annual NHS budget at around £8.8 

billion a year, and is projected to account for around 17% in 2035/2036 (Hex et al. 2012). 

Hence, T2DM research in the UK is imperative in order to contribute towards preventative 

measures and reducing healthcare costs.  

Furthermore, T2DM onset is associated with modifiable risk factors:  

physical inactivity and unhealthy dietary practices. If neglected, they can lead to the 

development of health complications such as heart disease (Stuckey et al. 2010). With rates 

of obesity on the rise and the population becoming more sedentary (Health and Social Care 

Information Centre 2017), the prevalence of T2DM in the UK is increasing (NCD Risk 

Factor Collaboration 2016).   

The increase of T2DM has resulted in a renewed government focus on management 

and prevention of T2DM in the UK. National Institute for Health and Care Excellence 

(NICE) have developed public health guidelines for T2DM prevention among high-risk 

groups and the prevention of ‘pre-diabetes’ among adults aged 18-74 (NICE 2011). 

Research shows that ethnicity is a significant influencing factor in health behaviours 
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amongst ‘at risk’ groups (Ibrahim 2013), therefore recommendations include the 

importance of culturally appropriate interventions for minority groups.   

People of South Asian (SA) origin are native to the Indian Subcontinent, which 

includes India, Pakistan, Bangladesh, Nepal and Sri Lanka (Misra and Shrivastava 2013), 

and can be identified by their religious sub-groups: Hindu, Sikh and Muslim (Oliffe et al. 

2010). SA’s are at an increased risk of T2DM both in their home and migrated countries 

(Unnikrishnan, Gupta, and Mohan 2018). Three major risk factors have been identified as 

placing SA’s at a disproportionately high risk for T2DM: genetic predisposition, poor 

dietary habits, and low levels of physical activity (Eapen et al. 2009). Due to the genetic 

predisposition this population hold, it is particularly important that modifiable risk factors 

are targeted to reduce the risk of T2DM.  

 

A focus on the Sikh population: Sikhs in the UK  

  

Sikhism is a monotheistic religion underpinned by three core values: making an honest 

living, engaging in community service (known as seva) and remembering God (Sohi, 

Singh, and Bopanna 2018).  Sikhs belong to a collectivist culture, which are characterized 

by values of the in-group. These include prioritising the in-group integrity rather than 

personal goals, focusing on the interdependence of members, and focusing on preserving 

social relationships within the group (Chadda and Deb 2013). Therefore, the views of 

members of this in-group (i.e. other Sikhs) are highly valued (Thandi 2018). 

According to the 2011 census, there are 432,000 Sikhs in the UK, making up 0.7% 

of the population. Fifty-five percent of Sikhs are British born, with 59.4% of the total UK 

Sikh population being under the age of 34 (Office for National Statistics 2011). Given that 

the UK Sikh community is skewed towards young Sikhs, it is important to engage in health 
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research with this underrepresented population to encourage positive preventative 

measures.   

Furthermore, research shows that Sikhs that reside in Western countries have a 

higher risk of T2DM compared to the general population (Patel et al. 1995; Sidhu et al. 

2016). Although it is known that individuals of South Asian origin in the UK are 6 times 

more likely to develop T2DM than their White British counterparts (Stuckey et al. 2010), 

the latter remains unknown for Sikhs in particular. Approximately 70% of British born 

Sikhs between the ages of 18-24 have a graduate qualification/experience of higher 

education participation therefore are comparatively well-educated compared to other SA 

sub-groups (Thandi 2018). Despite this, T2DM levels in Sikhs remain high (Sidhu et al. 

2016). Thus, it is important to explore gaps in young UK Sikhs’ T2DM knowledge and 

awareness to understand factors contributing towards this prevalence.  

British-born Sikhs were included in this study; therefore, their ethnic origin is 

described as British Sikh. Because British born Punjabi Sikhs have origins in the Northern 

Indian province of Punjab, the majority of British Sikhs identify as Punjabi (Chanda and 

Ghosh 2012; British Sikh Report 2017). Subsequently, this research will focus on the 

Punjabi Sikh population in the UK.  

 

T2DM risk factors: Sikhs and diet  

  

Dietary behaviours are a modifiable risk factor contributing to the onset of T2DM (Health 

and Social Care Information Centre 2017). In Sikhism, ‘langar’ – the meal served to the 

community by the community is the central aspect of ‘seva’. Seva refers to selfless service 

without any expectation of reward/benefit (Sohi, Singh, and Bopanna 2018).  
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The Sikh diet typically includes wheat and vegetable based dishes (Goyan-Kittler 

and Sucher 1989). Although the use of natural ingredients is common, the accessory foods, 

such as ghee (clarified butter) and oils that are used to cook the natural ingredients contain 

a high proportion of fat. As a result, the diet contains high proportions of fats and sugars, 

and food is typically fried (Varghese and Moore-Orr 2002), making these unhealthy despite 

the use of vegetables.   

Hospitality is fundamental to the consumption of Indian food. Refraining from this 

carries social consequences such as discrimination from community members (Grace et al. 

2008). Grace et al. (2008) found that ‘everyday foods’ e.g.  

plain lentils and rice were not considered appropriate for guests. Instead, ‘special foods’ 

e.g. fried snacks were reported as more socially acceptable. Majority of the Indian snacks 

commonly consumed on momentous occasions are overloaded with ghee or vegetable oils 

(Gulati and Misra 2017). In a social context, the consumption of these snacks play an 

important role in the offering and receiving which takes place within the context of ‘gift-

giving’ (Greenhalgh, Helman, and Chowdhury 1998) and is a tradition that has been 

preserved over time. Hospitality is also linked to social status within the Sikh community 

(Grace et al. 2008); therefore, it holds importance in Sikh families. Being part of a 

collectivist (vs. individualistic) culture, where hospitality and food are representative of 

social status, can make dietary change difficult due to the risk of social rejection.   

  

T2DM risk factors: Sikhs and physical activity  

  

Physical activity (PA) is defined as any movement of the human body in daily life, such as 

work, slow walk or participating in sports (WHO 2010). In the UK, 150 minutes of 
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moderate activity per week or 75 minutes of vigorous activity per week are recommended 

to attain the beneficial effects of PA (Department of Health 2010).   

In the UK, 17% of Indians met current PA recommendations (Dowse et al.  

1991) compared with 16% of Pakistanis, 10% Bangladeshis (Sarkar et al. 2017) and 60% 

of the adult UK population (Scholes 2017). The rate of PA in UK Sikhs specifically is 

unknown. Few studies have explored PA levels in Sikhs exclusively, however some have 

included Sikhs as SA sub-group (Williams et al. 2011).  

Due to the views of others in the in-group being highly regarded, this may make it 

difficult for Sikhs to engage in activities outside social norms within the collectivist 

culture, such as PA.   

T2DM and Punjabi Sikhs in the UK  

  

Due to the vastly growing cultural diversity in the UK, it is important to research UK 

Sikhs, as they are currently under-researched.  

Following migration from India, the North of England became a place of residence 

for many Punjabi Sikhs (British Sikh Report 2017). Although diabetes research has been 

undertaken in central England (‘Midlands’) and in London (Mather and Keen 1985; Sidhu 

et al. 2016) to present knowledge there is no evidence for research being undertaken in the 

North of England. Therefore, the present research will recruit participants from West 

Yorkshire and North West England. Furthermore, since migration, Sikhs have experienced 

relative social mobility with 69% currently economically active (second to Hindus with 

70%) (Thandi 2018). Despite this, rates of T2DM remain high in Sikhs in the UK (Sidhu et 

al. 2016). A factor contributing towards this may be the understanding of T2DM and 

related risk factors.   
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Aims  

  

This research aimed to explore the following within young Punjabi Sikhs in the UK:  

(1) Their knowledge and awareness of T2DM and related risk factors (diet and 

PA).  

(2) Their views towards health-seeking behaviours for T2DM related information. 

  

From this, gaps in T2DM knowledge can be identified, as well as factors impacting 

related risk factors. This can lead to better understanding of the specific health needs of this 

population to put preventative measures in place and allow appropriate health information 

to be communicated with Sikhs.   

Health-seeking behaviours are defined as any activity undertaken to find an 

appropriate remedy for a health problem (Olenja 2003). Research shows Sikhs are more 

likely to have limited availability to healthcare resources, alongside having a lower than 

average uptake of preventative healthcare services (Sidhu et al. 2016). Based on this, a 

secondary aim will be explored through a hypothetical question asked at the end of the 

interview around participants’ health-seeking behaviours. The potential implications of this 

may facilitate tailoring support services for young Sikhs.   

  

  

  

2. Materials and methods  

  

2.1. Design   
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This study adopted a qualitative design. This study adopted a qualitative, 

phenomenological design. The goal of phenomenology is to describe phenomena from the 

perspectives of those who have experienced it (Neubauer, Witkop, and Varpio 2019). This 

approach was therefore appropriate for the present study, which sought to explore the 

views and experiences of Young Sikhs in relation to diabetes for the first time.  This 

exploratory study used semi-structured interviews to explore the knowledge and awareness 

Punjabi Sikh participants held regarding T2DM and its related modifiable risk factors, 

specifically, PA and diet. Interviews were conducted due to their flexibility in exploring 

the views and experiences of participants (Braun and Clarke 2006). The flexibility of this 

approach encourages elaborative responses and ensures the topic in question is being 

addressed whilst maintaining a suitable structure. As no literature on young UK Sikhs 

views surrounding T2DM has been published to the authors’ knowledge, qualitative 

approach was deemed most appropriate as the starting point.  

  

2.2. Recruitment & Participants  

  

Thirteen participants from the Punjabi Sikh community were recruited through purposive 

sampling techniques (Devers and Frankel 2000). This technique aims to generate in-depth 

understanding of the research topic due to participants providing ‘information rich’ data 

(Patton 2002).   

Participants were recruited through a Sikh temple in West Yorkshire (n= 7) and 

Sikh Society at The University of Manchester (UoM) (n= 6). A poster advert was shared in 

the temple alongside an informal workshop aiming to address any questions. A poster was 

also taken to a UoM Sikh Society event where the first author presented the research and 
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answered questions. People who were interested in participating emailed the first author for 

an information sheet.  

Additionally, snowball sampling was used as participants that were interested in taking part 

recommended other Punjabi Sikhs to partake in the study. Although purposive sampling helps recruit 

participants, snowball sampling has been seen as an effective technique to engage the ‘hard-to-reach’ 

population in a culturally acceptable manner (Sadler et al. 2010). Data collection took place between 

December 2018 and May 2019, by when data saturation had been reached (Braun and Clarke 2006).   

The inclusion criteria comprised age (18-30 years), and self-identification as 

Punjabi Sikh. Due to informed consent being essential before participation, the exclusion 

criteria limited individuals who were unable to read and write. Other religious or ethnic 

groups were also excluded due to the research requirements.   

  

2.1.2. Ethical Approval  

  

Ethical approval was granted by The University of Manchester Research Ethics  

Committee prior to recruitment (Ref: 2018-4148-7520).   

  

2.3 Materials  

  

An interview guide was developed based on previous literature and theory. Concepts of 

The Health Belief Model (HBM) (Rosenstock 2000) informed the interview guide 

(available upon request). The questions explored respondents’ knowledge and awareness 

surrounding T2DM and related modifiable risk factors: PA and diet. Research shows Sikhs 

have a lower than average uptake of preventative healthcare services (Sidhu et al. 2016), 

therefore the interview guide also included hypothetical questions surrounding T2DM 
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related health-seeking behaviours. A pilot interview (excluded from the dataset) was 

conducted to allow appropriate modifications to be made to the content and language of the 

guide prior to data collection.  

  

The Health Belief Model (HBM)  

  

The Health Belief Model (HMB) is a well-validated model commonly used to explain 

health behaviours and the lack of preventative actions taken (e.g. Guvenc, Akyuz, and 

Açikel 2011), which is often observed in Sikhs (Sidhu et al. 2016).  It has been previously 

applied to explore cervical and breast cancer screening (Darvishpour, Vajari, and Noroozi 

2018; Sadat 2012). 

This model proposes that the likeliness of an individual performing specific health 

behaviours is measured through six constructs, illustrated in Figure 1. In the context of 

T2DM, the model suggests that individuals are most likely to adopt health behaviours 

when they believe that (1) they are susceptible to T2DM, (2) it will have severe 

consequences for their health, (3) the benefits of unhealthy behaviours outweigh the costs, 

and (4) they have the necessary skills to carry out the health behaviours (healthy diet and 

PA). Adopting the HBM as a framework will allow exploration the perceptions of T2DM 

and related risk factors.  Although this model has not been culturally adapted, the 

constructs have been found to be applicable in a range of populations such as Iranian 

women and breast cancer (Taymoori and Berry 2009). 

  

[Figure 1 to be inserted here]  
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2.4. Procedure   

 

Participants, who expressed interest in taking part, were provided with a participant 

information sheet via e-mail or in person in West Yorkshire or North West England. 

Participants were given an opportunity to ask questions prior to obtaining a written 

informed consent.  

Thirteen participants were interviewed at a mutually convenient location (e.g.  

 a meeting room at the Sikh Temple or the University of Manchester). The first author 

conducted the audio-recorded, semi-structured interviews, lasting up to one hour. Data 

were stored on a password-protected computer. Audio recordings were transcribed 

verbatim by the first author and a pseudonym was allocated to each participant to ensure 

anonymity. Verbatim transcription is beneficial as the researcher had first-hand knowledge 

from involvement in the interview process, bringing researchers closer to their data. This is 

advantageous for data analysis (Halcomb and Davidson 2006).  

  

2.5. Data Analysis  

  

The data were analysed using thematic analysis (TA). TA is a qualitative approach to 

identifying patterns (‘themes’). These themes, which emerge without a priori assumptions 

about the data, are analysed and interpreted within the context of the research (Braun and 

Clarke 2006). TA was appropriate due to its flexible nature (Braun and Clarke 2006). An 

essentialist approach was adopted in order to tell the ‘story of the data’ (Braun and Clarke 

2013). An inductive form of TA, which assumes no prior themes or framework of the data, 

was applied to allow emergence of ‘data-driven’ themes (Braun and Clarke 2006). Codes 



 

  15  

were identified on a semantic level, therefore coding “mirrored participants’ language and 

concepts” (Braun and Clarke 2013, 207).   

  

The ontological stance taken was critical realism, which is consistent with an 

inductive TA approach (Braun and Clarke 2006). Critical realism holds that knowledge or 

‘truth’ can exist and be shared by individuals, however each individual’s experience of 

truth will be influenced by their own construction of that truth (Robson 2002). This stance 

was deemed appropriate as participants’ knowledge and awareness of T2DM and related 

risk factors could only be accessed through their unique perceptions. The epistemological 

stance taken was ‘contextualism’. This perspective does not assume a single reality; instead 

it recognises that knowledge emerges from contexts (Madill, Jordan, and Shirley 2000). 

Six stages of thematic analysis were conducted as described by Braun and  

Clarke (2006). These are shown in Table 1.   

  

[Table 1 to be inserted here]  

  

2.6. Trustworthiness and Rigour  

  

To ensure trustworthiness, the second author (HL), experienced with qualitative methods, 

familiarised herself with a transcript. This is seen as a valuable strategy to ensure rigour in 

thematic analysis (Barbour 2002). Whilst being blinded to the coding, independent coding 

of the transcript was undertaken. The independently generated codes for the transcript were 

crosschecked, which resulted in the identification of minute differences between codes. 

This was due to the wording used to describe codes, therefore a discussion amongst HL 

and TS confirmed agreement of the content of codes.  Peer-examination of data increases 

the credibility and dependability of the research (Lincoln and Guba 1985).  
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Furthermore, member checking was conducted to ensure the results were credible. 

This technique consists of testing the data, analytic categories, interpretations and 

conclusions with informants, which ensures the researcher has accurately translated the 

informants’ viewpoints into data (Lincoln and Guba 1985). A key informant was identified 

in the interviewing process due to his in-depth knowledge on Sikhism and involvement in 

the Sikh community. Upon consent, the key informant was contacted via email following 

phase 3 (searching for themes) and phase 5 (defining and naming themes) of TA, and was 

asked for input regarding the codes generated. Following discussion, the key informant 

agreed the proposed codes reflected views accurately (Lincoln and Guba 1985). 

  

2.7. Reflexivity  

  

Reflexivity refers to the process of acknowledging the researchers’ subjective experiences 

and how this may influence the process of analysis and data interpretation (Mosselson 

2010). Insider status refers to the researcher sharing a common ethnic and cultural 

background as the participants (Merton 1972). The researcher (TS) held insider status, as 

she and the participants identified as Punjabi Sikh. Being part of the Sikh community, and 

being an individual who attends the Sikh temple regularly, the researcher had insight on the 

dishes served at the temple and in Sikh families, alongside awareness of the high 

prevalence of T2DM in Sikhs. Having social connections within the Sikh community 

meant that during recruitment, purposive sampling was able to take place through the Sikh 

temple and UoM Sikh Society.  

Holding insider status meant the researcher had in-depth understanding of the traditions 

and norms of Sikhs, and had cultural intuition of the topics being discussed. This benefits 

rapport building, as the researcher was able to identify with the participant and probe 
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appropriately. As such, the researcher acknowledges this shared background may have had 

an impact on interpretation of the data. This was balanced by having a transcript cross-

coded by HL, a researcher who held outsider status (Merton 1972). Care was taken to 

minimize the extent to which the researcher’s insider status impacted analysis and the 

process of coding and theme-formation was data-driven.   

 

3. Results  

  

Thirteen British-born Punjabi Sikh participants between the ages of 18-30 years were 

recruited. Seven participants were recruited through a Sikh temple, and six were recruited 

through the UoM Sikh Society. Twelve out of thirteen participants were living at their 

family home. Participants were predominantly female (n = 11/13; 85%) (See Table 2.). 

Consistent with the common demographic of young Sikhs, all participants were educated 

to at least degree level.   

  

[Table 2 to be inserted here]  

  

 

 

Themes   

  

Three key themes were identified: (1) Perceptions of the causes of T2DM, (2) Perceptions 

of the factors impacting diet and PA, and (3) Attitudes towards health-seeking behaviours.   

Theme 1: Perceptions of the causes of T2DM  
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When discussing the factors causing T2DM, the majority of participants (n=9) expressed 

an understanding of their risk of developing T2DM being higher than average due to a 

genetic pre-disposition. Participants perceived excess of sugar intake as a primary 

behavioural cause for Sikhs: ‘So I think we [Sikhs] are more likely to get it ‘cause of our 

genes but then it’s when people eat too much sugary foods’ (Priya)  

  

Most participants (n=10) also revealed that in their family, ‘the older generation 

call it [T2DM] sugar’ (Manvir). This use of language by the older generation is likely to 

have impacted the perceptions of the participants, as an emphasis has been placed on sugar 

intake in diet as a cause of T2DM. Further supporting this, when asked what advice should 

be given to a person with T2DM, Monica replied with ‘cutting out anything that contains 

sugar’.  

  

Comparatively, Hardeep recognised that as well as foods labelled as high in sugar, 

intake of ‘hidden’ sugars in food are also relevant: ‘There are hidden sugars that you maybe 

don’t realise you’re eating so it could be you’re getting sugar from other foods you wouldn’t 

have thought you’re getting sugar from’ (Hardeep).  

  

In comparison to diet, lack of PA was not perceived as a significant risk factor for 

the onset of T2DM:  

  

I’d say it’s mostly diet to be honest ‘cause it’s just eating too much sugar isn’t it […] I 

don’t think exercise is as responsible cause’ when I think of diabetes I just think of sugar 

and food it’s what goes into our bodies (Jas)  
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Sukhraj agreed with this, as he explained that growing up in a Punjabi Sikh family 

sugar intake was emphasised therefore he perceived diet as more important than exercise 

for T2DM onset:   

  

Yeah it’s cause growing up I knew sugar was related to diabetes cause’ mum would say I’m 

not eating Indian sweets cause’ I’ve got sugar I kind of know exercise is related cause’ you 

should be healthy and all that but even then I think it’s more to do with what you eat 

(Sukhraj).  

  

Theme 2: Perceptions of the factors impacting diet and PA  

  

Dietary practices and levels of PA were impacted by gender and cultural norms within 

participants.   

  

Sub-theme 2.1. Cultural norms: the importance of hospitality and family reputation  

  

The perception that hospitality is central to social gatherings was commonly held among 

participants: ‘Hospitality is a big thing for Sikh families’ (Anita), with participants 

explaining that hospitality was perceived to be linked to showing respect and welcoming 

guests into the home:   

  

I guess it’s just in our culture it’s just what we do it’s how we invite people make them feel 

welcomed in our house having a lot of food it’s just some form of respect that when people 

come to your house it shows that you’re happy to have them there by having all this food 

(Raji).  
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Participants expressed that in Punjabi Sikh families, food and food preparation were 

closely linked to family reputation, which was perceived as important:   

  

I think it’s all just about food and drinks and whether the food’s nice and made properly so 

like fried and the more food and drinks you have the more reputable you are so reputation 

of the people is higher and the respect is higher […] I think it shows they’re more affluent 

even (Karam).  

  

Alongside hospitality, the type of foods served as events also poses risk to the 

reputation of a Punjabi Sikh family, as ‘rich’ Indian foods are expected to be served. This 

was perceived to hold importance over being healthy:   

  

Indian food is very rich and it's more about flavour than the health benefits of it so you 

have to serve the rich foods cause’ it plays a big role and it’s about reputation as well so 

the better the food tastes the more respected you are […] it’s like it’s always a competition 

between the aunties on who makes the best curry (Nisha).  

  

Although the younger generation are attempting to make changes to dietary 

practices, this is viewed as challenging due to the perception of food preparation being 

related to respect for elders. Cultural traditions that had been passed through generations 

held significant importance over T2DM:   

  

Sometimes I want to change some ingredients but I think the older generation would see it 

as being disrespectful because they’re really focused on feeding the family and impressing 

people so they wouldn’t be happy if you try change things and try and adapt recipes just 

because you’re trying to be a bit more healthy […] it’s how we’re taught we should do 
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things and diabetes doesn’t matter as long as we’re keeping traditions alive even if it 

means we’re unhealthy cause’ of it (Maya).  

  

Sub-theme 2.2. Gender norms: Expectations of women in the family  

  

Majority of the participants were female and commonly expressed experiences related to 

PA and dietary practices in a Punjabi Sikh family. Female participants spoke about being 

taught how to cook from a young age from older family members. Hence, the females of 

every generation in a family were predominantly in control of the cooking:  

  

Being in a Sikh family you are not only taught from your mother but by your grandma and 

your aunties ‘cause we’re the ones who cook for our families so we’re show growing up 

how much oil and spices to add to food to make it taste good (Monica).  

  

Additionally, participants discussed prioritizing family over PA as it was ‘not the 

Sikh thing to do’ (Priya). Participants expressed that the elders in their family perceived 

exercise to be a ‘waste of time’ (Manvir) and saw cooking as a priority over PA as 

preparation for marriage. This discouraged them from engaging in PA: ‘I try and stay healthy 

and go to the gym but sometimes my mum doesn’t like it when I go ‘cause she’ll say when you’re 

married you’ll need to cook gym isn’t going to help you’ (Sonia).  

  

Conversely, participants described bhangra, a traditional dance originating from 

India, as being a form of PA they had enjoyed and that had been better accepted by the 

elders in the family than other forms of exercise:   
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Bhangra I can do it at weddings but I’d love to learn properly ‘cause it’s part of our 

culture and our roots you know our identity […] I think my mum would love it too then she 

can show off her moves at weddings (Karam). 

  

One participant who had previously danced in Bhangra teams at university 

discussed how female only bhangra teams were on the rise in the central England region 

(‘midlands’) which focused on providing females a safe space to exercise and have fun:  

  

I did bhangra at uni and my mum and dad loved it ‘cause I was doing something that was 

related to being Punjabi […] there’s loads of girls teams now more in the Midlands but we 

need them here too ‘cause we just used to have fun and exercise and our parents were 

happy too (Amrit).  

  

Hardeep agreed that females should be encouraged to engage in a form of exercise 

perceived as appropriate such as bhangra dancing, which was traditionally seen as a 

predominantly male activity. He explains that this should be encouraged due to its cultural 

relevance:   

  

I know boys used to do bhangra back in the day but bhangra is from our culture so they 

[females] should be more encouraged to do that and if they’re not encouraged to do that 

they’re gonna be less likely to take up anything else outside of our culture  

(Hardeep). 

 

 

Theme 3: Attitudes towards health-seeking behaviours  

  

Attitudes towards health-seeking behaviours was the final prominent theme across the 

interviews. The two main resources that were referred to when exploring T2DM health-
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seeking behaviours were visiting a health professional, i.e. a general practitioner, and using 

the Internet.  

  

Sub-theme 3.1. Using the Internet vs. visiting a healthcare professional  

  

The majority of interviewees expressed that if they required T2DM information, they 

would prefer to use the internet over visiting a health professional due to the perception of 

the internet being a convenient and easy tool compared to the effort taken to visit a GP:  

  

I’d just use the internet cause’ you can find out anything on the internet now and there’s 

specific websites for diabetes I just find going to the doctors is effort and it takes ages to 

make an appointment but you can use the internet whenever you want so it’s easy (Anita). 

  

Participants expressed a number of reasons as to why they perceived using the 

Internet for T2DM information as preferable compared to visiting a GP. Firstly, 

participants perceived GP’s as lacking cultural awareness specific to Sikhs:  

   

They [GP’s] don’t get our cultural traditions like what we eat and why we eat it like we 

have like Indian sweets as a gift and they probably say don’t have that but we have to have 

it ‘cause it’s part of a tradition and we can’t replace that (Sonia). 

  

Secondly, interviewees expressed that health professionals used language perceived 

as ‘complicated medical terminology’ (Raji), leaving participants feeling worse following a 

visit: ‘They say all these technical terms and sometimes you think you’re going there to help 

yourself but it makes you feel worse at the end of it ‘cause you don’t understand’ (Maya)  
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Hence, some participants expressed a preference towards using the Internet for 

T2DM information, as this was independent and less complicated than information 

provided for a GP:   

  

I’d use the Internet because you can do your own research and learn a lot more about the 

disease in depth and get a better understanding in a way that you understand ‘cause the 

GP can complicate things with the words they use (Jas).  

  

Additionally, some interviewees discussed their experiences of visiting Sikh doctors 

who they assumed would give tailored and helpful information however experienced the 

opposite, as the doctor avoided conversation around difficult issues:  

‘I thought we [Sikhs] should see Sikh doctors ‘cause they get it but when I’ve seen  

Sikh doctors it’s like they don’t wanna talk about difficult stuff’ (Karam).  

  

Manvir agreed and expressed that she perceived Sikh doctors as dismissive 

compared to non-Sikh doctors based on a previous experience, and had viewed this to be 

the result of their shared background: ‘I’d want to see a white doctor ‘cause I feel like when 

I’ve seen a Sikh doctor they don’t take things seriously when they see another Sikh person’ 

(Manvir).  

4. Discussion  

It was found that participants were generally knowledgeable of the genetic and diet related 

risk factors for T2DM, however were less knowledgeable of PA being a T2DM risk factor. 

Furthermore, participants perceived gender and cultural norms to impact their diet and 

level of PA. More specifically, hospitality and providing ‘rich foods’ was linked with 

family reputation (cultural norm), and females were expected to prioritize learning how to 
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cook for the family over engaging in PA (gender norm). Both of these factors disregarded 

PA, therefore are likely to have impacted participants’ perceptions regarding T2DM 

causation, as PA was the only risk factor that was less understood. Moreover, exploration 

of attitudes towards health-seeking behaviours suggested a preference towards Internet use 

for T2DM information in compared to visiting a health professional such as a GP.   

Cultural factors e.g. the importance of hospitality and family reputation were 

perceived to impact T2DM risk factors. This reflects previous research by Sidhu et al. 

(2016) who found that Sikhs were expected to conform to established cultural values 

alongside being hospitable towards guests as this was related to Seva: the provision of 

selfless service. Offerings of food were seen to be a symbolic gesture of family status 

(Sidhu et al. 2016). This finding is also consistent with research conducted by Grace et al. 

(2018) who found that in Sikh families, hospitality and the provision of ‘rich foods’ such as 

fried snacks was linked to high social status.   

Research shows the younger Sikh generation is highly influenced by older members 

of the family, with cultural norms being passed down through generations (Singh 2010). 

This is likely to be due to cultural transmission, especially of food habits, as it brings 

cohesion to the identity of groups (Quintero-Angel,  

Mendoza, and Quintero-Angel 2019). Food constitutes an important element among 

Punjabi Sikhs as sharing allows them to strengthen the ties that generate social cohesion. 

This may explain the emphasis of hospitality and ‘rich’ foods over health preservation in 

Punjabi Sikhs.   

Additionally, gender norms were seen to impact T2DM risk factors, as gender 

expectations prevented women from partaking in PA. Although Sikhism promotes equality 

of genders (Singh 2010), it is possible that Sikhs who have migrated to Westernized 

societies aim to keep gender norms consistent to stay in line with their cultural identity 
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(Narayan 1995). This may explain why parents discouraged females from engaging in PA. 

Although specific research with Sikhs in the UK has not been conducted, research with SA 

women supports this: Lawton et al. (2008) found that the culturally desirable focus of a 

woman was perceived to be solely on the family, and activities such as exercising can be 

viewed as selfish. Collectivist cultures highly regard the views on in-group members, and 

from a young age Sikhs are socialised into Indian collectivist cultural values of duty, co-

operation and obedience (Triandis, Chen, and Chan 1998).  Women may therefore be 

discouraged from taking part in PA due to concerns regarding stigma from fellow 

community members.  

Furthermore, a form of PA that is culturally relevant to Punjabi Sikhs is bhangra 

dancing. Bhangra dancing is a folk dance originated in Punjab. It is typically representative 

of Sikh Punjabi cultural identity (Leante 2012). The present research found bhangra 

dancing was encouraged by the older Sikh generation as a form of exercise, despite the 

gender expectations of women (Lawton et al. 2008). This bridging of the intergenerational 

gap was likely to be due to the cultural significance of bhangra to Punjabi Sikhs (Leante 

2012). Thus, our findings imply that forms of PA that are also an expression of culture 

and/or tradition might be more acceptable to older Sikh generations compared to PA that 

might be viewed purely as physical exercise (e.g. going to the gym).  

The present study also found that participants perceived the Internet as a suitable 

tool for seeking T2DM information compared to visiting a GP due to the complicated 

terminology used by professionals, and the lack of cultural awareness specific to Sikhs. It 

is commonly assumed that ethnic matching of young clients and health professionals is 

beneficial for positive health outcomes due to a shared cultural understanding (Jerrel 1998). 

The present study however challenges this, as several participants expressed a preference 
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towards visiting health professionals of a different ethnicity to their own due to experiences 

of Sikh health professionals being dismissive.   

  

4.1. Strengths and limitations  

  

Our study is the first in the UK focusing on the young Sikh Punjabi community.  

Previous research has included an older Sikh sample (Sidhu et al. 2016), or South Asians as 

heterogeneous group (Lawton et al. 2008), however the present study addresses a gap in 

the literature by including the young Sikh Punjabi generation and exploring their T2DM 

related knowledge and awareness. Furthermore, due to the majority of the UK Sikh 

population identifying as Punjabi Sikh (Chanda and Ghosh 2012), the sample is 

representative of the young Sikh population in the UK (Chanda and Ghosh 2012).  

Purposive and snowball sampling resulted in thirteen participants, which is 

sufficient for thematic analysis (Braun and Clarke 2006). Snowball sampling allowed 

access to this ‘hard-to-reach’ population. Although purposive and snowball sampling 

increase accessibility in so called ‘hard-to-reach’ populations, it is important to note that 

these sampling techniques also introduce a degree of selection bias (Tongco 2007). For 

example, participants agreeing to take part may be interested in health and diabetes, and 

may recommend people they know are also interested in these topics, decreasing the 

generalisability of the findings.  

Furthermore, one participant acted as a key informant (Sadler et al. 2010). 

Allocating a key informant (Hardeep) allowed a key participant to be involved with the 

study and ensure that the ‘final presentation of the data reflected the experience accurately’ 

(Lincoln and Guba 1985). The role of a key informant is to be representative of the views 

of the group and be able to provide insight into the views of the community (McKenna and 
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Main 2013). Hardeep met the criteria of key informants suggested by Tremblay (1957), as 

he was a significant member of the Sikh community through volunteering at the Sikh 

temple, had knowledge relevant to the study and was willing to share this, and 

communicated this effectively. Furthermore, the present study had eleven female and two 

male participants. Although the male participants provided valuable insight, the results 

could be skewed towards being representative of female Punjabi Sikhs, limiting 

generalisation.   

  

4.2. Implications for policy/practice  

  

(1) Our findings suggest that participants lacked knowledge regarding the contribution 

of PA to T2DM development. Although research exploring young people’s 

knowledge about T2DM is limited in the UK, these findings have been replicated in 

the United Arab Emirates. It was found just over half of the students in this study 

could link obesity and physical inactivity as risk factors for developing T2DM 

(Khan et al. 2012). Furthermore, young Punjabi Sikhs are perceived as well 

educated (Thandi 2018), therefore would be expected to have better T2DM 

knowledge than reported. These results hold implications for health professionals, 

as an emphasis should be placed on PA as a modifiable risk factor for T2DM when 

communicating T2DM information.   

(2) Healthcare professionals can work towards incorporating culturally appropriate 

alternatives for PA such as bhangra dancing into preventative services, or make 

recommendations on home-based PA to ensure it does not clash with gender 

expectations. This can help inform culturally appropriate interventions by 

professionals to pre-diabetic and diabetic patients.  
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(3) Young Sikhs expressed that language used by GP’s was ‘complicated’. Given the 

education level of participants, these findings are surprising. These hold 

implications for practice, as health professionals should be mindful and use lay 

terms when communicating with young Sikhs to assure understanding of health 

information.   

(4) Food practices are passed through generations to preserve the identity of Punjabi 

Sikhs (Singh 2012). This has implications for healthcare professionals as the 

concept of portion control could be introduced to preventative services rather than 

replacement of foods due to food being linked to cultural identity.   

  

4.3. Future research  

  

As the present study consisted of a predominantly female sample, future research should be 

conducted with young male Sikhs to explore whether views are consistent across genders 

due to Sikh males being underrepresented in this study. Furthermore, findings suggest that 

although ethnic matching is suggested by Jerrel (1998), young Sikhs may prefer not to be 

ethnically matched to a Sikh health professional. Further research is required with Sikhs to 

explore this finding in detail alongside research with Sikh healthcare professionals to 

explore this dynamic. This can work towards ensuring positive changes are made to further 

support the young Sikh community.  

  

4.4. Conclusions  

  

The present study aimed to explore the knowledge and awareness of T2DM and related 

modifiable risk factors within young Punjabi Sikhs. The study also explored their attitudes 
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towards health-seeking behaviours. Although all participants were educated to degree 

level, awareness of PA being a risk factor for T2DM was lacking.   

Furthermore, it was apparent that cultural and gender norms were passed down 

through generations. PA was discouraged for females (gender norm), and hospitality and 

diet were important in representing family reputation (cultural norm). Little emphasis was 

placed on PA in comparison to diet. Furthermore, Young Sikhs also showed a preference 

towards using the Internet for T2DM information seeking as opposed to visiting a GP, as 

language used by the GP was perceived as complicated. These results suggest that although 

young Sikhs are seen as well educated, knowledge regarding T2DM risk factors is lacking. 

External factors such as cultural and gender norms preserve the collectivist nature of Sikhs. 

Further understanding of cultural and gender expectations of the young Sikh community is 

required by health professionals to enable culturally specific recommendations to be made, 

for example incorporating bhangra dancing, a culturally appropriate form of PA into PA 

recommendations. Finally, GP’s are advised to use lay terms when communicating health 

information with Sikhs to increase use of preventative healthcare services in young  

Sikhs.  
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