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Abstract 

The emerging epidemic of cardiovascular disease is threatening the health and well-being 

of various communities around the world. The risk of cardiovascular disease is amplified for the 

Punjabi Sikh population of Canada originating from Punjab, India. According to Statistics 

Canada’s National Household Survey, the Punjabi Sikh community represents approximately 115 

000 or 9.3 percent of the total population within the Region of Peel, making it the second largest 

Punjabi Sikh community in Canada. Therefore, there is an urgent need to understand factors that 

contribute to the decline in cardiovascular health of this growing sub-population. The research 

focuses on Punjabi Sikhs who are 55 years of age or older, immigrated to Canada, live in the 

Region of Peel and have been diagnosed with cardiovascular disease. This age group was selected 

given that cardiovascular disease diagnosis occurs earlier for Sikhs compared to their ethnic 

European comparator groups. The Punjabi Sikh population also encompasses an important aging 

ethnic population in Canada. Health geography plays a vital role in connecting how factors 

associated with where Punjabi Sikhs live are linked to an increased risk of cardiovascular disease. 

Through a population health approach, semi-structured interviews were conducted using grounded 

theory with participants (n = 30) in the study. Analysis of the interviews suggests that factors such 

as genetics, lifestyle, the built environment and influences of differing cultures all create the 

“perfect storm” for cardiovascular disease within the study population. Understanding 

cardiovascular disease risk through research provides insight into how to address health needs of 

an increasingly multi-ethnic population in Canada.  

 

Keywords: cardiovascular disease, health geography, gerontology, Punjabi Sikh, immigrant 

health, built environment, population health, Canada.  
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Chapter 1: Introduction 

 Cardiovascular disease (CVD) is the number one cause of death globally (Mathers 

et al., 2008). This illness, most commonly known as heart disease, is a disease pertaining 

to the heart and arteries (Rankin & Bhopal, 2001). Specifically, heart disease pertains to 

all conditions concerning the heart and circulatory systems, with a main focus on coronary 

heart disease (CHD), (e.g., heart attack/angina or stroke) (Lueng & Stanner, 2011). With 

more and more urbanized sedentary lifestyles on the rise globally, projections of 

cardiovascular disease are set to increase on a world scale, an emerging epidemic of the 

21st century (Lopez et al., 2006; Rambihar et al., 2010). However, predisposition to 

cardiovascular disease varies within different populations, with one of the predisposing 

factors being ethnicity (Forouhi & Sattar, 2006).  

 

 South Asians have a three to five times greater chance of developing CVD than 

their European origin counterparts or other immigrant ethnic groups (Gladas & Kang, 

2010). Risk factors for the development of cardiovascular disease can be divided into those 

which are non-modifiable (e.g., age) and those which are modifiable (e.g., lifestyle) (Bedi 

et al., 2008). South Asians have a higher prevalence of established cardiovascular disease 

than European and Chinese populations, for any given degree of atherosclerosis, and an 

excess of cardiovascular events compared to the other groups (Anand et al., 2000). In their 

study, Anand et al. (2000) found that ethnicity or some unmeasured factors linked to 

ethnicity might mediate the effect of atherosclerosis for the risk of cardiovascular disease. 
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Therefore, it is important to collect ethnic-specific data and develop tailored strategies for 

the prevention of cardiovascular disease. 

 

The South Asian population has a higher prevalence of cardiovascular disease and 

a higher prevalence at younger ages when compared to other population groups (Bhopal, 

2000). The South Asian population accounts for nearly 25 percent of the global population, 

therefore, it is crucial to understand why this higher prevalence of heart disease occurs in 

such a large population (Saxena et al., 2013). However, the South Asian population is not 

homogenous; a distinction between the general South Asian population (which includes 

the countries of India, Pakistan, Sri Lanka, Nepal and Bangladesh) (Gama et al., 2002; 

Gupta et al., 2006) and specifically the Punjabi Sikh population is made to focus on CVD 

within a specific population rather than general trends within populations in a cluster of 

countries (Fourier & Sattar, 2006). For these reasons, the focus of my Master’s thesis is on 

the prevalence of cardiovascular disease within the Punjabi Sikh immigrant population, a 

subset of a larger South Asian population. Health geography plays a vital role in connecting 

where people live and their health status, especially with the emerging health challenge of 

cardiovascular disease affecting a major ethnic group in Canada.  

 

With a higher prevalence of CVD diagnosis compared to their European 

counterparts, Punjabi Sikh immigrants provide an important population to analyze 

cardiovascular disease as a threat to the health and well-being of a growing ethnic group in 

several countries globally (Galdas et al., 2011). While common risk factors for 

cardiovascular disease are pertinent to this population, a focus entirely on these factors 
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does not provide a “complete picture” for an explanation for the higher prevalence of CVD 

in Punjabi Sikhs (Bainey & Jugdutt, 2009). Therefore, there is a need to understand and 

investigate other factors which might influence the higher prevalence of CVD for this 

population. In this project, the higher prevalence of CVD in the Punjabi Sikh population is 

analyzed through understanding the links among the following factors: risk factors for 

CVD, health effects due to the immigration process and implications on health related to 

the surrounding built environment.  

 

This research project focuses on these three different areas of research to gain a 

comprehensive understanding of heart disease prevalence in a growing ethnic population 

in the Regional Municipality of Peel, one region of the Greater Toronto Area (GTA). This 

chapter is organized in the following way: first Canada’s demographic transition is 

explained, second the study’s target population of Punjabi Sikhs is described, third the 

three key categories of focus in this study are introduced, and fourth the organization of 

this thesis is outlined; this section is followed by a summary of the chapter.     

 

1.1 Canada’s changing demographics 

Canada’s population is in the midst of a demographic transition. This is largely due 

to an increasingly aging population alongside changes in the ethnic makeup of the 

population (Bourne & Rose, 2001; Moore & Rosenberg, 2001; McDaniel, 2003). With 

increases in life expectancy, standard of living, and medical advancements, people are 

living longer in all developed countries (e.g., Canada, the United States and the United 

Kingdom) (Kinsella & Phillips, 2005; Lutz et al., 2008; Christensen et al., 2009). Canada’s 
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population is aging, the median age in Canada for both genders increased from 37.2 years 

of age in 2001 to 38.9 years of age in 2006 to 40.0 years of age in 2011, this trend continues 

to rise beyond 2011 (Statistics Canada, 2013). The percentage of seniors who were 65 years 

of age and over in Canada’s national population increased 14.1% between 2006 and 2011, 

to nearly 5 million people (Statistics Canada, 2011).  

 

With cardiovascular disease the number one cause of death globally, coupled with 

an older population and higher prevalence of the disease in the South Asian population, 

and in this study, specifically in the Punjabi Sikh population; there is a need to understand 

what factors lead to this disease diagnosis and how to minimize these risks.  South Asians 

were the second largest ethnic minority in Canada in 2001 and future projections have 

determined that by 2017 South Asians will be the largest ethnic minority within Canada 

(Gupta et al., 2006). Therefore, it is important to understand how to address the health 

needs of this growing population in Canada, through a focus on one of many subsets 

clustered in this population.  

 

1.2 Punjabi Sikhs as a target population for study 

While cardiovascular disease risks are substantially higher for those of South Asian 

descent (Turin et al., 2013); this study focuses on heart disease risk specifically pertaining 

to Punjabi Sikhs. As a subset of the South Asian population, general trends depicted in the 

South Asian population are also described when information is not available specifically 

for the Punjabi Sikh subgroup. There is existence of marked genetic variability among 

South Asians communities; with differences in cultures, languages, castes, physical 
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appearance, and diet, the South Asian community is not homogenous (Saexna et al., 2013). 

Punjabi Sikhs are at significantly higher risk of mortality from myocardial infarction 

compared with those of European descent (Gladas & Kang, 2010). Individuals of Punjabi 

Sikh ethnic origin, those originating from the northern state of Punjab in India and who 

practice Sikhism, experience CVD at a significantly younger age on average and have a 

higher morbidity rate compared with persons of European origin (Gladas & Kang, 2010).  

 

1.3 Conceptual framework 

The conceptual framework of this research project is to combine the determinants 

of CVD risk factors, health effects due to the immigration process and health effects related 

to living in the Regional Municipality of Peel to understand why there is a higher 

prevalence of cardiovascular disease in the Punjabi Sikh population in this municipality. 

The CVD risk factors, health effects due to immigration and health effects due to living in 

Peel were identified because of the need to understand this health problem through an 

encompassing framework such as a population health approach. By asking participants 

which factors they feel led to their CVD diagnosis, this research approaches different 

determinants of CVD through the perspectives of those who have experienced a CVD 

diagnosis.  

 

Conceptually, immigration and health also come together in the debate over the 

“healthy immigrant effect” (Newbold & Danforth, 2003). The healthy immigrant effect 

(HIE) refers to the converging of health levels of immigrants, which at the time of 

immigration had a “healthy advantage”, to those of the Canadian-born population over time 
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(McDonald & Kennedy, 2004; Newbold, 2005). Using the healthy immigrant effect as a 

lens, CVD risk factors, immigration, and the built environment, provide an over-arching 

framework for what follows.   

 

This project specifically focuses on immigrants of Punjabi Sikh ethnic origin as the 

target population. Punjabi Sikhs originate from the state of Punjab (Galdas et al., 2011). 

There is a drastic difference in regards to sedentary lifestyles many Punjabi Sikhs, 

alongside other South Asian populations, experience in western countries compared to 

India and surrounding South Asian countries (Daniel et al., 2013). At the time of 

immigration to Canada in the post-war period, Punjab was primarily rooted in the 

traditional and largely economically under-developed villages of India (Nayar & Sandhu, 

2006). While beyond the scope of this research project, expanding urbanization within 

India has also led to increasingly sedentary lifestyles and has resulted in higher levels of 

cardiovascular disease (Pais et al., 1996; Nair & Prabhakaran, 2012). However, the levels 

of CVD are not as prevalent as those for South Asian immigrants in western countries 

(Forouhi & Sattar, 2006).  

 

Within a Canadian context, the highest concentrations of Punjabi Sikhs are in the 

provinces of British Columbia and Ontario (Statistics Canada, 2011). While both of these 

provinces encompass growing numbers of Punjabi Sikhs, the immigration history of Sikhs 

to these provinces is quite different (Weber, 1996; Nayar, 2004; Smythe & Toohey, 2009). 

Specifically immigration of Sikhs to British Columbia dates back to the turn of the 20th 

century; the influx of immigrants largely comprised of male Sikhs in search of economic 
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prospects and employment in the province’s logging and paper mill industries and railroad 

construction (Galdas et al., 2011). Immigration of Sikhs to Canada increased after changes 

in Canada’s immigration policies, specifically with the passing of the Immigration Act of 

1967 (Esses & Garderner, 1996). According to Statistics Canada’s National Household 

Survey, currently the Punjabi Sikh population account for 115 000 residents or 9.3 percent 

of the population in Peel Region (Statistics Canada, 2011). This is the second highest 

concentration of Punjabi Sikhs in Canada; the first is located in Surrey, British Columbia 

(Statistics Canada, 2011). Therefore, with personal connections to the Punjabi Sikh 

community in the municipality and familiarity with the built environment, coinciding with 

a large and growing concentration of Punjabi Sikhs in Canada, Peel Region was selected 

as the research site for this project.  

 

1.4 Research questions and goals of this research  

The following are the four main research questions of this Master’s thesis:   

1. How do risk factors for CVD, effects due to the immigration process and effects on 

health related to the built environment contribute to an increase of CVD prevalence 

in the Punjabi Sikh population in the Region of Peel?  

2. What changes did participants implement in their lifestyle between pre- and post-

CVD diagnosis?  

3. How does research on the Punjabi Sikh population in the Region of Peel contribute 

to the debate on the healthy immigrant effect? 

4. What would participants like to see or recommend on the community-level to 

decrease prevalence of CVD in the Punjabi Sikh population?  
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Through understanding the answers to the questions above, it is the overall goal of this 

project to understand the inter- and intra-relationships among various factors which 

contribute to the higher CVD prevalence in the Punjabi Sikh population. A second goal of 

this project is to provide a starting point for developing an encompassing, culturally-

tailored community intervention in the Punjabi Sikh community in Peel as part of my 

proposed Ph.D. research.  

 

1.4.1 Connecting health and geography in this study  

While the focus of this project is on the Punjabi Sikh population, this project 

provides insight into cardiovascular disease experiences and impacts of the immigration 

process and the built environment, potentially benefiting other populations and the 

Canadian population as a whole. Migration patterns and the geography of where people 

move to and the surrounding environment are important factors to consider for health and 

health status. In particular, this project focuses on moving from mainly the state of Punjab 

to primarily the Region of Peel. Especially with an increasingly urbanized setting on a 

global scale (Moore et al., 2003), it is of crucial importance to understand the effects on 

health due to the transition between rural to urban living on different populations as well 

as understanding the effects on health due to the immigration process. Added to this rural 

to urban transition, the geography of where people live and specifically their interactions 

within their built environment (within the Region of Peel) are also explored largely on a 

neighborhood scale in this study. Therefore, my thesis analyzes different geographic 

processes to understand the prevalence of cardiovascular disease in the Punjabi Sikh 

population through the scope of health geography. 
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1.5 Organization of thesis 

This thesis is organized into five chapters, the chapters include the following: first 

the introduction chapter introduced my research project and goals of the project, followed 

by the literature review, which provides background information to the research area and 

research study in chapter two. The third chapter is the methods chapter, which describes 

the methods used in my Master’s research. Chapter four describes the results and a 

discussion of the results based on the following themes: cardiovascular disease risks, health 

effects due to immigration, and health effects related to the built environment. The final 

chapter is a discussion of the main conclusions and addresses limitations of the project and 

areas of further research. This chapter is followed by the bibliography and appendices 

which includes all research material pertaining to this thesis.   

 

1.6 Summary 

The Punjabi Sikh population and the larger South Asian population are growing 

populations in Canada. Coupled with a higher prevalence of CVD alongside an 

increasingly aging population, it is of high importance to understand factors which 

contribute to a CVD diagnosis. It is also important to understand health challenges 

affecting the Punjabi Sikh population as well as an increasingly growing global health 

concern in the 21st century, cardiovascular disease. This project also provides insight into 

the lived experience of the Punjabi Sikh population, taking into consideration not just CVD 

risk factors but also how immigration and the development of the built environment have 

played and currently play a role in the diagnoses of heart disease. Lastly, this project 
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provides a starting point to continue research on the Punjabi Sikh population and contribute 

to research in the area of understanding the links between ethnicity and health.  
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Figure 1.1.: Map of the Greater Toronto Area (GTA), the Regional Municipality of Peel 

is outlined in black (Immigration Peel, 2013).   
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Chapter 2: Literature Review 

Chapter two discusses the literature pertaining to the three main areas of focus in 

this project, cardiovascular disease risk factors, health effects due to the immigration 

process and health effects related to the built environment. These sections are followed by 

gaps indentified in the literature and how these gaps connect to the research carried out in 

my Master’s project. Last, there is a summary of the main findings.  

 

2.1 Cardiovascular disease risk factors  

Cardiovascular disease pertains to the accumulation of plaque on the walls of 

arteries which decreases the flow of blood to the heart, resulting in the depletion of oxygen 

flow to a vital organ in the body (Rankin & Bhopal, 2001). When the heart does not get a 

steady supply of blood due to blocked arteries, angina (chest pain) and/or a myocardial 

infarction, commonly known as a heart attack, occurs (Rankin & Bhopal, 2001). The onset 

of cardiovascular disease is the accumulation of several factors which leads to a diagnosis 

and may alter the quality of life post-diagnosis, if the condition is not fatal (National Heart, 

Lung and Blood Institute, 2012). Blood vessels which accumulate plaque and deplete blood 

flow to the brain cause a stroke; this health condition has the possibility to impact both 

physical and neurological capabilities (National Heart, Lung and Blood Institute, 2012). 

The accumulation of plaque within the walls of arteries and blood vessels is a process 

which takes years to form, hence the need to identify risk factors and health behaviours 

which promote plaque accumulation early. Through early identification, efforts can be 

made on a proactive approach towards CVD rather than a reactive approach. 
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2.1.1 Non-modifiable CVD risk factors  

 South Asians have the highest prevalence of cardiovascular disease among all 

ethnic groups studied who reside in Canada (King et al., 2006). South Asians also showed 

an increased risk of atherosclerosis, the highest mortality rates from CVD compared to any 

other ethnic group, and the highest prevalence and worse outcomes as confirmed in a recent 

study among Canadians of different ethnic origins (Bainey & Jugdett, 2009). Several 

factors including genetics and family history have resulted in ethnicities such as those of 

South Asian descent to be considered a risk factor in of itself for cardiovascular disease 

(Bainey & Jugdutt, 2009).  

 

 Metabolic syndrome has a higher prevalence within the South Asian community, 

which includes the Sikh Punjabi population in the United Kingdom (Zaman & Bhopal, 

2013). There are five factors related to metabolic syndrome, these factors include the 

following: higher prevalence of diabetes mellitus type 2, insulin resistance, the distribution 

of adipose tissue concentrated on the abdomen (leading to abdominal obesity), 

hypertension, and dyslipidemia (Eckel et al., 2005; Forouhi & Sattar, 2006; Zaman & 

Bhopal, 2013). The development of metabolic syndrome and cardiovascular disease in the 

South Asian population can be linked to: urbanization and economic growth; inconsistent 

meal times; and the westernization of diets (Eapen et al., 2009). South Asian men also have 

higher body mass index and waist-hip-ratios when compared to European men; this ratio 

can be used as an indicator of obesity, hypertension and cardiovascular disease (Tillin et 

al., 2008).  
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2.1.2 Modifiable CVD risk factors  

           In terms of knowledge of what cardiovascular disease is and signs and symptoms of 

the disease in the Punjabi Sikh community, King et al. (2006), found that there was no 

widespread mechanism for information for community members on how to modify their 

diets and little access to information on heart-healthy diets which were culturally-tailored. 

Also in this study, over 35 percent of those surveyed did not understand what heart disease 

meant. This partial awareness of heart disease was also indicated in a study conducted by 

Bedi et al. (2008), which found that there was limited knowledge of heart disease in this 

community and many did not recognize the source of the chest pain and the urgency of the 

matter.  

 

          There are several risk factors for cardiovascular disease which affect different 

populations: smoking, physical inactivity, unhealthy diet, obesity, hypertension, types of 

cholesterol levels present, diabetes, genetic pre-disposition, high alcohol consumption, and 

stress (Tanuseputro et al., 2003; Nair & Prabhakaran, 2012). Lifestyle factors including 

lack of physical activity, hypertension and smoking tobacco are major risk factors for 

CVD; however, South Asians are less likely to smoke and usually have lower ambulatory 

blood pressures (Bainey et al., 2011).  

 

           In a survey conducted in Illinois, Daniel et al. (2013) found that physical activity 

levels among South Asians were lower compared to their Caucasian counterparts. A 

Canadian study on physical activity conducted by Tremblay et al. (2006) concluded that 

moderate physical activity levels among South Asians (34%) were lower when compared 
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to their Caucasian counterparts (49%). In another Canadian study conducted by Oliffe et 

al. (2009) age-related musculoskeletal impairment and Canada’s colder climate were main 

restrictors of men’s physical activity. Other barriers to exercising included: little/no time, 

commitments to others, language barriers and lack of access to culturally tailored facilities 

(Oliffe et al., 2009).  

 

         Older people may not see the benefits of physical activity for themselves and/or may 

be unaware of opportunities for keeping active (Horne & Teiry, 2012). Family members 

also played an important role in facilitating a healthy lifestyle; this includes providing 

transportation and translation services when accessing services such as health care. It is 

also believed by many that becoming less active is a normal part of aging, and therefore 

some people reported vigorous exercise as unnecessary as they get older (Horne & Teiry, 

2012). Walking outdoors was a preferred form of physical activity, as it was an accessible 

and feasible form of exercise and walking with company was considered as a way to 

strengthen social bonds, especially within the community (Horne & Teiry, 2012). There is 

a need to increase physical activity rates in this population, as physical activity (and 

controlling obesity levels) may be the most important measure for the prevention of 

cardiovascular disease in South Asians (McKeigue et al., 1991).  

 

 Alongside lower levels of physical activity, an unhealthy diet, with large 

proportions of saturated and trans-fats and low levels of fruits and vegetables, (popular 

within South Asian diets) is a risk factor for the development of CVD (Bhupathiraju & 

Tucker, 2011). Diet, a modifiable risk, contributes to the CVD burden in South Asians, and 
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there is a need for health promotion and nutrition education services in this group 

(Bhupathiraju & Tucker, 2011; Chapman et al., 2011). There is a cultural connection to 

specific foods which cannot easily be adapted to create dietary restrictions necessary to 

limit the risk of CVD (Ristovski-Slijepcevic et al., 2008). For example, a Punjabi diet 

consists of relatively large proportions of melted butter (Ghee), high sugar-intake (e.g., 

Indian sweets), fried foods (e.g., Pakoras) and carbohydrates (e.g., Naan) (Pais et al., 1996; 

Bedi et al., 2008).  

 

 Religion also played an important role in influencing health behaviours. Within the 

Sikh religion (Sikhism), alcohol, smoking and consumption of meat are prohibited (Labun 

& Emblen, 2007; Bedi et al., 2008). The degree of devotion to Sikhism and Sikh faith 

practices may impact health behaviours and different risks for cardiovascular disease (Bedi 

et al., 2008). The interrelationship of health, illness and spirituality for Punjabi Sikhs living 

in Canada was very important to their overall health status (Labun & Emblem, 2007). This 

included becoming vegetarian, as well as many participants acknowledging that the 

“family environment” in which a person lives in, contributed to their health status (Labun 

& Emblen, 2007). Therefore, the South Asian population represents an extremely 

heterogeneous group of people, with wide variations in the consumption of alcohol, use of 

tobacco and meat products, as well as differing cultural approaches to health, diet and 

exercise.   

 

  Cholesterol levels, specifically higher low-density lipoprotein (LDL) levels and 

lower high-density lipoprotein (HDL) levels have been linked to increased rates of 
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cardiovascular disease (Gama & Anderson, 2002; Deedwania et al., 2007). The “trio” of 

increased rates of hypertension (high blood pressure), diabetes and hypercholesterolemia, 

which frequently exists within the South Asian population, amplifies the risk of CVD 

(Rajeshwari et al., 2005).  In the Study of Health Assessment and Risk in Ethnic Groups 

(SHARE) conducted in the cities of Hamilton, Toronto and Edmonton, South Asians had 

the highest levels of total cholesterol, LDL cholesterol and triglycerides when compared to 

other major ethnicities in Canada, predominately Black, Chinese and Caucasian 

populations in Canada (Anand et al., 2000).  

 

 The onset of diabetes mellitus type 2 is highest among the South Asian population 

and is considered to be a predisposing risk factor for the development of premature CVD 

within Asian Indian immigrants (Diwan & Jonnalagadda, 2007).  Based on the results of a 

national health survey in the United States, people from India had higher rates of diabetes 

compared to their European counterparts, even with lower levels of obesity compared to 

the latter population (Ye et al., 2009). Insulin resistance, a plausible explanation for the 

rate of diabetes, is a prominent health condition in the South Asian population (Misra et 

al., 2009). While Punjabi Sikhs develop diabetes mellitus type 2 at an earlier age compared 

to their European counterparts, many factors play a role in the diagnosis (e.g., food and 

physical inactivity) (Forouhi & Sattar, 2006). The high rate of type 2 diabetes among South 

Asians may also be due to the distribution of fat on the body, specifically central body fat 

deposition (Lueng & Stanner, 2011). 
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 In a study conducted by Darr et al. (2008), stress and lifestyle factors were 

described as CVD causative factors by South Asian (defined in this study as Pakistani-

Muslims, Indian-Hindus & Indian-Sikhs) patients who suffered coronary heart disease in 

the United Kingdom as a cause of illness, when compared to their European origin 

counterparts. In a study conducted by Mather et al. (2007), older Sikh immigrant women 

in Calgary, Alberta, acknowledged stress (specifically family stress) as a main cause of 

CVD.  High alcohol consumption and high levels of stress over a long-term basis also result 

in higher rates of CVD amongst the Punjabi Sikh population (Galdas & Kang, 2010).  

 

2.2  Health effects related to the immigration process  

 Migration has led to rapid demographic changes across the globe and as a result, 

the world’s population is likely to become increasingly integrated in the new millennium 

(Dassanayake et al., 2010). Many immigrants are moving from Asia, Africa, Central and 

South America and Middle East countries to the United States, Australia, United Kingdom 

and Canada (Dassanayake et al., 2010). With differences in lifestyle in their new homeland 

including: increased modernization, urbanization, more sedentary and stressful lifestyles, 

these changes may act to increase risk factors for CVD (Eapen et al., 2009; Turin et al., 

2013). Immigrant health relates to both genetic and environmental factors; however, the 

relative contribution of each is unclear (Dassanayake et al., 2010).  

 

          While immigration particularly to Canada is not a new phenomenon, immigration 

from non-European countries largely took place in the latter half of the 20th century; 

concurrent with changes in national immigration policies beginning in the 1950s and 
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implementation of multicultural immigration policies in the 1960s and 1970s (Esses & 

Gardener, 1996; Smythe & Toohey, 2009). In 1962, Canada’s immigration policy was 

based on the point system, which included education, training and skills (King et al., 2006). 

The Immigration Act of 1967 no longer restricted immigrants from primarily European 

countries and many people from different countries began to immigrate to Canada (Esses 

& Garderner, 1996). This immigration policy included family reunification admittance in 

addition to the point system (Aggarwal & Gupta, 2012).  The first official multiculturalism 

policy was entitled “Multiculturalism within a Bilingual Framework” in 1971 (Esses & 

Garderner, 1996). With these changes in immigration policy, there was an influx of mostly 

young males from Punjab to Canada in the early 1970s (Chadney, 1980; Nayar, 2004). 

  

 One of the impacts of immigrating on the point system is underemployment, 

whereby many immigrants gain employment below their qualifications and/or outside of 

their area of expertise. In a study completed by Dean & Wilson (2009), many immigrants 

within the city of Mississauga felt that their employment did not reflect their educational 

background credentials and as a result felt underemployed. Many parents in a Canadian 

study conducted by Smythe & Toohey (2009) worked jobs which under-utilized these 

participants’ previous education and experiences (e.g., janitors, taxi drivers, restaurant 

workers etc.). In a study conducted by Grewal et al. (2005), South Asian women held the 

dual role of homemaker and paid worker, with more often than not experiencing long hours 

and low rates of pay.  
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            Many South Asians adopt sedentary lifestyle following immigration to western 

countries. There are a number of factors that may influence the health behaviours of South 

Asians including: acculturative changes (e.g., in values, customs etc.), racial 

discrimination, limited sense of community due to differences in languages, cultural 

practices, religious observances and limited availability of family for social support (Daniel 

et al., 2013). Many immigrants who came to Canada may not necessarily understand the 

official languages, this creates several difficulties for the immigrant, especially when 

coupled with illiteracy, as navigating within the new environment may be difficult and 

coupled with information written in another language which cannot be comprehended 

(Choudhry, 1998). Unfamiliarity with official languages impacts the level of access to 

health services the immigrants receive. Since there is a need for culturally-sensitive health 

care services, this limits availability and accessibility to services (Jones et al., 2011).  

 

People experience challenges largely due to their age, lack of social networks, 

unfamiliarity with cultural norms, language barriers, and dependence on their children who 

themselves are struggling to settle down (Grewal et al., 2005; Nayar & Sandhu, 2006; 

Smythe & Toohey, 2009; Dassanayake et al., 2010). In a study conducted by Aggarwal & 

Gupta (2013), Punjabi families rarely if at all utilize childcare centers; many Punjabi 

mothers first raise their own children, help them settle in new countries, and then take care 

of their grandchildren. Before coming to Canada, these women lived very differently in 

mainly rural areas and where for social/economic reasons, and spent their time in and 

around the house, doing household tasks, taking care of children and socializing with 

neighbours (Aggarwal & Gupta, 2013). The process of immigrating presents several effects 
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on health, both positive and negative, which are largely dependent on the experiences of 

immigrating (Diwan & Jonnalagadda, 2002). 

 

 The type of immigration sought also affects health (Lear et al., 2009). Many Punjabi 

Sikhs who immigrate through family sponsorship face difficulties of changing power 

dynamics within the family household and adapting to an unfamiliar environment (Oliffe 

et al., 2010).  As head of the household within their family structure in India, many male 

Punjabi Sikhs are no longer seen as the main patriarchal figure and instead take a more 

peripheral role within the family structure (Oliffe et al., 2010). Older immigrants are no 

long self-supporting and rely on son(s)/daughter(s)/other children for support until they are 

eligible for public pensions (Nayar & Sandhu, 2006).  The generation gap between older 

Punjab Sikh immigrants and their children and/or grandchildren may pose several effects 

on health (King et al., 2006). For example, changes in ways of life, gender roles and 

especially females working both in the home and maintaining employment outside of the 

house all may affect stress levels, amongst other risk factors for CVD (Mather et al., 2007).  

 

          There are also cultural differences many Punjabis feel between generations and 

different intergenerational communication patterns found among immigrant families 

(Nayar & Sandhu, 2006; Bedi et al., 2008). Many people in the older generation come to 

Canada to reunite with their children and make their children’s and grandchildren’s lives 

easier (e.g., provide child care for grandchildren) (Aggarwal & Gupta, 2013).  These older 

immigrants also face increased challenges with changes within the social and physical 

environments in the country of immigration compared to their way of life in Punjab (Galdas 
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et al., 2012). In a study conducted by King et al. (2006), women felt more over-exhausted 

and stressed with their lifestyle in Canada when compared to their lifestyle in India due to 

the multiple roles fulfilled by females in the family. These women also reported factors 

such as isolation, lack of independence and change in social status (King et al., 2006). Thus 

gender does have an impact on health and prevalence of diseases due to emigrating from 

primarily India to western countries (Grewal et al., 2005).  

 

Although discussing problems experienced in the collective is acceptable in the 

Punjabi community, many Punjabi immigrants are hesitant to open up and talk about their 

personal problems due to the deep-seated cultural norm of “saving face” (Nayar & Sandhu, 

2006). Immigrating to Canada resulted in many older Punjabi Sikhs feeling isolated due to 

the change in climate, specifically long winters and the presence of snow in Calgary, 

Alberta (Mather et al., 2007). With little knowledge of official languages and many 

illiterate, older Punjabi females especially felt the loss of close connections with 

surrounding neighbours when they moved to suburban locations within Calgary (Mather 

et al., 2007).  According to Diwan & Jonnalagadda (2002), individuals who feel more 

isolated with limited social support systems are more likely to have poorer diets and lower 

levels of health-promoting behaviours. All of these factors may lead to increased stress 

among older Punjabi Sikhs and contribute to feelings of isolation within an unfamiliar 

environment (King et al., 2006). Nayer & Sandhu (2006) found that many families who 

immigrate try to find a balance between differing values and cultures as they raise their 

children in a country which is different from the country they grew up in and the country 

to which their parents were very well adapted to.   
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2.2.1 The healthy immigrant effect  

  When immigrants initially arrive in Canada their health status levels are higher (a 

“healthy advantage”) when compared to the Canadian-born population (Newbold, 2006). 

This advantage is likely due to the selection process of immigrants to Canada, which 

includes a health screening check resulting in healthier individuals immigrating (Gee et al., 

2004; Newbold, 2005). However, over time this initial healthier status converges to the 

health levels of the Canadian-born population, resulting in the “healthy immigrant effect” 

(Newbold, 2006). There are many plausible explanations for this decline in health status, 

these factors include acculturation to the lifestyles and behaviours of the host country as 

well as a decline in health associated with increasing age (Newbold & Danforth, 2003; 

Newbold, 2006). The healthy immigrant effect may be linked to changes in social norms 

upon immigration to Canada and/or due to higher rates of health care service utilization in 

the country of immigration (McDonald & Kennedy, 2004). While beyond the scope of this 

project, the level of access to and utilization of health services of immigrant populations in 

Canada depends on cultural and social practices in accordance to a study conducted by 

Kobayashi & Prus (2012).  

 

In a study specifically focused on chronic conditions, Newbold (2006) concluded 

that immigrants in Canada for 30 years and/or more had the same prevalence of chronic 

conditions as that of the Canadian-born population. Findings in a study conducted by Gee 

et al. (2004) conclude that the healthy immigrant effect was stronger in immigrants from 

non-European countries to Canada (e.g., India, China etc.), which now constitutes as the 

majority of source countries of immigrants to Canada. These source countries may also 
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play a role in decline of health status in Canada, specifically as health behaviours such as 

rates of physical activity decrease upon immigration (Gushulak et al., 2007).  

 

2.3 Effects on health related to the built environment  

 The built environment encompasses the human-made features of the landscape 

(Srinivasan et al., 2003). These features include services available as well as accessibility 

to these services at different scales (e.g., neighbourhood level, municipalities etc.) (Tole, 

2008). Different urban planning strategies and built environments depend on a variety of 

issues, including the physical landscape as well as the needs of the community. The urban 

planning of the built environment has an influence on health (e.g., obesity rates) and 

therefore is an important theme to analyze for prevalence of chronic conditions such as 

cardiovascular disease (Gordon-Larsen et al., 2006; Papas et al., 2007). Specifically, the 

impact of the built environment on health needs to be understood to reduce the impacts on 

future communities and promote physical and mental health (Jackson, 2003).  

 

 The development of the built environment highly influences the accessibility of 

services and the health behaviours of persons residing within that environment (Srinivasan 

et al., 2003). In particular, there is a relationship between the built environment, health 

behaviours and chronic disease (Weyman et al., 2013). The development of low-density 

suburban development coincides with mass production of the automobile, which are 

largely car-dependent (Jackson, 2003; Tole, 2008). With an increase in car-dependent 

lifestyles, the “walk-ability” of neighbourhoods decreases (Tole, 2008). This decrease, 
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among other factors, has largely contributed to the emerging obesity epidemic within 

western countries in the 21st century (Papas et al., 2007).  

 

 Factors including urbanization, industrialization and globalization influence 

populations to adopt health behaviours such as increased alcohol and tobacco consumption, 

access to vehicles and lower levels of physical activity (Nair & Prabhakaran, 2012).  The 

development of urban environments promotes isolation and sedentary lifestyles, and has 

social, health and economic implications (Srinivasan et al., 2003). While beyond the scope 

of this research study, other health related effects linked to the built environment include 

effects due to high traffic congestion, such as respiratory illnesses, noise disturbances etc. 

(Briggs et al., 2000; Frank & Engelle, 2005).  

 

 There is not only a need to focus on the effects of a built environment, but as 

mentioned in chapter one, Canada’s population is getting older and the built environment 

should reflect the needs of this increasingly expanding population cohort. According to 

Yen et al. (2009), the effects on health of older adults might be more influenced by their 

neighbourhoods as a result of decreased mobility; however, research on a neighborhood’s 

influence on older adults’ health is limited. Evidence, however, consistently supports an 

association between more accessible neighborhood design and greater levels of walking. 

According to Li et al., (2008), with the aging pre-baby boom and early baby boom 

generations, public health officials need to address modifiable neighbourhood-level built 

environment characteristics in order to develop more liveable residential communities and 

address unhealthy behaviours.  
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        Based on Canadian studies completed in British Columbia, Calgary and Montréal, 

there are high concentrations of Punjabi Sikhs within the suburbs of cities (King et al., 

2006; Mather et al., 2007; Bedi et al., 2008). This poses challenges to the Sikh Punjabi 

community as suburbs are deemed largely car-dependent (Leyden, 2003). Consequently, 

sedentary lifestyles are more common among the South Asian population compared to their 

European counterparts (Horne & Tierney, 2012).  

 

        The concentration of Punjabi Sikhs within suburbs also increases isolation, especially 

if older Punjabi Sikhs are unable to drive and due to language barriers may not be able to 

navigate unfamiliar public transit systems (Mather et al., 2007; Bedi et al., 2008). In a 

qualitative study completed in Calgary, many older female Punjab Sikhs heavily relied on 

access across cities primarily through family members (Mather et al., 2007). Many women 

depended on family members to provide transportation to attend medical appointments 

because they were not able to drive, did not use public transportation, and/or because of 

lack of English language skills (Grewal et al., 2005). This reliance on children for 

transportation by the older generation/elders was limited largely due to employment 

schedules of their children (King et al., 2006).  

 

2.3.1 Peel as a built environment  

          Between 40 and 50 percent of all immigrants to Canada come to the Toronto region, 

and most stay in the area (Wellesley Institute, 2013). Over 70 percent of the recent 

population growth is attributable to immigration, and most of that flows from non-

European regions, notably Asia, Latin America, and Africa (Wellesley Institute, 2013).  
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The Region of Peel has a current population of 1.3 million, and is expected to grow to over 

1.6 million by 2031 (Weyman et al., 2013).  As shown in Figure 1.1, the region is 

comprised of the town of Caledon and the cities of Brampton and Mississauga.  

 

 Peel as a region had minimal development before the rise of the automobile in the 

post-WW2 era; this has led to differences in the design layout of older neighbourhoods 

compared to neighbourhoods adapted to the automobile in the region (Weyman et al., 

2013). This change in the layout of the neighbourhood from a “traditional” or “complete 

neighbourhood” has led to a transition in neighbourhoods which were once walkable and 

residents could complete daily activities without the use of a car, to the current version of 

a neighbourhood comprised of suburban subdivisions which primarily contain houses 

(Weyman et al., 2013). As shown in Figure 1.1, Peel Region is outside the city of Toronto 

and the development of this region was largely due to urban sprawl, which is linked to 

economic prosperity and the demand from a growing population for development of this 

type of settlement (Tole, 2008).  

 

 Areas categorized with urban sprawl are tied to longer commuting times and higher 

total vehicle miles travelled per person (Canadian Medical Association, 2013). The scale 

of neighbourhoods is important to consider. Due to different development and settlement 

patterns, the Region of Peel is comprised of many differences with respect to accessibility 

to services in the built environment; and the effectiveness of these services specifically for 

the Punjabi Sikh population. For example, well-established Sikh communities in Brampton 

have large numbers of stores, social and religious services, and restaurants available to 
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residents (Weber, 1996). However, in a study conducted by Aggarwal & Gupta (2013), 

Afghanistan and Sikh grandmothers expressed difficulties with the transition from their 

neighbourhoods in the villages of south Asia to urban spaces in Canada which were sparse 

and did not have adequate public transportation.  

 

 The move to the Region of Peel from primarily the state of Punjab led to a transition 

from a largely rural area to an urbanized area. Many people, particularly men, worked in 

the agricultural sector as farmers (Oliffe et al., 2009). In the Oliffe et al. (2009) study, 

research participants felt that the hard work every day, usually in the form of physical 

labour, was important to one’s well-being; and was largely utilized as a way to include 

physical activity in daily life. Upon immigration to Canada, many people were unable or 

did not want to continue work as farmers and this daily physical activity was replaced by 

a mostly sedentary lifestyle (Oliffe et al., 2009).  

 

 Chronic disease prevention efforts in Peel face significant challenges. Current 

diabetes rates are above the provincial average, which is in part due to the high population 

of immigrant residents who are of South Asian origin and are at a higher risk of developing 

the disease (Weyman et al., 2013). In addition, Peel Region has one of the lowest levels of 

walking or bicycling as a primary mode of transportation in the province (Weyman et al., 

2013). In essence, Peel is the quintessential suburban environment with its concentration 

of Punjabi Sikh in which to carry out a study of CVD risk related factors. 

 



 

29 

 

2.4 Gaps in the literature  

Many studies focus on the South Asian population as a single entity, while this 

visible minority is considered by many censuses to be a single group; it is not a 

homogenous population. Therefore, there is a need to understand chronic conditions such 

as cardiovascular disease in subsets of the populations in addition to trends identified in 

major population groups. 

 

While there is a substantial amount of literature on risk factors for cardiovascular 

disease, effects related to immigration and influences of the built environment, further 

studies need to encompass all three categories together to understand CVD prevalence in 

the target population, specifically through a lens of the “healthy immigrant effect”. Thus, 

there is a specific gap in the literature to understand how all three areas of research combine 

to affect an aging Punjabi Sikh population through a comprehensive approach. Especially 

since factors and influences related to each theme are interconnected, it is necessary to use 

this encompassing approach rather than look at each theme separately.  

 

There also needs to be an increase in research relating the built environment to 

health levels of immigrant populations, especially immigrant populations which are aging. 

Using a unique approach of looking at the prevalence of cardiovascular disease in the 

Punjabi Sikh population through a healthy immigrant effect lens provides an understanding 

of this problem in regards to location and migration patterns. To the best of my knowledge, 

there have been no previous studies which have focused on CVD risk factors and health 
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effects related to immigration and the built environment in the Punjabi Sikh population in 

the Region of Peel.  

 

2.5 Summary 

Within this literature review, factors related to cardiovascular disease risk, 

immigration and the built environment were analyzed as they pertain to the prevalence of 

cardiovascular disease within the Punjabi Sikh population. All the factors categorized in 

these themes in this review are largely interchangeable. This indicates that risks related to 

the higher prevalence of CVD within this population cannot be isolated to a single source 

but an overall approach to several different themes needs to be considered. Therefore, there 

is a need to address gaps within the research such as encompassing all three themes to 

address the amplified prevalence of CVD diagnosis in Punjabi Sikh communities.  

 

Through the use of a population health approach, it is evident that factors included 

in this review for each theme pertain to several of the twelve determinants of health. Thus, 

it is imperative to consider these determinants when understanding why there is such a high 

prevalence of CVD among the Punjabi Sikh immigrant population. The link between health 

and geography in this review is necessary as cardiovascular disease rates are set to increase 

within the 21st century (Rambihar et al., 2010). With a previously high prevalence of CVD, 

larger South Asian populations within western countries and further projections of 

increased CVD cases, it is crucial as a next step to minimize and/or mitigate the prevalence 

of this chronic disease within the Punjabi Sikh population. The following chapter describes 
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the methods of conducting this project within the Punjabi Sikh population in the Region of 

Peel.    
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Chapter 3: Methods  

This chapter describes the methods used in my Master’s thesis. A qualitative 

analysis was conducted through the recruitment of 30 sample subjects from the Punjabi 

Sikh population of Peel to participate in semi-structured interviews. The interviews 

provided an in-depth understanding of factors and health behaviours critical to the health 

status of the research participants. Interviews also identified specific experiences pre- and 

post-CVD diagnosis from the participants’ point of view, and any changes implemented 

by interviewees after their diagnosis. Lastly, participants provided information on what 

they felt needed to be done on a community-level to decrease CVD prevalence in the 

Punjab Sikh population of Peel.  

 

Participants for this research study were recruited  in a variety of ways including 

posters put up in community centers (e.g., Malton Community Center), religious centers 

(e.g., Ontario Khalsa Darbar), community events (e.g., Malton Neighbourhood Festival) 

and advertisements on Punjabi television shows (e.g., Sur Sagar radio/television) within 

the Regional Municipality of Peel. Posters were also distributed to local charities and 

businesses in the region. To accommodate the language needs of the Punjabi community, 

interviews were conducted in both English and Punjabi. The use of both English and 

Punjabi interviews facilitated a more open dialogue about cardiovascular disease in the 

community by eliminating any English language barriers. The semi-structured interviews 

were conducted to specifically understand the “lived-in” experience older Punjabi Sikhs 

have had since their cardiovascular disease diagnosis.  
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This chapter is organized in the following way: first the research design, including my 

position in the project, is described in detail. Secondly, the study recruitment process is 

explained. Thirdly, the interview process is explained, including all measures taken to 

ensure the privacy of participant information, and fourth the analysis of data collected 

during the interviews is described. The chapter concludes with a summary which is 

followed by the analysis of the study results and discussion of the results in chapter four.  

 

3.1The research design  

The research design is framed by a population health approach. The key inclusion 

criteria was that participants must be Punjabi Sikh, over the age of 55, diagnosed with 

cardiovascular disease by a medical professional, immigrated to Canada and live in the 

Region of Peel. This research project is a qualitative project in order to understand the 

experiences and perspectives of different points of view of the research criteria, as per 

Clark et al. (1998). In addition to active direct recruitment of participants in the community, 

snowball-sampling was also used to recruit participants through contacting different 

individuals and organizations in the community. The study design was reviewed and 

approved by Queen’s University’s General Research Ethics Board (GREB) (see appendix 

A) and followed Queen’s University’s Off Campus Activity Safety Policy (OCASP).  

 

In order to include an encompassing approach toward risk factors for cardiovascular 

disease, health effects due to the immigration process and health effects related to the built 

environment, a population health approach was selected as the most comprehensive and 

appropriate framework for this project. This approach combines various social 
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determinants of health to understand why there is a higher prevalence of cardiovascular 

disease within a target population, with the ultimate goal of reducing health inequities on 

a population scale (Robinson & Elliot, 2009). The health determinants include: the social 

environment; the physical environment; gender; culture; social support networks; biology 

and genetic endowment; health services utilization; personal health practices and coping 

skills; employment/working conditions; income and social status; education and healthy 

child development (Public Health Agency of Canada, 2013). As a framework used in 

numerous health research related studies, this approach combines social determinants of 

health and biological indicators in this case of cardiovascular disease in the Punjabi Sikh 

community.  

 

 While there are several different types of methods which can be used in qualitative 

health research (e.g., phenomenology, ethnography, grounded theory), grounded theory 

was selected for this project. Ground theory is a methodological approach developed in the 

1960s whereby data is analyzed in a way that researchers are able to generate a theory 

(Walker & Myrick, 2006). Grounded theory is a method used to identify common themes 

(Walker & Myrick, 2006; Starks & Trinidad, 2007). This method was used largely to 

capture an understanding of the “lived-in experience” of each interviewee until saturation 

of information was reached (Corbin & Strauss, 1990). Semi-structured interviews were 

conducted based on a guiding set of questions (see Appendix G). The types of questions 

asked were geared towards the three areas of focus in this study as well as providing 

participants the opportunity to add more information related to the study.  
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According to the protocols of Walker & Myrick (2006), all transcripts were 

analyzed through the development of codes. This process included the coding of 

information, analyzing this information and verifying the codes through re-coding of the 

transcripts. A similar study on cardiovascular disease in the Punjabi Sikh population 

conducted by Bedi et al. (2008) used grounded theory and semi-structured interviews, 

specifically through line-by-line open coding. Privacy of all files was maintained through 

keeping all records locked physically in my office and electronically on my password 

protected laptop. 

 

3.1.1 My position as a researcher in the study  

I have strong personal connections to the Punjabi Sikh community in Peel. As a 

self-identified Punjabi Sikh, I thoroughly understand the cultural and religious 

environments where recruitment occurred (e.g., Sikh temple) as well as language 

requirements which were sometimes necessary during interviews. I speak both Punjabi and 

English fluently, have lived in the Region of Peel and the GTA for over 20 years and have 

dealt with cardiovascular disease of close family members in the past. These factors 

provided a background and acted as the starting point to develop this research project, 

especially to understand health effects due to immigration and the built environment in 

Peel. The option of interviews conducted in either language was crucial to the recruitment 

of participants. Over 90 percent of interviews were conducted in Punjabi, even with 

interviewees who were bilingual in both Punjabi and English.  
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3.2 Study recruitment 

Recruitment of participants for this research was completed in the Regional 

Municipality of Peel, located in the GTA between the months of June and August 2014. 

Specific emphasis was placed on areas which included high concentrations of Punjabi 

Sikhs, specifically in the cities of Mississauga and Brampton. These areas include 

community centers within prominent Punjabi Sikh neighborhoods and “Gurdwaras”, Sikh 

religious centres. Prior to conducting field work for this project, I researched extensively 

different “hubs” in the community which were frequented by Punjabi Sikhs 55 years of age 

and older. These hubs included Seniors’ Clubs in the community, different libraries which 

were frequented by seniors and malls which were commuter and walker-friendly within 

different neighbourhoods in Peel. Participants for the research study were recruited through 

a variety of ways including advertisements on Punjabi radio shows (e.g., Sur Sagar 

radio/television), community centers (e.g., Malton Community Center) and religious 

centers (e.g., Ontario Khalsa Darbar) within the Regional Municipality of Peel. 

Recruitment was completed through advertisements for the study posted in key locations 

in addition to hand-outs to event attendees within the Punjabi Sikh community and contact 

via telephone to several radio/television shows within the region.  

 

Through personal connections in the community, I was also able to conduct snow-

ball sampling for the study in addition to the recruitment community-wide. In particular, I 

focused on neighbourhood events as well as “melas”, Indian events in the community. The 

melas included the Punjabi Community Health Services 5th Annual Senior’s Mela, the 

Asian Food Centre Mela, the 3rd Annual Sikh Virsa Day organized by Guru Nanak Mission 
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of Canada and the annual Seniors’ Mela events. I also attended the Can-Sikh Kabaddi 

Tournament in Brampton, a sports event organized and sponsored by many local 

organizations in the community. At some of these events I was able to speak on stage about 

my research project. At all of these events I spoke to attendees, different organizations and 

distributed research posters in both English and Punjabi (see Appendix B and C) to people 

who were interested in the study and/or people who knew of someone who might be 

interested. Attending and recruiting participants at community events, especially in parks, 

provided an opportunity to recruit within participants’ own neighbourhoods in close 

proximity to their place of residence.  

 

Through contacting different Seniors Clubs in the Region of Peel, I was able to speak 

to different club members about my project and my role as a researcher in this project. I 

also distributed research posters and gathered research information from different people 

interested in the project. I attended other events including fundraisers in the community 

whereby I spoke about my research; these events were videotaped and streamlined on local 

channels. In particular, I spoke at the Sahaita, Canadian chapter of the charity, fundraiser 

in Mississauga, Ontario. I also contacted local organizations, in particular Seva Food Bank, 

which in addition to making food available to the community organizes seminars on health 

(e.g., Diabetes Seminar).  

 

To recruit potential participants through Sikh Gurdwaras in the region, I contacted the 

Ontario Sikhs and Gurdwaras Council, where I spoke to various directors of Sikh temples 

in the community who agreed to put up research posters pertaining to the study in all 
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temples in Ontario (Scarborough to Cambridge). This method of recruitment expanded the 

specific geographical location of the research study.  

 

 In order to obtain a variable and representative sample for the study, I combined 

traditional forms of study recruitment such as attending events and distribution of posters, 

with the use of different media to speak about my project. I was featured in a live news talk 

show on Sur Sagar, a subscription-based channel which caters to a predominately Punjabi 

audience. During the television show, which was simultaneously aired on Sur Sagar radio, 

I spoke about my research, why I was conducting the research project, the study criteria 

and how those interested in speaking to me could contact me. Contacting several various 

organizations and subsequently attending events and contacting people from different 

media led to variety of persons sharing their experiences pre- and post- CVD diagnosis and 

views on the ways to mitigate the prevalence of this disease in the community.  

 

3.3  Interviews with research participants 

I contacted participants initially via telephone, introduced myself and the purpose of 

my research project for my Master’s thesis. I described the project in detail and asked if 

the participants were interested in the project and being interviewed by me. I answered any 

questions they had regarding the study, and a location and time to meet to conduct the 

interviews was discussed. All interviews were conducted in participants’ homes, with the 

exception of one interview which, due to scheduling conflicts, took place in the 

participant’s family business. I spoke to participants about the study, why I was conducting 

the study, my position as a Master’s student at Queen’s University, and gave participants 
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the letter of information (see Appendix D). I went over the consent form with participants 

in English and/or Punjabi. I acknowledged to research participants the difficulty of 

speaking about their health and made sure they were comfortable addressing these 

questions within the interviews. Information was provided to research participants at the 

start of, and the end of interviews pertaining to counseling services available within the 

Regional Municipality of Peel (see Appendix F). The counseling services included Family 

Services of Peel and the Newcomer Center of Peel. 

 

Before beginning the interviews, I asked if there were any questions, let participants 

know their participation in the study was completely voluntary and if at any point they did 

want not to participate in the study they could contact me via the contact information in the 

letter of information. I also let participants know that if they felt uncomfortable answering 

any of the questions to please let me know and we would move on. I explicitly explained 

to participants how their information would be kept private (e.g., through the use of 

research IDs).  

 

This explanation was followed by a description to participants briefly about the analysis 

process, indicated all responses would be developed into codes and the focus of my project 

was on population health and not individual health information. Before beginning the 

interviews, I asked participants for permission to audio-tape the interviews for research 

purposes, in addition to taking notes; 28 participants agreed to be audio-taped, 2 

participants were uncomfortable with an audiotape recording. From this point, I 

administered the interviews through asking participants what happened in terms of their 



 

40 

 

experience with cardiovascular disease, specifically starting with an open-ended question 

pertaining to their experience with a cardiovascular disease diagnosis.  

 

3.4 Data collection  

All data were collected through audio-recordings and research notes I took during 

the interviews. The recordings and research notes, similar to the consent forms were 

physically locked with access restricted to myself and/or at the request of my supervisor. 

Thirty semi-structured interviews were conducted, with 25 guiding questions for the 

interviews. Interviews ranged in length between 30 and 90 minutes, with most 45 to 60 

minutes long.  

 

During the duration of the data collection period, 51 people were approached for 

the study, 21 persons were not recruited for the following reasons: many people were not 

comfortable with signing consent forms, especially for research studies pertaining to their 

health; unavailability to take part in the project during the field work period; some people 

were Hindu Punjabi and not Sikh Punjabi; some people lived outside of the Region of Peel 

but within the GTA (e.g., Etobicoke, Scarborough); and/or some people were younger than 

the age of 55. Two people did fit the research criteria; however, due to their health 

circumstances at the time, I did not feel it was appropriate to ask these individuals about 

participation in the study.  

 

Due to the higher enrollment of males in the study when compared to females, I actively 

looked for ways to recruit female participants in this study. This was completed through 
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approaching females at events and contacting Indian female organizations in the 

community. One of the reasons to advertise my research on TV was due to generational 

and/or cultural norms for this population cohort, many older females do not attend 

community events and/or organizations. While epidemiologically the sample size cannot 

be characterized in a statistically meaningful way, qualitatively, saturation of information 

was attained as there were key similarities in answers to the questions and similar 

experiences of different health behaviours pre- and post-cardiovascular disease diagnosis. 

The gender divide is acknowledged as a limitation of the research project, which is further 

discussed in chapter five.  

 

3.5 Analysis  

All analyses were conducted through the use of research ID’s (1-30), which were used 

to de-identify information from study participants. This protocol was followed in 

accordance with the Personal Information Protection and Electronic Documents Act 

(PIPEDA). I completed the translation and transcribing of interviews simultaneously from 

the recordings, with the additional support of field notes taken during the interview. All 

transcribed information was verified as the proper translation through playback of the 

recordings and matching transcripts to the recordings and field notes. Transcripts were line-

by-line coded and re-coded, whilst common themes and similarities pertaining to the three 

areas of focus in the study, pre- and post-CVD diagnosis experiences and recommendations 

for community-level interventions were identified.  The development of codes divided the 

information in the transcripts into organized categories which could be compared and 

analyzed with all 30 transcripts. This process of coding is similar to and guided by the 
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grounded theory approach described by Corbin & Strauss (1990). By organizing the data 

by codes, information was compared for consistency throughout the transcripts. Through 

the use of grounded theory, the codes developed from the transcripts were compared and 

analyzed to develop themes (Walker & Myrick, 2006). All quantitative demographic 

information (e.g., age when diagnosed with CVD) was organized in Microsoft Excel and 

is described in chapter 4. 

 

3.6 Summary  

This chapter outlines in detail the methods carried out during the course of my 

research project. Using a population health approach facilitated a comprehensive approach 

to the research and research questions. In particular, the approach incorporated the three 

key themes under investigation in this project: risk factors associated with cardiovascular 

disease, health effects due to the immigration process and health effects related to the built 

environment. The recruitment of research participants through several different types of 

media and snowball sampling resulted in a viable sample of 30 participants. The use of 

grounded theory facilitated a “life-experience” understanding of cardiovascular disease 

diagnosis and experiences pre- and post-diagnosis from research participants. The 

understanding of the three areas of focus was guided by the questions in the semi-structured 

interviews. This methodological approach was used to obtain information until saturation 

was met.  

 

Data were analyzed in accordance with previous grounded theory practices and 

concepts were developed from the information. The analysis led to the development of 
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similar themes which included all three areas of research to provide a possible explanation 

of why there is such a high prevalence of cardiovascular disease in the Punjab Sikh 

population in the Region of Peel. The following chapter describes the results of the study, 

including common themes developed during the data analysis.   
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Chapter 4: Study Findings and Discussion    

This chapter provides an analysis and discussion of the results of the 30 semi-structured 

interviews conducted in the Region of Peel. The chapter is divided into four main sections: 

a description of the socio-economic characteristics of research participants, followed by 

results regarding risk factors for cardiovascular disease, health effects related to the 

immigration process and health effects related to the built environment. Each of these 

sections includes the main patterns analyzed in the interviews and how these patterns relate 

to the literature reviewed in chapter two. This is followed by a summary of the main 

findings.  

 

As discussed in chapter three, 30 participants were recruited for this study, 25 males 

and 5 females. All 30 participants were born in the state of Punjab in India and either 

directly immigrated to Canada or immigrated elsewhere (e.g., England) before settling in 

the Region of Peel. The following table describes the socio-demographic characteristics of 

the research study’s sample size.  

 

Table 1.1.: Participant socio-demographic characteristics (n = 30) 

Gender M: 25; F: 5 

Age ~ 71 ( Range: 55-91) 

Languages Punjabi  only: 13 

Punjabi and English: 17 

English only: 0 

Presence of diabetes  Yes: 7; No: 23 
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Highest level of education None: 6 

Primary: 8 

Secondary:  9 

University /college: 7 

Immigration type to Canada  Worker visa permit/Skilled Worker Program: 11 

Sponsored class  (by child, spouse, sibling): 19 

Living with family in Canada Yes: 28; No: 2 

Residence Town of Caledon: 2 

City of Brampton: 17 

City of Mississauga: 11 

Occupation Unemployed /retired : 14 

Self-employed: 4 

Trades: 7 

Other: 5 

 

4.1 Cardiovascular disease risk factors 

This section focuses on the four key patterns which emerged pertaining to 

cardiovascular disease risk factors: knowledge of CVD; an “unrestricted” diet before CVD 

diagnosis; low rates of exercise before CVD diagnosis; and high rates of stress, largely 

related to financial and family situations. This section also includes a comparison of 

changes implemented by participants before and after CVD diagnosis.  

 

4.1.1 Knowledge of cardiovascular disease  

Knowledge of CVD, what the disease meant prior to diagnosis and signs and 

symptoms of the disease were not widespread previous to research participants’ own 

experience with CVD. Of the 30 research participants who were interviewed, over 80 
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percent did not know what CVD was when they first experienced signs/symptoms of the 

disease and/or did not know it could happen to them. Similar to the study conducted by 

Bedi et al. (2008), there is limited knowledge of heart disease and the signs and symptoms 

of the disease are not always properly understood. For example, research participant 

#21(M), spoke of his initial reaction to chest pain and when he was diagnosed with CVD.  

 

“First time I had a heart attack was May 1988, when I got chest pain. I was 

doing the lawn mowing at home, you know the lawn mower that’s old and there 

and then have to pull that cord again and again. And chest pain start and that 

didn’t [go away], that keep on getting worse and worse.” – Participant #21(M) 

 

This statement was followed by asking the research participant how familiar he was with 

CVD and its risk factors at the time of his heart attack.  

 

“Not at all. I even don’t know what was happening to me, when I had the chest 

pain, I didn’t know it could be a heart attack.” – Participant #21(M) 

 

The following research participant #16(M) spoke of his experience with CVD, and 

not connecting the signs and symptoms of CVD to the disease. For some study participants, 

medical attention was sought after they had experienced pain for a substantial amount of 

time and/or if the intensity of pain began to increase.  

 

“What happened was that at first my breathing was getting difficult. Breathing 

was difficult as I was walking back home. Then I sat on a meter box [electric 

box], to be more relaxed, [I walked home], then I drank some water and relaxed 

[laid down], then I told them [children], and went to the doctor. They checked 

me out, prescribed me medication, and told me to go the hospital. Then I was 

admitted.” – Participant #16 (M) 
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There was also not a realization that this could happen to the participant, many 

participants thought the pain was due to either something they had eaten, a result of 

physical work or due to aging. After a diagnosis of CVD, many participants became 

informed of the exact signs and symptoms of heart disease and the need to seek medical 

attention as soon as possible. A lot of the disbelief of what was happening to participants 

at the time of a CVD can also be attributed to a lack of familiarity with the disease. The 

disbelief of what was happening and lack of connecting signs and symptoms of CVD is 

similar to the findings of the Bedi et al. (2008) study, whereby researchers also found many 

Punjabi Sikh patients had limited knowledge of heart disease. Many participants also did 

not recognize the source of chest pain, and urgency of the need for timely diagnosis, in 

addition to the dangers in a delay in seeking medical attention (Bedi et al., 2008).  

 

Some research participants, including the interviewee below, felt he was healthy 

and did not think he could have CVD. Participant #10(M) had previously been to the doctor 

for high cholesterol and took medication as directed by his family physician. As mentioned 

in chapter 2, there are several different factors which may contribute to a CVD diagnosis, 

including high cholesterol. The participant was vegetarian, and refrained from smoking 

tobacco and/or consuming alcohol, as per the requirements as a devout Sikh (Labun & 

Emblen, 2007). Similar to the participants in a study conducted by Bedi et al. (2008) was 

the disbelief of what was happening to him as he thought he was healthy.  

 

“Then they told me you have to take care, so my diet was, I am pure vegetarian, 

pure vegetarian, no smoking, no drinking, no...not even eat meat or anything 

like that, nothing. Then its, I took the medicine and then my cholesterol was 

normal. So maybe that time, maybe it was that, I don’t know nothing in my 
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mind to get the heart attack because my health was feeling well. So then after 

that, I learn lots of things to do.” – Participant #10 (M) 

 

 

4.1.2 Diet pre-CVD and dietary changes post-CVD 

Changes in diet between pre- and post-CVD diagnosis provided research participants a 

chance to modify their own diets and their families’ diets. Many participants understood 

what changes they needed to make to their diets, resulting in modifications to their Indian 

diets and/or replacing many foods in their diets with other foods. Many study participants 

(not including those who were diabetic) had diets which consisted of significant 

proportions of carbohydrates, fried foods and sugary foods, similar to the diet described by 

Pais et al. (1996) and Bedi et al. (2008), before their CVD diagnosis.  

 

There was disconnect between the prevalence of CVD, and how important it is to 

understand the effects of diet as a risk factor for the disease. Several research participants, 

including participant #12(M), spoke about how their diet pre-diagnosis was the same diet 

they had always had and no problems arose before their first CVD event. This comment is 

similar to how little knowledge and exposure many participants had to heart disease in 

India as this disease is not as widespread there. These diet patterns were similar  to a study 

conducted by Lueng & Stanner (2011), whereby older generations were more likely to eat 

traditional dietary foods and less likely to change their diets compared to younger 

generations. In particular, research participant #12(M) describes his realization of the 

effects of diet on his health and the change he made afterwards. Specifically, this 

interviewee became very strict on his diet following his CVD diagnosis, even 20 years 

later. Several participants spoke of their attention to their diet after their CVD diagnosis, 
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and as most participants lived with their family, at times the entire family changed their 

diet and/or modified their dietary intake of fried foods and sweets after being aware of a 

family history of heart disease. 

 

“I was not, no worry about restrictions, like yes this food I am not going to eat or that, 

what we had we ate. Then I had the health problem, then I became really strict. Now, 

even still, almost 20 years since my bypass surgery, I still eat like then [after the 

surgery], full focus on what I eat.”   - Participant #12 (M) 

 

 

In this study’s sample size, many people had diabetes (n = 7), depending on when 

they were diagnosed with diabetes compared to when they were diagnosed with 

cardiovascular disease, many interviewees had altered their diets to a more health 

conscious diet prior to their CVD diagnosis. This was the case for participant #3(M), who 

modified his diet to a healthier, diabetes-friendly diet, close to a decade before being 

diagnosed with CVD. Therefore, CVD diagnosis has to be considered through not only 

understanding CVD risk factors but also understanding how different risk factors (e.g., 

diabetes) can complicate preventing heart disease. With a higher rate of diabetes in the 

Region of Peel compared to other areas in Ontario (this higher prevalence has been linked 

to a higher concentration of South Asians living in this region) (Weyman et al., (2013)), 

there is a need to prevent modifiable risk factors of CVD as much as possible.  

 

“I changed my eating habits sometime in I want to say, 2001—no, in 2000. I 

started to change my eating habits, when I had been diagnosed, I had diabetes. 

Then after my heart attack [in 2011] I have totally restricted, to eat only a 

number of things, heart food only, as per required for my heart.” – Participant 

#3(M) 

 

4.1.3  Exercise pre-CVD and exercise regime changes post-CVD 
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Rates of exercise were low pre-CVD for many of the research participants, similar 

to a study conducted by Daniel et al. (2013) who compared the exercise rates of South 

Asians to other populations in Illinois, USA. Participants began to exercise more frequently 

post-CVD diagnosis. The main form of exercise was walking, ideally outside with friends 

or alternatively inside the house on a treadmill. However, at times developing a routine for 

exercise was limited either by climate (e.g., many people did not walk outside due to the 

weather and/or fear of slipping on ice) and/or by other responsibilities (e.g., taking care of 

their spouse).  

 

Participant #26(M) spoke of how he felt his lack of experience pre-CVD may have 

led to his diagnosis. The effect of low physical activity levels on health levels and in 

particular, the risk of CVD diagnosis is described in a Canadian study conducted by 

Tremblay et al. (2006), where South Asians had lower rates of moderate exercise (34%) 

compared to their Caucasian counterparts (49%).   

 

“Actually problem was that I didn’t do the regular exercise, so that maybe that was one 

problem with me, I lucky only one artery was blocked otherwise all would be. Some 

people, people have 3-4 arteries blocked, 90%, 35%, mine was only one.”                                                             

- Participant #26 (M) 

 

Participant #2(M) spoke of the experience he had with exercising pre-CVD diagnosis 

which consisted of irregular walking regimes and/or exercise at work. Walking was the 

most popular form of exercise in the sample, as it was considered by many participants as 

the easiest form of exercise, it was accessible and not as strenuous compared to other forms 

of physical activity. This is similar to findings of participants in Galdas et al. (2011) and 

Galdas et al. (2012), where walking was also identified as the main form of exercise. Also, 
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similar to research findings by Oliffe et al. (2009), lack of time and obligation to others 

were two main barriers to maintaining a regular exercise regime.  

 

 “No, later I started a little bit. After I started. Before, no, afterwards, I started 

walking, then I got more exercise a little bit, treadmill sometimes, we have a 

treadmill downstairs, sometimes. Now it’s been almost a year since my wife got 

sick, after that I stopped [exercise], all day helping her out. Almost treadmill 

somewhat, but I do walk. I still walk, a few laps, 1 or 2.”– Participant #2(M) 

 

However, as demonstrated by participant #11(M)’s experience, after CVD 

diagnosis many participants began to exercise regularly, and especially with the help of 

rehabilitation programs were able to understand the types of exercises available and how 

to implement these exercises in their daily lives. This participant spoke of his effort to join 

a gym before his CVD diagnosis on his own and the negative experience led to injuries to 

his knees.  After his CVD diagnosis, he attended a rehabilitation program to gain strength 

and felt this program helped him not only to regain strength after his diagnosis but also he 

gained knowledge of how to navigate different machines and which machines work out 

which body parts. Similar to a study conducted by Galdas et al. (2012), of Punjabi Sikhs 

attending rehabilitation programs after their myocardial infarction, these programs provide 

knowledge and support for people as they regain strength and well-being post-CVD 

diagnosis. Galdas et al. (2012) further elaborates how by providing community classes to 

some people in the Punjabi Sikh community, they served as mentors for others and slowly 

people were able to provide and guide a variety of exercises and types of exercises.  

 

“I did join a fitness club, 500 dollars fee, and I was lifting my legs and I think 

for a week, and I damaged the cartilage in my knees, and a week later they left, 

the facility closed. After that I didn’t join a club, and now here, it’s been 4 
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months since I’ve been going there, two more months remain, it’s the 

rehabilitation program, and I’ve joined that, and I say anyone who has heart 

problem, after that, they really need to join these programs, because now I 

know that some exercises I did were wrong, or in excess and there they tell you 

everything.” – Participant #11(M) 

 

4.1.4 Stress experienced pre-CVD and coping mechanisms post-CVD 

While research participants spoke of different types of stress they had felt at a point 

in their lives, apart from stress associated with immigration, the two main sources of stress 

were family associated and stress related to finances. In particular, research participant 

#25(F) spoke of both of these types of stresses she experienced before her heart attack in 

November 2012. Stress as a risk factor, and a direct causative factor, for CVD diagnosis 

has been demonstrated in studies conducted by Darr et al. (2008) and Farooqi et al. (2000). 

In particular, Mather et al. (2007) found that stress, especially family stress in the Punjabi 

Sikh community, was considered a factor for CVD by women interviewed in Calgary, 

Alberta. Stress was a main cause of distress which many participants spoke of within all 

three areas of interest in my project.  

 

“Always stress, most of the time stress. The main reason for the problem is 

stress, extremely stressed in April for family stress, October family and financial 

stress. [I] never worked before in India, now different.” – Participant #25(F) 

 

4.2 Health effects related to the immigration process  

There were two major waves of immigration to Canada among the participants; the 

first, in the early 1970s to the Region of Peel, was largely of young men trying to settle in 

Canada for new opportunities for themselves and in many cases for their young children 

and spouses still in India. The experience of immigrating to Canada from Punjab in the 
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early 1970s was similar to the immigration experience of Punjabi Sikh research participants 

in a study conducted by Nayar & Sandhu (2006). Even men who initially emigrated from 

another country (e.g., England) to Canada recognized the new opportunities which would 

be available to their children and to themselves. Immigrating from a predominately 

agricultural community in Punjab to the Region of Peel also led to changes in: occupations 

for many of the research participants, lifestyle (e.g., moving from a rural to urban area) and 

environment (e.g., between a warmer climate in Punjab to the Region of Peel and the cooler 

Canadian climate), resulting in some difficulties upon immigrating.  

 

The second wave of immigration was largely made up of parents of those who 

immigrated first and in some cases siblings of those who immigrated first and sponsored 

their family members. This form of chain migration was crucial to sustaining familiar 

networks in a new country. This wave of immigration largely took place in the late 1980s 

and early to mid-1990s. These research participants who were sponsored usually lived with 

their children upon immigration and for many of these parents, came to Canada to help 

support their children and provide care for their grandchildren. For many in this older 

generation this was the second time they faced this type of transition with the subsequent 

challenges associated with resettlement. The first time study participants in this group 

experienced resettling in a new area was during the Partition of 1947 resulting in the 

division of Pakistan and India.  Sponsoring of siblings also provided a chance for the 

siblings to start their new lives in Canada. While the two waves of immigration to Canada 

occurred at different times, similar challenges of migration and initial settlement were 

faced by both groups, with the addition of generation-specific challenges.  
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The following analysis of the results and discussion is divided up to take into account 

the two major waves of immigration, to reflect the similar yet different experiences study 

participants felt upon their migration to a new country, as well as coping strategies and 

experiences post-settlement in Canada. The analysis also examines the four major patterns 

which emerged connected to the immigration experience and health effects related to the 

immigration process of research participants in the study. 

 

4.2.1 Opportunities in Canada  

The main reason for immigration to Canada includes the opportunities available in 

Canada, for participants as well as participants’ children; and for the older generation to 

support their children and/or grandchildren in Canada. Participants found better 

educational and employment opportunities in Canada, similar to experiences of Punjabi 

Sikhs in a study conducted by Smythe & Toohey (2009). The older generation immigrants 

came to Canada to reunite with their families, provide childcare for their grandchildren and 

support their own children in a new country. The role of grandparents providing child care 

for their grandchildren is similar to findings in a study conducted by Aggarwal & Grewal 

(2013).  

 

In particular, participant #2(M) spoke of lifestyle changes between India and 

Canada, acknowledging the vast opportunities present in Canada were not without costs. 

These costs were largely associated with giving up comforts familiar in India, and instead 

had to do everything on their own. Similar to studies conducted by Nayar & Sandhu 
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(2006) and Dassanayake et al. (2010), immigrating and the process of immigration 

presented several challenges to those migrating from one country to another.  

 

“Here, there is such a big difference between life there [India] and here. Over 

there we couldn’t get everything, some things you just had to forgo, here 

anything we need we have, here you have to do everything though. There, we 

had people to do certain jobs, cleaners, field workers, we didn’t know neither 

myself nor her [wife], nor others, we had certain people who did all the farm 

work, the system there was different.” – Participant #2(M) 

 

4.2.2 Resettlement challenges  

     Changes in the physical environment were also stark, in particular the changes in 

climate between India and Canada. These changes were also further complicated by 

changes in the social environment, in particular different cultural and societal norms. For 

participant #25(F), the move to Canada led to a difficult transition, specifically taking on 

several different roles both inside and outside of the home, coupled with family problems. 

The experience of women taking on several different roles upon immigration is similar to 

the experiences of older Punjabi women in a Canadian study conducted by King et al. 

(2006). The effects on health due to the challenges of immigrating include cold climate 

shock, similar to the experience of Punjabi women in a study conducted in Calgary, Alberta 

by Mather et al. (2007).  

 

“When [I]first came to Canada, felt trapped. Came in October- winter, snow 

started. Didn’t know anyone, no care, the culture here was different, different 

accents, dress, lifestyle, coupled with family problems. With immigration came a 

lot of changes, a lot of stress, and a lot of responsibilities, including child 

raising.”  – Participant #25(F) 
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Several people spoke about certain “trade-offs” between the life in India and life in 

Canada. In particular these tradeoffs included more opportunities in Canada. For older 

people, the trade-offs included reuniting with family, usually their children and 

grandchildren in Canada, without the life they were accustomed to for so many decades in 

India, as is the case for participant #8(M). Resettlement did become easier as more family 

ties continued in Canada and with chain migration and sponsorship of family members, 

many people began to regain the support system they initially established in India prior to 

immigration.  

 

For many participants who did not know English, regaining these ties and support 

systems were crucial to decreasing feelings of isolation in Canada. Language barriers upon 

immigrating to another country were also a source of distress many felt in a study 

conducted by Choudhry (1998). Participant #8(M) spoke of his difficulty in adjusting to 

life in Canada upon immigration largely due to a language barrier and changes in his 

network of family and friends and in the community. A language barrier upon immigration 

to Canada was a key research finding in a study conducted by Choudhry (1998). A lack of 

social networks upon immigrating to Canada was also a difficulty faced by research 

participants in a study conducted by Grewal et al. (2005).   

 

“Before I did [have difficulty adjusting], but majority now that there are people 

[elderly people in this generation], the stay in our community, but before like 

anyone it was new. At first there is a language barrier in the beginning, English 

and Punjabi, but now, I go to relatives’ house, on the weekend, or here with the 

Punjabi community. But at first it’s hard when you come from India, and 

accept this environment.” – Participant #8(M) 
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In particular, research participant# 5(F) spoke of how her life changed with not only 

responsibilities at home, such as raising children, but also the need to find work outside of 

the house. Similar to the increase in roles and responsibilities acknowledged previously by 

participant #25(F), this interviewee also had to deal with a divorce from her husband and 

therefore dealt with challenges associated with her immigration experience to Canada on 

her own. The cultural distaste especially for divorce in a family so early on is similar to 

cultural expectations and the increase in pressures put on females in a study conducted by 

Aggarwal & Gupta (2013), as well as the deep-seated cultural norm of “saving face” and 

internalizing these personal problems (Nayar & Sandhu, 2006).  

 

“It was not well-planned [immigrating to Canada], destroyed. In 2000 filed for 

divorce from husband, no money, no place to go, things got really bad in 

Canada, stressed, children stressed. Life in Canada different from India, family 

life here not stable, things changed, open society, different from the society 

pressures in India.” – Participant #5(F) 

 

The change in status and position are experiences which are similar to those 

identified in studies conducted by Oliffe et al. (2010). Participant #21(M) spoke of the 

changes in the atmosphere between India and Canada, and how this had effects on their 

resettlement in Canada. Participant #21(M) also felt the transition as he describes the 

change from something to nothing upon immigrating, and having to resettle in an 

unfamiliar environment.  

 

“That was beginning, first immigration to Canada…at first you get a big 

culture shock, when you go out [in India], people say “Sat Sri Akal’ (Hello), 

everywhere you are something. Here, it’s just you’re nothing, you can 
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say…everything there is a difference, food problem, cultural problem, the 

differences in “sitting and eating” in society, circles very small.”  

– Participant #21(M) 

 

4.2.3 Underemployment  

One of the main challenges faced by participants upon immigrating to Canada was 

getting their educational credentials recognized in order to apply for employment in their 

fields of specialization. This challenge was largely faced by those who immigrated to 

Canada via the point system, as many of those who immigrated through sponsorship were 

older and they immigrated to Canada to help support their children and grandchildren. In 

particular, participant#13(M) spoke of the difficulty in getting recognition of educational 

credentials as a challenge in the past and at times still a challenge.  

 

“First off, our education they didn’t recognize it, then those that came with a 

BA, they gave them grade 12, now it’s pretty even, but that depends.” 

 – Participant #13(M) 

 

Research participant #18(M) spoke of his difficulty in finding a job, especially a 

job which was already below his qualifications, the repercussions on his health associated 

with trying to settle in Canada, and thoughts of leaving Canada; even with the opportunities 

it would have presented for his children (the main reason for immigrating) and move back 

to England to be with his family. While this interviewee had initially immigrated to Canada 

to settle down and bring his children to the country as well, the difficulty in initially settling 

down coupled with feelings of loneliness were acknowledged as a very difficult time for 

this person. Poor working conditions similar to that described by participant #18(M) was a 
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factor many immigrants to Canada felt led to a decline in their health status (Newbold, 

2005). Specifically, many research participants in this study spoke of difficulties faced 

related to immigrating and settling in Canada, coupled with missing their families and 

livelihoods in the country they emigrated from. The descriptions of the difficulties in not 

only obtaining and sustaining employment but also experiences of attaining employment 

below their credentials is similar to jobs many Punjabi Sikhs possessed (e.g., taxi drivers, 

janitors) in a study conducted by Smythe & Toohey (2009) in British Columbia, Canada.  

 

“And then there is my second cousin in Cambridge, and he said go there, at least meet 

them before you go back. I came here, and in the afternoon they took my driving, and it 

looked like Punjab. It was in April/May, no snow at that time, and cob plants were 

beginning to sprout, and it looked like to me as I was in Punjab. Then I, the next week 

I tried to get a job and I got a job, and then I did that job for one week and I, when I 

compared the money I made there and England, it was less, and I said there [in 

England], I have my family, children, everything, then what I am doing here? Then I 

tried somewhere else, that job was a little better than the first, in terms of ...pain, and 

then it was the long weekend and after the long weekend I began going back to work, it 

was a factory, and after three-four days, I went to work and I had just taken a shower 

and from my nose came out soot at that time. I said, going to work is like going to 

death.” – Participant #18(M) 

 

Some research participants went on to pursue further education in Canada in their 

field of specialization, however, as participant #27(F) describes even with Canadian 

credentials, the competition for jobs in the market put her at a disadvantage at times, as an 

older graduate, compared to her younger counterparts in the same program. Feelings of 

under-employment and unemployment among participants in my study are similar to the 

feelings expressed by immigrants to Mississauga, Ontario in a study by Dean & Wilson 

(2009).  
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“When you’ve got young graduates not getting a job, who is going to hire a middle-

aged Auntie?” - Participant #27(F) 

 

4.2.4 Stress related to the immigration process  

Many participants spoke of the stress associated with immigration, associated with 

resettlement and in particular finding a job, sponsoring family, and raising children in a 

new environment. In particular, of the 30 participants recruited for this study, 12 

participants immigrated as young men in the 1970s and early 1980s, these men 

predominately spoke of how immigrating at that time was a different time, with many 

difficulties and stresses associated with re-settlement. In a study conducted by King et al. 

(2006), Punjabi Sikh women experienced stress related to immigration largely due to 

feelings of isolation, changes in social status and lack of autonomy. Research participant 

#24(M) spoke of his experience with immigrating to Canada and the challenges associated 

with resettling with particular emphasis on raising children in an unfamiliar environment. 

The stress of child raising in a new environment is similar to the worries of South Asians 

in a study conducted in Leicester, United Kingdom for family and children by Farooqui et 

al. (2000).  

 

“Stress? Yes. Stress was always there. When I first came here, income wasn’t 

very much, kids came afterwards, didn’t have money, almost, stress was always 

here. I brought condominium, the re-payments (and interest), plus 

groceries...and kids and day care and this and that, a lot of stress anyways. Plus 

job stresses....until you don’t get a job, you are stressed for a job, stress was 

always there.” – Participant #24(M) 

 

Similar to “job stress”, some participants found that living in Canada also meant 

everyone had to work, whereas not everyone had to find employment to supplement their 
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income and livelihoods in India; this stress was coupled with successfully settling in 

Canada as acknowledged by participant #7(M). Older Punjabi Sikhs in a study conducted 

by Bedi et al. (2008), also indicated that stress increased the risk of CVD and with 

immigration comes stress during the resettlement process in a new country. 

 

“Normal stress, everyday stress. Stress with immigration, own new house in Canada, 

how to resettle in Canada. “Migrate, find new house, new things” and there [India] 

work or not work, here you have to work for a living.”  - Participant # 7(M) 

 

  

Many participants spoke of how they combat stress and what coping strategies they 

use to decrease different stressors in their lives. Participant# 1(M) spoke of the need to 

adjust oneself to his current environment as a way to decrease stress and to adapt to 

changes, mainly referring back to his prior experience of travelling and adjusting to 

different countries before finally settling with his family in Canada. While this participant 

used a coping strategy when dealing with stress, coping strategies such as relaxation 

techniques are not well utilized as a stress management tool; rates of utilizing relaxation 

tapes were lower in the South Asian population when compared to their European origin 

counterparts in a study conducted by Darr et al. (2008).  

 

“Not really [difficult to get used to living in Canada], because I travelled world-

wide and I adjust myself, I adjust myself. Wherever I go I adjust myself, 

according to the circumstances and that is why I always feel happy, I have no 

complaint wherever I went, I try to adjust myself and I know when you are 

happy then you lead your life well. And that was always my motto, to keep 

myself happy, so I should not have stress or anything, I don’t worry.”  

– Participant #1(M) 
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4.3 Health effects associated with the built environment  

Where study participants’ lived in the Region of Peel had an effect on their 

interaction levels with the built-environment of this region. In particular, research 

participants who lived in older more “traditional” neighbourhoods such as Malton had 

higher levels of interactions with their built environment and walking within their 

neighbourhood compared to residents living in other parts of the region, most notably the 

comparatively more car-dependant neighbourhoods in northern Brampton. These 

differences of interactions within the region demonstrate the need to understand built 

environment interactions, especially for an older population on a neighbourhood scale.    

 

Many research participants in my study acknowledged that while there are facilities 

and areas to walk to especially in the summer, walking  gets difficult in the colder months, 

more interaction with the built environment especially in the winter months is needed, 

specifically in areas which are largely comprised of housing subdivisions. The need to 

increase interaction with the built environment is important as many people in the study as 

well as in the literature reviewed discussed walking as the main exercise most interviewees 

participated in and were comfortable with (Bedi et al., 2008; Oliffe et al., 2010). In addition 

to what is available in the built environment, the effectiveness of the human landscape also 

poses a need to understand how residents in the Region of Peel interact within their 

environment.   

 

In the Region of Peel, there are several organizations which provide Punjabi language 

services in addition to English and French languages. Those who did not speak English 
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were older and were usually accompanied by their children and/or grandchildren to 

appointments for translation purposes. If participants did not drive a vehicle or did not have 

access to a vehicle they were also accompanied by children/grandchildren to appointments.  

 

This section of the chapter is organized into the following themes based on built 

environment interactions in the Region of Peel: first the neighbourhood variability is 

described followed by access to services. Thirdly social inclusion is identified, specifically 

how participants spend their time within the built environment of their neighbourhoods. 

This is followed by the last sub-section which includes what participants would like to see 

in their community to decrease CVD prevalence; this includes an increase in community 

education campaigns and/or camps.  

 

4.3.1 Neighbourhood variability in the Regional Municipality of Peel  

In most areas of Peel, you need a car to go places. A large exception is the 

neighbourhood of Malton, where there are stores/temples/community centers close to each 

other. Six participants in my study were interviewed from the neighbourhood of Malton, 

other than one, five of these participants spoke of interacting with the built environment 

more than in other parts of Peel. The interaction was largely due to the close proximity of 

participants’ residences to malls (e.g., Westwood Mall), community centres (e.g., Malton 

Community Center) and religious centers (e.g., Malton Gurdwara). The interaction is in 

stark contrast to participants’ interaction with the built environment in other parts of Peel. 

In particular, in neighbourhoods located in northern Brampton, many participants spoke of 

vehicles as their main mode of transportation when interacting with the built environment. 
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There is a need to understand the interactions of people in a fast growing suburban 

community like Peel in order to build age friendly communities which will provide the 

facilities and resources for an older population.  

 

As a resident of Malton, participant #30(M) spoke of the closeness of all facilities 

in his neighbourhood. The proximity of different facilities within a walkable distance in 

older, “traditional” neighbourhoods such as Malton, provided residents with the 

opportunity to walk/socialize in different places without dependency on cars and/or 

dependency on others for transportation. The interactions with the built environment of 

old, more traditional neighbourhoods where facilities are close by is similar to the findings 

in a study conducted by Weyman et al. (2013).  

 

“[How participant felt about living in the Region of Peel] good, towards the north there 

is less traffic [near the Brampton/Caledon border], close to the farms. Here everything 

is close-by, banks, stores, grocery all close.” – Participant #30 (M) 

 

Research participant #27(F) spoke of her difficulties living in an area of Peel which 

is largely characterized by housing developments, resulting in few or no places with other 

services. Similar to a study conducted by Weyman et al. (2013), the Region of Peel is a 

highly car-dependent area which is largely composed of subdivisions. As this woman does 

not drive, she relies on her family (mostly her children) to provide transportation for her 

and at times this frustrates her. This finding is similar to the experiences of utilizing public 

transportation in a study conducted by Aggrawal & Gupta (2013), where participants from 

the Albion/Kipling area (Toronto) noted that public transportation was better compared to 

transportation particularly in Brampton.  
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“It is good [living in Peel], but facilities are not close at all. In Toronto [I can] 

go walk, here nothing in walking distance. In the Bramalea/Sandalwood area 

long stretch of houses, no bank, no stores, nothing.” - Participant #27(F) 

 

In particular, the following research participant #25(F) spoke of her frustration with 

the lack of facilities in Brampton and the stresses associated with car ownership in the 

region. While Weber (1996) found that well-established Sikh communities in Brampton 

have a number of stores, religious and social services and restaurants available to the 

community, they may not always be accessible within the community, especially for older 

populations who may or may not have access to a vehicle or afford a vehicle, and largely 

rely on walking or taking public transportation (if they are familiar with the transit system) 

as a mode of transportation.  

 

“So my area in Brampton, no stores, transit system too long, increase but people don’t 

have access to every place need to go, can’t go. And car insurance too high, cause 

stress, too much money.” – Participant # 25(F) 

 

 

4.3.2 Access to services 

Since 28 participants lived with their children in this study, regardless of whether 

they drove a vehicle or not; transportation was provided to and from medical appointments 

by family members. If study participants did not know English they were taken to medical 

appointments either by their children and/or grandchildren for translation between the 

health care provider and study participant and/or to provide support to participants at their 

appointments. The two participants who did not live with any other family members knew 

English and Punjabi fluently and were able to drive a vehicle to medical appointments.  
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The following interviewee illustrates the point of the availability of transportation 

through one or both of their children and also illustrates the importance of family ties and 

close networks with family for this increasingly older population. Similar to the 

transportation arrangements of participant #23(F), family members also provided 

transportation and translation services in studies conducted by Grewal et al. (2005) and 

Mather et al. (2007).  

 

“No no, car. I go with my son or daughter-in-law when I need to go somewhere. 

Or my other son takes me.”  – Participant #23(F) 

 

Many participants who did not speak English also acknowledged that their families 

sought medical professionals, especially family physicians, who spoke Punjabi to avoid 

language barriers and also to increase the comfort level of participants to speak directly to 

their doctor about their health in a way that the doctor understood both medically and 

culturally their patient. However, participants who had appointments with specialist, often 

outside of the Region of Peel (e.g., the Discovery District in downtown Toronto) required 

the help of family members to translate information. 

4.3.3 Social Inclusion  

Many research participants engaged to some degree with their built environment, 

largely depending on the general well-being of the person, the time they had available to 

engage in community activities (e.g., retired versus working), and the climate, in particular 

weather and temperature. In this research study, social inclusion refers to how the research 

participant utilized the built environment and/or how they spent their day engaged in 

activities on a voluntary basis. General health status (e.g., severe arthritis) also limited how 
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much participants interacted with their built environment, not wanting to risk tripping or 

falling outside during a walk. Many people walked at home instead or would call 

family/friends and/or read the newspaper for enjoyment instead of going outside. These 

people only went outside when they had to, or for a formal occasion or appointments. Some 

people interacted with the built environment during the summer months, and then went to 

India for the winter months (usually leaving in November/December and coming back to 

Canada in March/April).  

 

Study participant #29(M), joined a Seniors’ Club in Peel; however due to a decrease 

in his own general well-being, he ceased to attend and spends most of his time indoors 

and/or attending events or family functions when his children provide transportation and 

support. This participant also ceased to attend the Seniors’ Club because of his commitment 

to provide company and to take care of his wife.  The Seniors’ Club provides a social 

environment and depending on the club some activities are arranged to provide outings for 

older participants. In a study conducted by Diwan & Jonnalagadda (2002), social 

integration of Asian Indian immigrants in the United States had positive effects on their 

health. This form of social integration included interactions with family, friends and other 

groups such as social, religious and cultural networks (Diwan & Jonnalagadda, 2002).  

 

“I used to go there, [Seniors’ Club], very close to the, I don’t know the name 

of the street there. But now, lately with my knee problem and [taking care 

of] my wife, so now I don’t go as often. But before I used to go, Seniors 

Club.” – Participant # 29(M) 
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Similarly, research participant #20(F) spoke of attending a temple for religious 

purposes as well as meeting others there as well. Temples in the Region of Peel have many 

purposes for attendees, including religious observances as well as an environment to meet 

others, and take part in community service (Seva). While beyond the scope of this research 

project, a study conducted by Labun & Emblen (2007), investigated the strong 

relationships among illness, health and spirituality in the Punjabi Sikh population in 

Canada.  

 

“Yes, I meet my friends (laughs). There is a temple here close by, Nanaksar, 

there are many friends I meet there.” – Participant #20(F) 

 

Several research participants in my study were grandparents, and most spent much 

of their free time with their grandchildren and especially in the summer months, interacting 

with different facilities in the built environment such as parks; this was the experience of 

Participant #5(F) when interacting with the surrounding environment in Peel. The role 

grandparents played in the care of their grandchildren is similar to studies conducted by 

Aggarwal & Gupta (2013), where grandparents took an active role in raising their 

grandchildren and providing assistance to their children upon immigrating to Canada, in 

particular the Greater Toronto Area. The role of grandparents as care providers for their 

grandchildren and assisting their children is also evident in a study conducted by Smythe 

& Toohey (2009) in Vancouver, British Columbia.  

 

“Time? With the kids [grandchildren], first drop them off, then pick them up, 

now we’re going to the park. First drop them off, walk around, then pick them 

up, this is what I do.” – Participant #5(F) 
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4.3.4 Community education campaigns/camps  

After discussing the three areas of interest in the research study, interviewees were 

asked what they would like to see in the community to decrease the prevalence of 

cardiovascular disease in the Punjabi Sikh community. Many participants spoke of the need 

to increase awareness on a community level but also provide information in a way such 

that individuals would want to change and realize the need to change and/or modify 

different CVD risk factors at a preventative stage rather than as a reaction to CVD 

diagnosis.  

 

Research participant #10(M) spoke of what needs to happen in the community to 

decrease CVD prevalence through increased efforts with more awareness campaigns, 

specifically with increasing awareness campaigns in Sikh temples, and to continue to 

educate people in the community. The research participant acknowledges that steps have 

already been taken towards providing the public with information about different diseases, 

(e.g., diabetes, a risk factor for CVD), which impacts the South Asian community as a 

whole. However, the participant feels that more needs to be done and that people should 

become more informed about diseases such as CVD earlier rather than later (e.g., before a 

CVD diagnosis compared to dealing with the effects of CVD on their health).  

  

“….our community to have some camps, awareness to people, what they should 

eat, what they should do exercise, do these are my recommendations, to avoid 

heart disease because lack of education, lack of communication, those things. 

We do the camp for eating problems, do the diabetes camp, coming and check 

awareness we do, that stuff but still we need more, lots people not aware about 

it.” –Participant #10(M) 
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According to Jones et al. (2013), community interventions such as camps in the 

South Asian communities are feasible and provide culturally-tailored information to 

participants. For example, a community intervention to determine cardiovascular disease 

risk was developed at South Asian religious organizations/centres in the neighbourhoods 

of Queens and Brooklyn, New York (Gany et al., 2012). In Peel, the centers might develop 

similar interventions with a focus on prevention through adapting modifiable risk factors 

for CVD in a positive and familiar environment.  

 

The need for more awareness of heart disease and its risk factors is similar to 

findings of a Canadian study conducted by King et al. (2006), where no widespread 

mechanisms was found in the community in particular for modifying diet and little access 

was available to culturally appropriate and language appropriate information on a heart 

healthy diet and ways of reinforcement of this diet. Chapman et al. (2011) also found that 

there is a need for health promotion and nutrition education specifically focused on diet 

services for these Punjabi Sikhs. However, while population-level information is important 

and necessary, information focused on the need for individuals to change modifiable risks 

for CVD is also important.   

 

Participant #11(M) spoke about the need to change individual lifestyles and 

especially diets to healthy ones which would decrease the prevalence of various diseases, 

not just cardiovascular disease but also other chronic illnesses which are also risk factors 

for CVD. The participant spoke further about the need to understand how diet not only 

relates to CVD prevalence but also other diseases and how it is easier to make choices 

about lifestyle changes at the preventative stage compared to after being diagnosed with a 
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disease. The focus on the individual to change their lifestyle in order to decrease their CVD 

risk is similar to advice participants who experienced CVD spoke of in a study conducted 

by Galdas & King (2011).  

 

“It’s because, we need to change our lifestyle, our diet (sweets, samosas), we 

need to minimize these as much as possible, this is the reason for diabetes in 

our community, this is the reason for cholesterol and this is the reason for 

many illnesses. Another problem in our community is that exercise rates are 

very low, and we need to exercise” – Participant #11(M) 

 

The need for early preventative measures and lifestyle changes were also echoed 

by research participant#16(M), who indicated that after being diagnosed with coronary 

heart disease and having bypass surgery, his life was not the same. He is now comparatively 

weaker compared to before his surgery (not including aging itself as this person’s surgery 

occurred in 2013). He also spoke of the need to prevent disease, and while there are risk 

factors which cannot be changed, to focus on those that can be changed. In a study 

conducted in Alberta, Canada by Bainey et al. (2011), South Asians had worse health status 

a year after their diagnosis of myocardial infarction when compared to their European 

origin Canadian counterparts.  

 

Lastly, there is a need to prevent CVD before diagnosis as much as possible instead 

of dealing with after effects post-diagnosis. While it is possible to live a full and 

independent life post-diagnosis, many research participants felt, based on their own 

experiences with CVD, changes in the body and changes in their lifestyles, other than 

aging, that is they were significantly weaker. In particular, research participant #16(M) 
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expressed his thoughts on the decreased likelihood of living a longer life post-bypass 

surgery and the need to prevent having this type of surgery. Even though this interviewee’s 

bypass surgery was a success and his arteries were no longer blocked, he still felt weaker 

than before the surgery.  He also felt it was better to prevent CVD than to deal with the 

repercussions and the changes to the body as a heart patient, the need to change, and to 

focus on prevention, and similar to what is written in literature review, to focus on 

modifiable risks while acknowledging the presence of non-modifiable risks. The need for 

prevention is similar to the advice of a British Columbia-based South Asian Men’s Group 

(SAMG) group leader when describing what South Asian men should do to decrease the 

prevalence of CVD and/or diabetes (Oliffe et al., 2009).  

 

“Even with an operation done, age decreases, doesn’t increase. Living until 90 

not after operation. Better to prevent than to deal with after effects.”  

– Participant #16(M) 

 

4.4  Summary 

Similar patterns emerged in the three areas of research of this study: cardiovascular 

disease risk factors, health effects related to the immigration process and health effects 

related to the built environment. When asked about what participants felt led to their 

diagnosis, many participants spoke of diets, exercise regimes, stress largely associated with 

family, financial and immigration adjustments. The immigration process presented several 

difficulties which were largely generation-specific (i.e., when participants immigrated to 

Canada). While decline in health status is seen as part of the aging process, other factors in 

the built environment of the Region of Peel are also seen as playing a role in the decline of 

health status. Many people spoke of driving or being driven to appointments or where they 
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want to go, and some associated their driving patterns with organizations and places, 

largely within the proximity of their neighbourhoods. Differences were associated with the 

built environment and neighbourhoods such as Malton having a large variety of spaces 

where many research participants socialized and in contrast to other parts of Peel where 

there were fewer facilities and centres.  
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Chapter 5: Conclusion  

5.1 Summary of findings and contributions to the literature  

This chapter concludes with the findings of the research study, acknowledges the 

limitations of the study and suggests areas of further research. Through an analysis of 

cardiovascular disease risk factors, the impacts on health related to the immigration process 

and the influences on health due to the surrounding built environment, key patterns were 

developed from the points of view of Punjabi Sikhs in the Region of Peel. The common 

themes for CVD risk factors included: firstly, not being completely aware about heart 

disease and signs and/or symptoms of the disease; secondly, how to develop a culturally 

sensitive diet towards decreasing risk for CVD before diagnosis; thirdly, lack of exercise 

and/or little exercise before diagnosis; and fourthly, the impact of stress on CVD diagnosis.  

 

The impact of immigration on heath varied depending on several factors, including 

the following: why a person immigrated; when and from where the research participant 

immigrated; gender; immigration directly from India to Canada or other parts of the world 

than Canada; exposure to different cultures; and stress related to migration to another 

country. Lastly, the health effects due to the Region of Peel’s built environment depended 

on where participants lived in Peel, involvement in the community, access to a vehicle or 

alternative transportation options and general healthy well-being. While study participants 

who did not know English brought family members along with them to medical 

appointments and/or had Punjabi speaking medical personnel, knowledge of English was 

important when navigating some services in some parts of Peel.  
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Through interviewing research participants who had been diagnosed with heart 

disease, comparisons were made in changes implemented and/or specific events which led 

to diagnosis. The comparisons provided a platform to initiate changes in the community to 

decrease the prevalence of the disease through understanding the experiences from Punjabi 

Sikhs living in the Region of Peel. Their experiences were also acknowledged when asked 

what they would like to see in the community to decrease CVD prevalence in the 

community. While answers to this question during the interviews varied, common themes 

analyzed during the interviews indicated that participants would like to see more education 

on the topic of CVD in the community, particularly CVD signs and symptoms, information 

on culturally sensitive diet and exercises, and more walk-able areas in their neighborhoods. 

Participants further noted that they would like to see more camps and awareness campaigns 

which provide culturally-tailored information on cardiovascular disease in the community. 

Many participants expressed the need for people to take preventative measure to decrease 

intake of heavily fried and sugary foods, and reduce stress levels to decrease the impact of 

these factors on their health.  

 

Through understanding the experiences from the participants’ points of view with 

being previously diagnosed with cardiovascular disease, comparisons made between health 

behaviours before and after diagnosis denote the important changes implemented to diet 

and exercise regime, as well as coping strategies to deal with stress. The changes were 

implemented largely due to knowledge gained about risk factors for cardiovascular disease 

and awareness of dealing with the disease directly. Participants in my study largely agreed 

that immigrating to Canada provided a higher quality of life and brought more 
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opportunities and benefits to their children and/or grandchildren. However, participants 

also acknowledged several hardships and challenges upon initial immigration to Canada, 

these challenges were largely generation-specific, and also depended on when participants 

immigrated to Canada, where they immigrated to in the country, and how they initially 

began to settle in the country and develop their livelihoods. Many residents who 

immigrated to Canada directly from India found stark contrast in the way and pace of life 

in Canada. Within the Region of Peel there are differences in levels of built environment 

interactions on a neighbourhood scale, with a high level of interactions with the 

environment in neighbourhoods such as Malton and deceases in built environment 

interactions in neighborhoods in northern areas in Brampton.   

 

Finally, this research contributes to a more nuanced view of the healthy immigrant 

effect in that CVD in the older Punjabi Sikh community, and is partly explained by the 

maintenance of diet similar to the one eaten in India. Factors related to the immigration 

process (e.g., underemployment, stress) and interactions within the built of environment of 

Peel (e.g., social inclusion) also contribute to declining health status.  In other words, 

research needs to go beyond the generalities of the statistical analyses of the healthy 

immigrant effect and examine specific age and ethnic groups and the cultural values they 

bring with them to Canada and maintain as well as the behaviours that change over time.  

 

5.2 Limitations  

While this research project provided in-depth interviews with 30 participants of the 

Punjab Sikh community in the Region of Peel, with key insights into the prevalence of 
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cardiovascular disease in this population; there were several limitations to the study. The 

limitations include the following: the research site; ethnicity and age criteria: eligibility 

criteria and sample size; the recruitment techniques for the project; and the ratio between 

males and females recruited.  

 

The Region of Peel includes the second largest concentration of Punjabi Sikhs in 

Canada. There are, however, Punjabi Sikhs who live in other parts of the GTA and Punjabi 

Sikhs who live in Peel travel to other parts of the GTA. Taking into account Punjabi Sikhs 

living in other parts of the GTA and the activities of Punjabi Sikhs in other parts of the 

built environment of the GTA might provide other insights into built environment 

interactions, including different services available to participants, especially in a car-

dependant society. This is of particular importance for service ability and walkability of 

the built environment in regions which border other regions/cities in the GTA (e.g., the 

neighborhood of Malton borders the former city of Etobicoke). There is also the additional 

limitation to acknowledge that the findings in this study cannot be generalized beyond older 

Punjabi Sikhs from Peel. 

 

Overall, the project was based on the experiences of CVD pre- and post-diagnosis and 

what factors under the themes of CVD risk factors, the immigration experience and the 

effect on health related to the built environment research participants felt led to their 

diagnosis. While the project focused on research participants who self-identified as Punjabi 

Sikh, this population does not necessarily include all Sikhs and/or all Punjabis. For 

example, those who identify as being from the state of Punjab in India but were not Sikh 
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were excluded from the study. Likewise, those who identify as Sikhs but do not indentify 

as being from the state of Punjab were excluded from this study. While the age criteria for 

the project focused on the older population, the criteria of 55 years of age or older excluded 

those in the population who were diagnosed with cardiovascular disease at a younger age. 

While this project included interviews with 30 participants and information was retrieved 

until saturation was met as per grounded theory, this sample size is still a small qualitative 

sample of the 115 000 Punjabi Sikhs in the Region of Peel (Statistics Canada, 2011).  

 

While the recruitment techniques for this project included a combination of snowball 

sampling and recruitment of the public at events, these techniques may not have captured 

potentially all possible life experiences as related to this project and may have provided a 

bias during study recruitment. A further limitation of the project was the ratio between 

males and females recruited. While attempts were made to recruit more females for this 

project (e.g., contacting female South Asian organizations, approaching females at 

different community events about the study), the recruitment of study participants was still 

five females to 25 males in the study. While keeping these limitations in mind, there are 

several recommendations for further research made in the next section. 

 

5.3 Recommendations for further research 

More information is necessary to further analyze heart disease and prevalence of 

this disease within the target population of Punjabi Sikhs. Therefore, this section includes 

recommendations of three different areas for further research. These recommendations 

include: similar research conducted in different populations whose origins were in South 
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Asia rather than clustering all these populations as the South Asian population. Analysis 

of established and emerging Punjabi Sikh settlements; and conducting studies on the 

development of age-friendly communities on a neighbourhood scale in the Region of Peel 

is needed.   

 

While there is substantial information on cardiovascular disease risk within the South 

Asian population in the literature, further research needs to focus on specific populations 

within this larger clustering of populations. Information on South Asians as a single entity 

provides information on a concentration of people; however, this information does not 

account for the differences within the populations in this entity (Forouhi & Sattar, 2006). 

With different nationalities, religions and languages, treating several populations as a 

single “South Asian population” entity does not account for this heterogeneity (Bedi et al., 

2008; Horne et al., 2013). Focusing on specific populations from South Asia, such as the 

Punjabi Sikh population, provides more insight on how specific influences and factors 

relate to a higher prevalence of cardiovascular disease. 

 

While there is a substantial amount of literature on risk factors for cardiovascular 

disease, effects related to immigration and influences of the built environment, further 

studies need to encompass all of these categories together to understand CVD prevalence. 

Thus, there is gap in the literature to specifically understand how all three themes combine 

to affect aging Punjabi Sikh populations through a comprehensive approach. Especially 

since factors and influences related to each theme are interchangeable it is necessary to use 

an encompassing approach rather than look at each theme separately. There also needs to 
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be an increase in research relating the built environment to health levels of immigrant 

populations. 

 

With increasing concentrations of Punjabi Sikhs within several communities in western 

countries (e.g., Canada, United States of America and United Kingdom), there is a need to 

understand how prevalence of even a large concentration of Punjabi Sikhs within an area 

still results in a higher prevalence of CVD. The rationale behind this research area is that 

as Punjabi Sikhs, among the South Asian population,  increasingly immigrate to countries 

such as Canada, there will be more concentrations of this population (Gupta et al., 2006). 

Therefore, studies related to CVD risk within the Punjabi Sikh population should be 

conducted in established Punjabi Sikh settlements such as the city of Surrey, British 

Columbia (largest concentration of Punjabi Sikhs in Canada) and also emerging settlements 

in other parts of Canada, for example the cities of Saskatoon and Winnipeg (Statistics 

Canada, 2011).  

 

Further studies should explore how communities are aging in the Region of Peel, 

and how the built environment can be modified to adapt to the changes in Peel Region’s 

demographics. Regionally, planning for an aging population has begun with the 

development of the Official Plan Review Peel 2041 in 2014. However, on a neighbourhood 

scale, comparisons can be made between environments and social inclusion in different 

neighbourhoods in the region. With a population which considers walking a form of 

exercising and as a way to develop and maintain social bonds, this scale takes into 

consideration this form of exercise as well as many people who may not necessarily drive 
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or have access to a vehicle. Looking at not only what is available in the community in terms 

of the built environment but also how effective the built environment is in addressing aging 

in place for this community is a critical next step.  

 

5.4 Conclusion  

This research project provides an analysis of three different areas of research and 

the links among these themes and CVD prevalence within the Punjabi Sikh immigrant 

population. Through the use of interviews with members of the Punjabi Sikh community 

in the Regional Municipality of Peel, this project provides information on these key factors 

and influences on CVD prevalence using a population health approach. Using this approach 

as the framework for this project provided the opportunity to explore cardiovascular 

disease in this population through biological, social and geographical determinants. The 

use of grounded theory as the method of analysis facilitated a “lived-in” experience of CVD 

diagnosis between myself the interviewer, and the interviewees. Through my fluency of 

Punjabi in addition to English, I was able to translate and transcribe all interviews and 

verify the accuracy of the interviews. Coding the information and developing key similar 

concepts among the interviews provided a chance to understand the information at the 

individual level as well as the implications on a population health scale. 

 

The results of this research study indicate that participants’ experiences with CVD 

diagnosis are the results of several factors, spanning all three areas of focus in the study. 

In particular, many research participants had little or no knowledge of CVD before their 

diagnosis, as many had diets which consisted of large quantities of carbohydrates, sugar, 
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“ghee”, etc. Many research participants felt stressed and at times overwhelmed by changes, 

including culture when they first immigrated to Canada. Underemployment stress, irregular 

hours of jobs, as well as feelings of isolation and loneliness were prevalent during the initial 

years after immigration, particularly for participants who immigrated to Canada on the 

point system. As most of these participants were the first in their families to immigrant to 

Canada, this process brought on associated pressures such as sponsoring other family 

members and developing a chain migration of familial ties to Canada. Participants who 

were sponsored, usually by their sons or daughters, felt a difference in culture and 

especially the built environment in Canada, when compared mainly to India.  

 

Of particular interest regarding the built environment is the difference within 

neighborhoods and cities in the Region of Peel. Neighborhoods such as Malton (located 

within the city of Mississauga), were considered to provide more age-friendly built 

environments to older populations when compared to other neighbourhoods within  

northern areas in the city of Brampton and some other areas in Mississauga. Since the 

response rate of participants from the town of Caledon was much less (n = 2) compared to 

Brampton and Mississauga, this town was not considered as much in determining the age-

friendliness of the built environment. 

 

These findings indicate that understanding the prevalence of cardiovascular disease 

in the community needs to be approached through understanding not only biological 

indicators but also different experiences individuals have faced (e.g., immigration, 

migration processes), and the built environment surrounding them. Understanding the 
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experiences of living with CVD and comparisons pre- and post-CVD diagnosis, alongside 

advice on a community-level to reduce CVD in the Punjabi Sikh population in Peel is 

crucial for the early prevention of this disease largely through education about risk factors, 

signs and symptoms for CVD, and awareness of how different factors increase the risk of 

CVD diagnosis. As this population continues to grow through an increase in immigration 

to Canada and continues to age, it is important to understand the reasons for a higher CVD 

prevalence in the Punjabi Sikh population. On a larger scale, my study contributes to 

understanding the link between ethnicity and health, especially in the globalized world of 

the 21st century.  
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Appendix B: Research Poster – English version 
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Appendix C: Research Poster – Punjabi version  
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Appendix D: Letter of Information (LOI) 

Mixing health and geography: A study of risks associated with cardiovascular 

disease for the Punjabi Sikh population in the Regional Municipality of Peel 

 

Participant Letter of Information 

 

This study is currently being conducted by Ms. Gurveer Bains under the supervision of 

Dr. Mark Rosenberg, in the Department of Geography at Queen’s University in Kingston, 

Ontario.  

 

What is this study about?  
The purpose of this research project is to understand why there is a higher prevalence of 

cardiovascular disease within the Punjabi Sikh population through a population health 

approach focusing on cardiovascular disease risk factors, health effects related to the 

immigration process and health effects due to the built-environment.  

This research project includes the collection of quantitative data from the Canadian 

Community Health Survey (CCHS) and qualitative data collected through interviews 

with participants who meet the research criteria. The research criteria for this project 

include those of Punjabi Sikh ethnicity who reside in the Regional Municipality of Peel, 

are 55 years of age or older and have been diagnosed with cardiovascular disease by a 

medical professional.  

 

What will happen to my response?  
The interviews will be recorded and notes will be taken for research purposes; recordings 

and notes will not be accessible to anyone other than Ms. Bains and research supervisor, 

Dr. Rosenberg. Confidentiality of recordings and notes will be ensured through 

encryption of all electronic recording files on Ms. Bains’ laptop (also password 

protected) and all physical recordings and notes taken locked within a cabinet file in Ms. 

Bains’ office at Queen’s University. All information will be kept confidential through the 

use of anonymous research IDs during analysis of research data. Due to the use of 

anonymous research IDs during analysis, individual research findings will not be 

available to participants. The interview and survey completion should not take longer 

than 60 minutes and no follow-up studies will be conducted.  

 

Research timeline:  
The months of May to September 2014 will be used to recruit participants and hold 

interviews, and to conduct quantitative analysis of cross-tabulations and logistic 

regression modelling on the CCHS. The fall term between September and December 

2014 will be used to analyse the semi-structure interview transcripts. Lastly, January to 

April 2015 will be used to complete writing and defence of the Master’s thesis.  

 

Risks and Benefits of the study:  
While interviews will deal with sensitive matters pertaining to health, all efforts will be 

made to make sure participants do not feel uncomfortable answering questions. 
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Information will be provided before and after the interview of counselling and/or support 

networks available within the Region of Peel to participants.  

 

Your participating within this research study will greatly impact the development of an 

intervention strategy on the PhD-level to understand factors which increase the risk of 

cardiovascular disease among the Punjabi Sikh community in Canada.  

 

Is my participation voluntary?  
Participation in this study is completely voluntary, while it is greatly appreciated to 

answer all questions asked during the interview, participants should not feel obligated to 

answer any questions which makes them feel uncomfortable. At any point during the 

research study should the participant feel that they no longer want to participate in this 

research study, the participant may cancel involvement with the study at any time by 

contacting Ms. Bains through the contact information listed below. All information will 

be destroyed following the end of the study.  

 

What if I have concerns?  
Should you have any further questions regarding the research study and/or your 

participation in the research project please do not hesitant to contact Ms. Gurveer Bains 

at 13gb10@queensu.ca or 613-533-6000 ext. 77215 and/or Dr. Mark Rosenberg at 

mark.rosenberg@queensu.ca or (613) 533-6046. Any ethical concerns about the study 

may be directed to the Chair of the General Research Ethics Board at 

chair.GREB@queensu.ca or 613-533-6081.  

 

“This study has been granted clearance according to the recommended principles of 

Canadian ethics guidelines, and Queen's policies.” 

 

 

Thank you for your interest in participating in this research study,  

 

 

    ________________________                                  _________________________  

     Ms. Gurveer Bains, HBSc.                                         Dr. Mark Rosenberg, PhD. 
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Appendix E: Letter of Consent (LOC) 

Mixing health and geography: A study of risks associated with cardiovascular 

disease for the Punjabi Sikh population in the Regional Municipality of Peel 

 

Participant Consent Form 

 

Thank you for agreeing to participate in the study entitled “Mixing health and geography: 

A study of risks associated with cardiovascular disease for the Punjabi Sikh population in 

the Regional municipality of Peel”. As part of this research study you agree to the 

following five (5) statements:  

 

1. I have read and understood the Letter of Information attached regarding this research 

study.  

2. I agree to be interviewed by Ms. Gurveer Bains regarding what factors I feel led to my 

diagnosis of cardiovascular disease.  

3. I understand and agree to the interviews being recorded and notes being taken for 

research purposes and understand that recordings and notes will not be accessible to 

anyone other than the researcher and research supervisor, Dr. Mark Rosenberg.  

4. I understand that all information will be kept confidential and will only be used for 

research analysis through the use of anonymous research IDs.  

5. I understand my participation in this study is completely voluntary, should I feel that I 

no longer want to participate in this research study, I understand I am able to contact Ms. 

Gurveer Bains at 13gb10@queensu.ca or 613-533-6000 ext. 77215 and/or Dr. Mark 

Rosenberg at mark.rosenberg@queensu.ca or (613) 533-6046. I am aware that any ethical 

concerns about the study may be directed to the Chair of the General Research Ethics 

Board at chair.GREB@queensu.ca or 613-533-6081.  

 

“This study has been granted clearance according to the recommended principles of 

Canadian ethics guidelines, and Queen's policies.” 

 

I have read the above statements and freely consent to participate in this research:  

 

 

_________________________   ____________________________    _____________  

   

Name of research participant       Signature of research participant                 Date  

  

_________________________   ____________________________    _____________  

 

     Name of researcher                         Signature of researcher                         Date  

 

 

Research ID: ___  
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Appendix F: Debriefing Letter (DL) 

Mixing health and geography: A study of risks associated with cardiovascular 

disease for the Punjabi Sikh population in the Regional Municipality of Peel 

 

Debriefing Letter 

 

The emerging epidemic of cardiovascular disease is threatening the health and well-being 

of various communities around the world. This epidemic is amplified for the Sikh Punjabi 

population originating from Punjab, India. Factors such as genetics, lifestyle, the built-

environment and influences of differing cultures all create the “perfect storm” for 

cardiovascular disease within this subpopulation, especially in the largest multicultural 

region in Canada, the Greater Toronto Area (GTA). Health geography plays a vital role in 

connecting where Punjabi-speaking Sikhs live and determining which factors associated 

with where they live are linked to an increased risk of cardiovascular disease.  

 

This project will use a mixed methods approach, comprising of descriptive statistics, 

cross-tabulations and logistic regression modelling based on the Canadian Community 

Health Survey (CCHS Cycle 10). Thirty sample subjects will be recruited from the target 

population to participate in focus groups in order to provide an in depth understanding of 

the factors and behaviours which are critical to their health status.  

 

In sum, this project is important and relevant to understanding the growing health 

challenges faced by a major ethnic group in Canada.  

 

For more information on similar studies conducted on cardiovascular disease and the 

Punjabi Sikh population please refer to the following articles:  

 

Bedi, H., LeBlanc, P., McGregor, L., Mather, C., & King, K. M. (2008). Older immigrant 

Sikh men's perspective of the challenges of managing coronary heart disease risk. 

Journal of Men's Health, 5(3), 218-226.  

 

Galdas, P. M., & Kang, H. B. K. (2010). Punjabi Sikh patients’ cardiac rehabilitation 

experiences following myocardial infarction: a qualitative analysis. Journal of Clinical 

Nursing, 19(21‐22), 3134-3142.  

 

Due to the sensitive nature of speaking about personal health issues, if you feel that you 

need counselling services within your local area, please refer to the following counselling 

services which speak several languages and are located within the Regional Municipality 

of Peel:  

 

1. Family Services of Peel  
 
Mississauga  

151 City Centre Drive, Suite 501 Mississauga, ON, L5B 1M7  

Tel: 905-270-2250  



 

100 

 

 

Brampton  

7700 Hurontario Street, Suite 601, Brampton, ON, L6Y 4M3  

Tel: 905-453-7890  

 

2. Newcomer Center of Peel  
 

Mississauga  

i. Malton Newcomer Information Centre  

 

3233 Brandon Gate Drive, Unit 7 Mississauga, ON, L4T 3V8  

Tel. 905-677-0007 ext. 5  

ii. Mississauga Newcomer Information Centre  

 

Sussex Centre,  

50 Burnhamthorpe Rd W., Suite 300 Mississauga, ON, L5B 3C2,  

Tel. 905-279-0024 ext. 1266  

 

Brampton  

i. Brampton East Newcomer Information Centre  

 

263 Queen St. E, Unit 14 Brampton, ON L6W 4K6  

Tel: 905-595-0722 ext. 4000  

ii. Brampton South Newcomer Information Centre  

 

7700 Hurontario St., Unit 601, Suite 100 Brampton, ON L6Y 4M3  

Tel: 905-457-4747 ext. 3013  

Caledon  

 

i. Caledon Community Services  

 

Royal Courtyards,  

Upper level 18 Kingston Caledon, ON L7E 1E8  

Tel: 905-951-2300 or 905-584-9460  

 

 

 

Thank you again for your participating in this research study,  

 

 

_______________________                             _________________________  

 Ms. Gurveer Bains, HBSc.                                   Dr. Mark Rosenberg, PhD. 
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Appendix G: List of interview questions  

Mixing health and geography: A study of risks associated with cardiovascular 

disease for the Punjabi Sikh population in the Regional Municipality of Peel 

 

Sample of Semi-structured Interview Questions 

 

I. Health effects due to immigration  

 

a. When did you immigrate to Canada from India? What was your reason(s) for 

immigrating to Canada?  

 

b. Do you feel differences between Canadian and Indian cultures influenced your health? 

If so, in what ways?  

 

c. Are you employed in the same field as you were in India (your skilled trade)? If not, do 

you feel underemployed in Canada?  

 

d. Do you feel that immigrating to Canada influenced your health? If so, in what ways?  

 

e. Other than experiences related to immigration, to what extent do you feel living in 

Canada contributed to your CVD diagnosis?  

 

f. How easily do you understand/speak/read English and/or French? How has this 

influenced your level of access to health services?  

 

II. Health effects related to cardiovascular disease diagnosis  

 

a. At what age were you diagnosed with cardiovascular disease?  

 

b. When you were first diagnosed with cardiovascular disease, how aware were you 

about this disease?  

 

c. What changes to your lifestyle have you made since your diagnosis with cardiovascular 

disease?  

 

d. Are there any specific health factors you feel influenced your CVD diagnosis? If so, 

please describe.  

 

e. What lifestyle habits and/or factors (other than aging) do you feel influenced your 

cardiovascular disease diagnosis?  

 

III. Cardiovascular disease risks and management of risks  
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a. What did you diet consist of before your CVD diagnosis? Are there any dietary 

changes you made after your diagnosis? If so, please describe these changes.  

 

b. Do you regularly exercise? If not, what are some of your reasons for not getting regular 

exercise? If yes, what type of exercise do you engage in?  

 

c. Do you feel your gender played a role in your adapted way of life in Canada and 

contributed to your CVD diagnosis? If so, in what ways?  

 

d. Do you feel the Punjabi culture influenced your CVD diagnosis? If so, in what ways?  

 

e. Do you smoke and/or drink? If so, how frequently (never, once a 

year/month/week/daily)?  

 

f. What are some examples of stress you have felt which have negatively influenced your 

health? What type of coping strategies have you used to deal with this stress?  

 

g. Are you diabetic, if so, type 1 or type 2? Do you have hypertension or high cholesterol 

levels?  

 

IV. Health effects related to the built-environment  

 

a. How has living in the Region of Peel affected your health?  

 

b. Do you drive a vehicle? If not, what mode of transportation do you use?  

 

V. Concluding question of semi-structured interviews  

 

a. Is there any other information not asked within these questions you feel contributed to 

your CVD diagnosis?  

 

 
 


