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INTRODUCTION AND NECESSITY

“Sarab rog ka aukhad naam” (“The recitation of God’s name cures
all diseases”) is a quotation from the Guru Granth Sahib —the
Sikh Holy Book— highlighting Sikhism’s perspective on illness,
referring to the Guru Granth Sahib as the primary source of
guidance regarding issues of health.! However, in the decades
since this quotation was first written, the burden of chronic
illness in the Sikh community has become more severe.! Notably,
cardiovascular disease (CVD) has become increasingly prevalent
within the Sikh and broader South Asian (SA) populations.?
Several studies have outlined how the SA community has the
highest prevalence of CVD in Canada, along with a higher
CVD mortality rate compared to other ethnic groups.>?

Although some biological factors may explain the SA community’s
increased risk for CVD, there is no denying the social and
psychological factors at play* It has been established that
sedentary behaviour, depression, and psychological stress increase
CVD risk.>7 As such, the fact that SA individuals in Canada are
more likely to be sedentary and diagnosed with depression
than their non-SA counterparts only intensifies their likelihood
of developing CVD.>* Moreover, much of the SA population
in the West exists as visible racial and religious minorities,
subjecting them to additional social and psychological harms,
including stress stemming from migration and discrimination,
all of which contribute to CVD.>” SA individuals in Canada
are also more likely to experience lower quality-of-life one year
post-surgical interventions for CVD-related events, as well as
increased recurrent CVD events.® That is, not only are SAs more
likely to develop CVD, but their disease prognosis appears to be
worse than non-SAs.® As such, improving CVD management
procedures for the SA population would prove valuable, given
the significant prevalence of the disease in this community.>**

More specifically, areas with a prominent SA population, like
the Peel Region of Ontario, should consider providing CVD
interventions specific to SAs, such as culturally sensitive
rehabilitation programs.’ As SA isabroad term encompassing many
distinct ethnic and cultural backgrounds, this paper recommends
focusing on interventions tailored to a specific population
within the SA community, to avoid cultural generalizations.'

For the purposes of this paper, the focus population is the Sikh
community, defined specifically as individuals with an ethnic
background from the Punjab region in India who practice
Sikhism. The Sikh community as a target population is optimal
as it falls under the broader SA community and it is one of the
largest religious minorities in the Peel Region; thus, this plan
would ensure that a sizeable community in the Peel Region
receives access to treatment that acknowledges their religious
and cultural diversity." Peel Regional Health should design a
rehabilitation plan specific to the Sikh community for patients
diagnosed with CVD, or recovering from a CVD-related incident.
However, it is critical to note that there are certain challenges
associated with implementing such a program, specifically
relating to funding issues and the program’s perceived practicality.

PROGRAM FRAMEWORK

Several studies have examined the Sikh community’s perspective
on cardiac rehabilitation."'"* These studies can serve as a guide in
developing the Peel Region’s version of a rehabilitation plan specific
to the Sikh community by developing a culturally competent and
safe rehabilitation program including the following elements:

1. HEALTHCARE PROFESSIONALS THAT ARE
FLUENT IN PUNJABI OR IDENTIFY AS BEING SIKH

AND/OR PUNJABI.
Numerous studies identified that Sikh patients enrolled in
rehabilitation programs preferred interacting with healthcare
professionals that spoke their first language, Punjabi, and
identified as being part of the Sikh religion and/or Punjabi
culture."'"* As such, these professionals were able to provide
culturally relevant advice, particularly regarding dietary
changes in cultural cuisine to promote healthier lifestyles,
and overall, increasing patients’ willingness to practice the
interventions.’*** Galdas et al. found when reflecting on
their post-myocardial infarction recovery, Sikh patients
stressed the value of having Punjabi-speaking healthcare
professionals to sufficiently comprehend and implement
their cardiac rehabilitation plan, indicating the benefits of
hiring professionals fluent in the patients’ primary language."
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2. IMPLEMENTATION OF SIKHISM.
When Sikh patients were asked about their recovery,
researchers noted that they would highlight the importance
of Sikhism in coping with diagnosis and attempts at leading
healthier lifestyles.>'""* As an example, Galdas et al. noted
that some patients engaged in Seva —a key Sikh principle
which is a form of volunteering— at their local Gurdwaras in
place of traditional methods, such as exercise.! As such, these
patients felt that they were able to improve their health in a
comfortable, familiar, and spiritually fulfilling method, thus
serving as motivation to continue the rehabilitation process."

3. AN OPTION TO RECEIVE COMPREHENSIVE

HOME-BASED CARE.
Despite the benefit of cardiac rehabilitation programs, there
is a historically low participation rate, mainly due to patients’
lack of transportation to program centers.'*> Similarly,
senior Sikh patients cited their discomfort when asking
their adult children for transportation to rehabilitation
programs, since their children were the breadwinners of
the family and were often preoccupied with work during
the day.”® However, certain studies have demonstrated that
home-based cardiac rehabilitation programs are equally
effective at improving cardiac health outcomes as centre-
based care, while further enhancing patient quality of life
and psychological well-being.'>!® For example, in a study
by Akeroyd et al. on Indian CVD patients, when health
professionals completed telephone-based health check-
ins, the medication non-adherence rate of those patients
dropped from 51.2% to 4.6%, underscoring the value of
personalized home-based care in the Sikh population."”

CRITICISMS

Despite the justifications for creating a cardiac rehabilitation
program specific to the Peel Regions Sikh community, there
are valid criticisms that may offset its benefits. Notably, the SA
community has displayed historically lower adherence rates to
traditional cardiac rehabilitation programs relative to their non-
SA counterparts.®*'® Thus, it appears that efforts should be focused
on increasing CVD awareness and prevention, as opposed to
treatment.”® It is crucial to note, however, that the studies that
examined adherence in rehabilitation programs were not tailored
to SA lifestyles and needs, thus highlighting the necessity for
the type of program outlined in this article.'®'* As for awareness
regarding CVD, several studies have demonstrated that although
the Sikh community lacks some knowledge of CVD, many
individuals understand the unhealthy aspects of their lifestyles that
may increase their CVD risk.”** In spite of this knowledge, the
Sikh community still has a concerningly high prevalence of CVD.?
As such, focusing on CVD awareness may not prove as impactful
as alternative solutions, such as addressing the shortcomings
of rehabilitation programs to improve health outcomes.

Furthermore, the logistical implications of a unique, culturally-
centric cardiac rehabilitation program to the healthcare system
must be considered; this program may be costly and difficult
to implement, especially when fulfilling cultural background
requirements.”” However, similar programs established in the

United Kingdom reported no significant difference in cost
between a traditional and more accessible rehabilitation plan
for SA individuals.'® Moreover, a Canadian study completed by
Agarwal et al. addresses the issue of language and cultural barriers
through volunteers who spoke and identified as Punjabi.?® This
program was widely used by the community, thereby rendering
it successful enough to be implemented in similar prominently
Sikh  communities.”> Therefore, well-trained volunteers

serve as a reliable solution if there is a shortage of healthcare
professionals meeting the aforementioned program criteria.”®
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