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ਮਤਿ ਤਿਤਿ ਰਿਨ ਜਿਾਹਰ ਮਾਤਿਕ 
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Maṯ vicẖ raṯan javāhar māṇik je ik gur kī sikẖ suṇī. 

 

Within the mind are gems, jewels and rubies, if you listen to the 

Guru's teachings, even once. 
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Abstract:  

Background: The United Kingdom is represented as a diverse country in regards to ethnicity 

and culture. However, research suggests many individuals belonging from ethnic minority 

communities encounter disadvantages in relation to contemporary issues such as when seeking 

professional help from healthcare settings. Research has found that traditional and cultural 

practices within the South Asian community can result in negative influences on attitudes 

towards mental well-being due to how it is perceived by others. However, there is limited 

research how individual South Asian subgroups make sense of mental well-being including; 

defining, understanding causations, attitudes and help seeking for mental health difficulties. 

The current research study will explore attitudes towards mental health amongst Sikhs living 

in the UK including investigating how the Sikh faith and teachings contributes to experiences 

of mental health difficulties. 

Method: A mixed methodology approach was selected to utilise both diverse techniques from 

qualitative and quantitative research designs. This allows the current research project to 

conduct both surveys and interviews. 

The research study consists of three data collection methods utilising an integrated mixed 

methods approach referred to as triangulation. The three data collection methods are:  

(a) The online survey  

(b) Initial face to face interviews  

(c) Over 65’s face to face interviews  

Analysis: The studies were analysed using several types of quantitative and qualitative 

techniques. For quantitative analysis, SPSS was used to conduct several tests such as; 

Analysis of variance (ANOVA), Chi-squared and Crosstabs. Transcripts were analysed for 

the qualitative studies employing Thematic Analysis, Interpretative Phenomenological 

Analysis (IPA) and Content Analysis. 

Results and Conclusion: The mixed methodology applied resulted in several themes emerging 

from the research findings: ‘faith & spirituality’, ‘concept of shame’ and ‘religious coping 

strategies’. These themes and factors influence the understanding, caution, interpretation and 

the types of help sought for negative mental well-being by the Sikh community living in the 

UK. Gender and generational differences were also identified in the data collection from 

participants. Sikh teachings, referred to as Sikhi are fundamental in the way that the Sikh 

participants understand mental well-being. The implications of the current study findings 

include clinical, educational and research factors.  
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Glossary1 

ASA DI VAAR: Aasa Di Vaar is a long poem (ballad) by Guru Nanak Sahib, to be sung in the 

tune of the famous folk ballad written in the memory of Asraja (who had a maimed hand). It is 

sung every day early in the morning in the Gurdwaras. 

AATMA: Aatma (self) is the element (part, fraction) of Paramaatma (Supreme Soul) in human 

being. Hence Aatma and Parmaatma are the same substance. In other words, both are 

substantially same but qualitatively different. After one's death, Aatma re-joins the Parmaatma. 

According to the Sikh philosophy, God resides in Aatma. 

AMRIT – Amrit (amrit) literally means beyond death. Amrit is that substance which frees one 

from death. It has also been used as synonymous with nectar and ambrosia. 

AMRITDHARI: One who has taken Amrit. In Sikhism, Amrit has been used as synonym of 

Gurbani too. In Sikh culture, an initiated Sikh is also known as Amritdhari. It is wrong to call 

an Amritdhari (an initiated Sikh) as "baptized" Sikh because 'baptism' is a specific Christian 

ceremony, which means initiating into Christianity." 

ARDAS (Prayer): Ardas is a combination of two words: Araz and Daashat (the petition of a 

slave). A Sikh cannot make prayers for seeking personal prosperity, comfort, benefits. and the 

other material blessings.  

BANI: Bani means: sound, language, speech etc. In the Sikh context, it means the hymns 

revealed by God. The sacred hymns in Guru Granth Sahib, all revealed to Guru Sahibs by God, 

are called Bani/Gurbani. According to Sikhism, the Sikh Scriptures are direct revelation i.e. 

 

1 This glossary consists of definitions from ‘Dictionary of Sikh Philosophy’ by Dr Harjinder Singh Dilgeer 
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Divine Word. The respect shown to Guru Granth Sahib is not the worship of an object, but it 

is the respect of the Word contained in it.  

BHANA: Bhana means: "to like" and Bhana Mannana means: to accept the will of God". A 

Sikh has an obligation to accept the Bhaana of God without any grudge or rancour. Every 

phenomenon in this universe has only one cause i.e. the Will of God. One cannot claim to have 

faith in the Divine Order when one does not bow before the Bhana of God. 

 CASTE SYSTEM: Caste or the family of birth is the hub of the Hindu society. In Hindu 

society Brahmin is the highest form of human creatures and Dalits (Chamaars and Chuhraas, 

whom Brahmins call 'untouchables') are the lowest form of human beings. In Sikhism, it is 

strictly forbidden to differentiate anyone according to one's family of birth.  

CHARAN: Feet and Kama/Kanwal means lotus. In fact, this term has in its background the 

concept of lotus, which blossoms and remains in muddy waters but is not affected by its mud, 

dirt or even bad smell. Lotus has been used a simile for the pious feet of Guru Sahib (the 

Enlightener) 

CHARDI-KALA: Chardi-Kala means: ascending power. It is a unique Sikh concept to high 

spirits. A Sikh must always look positive. A Sikh is supposed to be ever optimistic. High spirits, 

cheerfulness, positive thinking, courage, resolution, fearlessness, confidence etc. are the 

attributes of the Sikh concept of Chardi-Kala. A Sikh achieves Chardi-Kala by the Grace of 

God; hence, sublimity is a part of this concept. 

CHINTA: Worry. According to Sikhism, those who have morel less wealth than it is necessary 

are always engrossed in anxiety/worry. 

CONTENTMENT: In Sikh terminology, it is known as Sabr, Santokh. A Sikh must remain 

contented with the Order of God. Patience, detachment, temperance are the precious treasure 
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of a Sikh. A Sikh must control his desires, needs, passions, infatuation and affection for his/her 

dear ones and emotional attachment etc 

DAYA: Daya means to have pity on or to show mercy for or to express sympathy or to have 

compassion for some beings etc. It is a quality every Sikh must grow/inculcate in him. In Sikh 

idiom, Daya is a divine quality. It is not born out of non-violence. Its source is generosity, 

justice and service of mankind. 

DEATH: Death, in Sikhism: is separation of soul from body. Human life is pre-destined.  

DHARAM: Dharam/Dharma is derived from the word Dhaaran, which means: which should 

be adopted. Dharam has a lot of shades of meaning. The word Dharam has been used for 

Righteousness as well as Divine law. Dharam also means religion (faith, cult, sect) but this 

shade too is based upon the Divine Law. Dharam is also used for justice, duty, moral law and 

spirit of truth etc.  

DHARAM KHAND: The region of Dharma (Righteousness). This is the first of the five 

Khands (regions) described in the hymns of Jap Ji Sahib. The base of this 'region' is our earth, 

where we perform various actions. One must perform one's actions according to Dharma. 

EGOTISM: Egotism is interest in one's own self. A Sikh must release him self from ego. Ego 

is denial of the supreme authority of God. An egotist cannot love humanity, Nature, God. An 

egotist denies the value of knowledge, spiritual is mand godliness. In Sikhism, ego is a disease 

and its cure is very much in itself. (Guru Granth Sahib, p. 466).  

FIVE EVILS: These five are: Kaam (lust), Karodh (anger/wrath), Lobh (greed/avarice), Moh 

(attachment), Hankaar (vanity). There are repeated references to these five evils in Guru Granth 

Sahib and among these five, Hankaar has occurred most. To overcome these five evils, one 

should meditate upon His name and live a Truthful life. 
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GRANTH: Granth means volume or book. It is an abbreviation for Guru Granth Sahib too.  

GRANTHI: Granthi is a person who recites (may also interpret) Granth (Sikh scriptures).  

GRlHSTI: Grihsti means householder. Living the life of a Grihsti is obligatory for a Sikh. A 

Sikh must not renounce word. A Sikh is an important and useful part of society and he/she 

must live a regular life of a normal human being. 

GURBANI: "the Baani (Word) of Guru Sahib." In other words the hymns composed by Guru 

Sahib are their Bani, hence Gurbani. Gurbani is also called Dhur Di Baan; i.e. revelation. This 

term is also used for all the verses of Guru Granth Sahib. 

GURDWARA: Gurdwara means the door/house of Guru Sahib. A Gurdwara is the Sikh place 

for learning and living religion. During the time of Guru Sahib, a Sikh-place for congregation 

was known as Dharamsaala. 

GURMUKH: Gurmukh means a person with his mukh (face) towards Guru Sahib. In other 

words. Gurmukh is one who looks at the Mukh (face) of Guru (for instructions and advice); 

one who follows the teachings of Guru Sahib: one who follows the command of Guru Sahib 

instead of one's own mind; one who is Guru-oriented and not self-oriented; one who lives his 

life according to the teachings of Guru Sahib. 

GURMUKHI SCRIPT: Gurmukhi means "from the Mukh (mouth) of Guru Sahib." It is the 

script of Punjabi language. 

GURSIKH: Gursikh is a person who lives his life strictly according to the teachings of Guru 

Sahib. Gurmukh is its synonym. 

GURU: In Sikh faith, the term Guru has been used for God, the Ten Gurus and Guru Granth 

Sahib. Guru means the Enlightener. 
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GURU GRANTH SAHIB: Guru Granth Sahib is the sacred Scripture of the Sikhs. It consists 

of the hynms (poems) of Guru Sahib, twelve Bhagats, three Sufis, 11 Bhatt poets and three 

Sikhs.  

HAUMAl: The term Haumai has its roots in the Sanskrit word Aham. i.e. ‘I’ and ‘I’. Haumai 

is the belief in the supremacy of 'self' i.e. ego. According to Sikhism. it is Haumai, which stands 

as an obstacle between God and Mun. But this Haumai too is the creation of God.  

HUKAM: Hukam means the Command of God. Hukam is also universal order given by God. 

A Sikh must always be ready to carry out the Command of God. He/she must always bow 

before the Will of God. In Sikhism, everything and every phenomenon occurs under His Order. 

HUMILITY: Humility is one of the greatest virtues to be achieved by a Sikh. A Sikh must get 

rid of ego and pride. The virtues like that of humility lead one to the candidature for liberation. 

JAP(JI) SAHIB: Jap (Ji) and Sahib suffixes have been added for reverence) is a long poem 

written by Guru Nanak Sahib. It is also the first hymn of Guru Granth Sahib. 

JEEVAN MUKll: Jeevan Mukti means: liberation from the cycle of life and death. In Sikhism, 

the concept of liberation is unique and is altogether different from all the other religions. In 

Sikhism, one achieves Jeevan Mulai during one's lifetime and not after death. 

JOT: Jot means light. In Sikh terminology it means spiritual light, which Guru Nanak Sahib 

merged in Guru Angad Sahib and the same was done by the succeeding Gurus. 

KAAM: Kaam is: lust. In earlier times Kaam was considered to be an instinct for procreation. 

It was related with creativity. With the passage of time it came to be known as lust. Kaam (lust) 

is one of the major vices. 

KARAM (Persian): Karam is a Persian word, which means Grace of God. Guru Sahibs have 

frequently used the word Karam in their writings. According to the Sikh philosophy, each and 
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every blessing is the Grace of God. Birth, life, death, liberation, joy and sorrow, comfort and 

pain, all are His Grace. 

KARAM KAAND: Ritualism. In Sikhism it rejects all kinds of ritualism and reckons it as 

hypocrisy. According to Sikhism, contemplations, austerities, fasts, yajnas (havans etc) are all 

hypocrisy. 

KARAM KHAND: Realm of Grace of God. This is the fourth of the five realms of spiritual 

ascent as explained by Guru Nanak Sahib in Japi Ji Sahib.  

KARM/KARMA (Sanskrit): Karm/Karma means actions. According to the Sikh philosophy, 

one gets reward/punishment for one's Karmas (actions) in this very life. In Sikhism. hymns 

which seem to refer to the past life, are meant at clarity of the popular belief; hence relative 

and metaphoric and not conceptual. According to the Sikh philosophy, human life is a result 

of God's Karam (Grace). 

KEERTAN: Defined as ‘praise’; to sing keerat, is regarded as praising God. 

KES/KESH: Kes (uncut/unshorn hair) is one of the most conspicuous aspects of a Sikh's being. 

KESDHARI: A person who keeps Kesh (uncut hair) is called Kesdhari. A Sikh has an 

obligation be Kesdhari and he/she must not cut his hair from any part of his body. In fact, there 

is not much difference between Kesdhari and Sahajdhari as far as uncut hair is concerned. Both 

Kesdhari and Sahajdhari must have uncut hair. 

KHALSA: Khalsa is a Persian term. It means the land or the property, which is under the 

personal and direct control of the sovereign; in other words, it means "sovereign" land.  

KNOWLEDGE: IIaml/IIum (literally: Gian/Gyan) is not mere intellectual learning; it means 

enlightenment. 
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LANGAR: In Sikhism, Langar means "Sacred Sikh Kitchen" (and not free kitchen; of course 

it is food free of cost). Langar has a prerogative place in Sikhism. It is an essential part of every 

Gurdwara. 

LIFE (Purpose of): The purpose of a human beings to achieve self-realisation. In Sikhism one's 

life is a term for meditation upon the Name of God. 

MUN (English): Individual or human being. Human being is a creation of God. He controls all 

the actions of human beings. Man's purpose of life is self-realisation, which can be achieved 

by truthful living, purgation of ego and meditating upon His Name. 

MANMUKH: Manmukh is a person, whose Mulch (face) is towards his Man (mind) i.e. one 

who follows his own mind. 

MOH: Attachment, craving, desire.  

NAAM: Name (of God). 

PAATH: Paath means recitation (liturgical reading) of scriptures. In Sikh culture, Paath means 

recitation of Nitnem (daily prayer/worship).  

PRIDE: Hankaar (Pride) is a high or overbearing opinion of one's worth or importance. 

Hankaaris one of the chief vices in a human being. 

PANJ KHAND: Five realms/regions/stages. In Jap Ji Sahib (stanzas 34 to 37), Guru Nanak 

Sahib has explained five stages of human being's spiritual journey towards self-realization. 

These five are: Dharam Khand (stage of duty~ Gian Khand (stage of knowledge), Saram Khand 

(stage of modesty), Karam Khand (stage of Grace) and Sach Khand (the realm of Truth).  

PANJABI: It is the language of the people of the Sikh Homeland. Panjab region in North India. 
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RAHITI MARYAADA: The Sikh code of conduct is called Rahit Maryaada. It includes do(s) 

and don’ts of Sikhism. It defines various Sikh terms, Sikh conduct, authentic religious and 

social ceremonies, moral code, the essentials of the Sikh culture etc. 

SAHIB: Literally: master. In Sikh philosophy, Sahib is used only for Guru’s. The Ten Gurus 

and Guru Granth Sahib are also addressed as Sahib because God spoke through them.  

SANT: The term Sant has been derived from the Sanskrit word Shaant meaning 'peaceful'. 

SARAM KHAND: It is realm of modesty or realm of spiritual efforts. 

SEHAJDHAARI: A Sehajdhaari must not cut nor trim his hair from any part of his/her body; 

should perform his family functions according to the Sikh Rahit Maryaada; and should 

completely adhere to the Sikh culture.  

SEWA: Service (voluntary and self-less).  

SIMRAN: Simran has been derived from the word Simran, literally: to remember. In Sikhism, 

Simran means contemplation, remembering God's name. 

TRUTH: In Sikhism, Truth is synonym with God. Truth is another attribute name of God. The 

other usage of truth in Sikh literature has been made is in the meaning of the virtue i.e. not to 

tell lies. One has to attain this virtue of truthful living, which is higher than truth itself.  

VICE: Vice means evil or grossly immoral conduct from which one should escape. 

VIRTUE: Virtue means qualities of moral excellence, goodness, uprightness etc. 
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Chapter 1 – Introduction  

In this chapter, the rationale of the research study will be explained with an outline of the 

researcher’s origin and reflexivity of the study. By way of introduction to this study, the policy 

and structure of mental health services within the BAME community will be explored and 

presented. A common theme that runs across policy and practice is the concept of spirituality, 

culture and ethnicity, so these will be briefly investigated in relation to mental well-being. This 

discussion leads into an examination of the prevalence of mental health difficulties within the 

Sikh community and the factors which contribute towards mental health. The term mental 

health difficulties within this thesis refers to any issues in relation to mental well-being. The 

chapter concludes with an explanation of the rationale of the research study and the research 

questions which will be examined and answered in this study.  

 

1.1 Rationale  

The aim of this research study is to explore how Sikhs perceive and understand mental well-

being alongside exploring how this impacts help-seeking. This study will be of relevance for 

therapists as well as the British Sikh community. The current literature focuses solely on 

examining South Asian women’s experiences of mental health in relation to shame and is 

lacking the influential factors of culture and faith (Moller, et al., 2016; Tabassum, et al., 2000; 

Sheikh & Furnham, 2000) as a result of this, this study will explore how faith and culture 

influence Sikhs’ attitudes and perceptions in relation to mental well-being, alongside exploring 

potential barriers to seeking professional help. This research will address how Sikhs interpret 

mental well-being, as there is no definition for the term in Panjabi nor Gurmukhi. Furthermore, 

capturing interpretations and understanding of mental well-being will help examine help-

seeking behaviours. Currently, within the literature, there is limited research surrounding the 
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Sikh community in the UK in relation to mental well-being. During this research project 1001 

responses were received from an online survey within one week, this highlights the need for 

this research to be conducted. To address the aim, the study collected and gather in-depth data 

to enable a deeper understanding of Sikhs’ perspectives. This study will be of relevance for 

therapists as well as the British Sikh community.  

A mixed-methods research design is applied in this research project, whereby three separate 

studies were conducted. Study one is a quantitative approach, where an online survey was 

carried out, followed by studies two and three, where face to face interviews were conducted 

with various age groups. It was important to gather primary data by various methods to allow 

the research questions to be explored in depth. Several types of analysis were utilised to analyse 

both the online survey and face to face interviews such as ANOVA tests, IPA and thematic 

analysis. Furthermore, the advantage of using different types of analyses was that this helped 

to explore different types of questions. It was anticipated that the research will have 

implications for clinicians, therapists, educational professionals and policymakers. 

Additionally, the findings of this research should assist with raising awareness of faith and 

cultural influences in relation to mental well-being and seeking professional help. To conclude, 

this study explores a wide range of age groups, thus capturing vital assumptions and 

perceptions around mental well-being between generations.  

The overall aim of this doctoral research is to address the gap in literature, while simultaneously 

adding to the body of knowledge regarding exploring Sikhs understanding of mental well-

being.  The online survey and interview questions are specifically designed to answer the 

research questions. The following questions were developed because of the lack of literature 

within the Sikh community in relation to mental well-being. Furthermore, this research is 

crucial in understanding faith and cultural perspectives of mental health for the Sikh 
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community. The central research questions outlined from the onset of this project following 

the literature review are: 

1. How does the Sikh community in the UK understand mental well-being?  

2. Where does the Sikh community go to seek professional help for mental health and 

why?  

3. Are there any barriers or factors which hinder the Sikh community in seeking 

professional help? 

4. To what extent does spirituality and religion have an influence on mental well-being? 

 

1.2 Origin of my research   

I would like to introduce myself as a 26-year-old married British Sikh living in the heart of 

Birmingham, a vibrant, entertaining and family-friendly city which I call home. I am a daughter 

of migrant parents who left Panjab to settle in the UK for a better life. My parents arrived in 

Birmingham in 1990, and I grew up in a family-orientated household as a sister to two brothers.  

While growing up, I noticed shame appeared to be directed entirely to females, as opposed to 

males. Shame can be described as a feeling of humiliation which is caused by the consciousness 

of wrong behaviour. For example, when an individual feels their whole self is wrong, and it 

can be potentially related to a behaviour or event that plays a major role in public life. While 

studying for my A-Levels, my interest in psychology was piqued when learning about mood 

disorders. Fortunately, my thirst for knowledge did not come to an end when completing my 

A-Levels. My parents pushed and supported my passion for psychology, and I went on to 

complete a BSc in psychology and an MSc in clinical health psychology.  As I moved from 

Birmingham to London to study for my master’s degree, I found myself in a tumultuous 

situation as many students do at university. I witnessed several friends go through negative 
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mental health, but who chose not to seek professional help due to shame and embarrassment. I 

struggled to understand why shame and embarrassment seemed to take precedence over 

people’s mental well-being and long-term health. Living away from home, the concept of 

shame did not appear gender-related anymore as I witnessed both males and females suffer 

from shame. Through my education, living away from home and travelling, and now being a 

wife, I realised shame was not gender-exclusive. Men seemed to experience shame just as much 

as women, especially in relation to mental health difficulties. It may not be perceived as equal 

by the elders of our community, but in my own experiences and observations, both genders 

experience shame and stigma. 

Following my MSc, I was an assistant psychologist working in a private medium secure2 

forensic mental health hospital in West London. I was exposed to patients with a wide range 

of psychological disorders such as schizophrenia, bipolar, depression, anxiety and obsessive-

compulsive disorder. There was a high percentage of patients who belonged to a Black, Asian, 

Minority Ethnic (BAME) community. It was through my experiences as an assistant 

psychologist that I found myself questioning why patients belonging to a BAME community 

differed from White British individuals. Identifying myself as a Sikh I was particularly 

interested in Sikh patients, whom I observed were often admitted late, were non-compliant with 

their medication, had no family support and were discharged later compared to others. I began 

to reflect on my personal and professional experiences in relation to mental well-being, which 

led me to explore the current body of literature available mental well-being and the Sikh 

 

2 Medium secure services provide inpatient treatment and care for adults with complex mental health problems 

who have been in contact with the criminal justice system and who present serious risk to themselves or others.  

 



 26 

community. Surprisingly, there was limited literature exploring mental well-being in the Sikh 

community within the UK.  

Today, I am a PhD student who has explored Sikhs’ perceptions and understanding of mental 

well-being in the UK. Due to the lack of literature on the Sikh community within the UK, the 

South Asian literature was explored, which allowed me to address the gap through my research. 

Majority of Sikhs originate from India in Panjab (pre-partition Panjab is now in Pakistan), they 

can be categorised as South Asians on a global classification (Tatla & Gurharpal, 2006). I hope 

to provide an insight into perceptions and understanding of mental well-being, and make a 

difference in the Panjabi Sikh community.  

The current research will be positioned using an interdisciplinary approach which will integrate 

knowledge and methods from various disciplines whilst using a synthesis of approaches. This 

research will involve a psychology, social sciences, public health and humanities approach. 

The researcher will draw from different disciplines in order to enhance their understanding of 

Sikhs experiences and perceptions of mental well-being amongst Sikhs living in the UK. The 

purpose of using an interdisciplinary provides an opportunity to bring out a holistic approach 

to research. Although an interdisciplinary approach will be taken, the format of this thesis will 

follow a psychology discipline as the research sits best in this disciplinary compared to others.  

1.3 Positioning myself as a Sikh researcher (Insider) 

During the initial stages of starting my research, it was important to understand how I would 

position myself as an insider in researching my own faith. I began by exploring literature on 

reflexivity. McCutcheon, (1999) describes reflexivity as “the term that has come to represent 

this position, one which recognises the ability of language and symbols— in fact, any and all 

systems that re-present— continually to turn back on themselves” (p. 289). David Hufford 

explains why the term reflexive should be employed, and he argues neutrality is impossible in 
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the study of religion and belief systems. For example, when it comes to studying a topic that 

everyone has an interest in, this can deceive the efforts on the part of a group to construct and 

justify their own power over another group (McCutcheon, 1999). Hufford introduces the 

concept of the powerful who will ‘uninvolve’ observers against the powerless. This implies the 

need to distinguish comments and moments where a scholar/researcher has overstepped their 

self-created authority and recognise their scholarly and their personal voice.  

McCutcheon, (1999) continues to explain reflexive researchers’ concern to communicate and 

recover the lived experiences that comprise the beliefs and practices of the study. A common 

factor that has been critiqued is the manner in which categories are described and compared to 

human behaviours, which can often obscure the factors which are being researched. It was 

argued that an individual researching a category they belong to could cause a problem, this is 

also known as the insider/outsider. Many researchers have raised concerns about 

insider/outsider research which raise questions about research design and methods 

(McCutcheon, 1999; Arweck & Stringer, 2002 & Knott, 2010). Since the 1980s, religious 

studies scholars started focusing on anthropology, particularly the method of participant 

observation. In the 1980s anthropology was dealing with its own issues of “crisis of 

representation” (Foucault & Nazzaro, 1972), building on emergent feminist critiques. This 

resulted in calls for more reflexive anthropology, which investigates the limitations and the 

claims to objectivity.  

For scholars from religious and cultural studies, implementing a reflexive approach meant 

adopting a dialogical approach. This goes some way to dismantling the insider/outsider 

dichotomy by anyone who participates in any way with a faith and becomes part of the 

narrative, which can cause issues as an outsider researcher (Arweck & Stringer, 2002). This 

allows researchers, practitioners, academics to contribute to a dialogue that ultimately produces 

new knowledge, resulting in no one in this situation being labelled as inside or outside the 
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research. The reflexive approach indicates that the insider/outsider dichotomy has no stable 

categories and does not work. In its place groups constantly form and reform. For example, 

people move in and out of religious and cultural communities. The dialogical approach needs 

to consider those who do not agree with the above interpretation in regards to power and 

integrity.  

Another question that arises is the concern of how research speaks on behalf of others, inside 

and outside of academia. For example, research groups already speak for themselves, with clear 

and public voices. If a researcher belongs to that group, they can often articulate their own 

concerns and practices. Being a Sikh myself and researching within my own faith and 

community results in occupying an insider position (Berger, 1999).  Reflexivity is the process 

of internally reflecting on yourself as a researcher and becoming self-aware, providing an 

impartial analysis. This involves being conscious of personal thoughts and actions, which may 

shape the outcome of the results by being biased. An insider researcher can be described as an 

individual who shares a specific characteristic which includes gender, ethnicity, religion, 

culture etc. (Mercer, 2007). Adler & Adler, (1994) described an insider researcher as a member 

of the group that is being studied. This could potentially introduce researcher bias. Therefore, 

before beginning the research, it was important to share with the readers my experiences that 

could possibly influence the outcome of the analysis. My experience prior to starting a 

research-based doctoral thesis was practising as an Assistant Psychologist at a Forensics 

Medium Secure Mental Health Inpatients hospital. This hospital was a male unit that held 

patients aged 18 years and over, who belong to multi-cultured societies including Sikh patients.  

Bonner & Tolhurst (2002) explained three key advantages of being an insider researcher. 

Firstly, an insider has more understanding of the phenomena that are being researched. I shared 

the same or similar background, values and beliefs as the participants, which made it easier to 

understand participant’s explanations. The second advantage allowed the flow of social 
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interaction to not be disrupted. Finally, I was able to extract true data which I would relate to 

myself. This was easily done as I was already familiar with the cultural structure and 

terminology, which saved a great deal of time when it came to interpreting interview data as I 

am Sikh and understand Panjabi (Smyth & Holian, 2008). For example, participants often 

referred to the term ‘Chardi-Kala’ as a barrier in accessing professional help for mental health. 

As I was already familiar with this term, I was able to enquire further and gain a more thorough 

understanding of their explanations. The term Chardi-Kala will be explored in further detail 

later in this chapter.  

However, I am also aware that as an insider I may be blind to certain matters within the research 

and may not consider other aspects, compared to an individual who does not belong to this 

group. To avoid this a reflective journal was implemented to distinguish personal thoughts 

from participant thoughts. This results in being less sensitive to certain matters (Khaliza & 

Alizan, 2017). Claims have been made regarding the objectivity of a study when carried out by 

an insider, questioning the objectivity and truth in the research (Khaliza & Alizan, 2017). It 

has been argued that the personal experiences of the researcher influence the interpretation of 

the outcomes of the research study, whereas an outsider with no experience will be more 

objective when reporting the findings and interpreting them.  

Gasson, (2003) introduces the concept of rigorous and reflexive self-awareness as a substitute 

for objectivity. During the process of reflexivity, concerns are often raised about the process 

of self-reflection, personal biases and theoretical predispositions (Schwandt, 1997). Klein and 

Myers, (1999) proposed four principles for research conducted interpretively which can be 

used to understand reflexivity.  

The first principle of interaction between the researcher and the subject tries to understand how 

the researcher impacts the data. It was expected that my background and personal experiences 
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would have impacted the study. Charmaz, (2000) proposed that researchers should openly 

acknowledge the influence of prior work or experiences. I ensured that I researched the 

insider/outsider concept before starting to collect my data, and so I was more aware of my own 

potential influences on the data, as I recognised the advantages and disadvantages of being an 

‘insider’ researcher.  

The second principle involves ‘dialogical reasoning’, which concentrates on the contradictions 

between theory and data. I used Interpretative Phenomenological Analysis (IPA) to analyse my 

interviews. IPA supports dialogical reasoning as it allows the data to direct the analysis of the 

study. By using IPA, I ensured I was vigilant and self-reflective when conducting my research.  

The third principle comprises ‘multiple interpretation’. One phrase could have many different 

interpretations. I combatted this by using a themes table which allowed the me example to be 

interpreted under several themes and subthemes when analysing my data. I also kept a 

reflective journal of my own experiences which helped distinguish my personal thoughts in 

comparison to the participants.  

The final principle was ‘suspicion’, which can be explained as being biased. Being biased when 

interpreting data can arise due to my own background and personal experiences. However, 

writing frequently in my reflective journal and seeking guidance from my supervisors helped 

overcome this principle.  

I was aware that my position in this research study could lead to biased interpretations. My 

reflective journal consisted of a log in which I documented my feelings and emotions at the 

time I made an analytical decision. For example, when themes were identified I justified them 

by going back to my reflective journal. So, by practising reflexivity, I adopted a critical 

approach which allowed me to better position myself in the research as an insider (which is 
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inevitable) but more so as an academic, thus being aware of my own positioning in relation to 

the research.   

 

1.4 Structure of this thesis  

This thesis is composed of seven chapters. The first is an introductory chapter that explores the 

terms and definitions used in this thesis. The bulk of this chapter explores academic literature 

and investigates the prevalence of mental health and whether this is applicable to Sikhs in the 

UK. This chapter continues by introducing the relationships between the Sikh faith, culture and 

mental well-being. A narrative description of the Mun (loosely translated as the mind) is 

explored concerning the Guru Granth Sahib, the living Guru of the Sikhs, and their Holy 

Scripture. This chapter concludes with the researcher’s personal model of understanding the 

Mun and mental well-being.  

Chapter Two consists of a literature review focusing on mental well-being, concentrating on 

the community literature due to limited literature on the Sikh community. This chapter 

highlights the dominant challenges the community face when suffering from mental health 

difficulties, alongside their perceptions and attitudes towards mental well-being. This chapter 

concludes by identifying the gaps in the literature.  

Chapter Three provides detail on the methodological considerations, philosophical worldview, 

rationale and challenges of undertaking a mixed-methods research design. This chapter ends 

with an in-depth ethical consideration of the research study.  

Chapters Four, Five and Six present methodology, data analysis and discussions for each study 

respectively. The conclusion for each study will be combined and discussed in length within 

chapter 7. Chapter Four consists of a quantitative approach, where an online survey was 
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conducted. Chapter Five entails six face to face interviews with three participants who had 

been diagnosed with a mental health condition and three participants who had no experience 

of negative mental health, for a comparison study. Chapter Six presents face to face interviews 

with 23 Sikh females over the age of 65.  

To close, Chapter Seven provides an overall conclusion of the research study, followed by an 

exploration of the limitations of the study, implications and possibilities for further research.  

1.5 Religion, Culture & Ethnicity   

Religion, culture, and ethnicity are three separate but distinct concepts which are deeply 

connected. For example, rebuilding old churches, synagogues, gurdwaras, temples or mosques 

can help an individual establish an individual’s ethnics identity, community and religion. 

Despite this intimate connection, theoretical understanding of culture, ethnicity and religion 

remain disjointed (Kim, 2011). Kim claims there is numerous literature on immigrant ethic 

groups however only a few attempt to connect religion with theories of ethnicity and culture. 

This suggests that literature remains disconnected from religion, culture and ethnicity.  

Durkheim research from ‘The Elementary Forms of Religious Life’ and several other 

researchers claim claimed religion is good at ensuring and providing a sense of meaning, 

identity and belonging (Greeley, 1972; Herberg, 1995; Zhou, Bankston, & Kim, 2002; 

Durkheim, 1995). Peter Berger was a fundamental theologian for sociology of religion who 

argued that individuals who encountered a precarious nature of the social world, each and every 

society is engaged in constructing a significant world in and religion plays a pivotal role 

revolving constructing meaning (Berger, 1999). According to Berger’s research religion plays 

an strategic part in building an individual’s world.  

Religiosity involves a relationship with one or more religions, where a religion typically entails 

a set of doctrinal beliefs and behaviours that are shared by a community (Jenson, 2021). 
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Spirituality will refer to an individual’s search for or sense of connection with the sacred, 

supernatural, or ultimate reality. A place of worship has been described by Kim, (2011) as a 

place where immigrants can find a sense of belonging, value in life and shelter in a new country 

which then results in being their community. A study by (Vecoli, 19777) reported religion was 

used as an coping mechanism with dealing with the unknown and with various challenges. This 

begins to question how much impact religion has on an impartial basis from culture and 

ethnicity on mental health challenges within the Sikh community. This will be investigated in 

the current study.  

Ethnicity also provides a substantial foundation for identity, meaning, and community. The 

primordial theory of ethnicity, racial and ethnic distinctions have been salient and have 

commonly defined the lines of inter-group conflict throughout history because racial and ethnic 

distinctions are the basic group identity of individuals (Kim, 2011). Kim continues to emphasis 

the importance of ethnicity by claiming ethnic ties can be explained as extensions of kinship 

and ethnic alliances as they lend to advance the interests of those who are thought to have 

common descent.  

Culture is a body of knowledge which is acquired by people through years of being together in 

one society. Two individuals may have the same culture and yet practice different religious 

practices. Culture can be defined as symbolic, behavioural, and institutional inheritances that 

are shared and co-constructed by members of a community (Jenson, 2021). It is important to 

note culture is not synonymous with country or ethnicity, but rather describes communities 

whose members share key beliefs, values, behaviours, routines, and institutions. This makes 

culture, religion and ethnicity distinct from each other. Of course, cultural communities include 

heterogeneity within groups.  
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It is now fundamental to understand how culture, religion and ethnicity has an impact on mental 

health. This is critical to understand as numerous studies have demonstrated that cultural 

perspectives are vital when considering the influence and implications of mental health 

(Fabrega, 1995; Ivanov & Buck, 2002; Kirmayer & Looper, 2006 & Bhattacharya et al., 2010). 

Sam & Moreira, (2012) propose that the concepts of culture and mental health are embedded 

in each other. Castillo, (1997) goes on further to explain that cultural perspectives can shape 

mental health in four ways: an individual’s own personal experiences of negative mental health 

and symptoms, the expression of the individual’s symptoms in relation to their cultural norms, 

the individual’s interpretation of the expressed symptoms and finally how the individual is 

diagnosed and how the mental health issue is treated. This will be interesting to investigate 

how culture within the Sikh community impacts help seeking behaviour in relation mental 

well-being alongside understanding how culture impacts the perspectives and understanding 

around mental well-being.  

Cultural norms have a role to play in how mental well-being is perceived in the Indian 

community. The term ‘shame’ is cultural. Cozen understands shame using two examples: “one 

being understood as an individual’s primary emotional response to a transgression is a deflated 

sense of self-worth and another understanding of ‘shame culture’ as a culture in which people 

are sensitive to and seek to avoid negative social judgements” (Cozen, 2018, p. 1). Culture 

originates from the Latin word ‘cultura’ which means ‘to cultivate’ (Harper, 2001). The term 

culture can be defined as a symbolic and significant expressive aspect of human behaviour 

which includes social values, beliefs and behaviours of a group who share similar backgrounds 

and traditions. Cheng, (2001) describes culture with a racial context, looking at race and 

ethnicity; the focus is embedded with specific customs, beliefs and practices which distinguish 

a group or individuals in minority and stereotypical ways. The United Nations Educational, 

Scientific and Cultural Diversity defines culture as “the set of distinctive spiritual, material, 
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intellectual and emotional features of society or a social group, and that it encompasses, in 

addition to art and literature, lifestyles, ways of living together, value systems, traditions and 

beliefs" (UNESDOC, 2002).  

Previous academic literature has highlighted the need to provide a culturally sensitive mental 

health service that can be accessed by individuals belonging to different backgrounds (Meyer 

& Zane, 2013). To achieve this, a large set of skills and knowledge is required for mental health 

professionals to provide services that are culturally sensitive for the diverse population in the 

UK. Bhui, (2002) states this can be achieved by introducing cultural competencies such as 

paying attention to language barriers and understanding cultural perspectives concerning 

mental well-being. Although the importance of cultural competencies is openly discussed and 

recognised for mental health professionals, research about cultural competencies within mental 

health services for the Sikh community is limited. Within this research study, the aim is to 

provide literature about cultural competencies regarding the Sikh community. It is crucial for 

professionals in the mental health services to be open and interested in cultural perspectives to 

help individuals when issues regarding culture are impacting the overall provision of the 

service.  Within culture, ethnicity plays an important role as ethnicity is linked with cultural 

expression and identification. The concept of ethnicity is vital to explore in this research.  

Ethnicity can be closely defined and associated with cultural anthropology; however, there 

seems to be no single definition or theory of how ethnic groups were formed. Anand & 

Cochrane, (2005) refers to ethnicity as two definitional dimensions: the first being an individual 

being able to self-identify themselves as belonging to an ethnic group and the second which 

allows researchers to distinguish individuals by characteristics such as their ancestry, customs, 

religion, culture, geography, nationality etc. Bempah, (2002) argues individuals could belong 

to multiple ‘ethnicities’ in relation to culture, geographical region, religion and etc. Therefore, 
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for the purpose of this study the term ethnicity will be used to refer to groups identification 

which presents their allegiance to culture of origin.  

 The British population is culturally diverse and heterogeneous. However, with the broad 

distinctions between ethnicities, there are many additional subgroups, including but not 

exclusive to, Indian-Panjabi, Indian-Gujarati and Indian-Mirpuri subgroups. There is a vast 

diversity in languages, religions, dietary practices and migration histories of these subgroups 

(Anand & Cochrane, 2005). Ethnic minorities within the UK are amongst the lowest income 

groups and are underutilising health their mental health needs, which this study will explore. 

Sikhs would like to have access to good quality data in the Sikh population in the UK which 

will be beneficial for decision making to better understand attitudes and practices of British 

Sikhs which could hopefully one day improve policy planning and community engagement 

(The Sikh Network, 2016). The consequences of not having data specifically on Sikhs results 

in policy makers making decisions based on opinion or assumptions which can have 

detrimental effect on policies and practises. In the census of 2011, it was reported over 83,000 

Sikhs rejected the existing tick-box options and chose to select ‘Other’ and write ‘Sikh’ 

(Sandhu, 2021). Furthermore, in relation to inadequate resource allocation to Sikhs, there has 

been no data presented in the public domain regarding healthcare and educational funding.  

The term ‘ethnicity’ first appeared in the Oxford English Dictionary in 1953 but has since been 

associated with the term ‘ethnic’, which was first used in the Middle Ages (Cohen, 1998; 

Glazer, Moynihan, & Schelling, 1975). The term ethnicity has been traced to the Greek word 

‘ethnos’ which can be translated as people, tribe, race or a nation. Berry, (1997) defines 

ethnicity in a broader context, as social inequality that also includes race, class, kinship, age, 

estate, caste, and gender. Berry, (1997) provides clear distinctions between ethnicity and race 

or class. Scholars have suggested that ethnicity is a product of self and group identity that is 

formed in extrinsic/intrinsic contexts and social interaction. Ethnicity is not the me as, nor 
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equal to, culture. Ethnicity is a distinct symbolic representation of an individual or a group that 

is produced, reproduced, and transformed over time. This has led to the demand for ethnicity 

tick box in Census 2021.  

The BAME community encounter disadvantages when seeking healthcare (Mir, Nocon, & 

Ahmad, 2001; Alexander & Jason, 2015; Butt & Mirza, 1996; Dhadda & Greene, 2017; 

Ineichen, 2018; The NHS Confederation, 2012; Moller, Burgess, & Jogiyat, 2016). This begins 

to question do all BAME and South Asian communities fit into one group? The current research 

will focus solely on the Sikh community. It is important to investigate why these communities 

face disadvantages when seeking help. The last census in the UK took place in 2011, and 13% 

of the UK population (which is equivalent to 8.1 million people) identified themselves as 

belonging to a BAME community (Office for national statistics, 2013). An estimated 4.2 

million people were from an Asian ethnic group, with 1.4 million of those identifying 

themselves within the Indian ethnic group. South Asia is grouped with seven countries: 

Bangladesh, Bhutan, India, Maldives, Nepal, Pakistan and Sri Lanka. They consist of over 

2,000 ethnic entities, showcasing how ethnically diverse this group is. India has the largest 

population, followed by Pakistan and Bangladesh. Overall, this suggests the importance of 

policy and practices, the following section will discuss policy & prevalence of mental well-

being.  

To conclude, the UK is represented as a diverse country with regards to religion, ethnicity and 

culture, yet many researchers indicate individuals belong to BAME communities. However, 

the researcher believes the Sikh community should not be categorised as a part of the BAME 

community. For example, India differs so drastically from north to south in regards to weather 

climate, language, food, clothing, place of worship architecture, music and dance. How can 

researcher’s generalise so many countries into one category? Therefore, this research hopes to 

gain understanding of Sikhs living in the UK in relation to mental health. Within religion and 
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culture, ethnicity plays an important role as ethnicity is linked with cultural and religious 

expression and identification. Therefore, these three factors are vital to explore collaboratively 

in this research. The focus of this research is to treat culture, religion and ethnicity has three 

distinct separate factors to investigate the impact of each factor on mental health. However, the 

concept of culture is very broad and dynamic, therefore the researcher has not built the current 

study around the concept of culture, as it would be static. Instead, within the current research, 

the concept of culture will focus on the learnt and shared mechanisms in day to day living 

patterns that can include influences from shared values, beliefs and practices which represent 

a culture’s view of the world. 

 

1.6 Policy & prevalence of mental well-being in the UK  

Concerns of the BAME communities facing challenges in accessing professional help have 

recently arisen, which have led to policies being developed to help reduce discrepancies in 

access and experiences of the use of services (Department Of Health, 2011). The policies create 

an equitable mental health service for different communities. Equality is said to be the founding 

fundamental principle of the NHS (Acheson, 1998). However, previous evaluations have 

demonstrated that policymakers have not acknowledged the need to be culturally sensitive 

when providing health care service for the BAME community (Commission for Race Equality, 

1997). In 2003, the first policy introduced by the National Institute for Mental Health in 
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England was titled ‘Inside outside: improving mental health services for black and minority 

ethnic communities in England’.3  

The policy aimed to change the pervasive ethnic inequality within mental health services. In 

2005, a significant policy emerged from the Department of Health (DoH), titled ‘Delivering 

Race Equality in Mental Health Care’ (DRE). This policy placed heavy emphasis on the 

inequalities in the mental health system and outlined a five-year plan to reduce these 

discrepancies. All three objectives set out on the first policy ‘inside outside’ were embedded 

in this DRE action plan. Seeking equality in mental health services is not a recent or new 

requirement, as many of the actions stated in DRE are from existing legislation and guidance. 

The framework of the action plan can be found within the National Institute for Mental Health 

in England (2015). All NHS clinicians are required to follow the protocols set out in these 

legislations (Equality Act, 2010) 

The higher prevalence of mental health difficulties in the British South Asian community has 

been highlighted as a concern by the DoH; this has been attributed to inequalities in health care 

settings by researchers such as (Moller, Burgess, & Jogiyat, 2016). Early previous 

epidemiological research established communities experience better psychological well-being, 

and as a result are less likely to seek professional help from services (Fazil & Cochrane, 1978). 

This current research found contradicting findings which report younger generation of Sikhs 

are more likely to seek professional help compared to the older generation. This will be 

 

3 The policy identifies three key objectives: to reduce and eliminate ethnic inequalities in mental health service experience and 

outcome; to develop the cultural capability of mental health services; and   to engage the community and build capacity 

through community development  workers.  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explored further in chapter 4 & 5. Interestingly, this had changed drastically over the years, 

and research identified proposed higher rates of negative mental health within communities 

compared to the general population (Nazroo, 2003; Fazil & Cochrane, 1998; Sonuga-Barke & 

Mistry, 2000; Weich, Nazroo, & Sproston, 2004). This leads to questions about how the earlier 

epidemiological research was measured and the reliability of the data. Recent research 

conducted on women is rather concerning, finding women have the highest rates of suicides, 

depression, deliberate self-harm compared to other groups (Ineichen, 2018; Bhui, 2002; 

McManus, et., 2009 & Anand & Cochrane, 2005).  

Although previous research has shown a higher prevalence of mental health difficulties in the 

community, the evidence should be interpreted with caution. In reality, it is difficult to establish 

“true” prevalence rates for various reasons which include socio-economic status, religion and 

education. These are all likely to have an influence on the prevalence of mental health 

difficulties, and prevalence rates are determined by western diagnostic tools, so results are 

likely to over- or underestimate distress (Anand & Cochrane, 2005). During the current 

research study, the researcher will explore Sikhs’ experiences of negative mental well-being. 

However, due to limited research currently on the Sikh community, the literature review will 

focus on the community.  

There is no overall agreement as to the definition of mental health from an academic point of 

view. The World Health Organisation (WHO) define mental health as the following: “a state 

of well-being in which the individual realises his or her own abilities, can cope with the normal 

stresses of life, can work productively and fruitfully, and is able to make a contribution to his 

or her community” (World Health Organization, 2004, p.7). The WHO also indicate an 

individual’s mental health can be influenced by biological, psychological and personality 

factors that make an individual vulnerable to mental health difficulties (World Health 

Organisation, 2013). This definition by WHO has substantially progressed and moved away 
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from negatively framing the term from mental illness. The terms mental health and mental 

well-being refer to both positive and negative factors which contribute towards health and well-

being.  

Three important factors Keyes identifies of mental health are: emotional well-being, 

psychological well-being and social well-being (Keyes, 2014). Emotional well-being refers to 

happiness, engagement in life, and satisfaction. Psychological well-being can be described as 

an individual’s personality, aging daily life responsibilities and commitment as well as having 

a healthy relationship with others and being satisfied with life. Finally, social well-being can 

include positive functioning which involves social contribution, social integration and social 

coherence. Interestingly, the author describes all three factors of mental health in relation to 

well-being. Within the current research, it was decided by the researcher to use the term ‘mental 

well-being’, which also encourages positive emotions and positive functioning. However, 

within the research it was astonishing to report all Sikh participants referred to mental well-

being as a negative. This is discussed through in-depth in chapters 4,5 & 6.  

The UK Adult Psychiatric Morbidity Survey (APMS) provides statistical data on the 

prevalence of both treated and untreated psychiatric disorders within adults over the age of 16 

(Byron, et al., 2016). The APMS started in 1993 and is conducted every seven years. Each 

survey includes interviewing a large sample of the general population in the UK, and also 

covering individuals living in private households. The survey involves a two data collection 

methods; an initial interview is conducted with the whole sample, followed up with an 

assessment, carried out by a clinically trained interviewer, with a subset of participants. 

Participants are assessed for a range of different types of mental health disorders, including 

factors that influence their mental well-being, and inequalities experienced by individuals with 

mental health disorders (Byron, et al., 2016).  
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The most recent APMS was conducted in 2014; it reported that one in six adults surveyed in 

the UK met the criteria for a common mental disorder (CMD). McMucus, et al., (2016) reported 

39% of adults suffered from conditions such as anxiety and depression, who were receiving 

professional help for their conditions in 2014; a 24% increase was reported since the last survey 

was conducted in 2007 (Gill, Meltzer, Hinds, & Petticrew, 1996). There was an increase in 

reported rates of self-harming in both men and women across all age groups since 2007. The 

most striking result which emerged from this data was the demographic inequalities in who 

received treatment. Interestingly, participants who were White British female and aged 

between 35 and 54 were more likely to receive treatment compared to the BAME ethnic group, 

who reported low treatment rates (Gill, Meltzer, Hinds, & Petticrew, 1996). The present results 

of this survey begin to question why there are inequalities in gender, age and ethnicity. These 

factors will be explored during the current study to investigate the inequalities the Sikh 

community face in relation to mental well-being.  

Further analysis within the APMS recognises several risk factors which are associated with 

CMD such as being female, work stress, social isolation, negative life events, problems with 

alcohol, family history of depression and poor family relationships (Gill, Meltzer, Hinds, & 

Petticrew, 1996).  The methodology for each APMS survey is consistent every seven years. 

One fundamental strength is it allows trends in numerous conditions to be monitored over the 

years. It includes using high-quality screening and assessment tools which enable undiagnosed 

conditions to be identified. However, one limitation which was noticed was that only 

individuals living in private households would have had the opportunity to complete the survey. 

Individuals living in care homes, hostels, prisons or sleeping rough would not have had the 

chance to complete the survey. Gill, et al., (1996) suggest individuals living in the above 

settings are likely to have worse mental health compared to those living in private households.  
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Experiencing CMDs has been recognised as a source of distress to the individual suffering as 

well as their loved ones. This can be detrimental to an individual’s physical well-being and 

social functioning. Previous research conducted by Cassano and Fava, (2002) found that 

depression and anxiety are common disorders that, left untreated, can result in long-term 

disability and premature mortality. Additionally, several researchers claim CMD can be 

relapsing conditions that may reoccur in the future, suggesting CMDs have long-term 

implications (Weich et al., 2004; Thornicroft & Sartorius, 1993). Therefore, it is important to 

investigate how the Sikh community understand mental well-being, as this will determine help-

seeking behaviours and outline what supports are useful to them. Acculturation, migration and 

stigma impact an individual’s mental well-being and are common experiences faced by the 

communities. There is known to be a significant association between these factors and mental 

well-being. 

 

1.6.1 Acculturation influences on mental well-being  

Acculturation can be defined as a development of social, psychological and cultural change 

which stems from balancing two cultures while adapting to the prevailing culture of a society 

(Berry, 1997). Berry, (1997) defines psychological acculturation as the “phenomena which 

result when groups of individuals from different cultures come into continuous first-hand 

contact with subsequent changes in the original culture patterns of either one or both groups” 

(p.458). Acculturation is a process that involves an individual adjusting to a new cultural 

environment which can result in acculturative stress. Although recent literature has displayed 

evidence that immigrants adapt well in their new intercultural setting (Motti-Stefanidi & 

Masten, 2017), this was only found significant in young immigrants. Extensive research has 

consistently established immigrants are at increased risk for psychological distress (Dimitrova 

& Aydinli-Karakulak, 2016; Harper, 2001; Nakash, Nagar, M, Shoshani, Zubida, & Harper, 
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2012; Shoshani, Nakash, Zubida, & Harper, 2016). Although the above research is focusing on 

immigrants, the same principle applies to those Sikhs born in the UK. Sikhs who were born in 

the UK are not confounded in a new environment, but cultural attitudes and behaviours can be 

passed down from parents and grandparents as well as visits to cultural countries.  Majority of 

the participants interviewed for this study are born in the UK, it is therefore important to 

understand acculturation in the context of those born in the UK since preliminary analysis of 

the primary data collected suggested that Panjabi cultural norms played a significant role in 

barriers to accessing support from mental health organisations.  

Acculturation is a process that involves an individual adjusting to a new cultural environment 

which can result in acculturative stress. Hwang, et al., (2008) assessed acculturative stressors 

which include issues regarding language barriers, aging pressures to conform to the dominant 

culture and intergenerational difficulties. These stressors contribute to increasing the risk of 

developing negative mental health.  Existing research recognises the critical role played by 

acculturation, which affects second-generation immigrants who face confusion regarding 

cultural identity (Bhui, et al., 2005). Cultural confusion can potentially hinder the process of 

developing a stable cultural identity, which can lead to an increased prevalence of negative 

mental health (Bhugra & Gupta, 2003). Furthermore, this identifies the importance of 

recognising culture as a key influence on mental well-being.  

Researchers discovered a fundamental association between acculturation and seeking help 

from help-seeking services for mental health difficulties within the South Asian community. 

Hammid, Simmonds and Bowles, (2009) conducted a research study that uncovered that 

individuals from an South Asian community portrayed higher levels of acculturation and were 

more willing to access professional help. However, another significant finding within this study 

was that women had different ideas about defining mental health compared to White British 

women. White British women had more of less correct understanding of mental well-being. 
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This questions whether the South Asian community understand the term mental health or 

mental well-being in relation to acculturation. The researcher begins to question whether the 

South Asian community actually knows what acculturation means. The Panjabi community 

describe mental health as a somatic symptom4 by referring to mental distress as “Mera Dil 

Ghirda Hai”, which can be translated as ‘My Heart is Sinking’. This is a physical expression 

that is being used to refer to emotional distress. Due to there being no interpretation of mental 

well-being in the Panjabi language, individuals are referring to physical symptoms to describe 

the term. Interestingly, within the current study females over the age of 65 referred to mental 

well-being as an illness however instead of a somatic symptom it was described as a disability. 

This will be further examined in the discussion section of chapter 6. Hammid, et., (2009) 

identified the significant role of acculturation when seeking professional help. However, this 

may require further investigation as the South Asian community defined mental health 

differently compared to a White British sample in the study by Hammid and colleagues.  

Overall, it has been reported individuals belonging to the SA community experienced 

symptoms of negative mental health. This was upon arrival in their host country due to 

migration experiences which can be stressful to be a newly resettled migrant (Sam & Moreira, 

2012; Berry, 1997; Rudmin, 2009).   

 

 

4 Somatic symptom disorder refers to an individual having a significant focus on physical symptoms, such as pain, 

weakness or shortness of breath, that results in major distress and/or problems functioning. 
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1.6.2 Migration and immigration influences on mental well-being  

Within the current study some Sikh participants referred to their parents and grandparents as 

being a barrier in seeking professional help, therefore it is important to understand the 

migration and immigration influences on mental well-being. Migration and immigration are a 

global constant; the UK alone reported over 2.7 million admissions in the last census in 2011. 

Migration can occur within the border of the me country or across international borders, and 

immigration involves permanent residency. Migration and immigration can be described as a 

three-stage process. The first pre-migration stage is when the decision to migrate is actively 

taken (Bhugra & Gupta, 2003). The second stage involves the transitional process itself, 

moving from one destination to another. This stage often involves an individual experiencing 

a loss of support networks and the stress of settling in a new environment, which can often lead 

to an individual being vulnerable to experiencing mental health difficulties. The final stage is 

post-migration, when an individual is dealing with the social and cultural framework of their 

new society. During this stage, researchers have discovered migrants can experience racism, 

isolation, ‘culture shock’, a discrepancy in aspiration, leading to individuals experiencing 

negative mental health (Bhugra & Gupta, 2003). Nevertheless, it is important to recognise the 

reverse of this may also occur, whereby migrants can receive positive social support networks 

and cultural identity which can increase their self-esteem, resulting in positive mental well-

being. This is relevant for the current study as Sikhs living in the UK who participate in the 

research could be immigrants, or it was their parents and grandparents who immigrated. Many 

refer to their families during the interviews, therefore it is important to understand migration 

and immigration in relation to mental well-being.  

Bhugra & Gupta (2003) argues the importance of heterogeneity in the migration process, 

explaining migration must be reviewed from the viewpoint of different generations. The 

younger generation may face difficulties as a result of adjusting to two different cultures; 
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compared to the first generation their stress may also be associated with economic difficulties. 

It is also important to note the three-stage model of migration focuses on individuals from the 

South Asian community who migrated voluntarily. There are often cases of members of the 

South Asian community being forced to migrate against their wishes, and it would be 

interesting to explore the psychological stressors in this situation compared to voluntary 

migration. Research also refers to forced migration as a traumatic experience that can cause 

interferences of attachment and stability, which can result in negative mental health 

experiences (Bhugra & Gupta, 2003).  

Wilson & MacCarthy, (1994) found that historical and local experiences have a significant 

influence on mental well-being for the South Asian communities. Therefore, it is vital to 

understand the experiences of migration and settlement. Immigration is a challenging issue 

while settling into a new country. It includes adjusting to a new culture, learning a new 

language, adopting a new educational system, finding employment and accessing different 

health care systems. It is vital to consider an immigrant’s health, beliefs, financial situation, 

environmental conditions, social support of family, and gender in relation to mental well-being 

as communities hold different religious perspectives with respect to equality across the 

community (Wong & Miles, 2014; Inman, et., 2015). For example, several cultures hold tenets   

of son preference and patriarchy. The Sikh faith regards both genders as equal, which should 

ideally eliminate this preference for the Sikh community. However, this is not always the case. 

Within the Indian culture, it is argued that one reason for son preference is because a daughter 

will one day leave to start their own family and the family will need to pay a dowry for her 

wedding. However, different cultures will hold different views. For example, in South Korea, 

a son preference is attributed more to patriarchal family systems and low female autonomy. 

This is also true of Indian cultural attitudes too. Therefore, it is important to acknowledge the 

cultural views as they do differ in values, beliefs and behaviours.  
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There is evidence that immigration in relation to language and culture can be acknowledged as 

a risk factor for mental health difficulties. A recent study conducted in America explored 

depression amongst Asian Indian immigrants in California (Roberts, Mann, & Montgomery, 

2015). The Panjabi community was targeted in their qualitative study; semi-structured 

interviews were conducted in English and Panjabi. They found higher rates of depression and 

anxiety were reported amongst South Asian Panjabi women compared to Panjabi men. There 

was a significant difference in findings for women who spoke English compared to those 

women who only spoke Panjabi. Women who only spoke Panjabi reported higher rates of 

anxiety and depression compared to those who spoke English. They expressed difficulties in 

balancing their personal desires with the expectations of their families. One participant shared 

the difficulty of balancing her own desire, which was to delay childbearing, to her family’s 

expectation to start a family after marriage and have at least one son. This highlights the 

pressure this Panjabi female migrant encountered, which led to depression. Roberts and 

colleagues discussed this can be explained by migration as well as cultural and family 

expectations. It is also important to consider women will be away from their natal kin which 

could also be a explanation to these findings.  

Roberts et al., (2015) research study established women who only spoke Panjabi reported 

higher rates of depression. It was found that these women were married at an early age and 

brought to California as wives. They had to leave their education incomplete and their families 

and friends behind in India. The Panjabi females identified their role as a traditional women 

whose responsibility is in their home and having limited opportunities to explore education and 

occupational opportunities. These women had been separated by marriage from their natal kin 

who has remained in India. The Panjabi women reported lack of social support, which results 

in isolation and loneliness. These findings can also be explained by language barriers playing 

a vital role in depression. These findings are similar to the current study results which will be 
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shared in chapter 5. Similarly, Balan and Mahalingam, (2015) conducted a study which 

displayed consistent findings in first-generation immigrant, new mothers. These new mothers 

found motherhood to be stressful because of separated relations with their natal family, which 

often resulted in less social support than they expected and needed.  

In Roberts et al.’s (2015) study, despite finding differences based on the language the Panjabi 

community spoke, there were also similarities. All women who were interviewed stated the 

constant fear of being the “talk” of the community. They wanted to meet their husbands and 

in-law’s expectations and not bring any shame or loss of family honour to their family. They 

expressed the fear of being talked about elevated their anxiety. This resulted in either not living 

life how they preferred, or hiding aspects of their life from their husbands and in-laws.  

To conclude, migration can lead to individuals experiencing stress due to the cultural change 

in a western country. This is referred to as acculturative stress which often impacts negatively 

on an individual’s mental well-being. This may include intergenerational conflict, 

discrimination and depression. Several attempts have been made to explore first- and second-

generation South Asian communities in America, finding perceived discrimination was 

positively associated with perceived stress (Samuel, 2009; Kaduvettoor-Davidson & Inman, 

2013). After accessing acculturative stress, they distinguished women are more prone to this 

compared to males (McCourt & Waller, 1996). In addition, another study conducted in-depth 

interviews with South Asian women living in Canada for a minimum of two years. Analysis 

showed many women experienced acculturative stress due to intergenerational conflict within 

their household, which resulted in depression (Samuel, 2009). These studies highlight the 

relationship between acculturation and mental health difficulties.  
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1.6.3 The role of stigma in seeking help for mental health issues  

Another fundamental factor which influences the prevalence of mental health difficulties in the 

UK is stigma, particularly within the  communities. Stigma is a concept which is commonly 

spoken about anecdotally within the Sikh community. The current study hopes to present 

primary data which can provide an insight into the concept of stigma within the UK in relation 

to mental well-being. Link & Phelan, (2001) define stigma as a mark of disgrace that sets 

individuals apart and recognises them as being different from others. When an individual is 

labelled by their illness, they tend to be stereotyped into a group and are no longer seen as an 

individual. This stems from negative attitudes and views towards this stereotyped group, 

creating prejudice that results in negative discrimination against that individual. Stigma 

experienced by individuals who have negative mental health can be interpreted as personal and 

public stigma. Personal stigma is related to perceived stigma to self. Public stigma relates to 

the prejudice towards mental health difficulties by others, which leads to the discrimination of 

individuals with mental health difficulties (LeBel, 2008).  

Link and Phelan, (2001) offer an explanatory theory model to understand stigma. Their model 

was based on Goffman’s definition, “stigma is an attribute that is deeply discrediting” 

(Goffman, 1963, p. 3). The model is split into four stages. The first stage is when individuals 

have been distinguished and labelled as different. The second stage explores cultural beliefs 

which then label an individual as having undesirable characteristics, allowing a negative 

stereotype to be generated. The third stage is when a labelled individual is assigned to a distinct 

group, allowing there to be a clear separation of ‘us’ and ‘them’. The final stage of the model 

has been described as when a labelled individual experiences status loss and discrimination 

that leads to unequal outcomes. This model acknowledges that it is easier to discriminate 

against groups who have less power. Family and friends who are associated with the label 

‘individual’ can also be stigmatised (Goffman, 1963).  
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The impact of stigma is severe; delays are reported in seeking professional help by individuals 

who suffer from mental health difficulties, as the fear of social consequences clouds their mind 

(Schomerus & Anegermeyer, 2008). It has also been found that employment rates remain under 

20% compared to over 40% for people with a disability across Europe (Williams, Copestake, 

Eversley, & Stafford, 2008). The major cause stated was stigma from employers and colleagues 

(Arthur, Knifton, Park, & Doherty, 2008; Faulkner & Nicholls, 2001). They found it was 

extremely difficult to speak up about mental health difficulties due to elements of shame. This 

leads to a cumulative effect on income and status loss. Thus, individuals experience low self-

esteem due to the fear of rejection from friends and families (Wright, Gronfein, & Owens, 

2000). Individuals suffering from stigma encounter living with constant stress, allowing their 

initial mental state to decrease (Link & Phelan, 2001).  

In the UK, stigma and discrimination against individuals experiencing negative mental health 

is a big concern. Knifton and Quinn, (2008) conducted a public survey and found the general 

public have a perception that other people are to blame for their condition; they make lower 

social contributions, are unsuitable as partners and are unwilling or completely unable to work. 

Individuals are afraid of being labelled ‘mad’ and ‘crazy’.  The current study reported similar 

findings whereby participants were afraid to seek professional help due to being labelled 

‘pagal’ which can be loosely translated as crazy. Furthermore, it was surprising to notice 13 

years after Knifton and Quinn’s research, similar findings are being reported.  

BAME communities experience high rates of negative mental health relating to social life 

events such as migration trauma, language barriers, acculturation and family absence (Klein & 

Myers, (1999). These problems are reported to be formed from racism from communities and 

services (Chakraborty, McKenzie, Hajat, & Stansfeld, 2010). Individuals from ethnic 

minorities associate mental health negatively, as mental health services are seen as a system 

which ignores cultural beliefs, resulting in restrictive power over the individual (Grant & 
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Jackson, 2005). Cultural beliefs play a vital role in influencing social stigma towards people 

with mental health difficulties. International studies found that culture has an impact on stigma, 

influencing an individual’s employment, social community and marriage. However, the 

intensity of this stigma varies depending on their personal cultural beliefs (Van-Brakel, 2006). 

Mental health is seen as a western cultural construct, and other cultures may not conceptualise 

depression as an illness (Kleinman, 1987). Research found that individuals belonging to Asian 

cultures use supernatural and religious explanations for negative mental health (Fabrega, 1995; 

Lauber & Rossler, 2007). Studies conducted in the UK have found family reputations and 

marriage concerns have a heavy influence within South Asian communities (Tabassum, 

Macaskill, & Ahmad, 2000). Evidence suggests that some cultural and religious beliefs about 

caution of mental health can lead to shame and blame (Hatfield, Mohamad, Rahim, & Tanweer, 

1996). This often results in ethnic minorities hiding and ignoring any difficulties related to 

mental health.  

A study by Knifton, (2012) offers a comprehensive empirical analysis of stigma attached to 

mental health in relation to the three largest BAME communities in Scotland. The study sample 

consisted of individuals of Pakistani, Chinese and Indian heritage belonging to different 

religious faiths and cultures. The findings indicated high levels of negative mental health 

consisted of a mixture of factors such as stressful social circumstances, financial deprivation, 

isolation and pressure of family commitments and responsibilities. It was reported that newer 

migrants found the procedure of migration led to stresses which stem from poor 

accommodation, language barriers and racism from the wider community. These factors have 

been highlighted as contributing factors to mental health difficulties.  

South Asian respondents from Knifton, (2012) study stated that mental health conditions are 

not expressed as medical conditions. It reported participants referred to negative mental health 

as ‘cries of faith’ or life experiences.  It was found that conditions such as schizophrenia and 
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bipolar disorder are viewed as ‘just madness’. These findings were explained by stigma taking 

several forms and often relating to cultural and religious beliefs about causes of mental well-

being. One interesting explanation found in this study was respondents blaming God, 

suggesting God punishes individuals for a sin they have committed in their current or past life 

or caused by external influences such as spirits. Individuals belonging to a Hindu, Sikh and 

Muslim faith stated that mental well-being is linked to karma. Individuals referred to karma as 

a result of punishment for an bad deed, this is explained as both cultural and religious 

influences. Participants described how large extended family structures and their primary focus 

on marriage plays a huge role in the impact of stigma upon the individual as well as their 

family. Due to the stigma attached to these factors, many individuals tend to hide the problem 

they are experiencing and isolate themselves. Unlike Knifton, Tabassum, et al., (2000) argue 

South Asian communities hold less cultural attitudes beliefs regarding mental health services.  

This result may be explained by the fact the study consisted of a sample population who were 

younger, in more professional occupations and had stable financial status.  

Arguably, an increased in awareness as a result of social media campaigns in the South Asian 

community, together with the impact of acculturation, migration and stigma on mental health, 

highlights the need to ensure access to professional mental health is more readily available for 

ethnic minority communities. 

 

1.7 An overview of teachings about the mind in Sikhi 

This section will focus on understanding the Mun in relation to religious teachings and cultural 

aspects. The human mind consists of three components which include the: mind, body and 

soul. All three components work together to function efficiently. Sikhs believe that the mind 

(Mun), body and soul (Aatma) are three separate distinct entities that allow an individual to 
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achieve its highest spiritual being (Virk, 2018). McLeod, Loble & Cox, (1996) explains the 

term Mun has no English equivalent; however, it can be loosely translated as the ‘mind’. Mun 

in Sanskrit can be translated as consciousness or inner being, it makes decisions and has a 

specific emphasis on its functions as a moral arbiter.  

Sri Guru Granth Sahib (SGGS) is referred to as the living Guru and the Sikh scripture which 

contains cred writings of Sikh Gurus and 30 Bhagats belonging from different religions and 

cultures. Sri Guru Granth Sahib was composed by the fifth Guru  Arjan Dev in 1604 (Singh, 

1995). For more detail regarding the Guru’s and Guru Granth Sahib, please see Chapter 2 and 

3 in Cole & Sambhi, (1978) book called The Sikhs; their religious beliefs and practices.  

Pashaura, (2000) refers to Guru Granth Sahib as the embodiment of the eternal Guru, clarifying 

the living word of the eternal Guru part takes in the divine reality world which signifies the 

importance in day to day life of Sikhs. The Sikh faith is considered a monotheistic faith that 

believes in one “God” (Waheguru).  SGGS begins with the symbol ‘Ik Onkar’ (there is only 

one pervading spirit) signifying the importance of this principal belief.  SGGS establishes the 

relationship between the body and Aatma. Sikhs believe that as humans, Waheguru has blessed 

them with the most exalted position out the 8.4 million species of life. Virk, (2018) expresses 

according to the third Sikh Guru, Guru Amar Das, the human body is obtained by good deeds 

and fortune passing through a cycle of 8.4 million species of life across the realms of matter, 

vegetation, animals and humans inhabiting this earth (Virk, 2018). Sri Guru Granth Sahib Ji 

informs the readers that they are honoured and privileged as sovereigns, with all of nature’s 

resources to utilise.   
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ਇਸੁ ਧਰਤੀ ਮਹਿ ਤੇਰੀ ਹਸਕਦਾਰੀ ॥ 

Is ḏẖarṯī mėh ṯerī sikḏārī. 

in this world, you may be a ruler. 

(Guru Granth Sahib, Ang/Page P.374) 

 

Sikhs believe Waheguru is in everyone regardless gender, cast and other in equalities.  Caste 

has been a difficult concept and matter for the Sikh panth. On one hand Sikh teachings imply 

Sikhs to disregard caste illustrating everyone is equal whereas on the other hand some 

Gurdwaras have been named after castes. Takhar & Rusi, (2016) conducted a study exploring 

the role of caste and identity within young Sikhs in the Midlands using a social psychological 

approach. The results reported caste was presented as a dormant social category which was 

justified with Sikh participants appended little importance to this category in regards to their 

everyday lives. However, a few participants reported greater importance to their superordinate 

identities such as their faith religious identity or cultural Indian ethnicity. Takhar, (2005) 

referred to caste as a symbolic aspect of identity, mentioning some Sikhs maintain their identity 

through endogamy. However, within Gurbani, the fifth Guru, Guru Arjan Dev refers to Sikhs 

as having caste.  

ਨਹ ਬਰਨ ਬਰਨ ਨਹ ਕੁਲਹ ਕੁਲ ॥ 

Nah baran baran nah kulah kul. 

You have no caste or social class, no ancestry or family. 

(Guru Granth Sahib, Ang/Page P.1231) 

 

Human life is considered as a precious gift by Waheguru. The human body can be 

metaphorically explained as the temple of Waheguru (Hari Mandir). 
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ਵਡੈ ਭਾਹਿ ਇਿੁ ਸਰੀਰੁ ਪਾਇਆ ॥ 

vadai bẖāg ih rīr pā▫i▫ā. 

By great good fortune, I obtained this body 

ਮਾਣਸ ਜਨਹਮ ਸਬਹਦ ਹਿਤੁ ਲਾਇਆ ॥ 

Māṇas janam baḏ cẖiṯ lā▫i▫ā. 

in this human life, I have focused my consciousness on the Word of 

the Shabad. 

ਹਬਨੁ ਸਬਦੈ ਸਭੁ ਅੰਧ ਅੰਧੇਰਾ ਿੁਰਮੁਹਿ ਹਕਸਹਿ ਬਝੁਾਇਦਾ ॥੫॥ 

Bin bḏai bẖ anḏẖ anḏẖerā gurmukẖ kisėh bujẖā▫iḏā. ||5|| 

Without the Shabad, everything is enveloped in utter darkness; only 

the Gurmukh understands. ||5|| 

 

(Guru Granth Sahib, Ang/Page P.1065) 

Virk, (2018) research focuses on the Mun and the body, he claims there are 105 hymns in Sri 

Guru Granth Sahib in relation to the Mun and the body. He summarises the Mun and body are 

presented to the Guru by devoted Sikh individuals in complete attentiveness and Waheguru 

dwells in the body of the devoted Sikh individual and their mind and body blossoms. The 

following direct quotes from SGGS supports his statement.  
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ਤਨੁ ਮਨੁ ਿੁਰ ਪਹਿ ਵੇਹਿਆ ਮਨੁ ਦੀਆ ਹਸਰੁ ਨਾਹਲ ॥ 

Ŧan  gur pėh vecẖi▫ā  ḏī▫ā sir nāl. 

I have sold my body and mind to the Guru, and I have given my mind and head as 

well. 

(Guru Granth Sahib, Ang/Page P.20) 

 

ਸਭੁ ਤਨੁ ਮਨੁ ਿਹਰਆ ਿੋਇਆ ਨਾਨਕ ਿਹਰ ਵਹਸਆ ਮਹਨ ਸੋਇ ॥੪॥੫॥੬੯॥  

bẖ ṯan  hari▫ā ho▫i▫ā Nānak har vasi▫ā  so▫e. ||4||5||69|| 

Then, the body and mind totally blossom forth and flourish; O Nanak, the Lord 

comes to dwell within the mind. ||4||5||69|| 

(Guru Granth Sahib, Ang/Page P.41) 

 

ਜੇ ਕੋ ਿੋਵੈ ਦਬੁਲਾ ਨੰਿ ਭੁਿ ਕੀ ਪੀਰ ॥ 

Je ko hovai ḏublā nang bẖukẖ kī pīr. 

If you are weakened by the pains of hunger and poverty, 

 

ਦਮੜਾ ਪਲੈ ਨਾ ਪਵੈ ਨਾ ਕੋ ਦੇਵੈ ਧੀਰ ॥ 

Ḏamṛā palai nā pavai nā ko ḏevai ḏẖīr. 

with no money in your pockets, and no one will give you any comfort, 

 

ਸੁਆਰਥੁ ਸੁਆਉ ਨ ਕੋ ਕਰ ੇਨਾ ਹਕਛੁ ਿੋਵੈ ਕਾਜੁ ॥ 

Su▫ārath su▫ā▫o na ko kare nā kicẖẖ hovai kāj. 

and no one will satisfy your hopes and desires, and none of your works is 

accomplished  

 

ਹਿਹਤ ਆਵੈ ਓਸੁ ਪਾਰਬਰਿਮੁ ਤਾ ਹਨਿਿਲੁ ਿੋਵੈ ਰਾਜੁ ॥੨॥ 

Cẖiṯ āvai os pārbarahm ṯā nihcẖal hovai rāj. ||2|| 

if you then come to remember the Supreme Lord God, you shall obtain the eternal 

kingdom. ||2|| 



 58 

(Guru Granth Sahib, Ang/Page P.70) 

 

Sikh teachings therefore, clearly highlight the importance in which the mind and body are held 

in the Sikh teachings. The Mun can be expressed as consciousness, and in the present the 

unconsciousness is asleep. Sikh teaching consists of the three key questions which should guide 

Sikhs in living their life:  

1. Where have you come from?  

2. What are you here to do?  

3. Where is our final destination? 

These three questions can be explained as the purpose to life. The purpose of life is to awaken 

the Mun to its divine possibilities. It has been explained that once this has been achieved true 

potential is achieved which is equivalent to conquering the world. The Mun is the control centre 

for emotions. In western society, the control centre for emotions is said to be the heart, as can 

be seen in expressions such as ‘follow your heart’. The Mun in the Sikh faith is a complex term 

that extends beyond the mind, being and thought process. The mind has been expressed as 

trapped by worldly materialistic illusions which include ego, pride and desires. This is 

important when trying to understand the Mun which reflects what can influence it. The Mun is 

led astray from the true potential of Gods consciousness and wastes its opportunities to remove 

the soul from the cycle of reincarnation.   

The vices and virtues can be expressed through the Mun as it dictates. Guru Nanak Dev states 

the relations between the mind and the vices and virtues in Guru Granth Sahib.   
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ਮਨ ਕਾ ਕਹਿਆ ਮਨਸਾ ਕਰ ੈ॥ 

 kā kahi▫ā sā karai. 

The human acts according to the wishes of the mind. 

 

ਇਿੁ ਮਨੁ ਪੁੰਨੁ ਪਾਪੁ ਉਿਰ ੈ॥ 

Ih punn pāp ucẖrai. 

This mind feeds on virtue and vice. 

(Guru Granth Sahib, Ang/Page P.832) 

 

The Mun is in control of reactions an individual makes, which can influence the actions that 

form positive and negative virtues and vices. Sewa, (2008) refers to the mind as thoughts and 

deliberations. Explaining the mind creates a framework structure of thoughts which are then 

presented to the intellect. The thought in the intellect can either be pure or impure. If the 

intellect is impure, it returns them to the mind for implementation. However, if the intellect is 

pure it accepts the thought sent by the mind. The subconscious mind retains pure thoughts. 

Sewa describes when an individual has discerning intellect, the mind refuses to accept the 

impure thought, also resulting in the mind being ashamed of such impure thoughts. Guru Arjan 

Dev, the fifth Sikh Guru, also expresses the need to be blessed with such intellect and wisdom, 

he states: 

ਿਾਹਰ ਪਹਰਓ ਸੁਆਮੀ ਕੈ ਦਆੁਰੈ ਦੀਜੈ ਬੁਹਧ ਹਬਬੇਕਾ ॥ ਰਿਾਉ ॥ 

Hār pari▫o su▫āmī kai ḏu▫ārai ḏījai buḏẖ bibekā. Rahā▫o. 

I have collapsed, exhausted, at the Door of my Lord Master; I pray that He may 

grant me a discerning intellect. ||Pause|| 

(Guru Granth Sahib, Ang/Page P.641) 
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Discerning intellect assists in controlling the mind, as once the mind is controlled, an individual 

can conquer the world. In Japji Sahib, Guru Nanak Dev states: 

 

ਮਨੁ ਜੀਤ ੇਜਿੁ ਜੀਹਤਆ ਜਾਾਂ ਤੇ ਹਬਹਿਆ ਤੇ ਿੋਇ ਉਦਾਸੁ ॥੨॥ 

Man jīṯe jag jīṯi▫ā jāŉ ṯe bikẖi▫ā ṯe ho▫e uḏās. ||2|| 

Conquering the mind, one conquers the world, and then remains detached from 

corruption. ||2|| 

(Guru Granth Sahib, Ang/Page P.1103) 

 

Gaining discerning intellect is something that could be referred to as wisdom, whereas intellect 

can be gained by anyone. However, the researchers interpret this wisdom as a virtue that can 

be acquired through the experience of testing your intellect and knowledge to gain a deeper 

understanding. In order to ‘conquer your mind’ an individual needs to gain wisdom, whether 

it is from faith or personal experiences.  

One theory that stood out to the researcher while understanding the mind was Panesar focusing 

on consciousness (Mandair, 2017). Panesar, suggests that consciousness is the fundamental 

key of being, which is the ultimate reality of world phenomena. Sikh philosophy suggests that 

Parmatma (the supreme soul) is the ultimate being of self-illuminated pure consciousness. 

Aatma is embodied as consciousness which is pure and unconditional (Davis, 2007). There are 

known to be three states of consciousness: Jatrat (waking), Svapna (dreaming) and Sukhopti 

(deep sleep). According to Panesar, there are three forms of bodies that correspond to 

consciousness, which are the following: (1) Sathul – the gross body (2) Suksham – the subtle 

body and (3) Karan – the caul body. The gross body is comprised of five elements (earth, 

water, fire, air and space), ten senses, Pran which are the five vital airs and the antahkarana 

which can be translated as the inner cause or the inner internal organ (Mandair, 2017). 

However, Sandhu (2005) refers to the antahkarana as the mind. Mandair, (2017) expresses the 
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antahkarana as the following: (1) Mun or thought, (2) Bhuddh or intellect, (3) Chith or 

intention or memory and (4) ahankar or I-am-ness. Panesar, explains the subtle body consists 

of the mind, intellect, memory, I-am-ness and the five elements. The Karan form is the cause 

of the Thul and Suksham body forms (Singh, 1970).  

The consciousness of life can be experienced through the three forms of bodies: Jatrat, Svapna 

and Sukhopti. Jatrat is the initial waking state where an individual is aware of everything 

around them which is through outwards-knowing. There is also a sense of Ahankar which can 

be described as the I-am-ness, allowing there to be conscious awareness of thoughts, feelings 

and sentions (Mandair, 2017). The second state is known as the Svapna which is the dreaming 

mind where the individual gains their awareness from Antahkaran, which consists of inwards 

knowing. Finally, the Sukhopti is the third state which is the deep sleep that takes place in the 

absence of antahkaranvitti where there is no conscious awareness of experiencing this state. 

Guru Nanak Dev states:  

ਹਜਹਨ ਤਨੁ ਮਨੁ ਦੀਆ ਸੁਰਹਤ ਸਮੋਈ ॥ 

Jin ṯan man ḏī▫ā suraṯ mo▫ī. 

He gave me body and mind, and infused consciousness into my being. 

(Guru Granth Sahib, Ang/Page P.1027) 

 

Sikhs believe the purpose of life is to awaken the Mun to its divine possibilities. It has been 

explained that once this has been achieved, the mind’s true potential can be awakened, which 

is equivalent to conquering the world. The human has three mechanisms involving the mind, 

body and soul.  
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1.8 The Researcher’s Model of understanding the Mun   

The development of the researcher’s model originates from the reflective journal. The purpose 

of this journal was to record the researcher’s experiences, thoughts, opinions, and feelings and 

make her an acknowledged part within the data analysis and interpretation processes. Once 

data collection was complete for all sub studies there seemed to be many similarities between 

the findings and the reflections in the reflective journal. The researcher decided to develop a 

model based on her own reflective journal entries to explain her understanding of the link 

between the Mun and mental health based on her experiences of working in a mental health 

hospital, her education and faith. This model is relevant has it provides a visual presentation of 

factors which influence the Mun internally and externally which can be also linked closely to 

the findings in this research study. The model has been supported with academic literature and 

references the Sri Guru Granth Sahib.  

Guru Arjan Dev states symptoms of mental health such as anxiety can affect anyone regardless 

of their caste and status. Gurbani refers to three diseases: mental (mind), physical (body) and 

spiritual (ego-diseases). In Gurbani, it states: 

 

ਜਨਮ ਜਨਮ ਕੀ ਇਸੁ ਮਨ ਕਉ ਮਲੁ ਲਾਿੀ ਕਾਲਾ ਿੋਆ ਹਸਆਿੁ ॥ 

Janam janam kī is man ka▫o mal lāgī kālā ho▫ā si▫āhu. 

The filth of countless incarnations sticks to this mind; it has become pitch black. 

(Guru Granth Sahib, Ang/Page P.651) 

 

Impurity of the mind can consist of the following: lust, anger, greed, lying, attachment, ego 

etc. Guru Amar Das states these five vices have created turbulence in the mind.  
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ਇਸੁ ਦੇਿੀ ਅੰਦਹਰ ਪੰਿ ਿੋਰ ਵਸਹਿ ਕਾਮੁ ਕਰੋਧੁ ਲੋਭੁ ਮੋਿੁ ਅਿੰਕਾਰਾ ॥ 

Is ḏehī anḏar pancẖ cẖor vasėh kām kroḏẖ lobẖ moh ahaŉkārā. 

Within this body dwell the five thieves: sexual desire, anger, greed, emotional 

attachment and egotism. 

 

ਅੰਹਮਰਤੁ ਲੂਟਹਿ ਮਨਮੁਿ ਨਿੀ ਬੂਝਹਿ ਕੋਇ ਨ ਸੁਣੈ ਪੂਕਾਰਾ ॥ 

Amriṯ lūtėh manmukẖ nahī būjẖėh ko▫e na suṇai pūkārā. 

They plunder the Nectar, but the self-willed mukh does not realise it; no one hears 

his complaint. 

 

ਅੰਧਾ ਜਿਤੁ ਅੰਧੁ ਵਰਤਾਰਾ ਬਾਝੁ ਿੁਰ ੂਿੁਬਾਰਾ ॥੨॥ 

Anḏẖā jagaṯ anḏẖ varṯārā bājẖ gurū gubārā. ||2|| 

The world is blind, and its dealings are blind as well; without the Guru, there is 

only pitch darkness. ||2|| 

(Guru Granth Sahib, Ang/Page P.600) 

 

Gurbani expresses dirt from the mind cannot be removed by wearing religious robes, ignoble 

qualities, making pilgrimages to cred shrines and bathing in holy water. Dirt can be referred to 

negative thoughts and sins. To remove this dirt, Gurbani informs the Sikhs to commit their life 

in selfless actions and devoting life to following Sikh teachings.  Sikhs believe in reincarnation; 

it has been explained that our mind accumulates dirt from many births which enable the 

individual to see jot-roop (divine nature). Guru Nanak Dev, explained that worldly desires are 

huge factors in withdrawing from the Guru’s teachings.  
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ਤਨੁ ਜਹਲ ਬਹਲ ਮਾਟੀ ਭਇਆ ਮਨੁ ਮਾਇਆ ਮੋਹਿ ਮਨੂਰ ੁ॥ 

Ŧan jal bal mātī bẖa▫i▫ā man mā▫i▫ā mohi manūr. 

The body is burnt to ashes; by its love of Maya, the mind is rusted through. 

(Guru Granth Sahib, Ang/Page P.19) 

 

When referring to the Mun in Gurbani there is a reference to virtues that bring you closer to 

God and vices that prevent the mind from achieving its true optimum. However, in order to 

understand the Mun it will be essential to explore what the Mun consists of, what influences 

the Mun and the result of actions from the Mun.  

Bhai Gurdas explains chanting Waheguru’s name results in an individual feeling loved and 

satisfied with life when indulging during meditation. They go on to further explain how an 

individual can be satisfied with life and have hope. Bhai Gurdas share as an individual slowly 

follows the path of Sikh teachings their anxiety goes away.  

 

ਿਹਰ ਹਸਮਰਨ ਤੇ ਹਮਟੀ ਮੇਰੀ ਹਿੰਤਾ ॥੨॥ 

Har simran ṯe mitī merī cẖinṯā. ||2|| 

Meditating in remembrance of the Lord, my anxiety has come to an end. ||2|| 

(Guru Granth Sahib, Ang/Page P.189) 
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ਲਲਾ ਲਾਵਉ ਅਉਿਧ ਜਾਿੂ ॥ 

Lalā lāva▫o a▫ukẖaḏẖ jāhū. 

LALLA: One who takes the medicine of the Naam, the Name of the Lord, 

 

ਦਿੂ ਦਰਦ ਹਤਿ ਹਮਟਹਿ ਹਿਨਾਿੂ ॥ 

Ḏūkẖ ḏaraḏ ṯih mitėh kẖināhū. 

is cured of his pain and sorrow in an instant. 

 

ਨਾਮ ਅਉਿਧੁ ਹਜਿ ਹਰਦੈ ਹਿਤਾਵੈ ॥  

Nām a▫ukẖaḏẖ jih riḏai hiṯāvai. 

One whose heart is filled with the medicine of the Naam, 

 

ਤਾਹਿ ਰੋਿੁ ਸੁਪਨੈ ਨਿੀ ਆਵੈ ॥ 

Ŧāhi rog supnai nahī āvai. 

is not infested with disease, even in his dreams. 

(Guru Granth Sahib, Ang/Page P.259) 

 

The question which arises from this is whether this means Sikhs should not get professional 

help when suffering from difficulties like negative mental health. The researcher believes Sikh 

teachings go hand in hand with professional help such as therapies and counselling. A balance 

between the three states is required: mental, physical and spiritual. However, negative mental 

health is unique, as some individuals may never need medication and therapies, but others do. 

For example, for some individuals changing their diet and exercising regularly improves their 

mental well-being without medication and therapy. As mentioned in Chapter 5, some 

individuals need a change of environment, so attending the Gurdwara and being in the presence 

of the sangat improves their mental well-being.  
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It is important to understand what the human body consists of before exploring components of 

the mind/Mun. A human consists of the following components: body, soul and mind. All three 

components work together enabling the Mun to function efficiently. These three components 

are also referred to as diseases in Gurbani; mental (mind), physical (body) and spiritual (ego 

related). Guru Nanak Dev has shared that in order to achieve the liberation of the soul there is 

a need to live according to the teachings set out in the Guru Granth Sahib. 

Panesar (2017) states that the antahkarana consists of the following: (1) Mun or thought, (2) 

Bhuddh or intellect, (3) Chith or intention or memory and (4) Aahankar or I-am-ness. 

Antahkarana has no western definition, Panesar has loosely translated antahkarana to internal 

psychological apparatus as the closest definition. However, I believe the Mun is the centre, the 

initial root of the following components which influence and attribute to the Mun.   

The Sikh faith has outlined five significant qualities known as the ‘Five Virtues’ which attribute 

to the Mun. These qualities assist an individual reach their ultimate goal in life which is to 

achieve Mukti. To achieve Mukti an individual is instructed to pray and remember Waheguru 

at all times (Jagbir, 2011). However, when praying and remembering Waheguru and doing 

Sewa (selfless service) an individual should not be thinking of Mukti as a reward. Developing 

positive qualities should allow an individual to get closer to Waheguru. When exploring and 

understanding the term ‘Mun’ within the Sikh faith, Guru Granth Sahib referred to virtues or 

vice in relation to Mun. Therefore, it was important to understand virtues and vices in the 

context of mental well-being to assist with understanding the relation between the two factors. 

The virtues help and lead to positive mental well-being; however, it is important to 

acknowledge the balance between virtues and vices concerning mental well-being. Individuals 

can attribute virtues and vices at the me time. Virtues and vices can stem from internal and 

external influences on the Mun. The five virtues which will be discussed below are: Sat, 
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Santokh, Daya, Nimrata & Prem. Singh, (1995) claims virtues enrich the personal lives of 

individuals, but also endorse socially responsible living. Each virtue will be briefly explained 

for further detail refer to The Handbook of Sikh Studies by Singh & Fenech, (2004).  

Sat can be translated as Truth. Sikhs are encouraged to live life their life in a truthful way, and 

practising truthful living is not only done verbally but also acting in line with the truth. 'Truthful 

living' is actually a life lived according to the pattern set by the Sikh Gurus.  

Guru Granth Sahib also states:  

ਿਹਰ ਜਨ ਸਾਿੇ ਸਾਿੁ ਕਮਾਵਹਿ ਿੁਰ ਕੈ ਸਬਹਦ ਵੀਿਾਰੀ ॥ 

Har jan sācẖe sācẖ kamāvėh gur kai baḏ vīcẖārī. 

The Lord's humble servants are True – they practise Truth and reflect upon the 

Word of the Guru's Shabad. 

(Guru Granth Sahib, Ang/Page P.600) 

 

ਸਿੁ ਸਭਨਾ ਿੋਇ ਦਾਰ ੂਪਾਪ ਕਢੈ ਧੋਇ ॥ 

cẖ bẖnā ho▫e ḏārū pāp kadẖai ḏẖo▫e. 

Truth is the medicine for all; it removes and washes away our sins. 

(Guru Granth Sahib, Ang/Page P.468) 

 

Santokh can be defined as contentment, accepting Hukam (God’s will), living life in freedom 

from care, fear and worry. Sikh teachings imply self-centredness results in an individual’s soul 

moving away from God. Living a truthful life assists in remaining content and acting selflessly. 

In the Guru Granth Sahib, it states: 
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ਸਤੁ ਸੰਤੋਿ ੁਦਇਆ ਕਮਾਵ ੈਏਿ ਕਰਣੀ ਸਾਰ ॥ 

Saṯ nṯokẖ ḏa▫i▫ā kamāvai eh karṇī sār. 

Practise truth, contentment and kindness; this is the most excellent way of life. 

 

ਆਪੁ ਛੋਹਡ ਸਭ ਿੋਇ ਰੇਣਾ ਹਜਸੁ ਦੇਇ ਪਰਭੁ ਹਨਰੰਕਾਰ ੁ॥੩॥ 

Āp cẖẖod bẖ ho▫e reṇā jis ḏe▫e parabẖ nirankār. ||3|| 

One who is so blessed by the Formless Lord God renounces selfishness and 

becomes the dust of all. ||3|| 

(Guru Granth Sahib, Ang/Page P.51) 

 

Daya can be translated as compassion, a virtue of the mind. Being compassionate involves 

suffering in the suffering of all others. This virtue encourages an individual to act mercifully 

with kindness and forgiveness. Being compassionate is considered the highest virtue within the 

Sikh faith.  
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ਸਿ ੁਤਾ ਪਰ ੁਜਾਣੀਐ ਜਾ ਹਸਿ ਸਿੀ ਲੇਇ ॥ 

Sacẖ ṯā par jāṇī▫ai jā riḏai cẖā ho▫e. 

One knows the Truth only when one receives true instruction. 

 

ਦਇਆ ਜਾਣੈ ਜੀਅ ਕੀ ਹਕਛੁ ਪੁੰਨੁ ਦਾਨੁ ਕਰੇਇ ॥ 

Ḏa▫i▫ā jāṇai jī▫a kī kicẖẖ punn ḏān kare▫i. 

Showing mercy to other beings, he makes donations to charities. 

(Guru Granth Sahib, Ang/Page P.468) 

 

 

ਹਨਰਦਇਆ ਨਿੀ ਜੋਹਤ ਉਜਾਲਾ ॥ 

Nirḏa▫i▫ā nahī joṯ ujālā. 

You have no compassion; the Lord's Light does not shine in you. 

ਬੂਡਤ ਬੂਡੇ ਸਰਬ ਜੰਜਾਲਾ ॥੪॥ 

Būdaṯ būde rab janjālā. ||4|| 

You are drowned, drowned in worldly entanglements. ||4|| 

(Guru Granth Sahib, Ang/Page P.903) 

 

Nimrata can be described as humility or benevolence. This quality is core and needs to be part 

of a Sikh individual’s mindset. Nimrata has been portrayed as a quality that results in peace.  
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ਸਿਜ ਸੁਿੇਲਾ ਫਲੁ ਮਸਕੀਨੀ ॥ 

Sahj suhelā fal maskīnī. 

The fruit of humility is intuitive peace and pleasure. 

ਸਹਤਿੁਰ ਅਪੁਨੈ ਮੋਹਿ ਦਾਨੁ ਦੀਨੀ ॥੧॥ ਰਿਾਉ ॥ 

Saṯgur apunai mohi ḏān ḏīnī. ||1|| rahā▫o. 

My True Guru has given me this gift. ||1||Pause|| 

(Guru Granth Sahib, Ang/Page P.235) 

 

 

Also, within the Guru Grant Sahib it states:  

ਸਿ ੈਸਰਮ ੈਬਾਿਰ ੇਅਿੈ ਲਿਹਿ ਨ ਦਾਹਦ ॥ 

Sacẖai rmai bāhre agai lahėh na ḏāḏ. 

Lacking truth and humility, they shall not be appreciated in the world 

hereafter. 

(Guru Granth Sahib, Ang/Page P.1245) 

 

Prem is love, a very powerful virtue within the Sikh faith. When an individual’s mind is 

embedded with love they will overlook all shortcomings in others and accept them 

wholeheartedly as an individual who has God inside them. Prem has been said to remove all 

sufferings and sorrows.  
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ਰਤਾ ਪੈਨਣੁ ਮਨੁ ਰਤਾ ਸੁਪਦੇੀ ਸਤੁ ਦਾਨੁ ॥ 

Raṯā painaṇ man raṯā supeḏī ṯ ḏān. 

My mind is imbued with the Lord's Love; it is dyed a deep crimson. Truth and 

charity are my white clothes. 

(Guru Granth Sahib, Ang/Page P.16) 

 

ਇਕਸੁ ਸੇਤੀ ਰਹਤਆ ਨ ਿੋਵੀ ਸੋਿ ਸੰਤਾਪ ੁ॥੩॥ 

Ikas seṯī raṯi▫ā na hovī sog sanṯāp. ||3|| 

Attuned to the Love of the One, there is no sorrow or suffering. ||3|| 

(Guru Granth Sahib, Ang/Page P.45) 

 

Overall, all these virtues lead to an individual having positive mental well-being. If an 

individual has good morals they will practise good ethical principles in life. However, this is 

not always the case, as vices also play a significant role and provide a different mindset for the 

individual which has an impact on their mental well-being.  

There are also five vices are known to prevent the consciousness from realising the true purpose 

of retrieving the spiritual self and achieving mukti (Sandhu, 2005). Within the Sikh faith, the 

final goal of life is to reunite or merge with God (Mukti). The Sikh Gurus taught that all human 

beings have the qualities they need to reunite with God, but they must train their minds to make 

the most of these qualities. The five vices; Kam, Krodh, Lobh, Moh & Ahankar contribute 

towards having negative mental well-being.  

Kam can be translated as lust which is a sinful action. Within the Sikh faith marital sex is 

accepted, whereas other indulgences are prohibited. Guru Granth Sahib states:  
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ਹਨਮਿ ਕਾਮ ਸੁਆਦ ਕਾਰਹਣ ਕੋਹਟ ਹਦਨਸ ਦਿੁ ੁਪਾਵਹਿ ॥ 

Nimakẖ kām su▫āḏ kāraṇ kot ḏinas ḏukẖ pāvahi. 

For a moment of sexual pleasure, you shall suffer in pain for millions of days. 

 

ਘਰੀ ਮੁਿਤ ਰੰਿ ਮਾਣਹਿ ਹਫਹਰ ਬਿੁਹਰ ਬਿਹੁਰ ਪਛੁਤਾਵਹਿ ॥੧॥ 

Gẖarī muhaṯ rang māṇėh fir bahur bahur pacẖẖuṯāvahi. ||1|| 

For an instant, you may vour pleasure, but afterwards, you shall regret it, 

again and again.  

(Guru Granth Sahib, Ang/Page P.403) 

 

Krodh is referred to as rage or vengefulness, which encourages disputes and violence. Sikhs 

are taught that God is embedded into every living being so therefore, they should not hurt 

anyone. Guru Granth Sahib, Guru Arjan Dev the fifth Guru, states:  

ਰੋਸੁ ਨ ਕਾਿ ੂਸੰਿ ਕਰਿ ੁਆਪਨ ਆਪ ੁਬੀਿਾਹਰ ॥  

Ros na kāhū ng karahu āpan āp bīcẖār. 

Do not be angry with anyone else; look within your own self instead.  

 

ਿੋਇ ਹਨਮਾਨਾ ਜਹਿ ਰਿਿ ੁਨਾਨਕ ਨਦਰੀ ਪਾਹਰ ॥੧॥  

Ho▫e nimānā jag rahhu Nānak naḏrī pār. ||1|| 

Be humble in this world, O Nanak, and by His Grace you shall be carried across. 

||1|| 

(Guru Granth Sahib, Ang/Page P.25) 

 

Lobh can be translated as greed. Lobh can be described as desire for materialistic possessions. 

This sin makes an individual become selfish and self-centred. Lobh blinds an individual from 
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their true purpose of life, peace, faith, moral and social duties. Guru Granth Sahib states greed 

results in suffering in pain.  

ਅੰਤਹਰ ਲੋਭੁ ਮਹਨ ਮੈਲੈ ਮਲੁ ਲਾਏ ॥ 

Anṯar lobẖ man mailai mal lā▫e. 

With greed within them, their minds are filthy, and they spread filth around. 

 

ਮੈਲੇ ਕਰਮ ਕਰ ੇਦਿੁ ੁਪਾਏ ॥ 

Maile karam kare ḏukẖ pā▫e. 

They do filthy deeds, and suffer in pain 

(Guru Granth Sahib, Ang/Page P.1062) 

 

The key to living a righteous life is practising Dharam and gaining spiritual wisdom.  

ਕਬੀਰਾ ਜਿਾ ਹਿਆਨੁ ਤਿ ਧਰਮੁ ਿ ੈਜਿਾ ਝੂਠੁ ਤਿ ਪਾਪ ੁ॥ 

Kabīrā jahā gi▫ān ṯah ḏẖaram hai jahā jẖūṯẖ ṯah pāp. 

 

Kabeer, where there is spiritual wisdom, there is righteousness and Dharma. 

Where there is falsehood, there is sin. 

 

ਜਿਾ ਲੋਭੁ ਤਿ ਕਾਲੁ ਿ ੈਜਿਾ ਹਿਮਾ ਤਿ ਆਹਪ ॥੧੫੫॥ 

Jahā lobẖ ṯah kāl hai jahā kẖimā ṯah āp. ||155|| 

Where there is greed, there is death. Where there is forgiveness, there is God 

Himself. ||155|| 

(Guru Granth Sahib, Ang/Page P.1372) 
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Moh refers to attachment, which can be illustrated by an excessive love for materialistic goods 

and towards others. An individual who is under the influence of Moh has been said to be 

incapable of thinking with a clear mind. Guru Amar Das, the third Guru, states:  

 

 

 ਮਾਇਆ ਮੋਿ ੁਿੁਬਾਰ ੁਿ ੈਹਤਸ ਦਾ ਨ ਹਦਸ ੈਉਰਵਾਰ ੁਨ ਪਾਰ ੁ॥ 

Mā▫i▫ā moh gubār hai ṯis ḏā na ḏii urvār na pār. 

Attachment to Maya is an ocean of darkness; neither this shore nor the one 

beyond can be seen. 

 

ਮਨਮੁਿ ਅਹਿਆਨੀ ਮਿਾ ਦਿੁ ੁਪਾਇਦ ੇਡੁਬ ੇਿਹਰ ਨਾਮ ੁਹਵਸਾਹਰ ॥ 

Manmukẖ agi▫ānī mahā ḏukẖ pā▫iḏe dube har nām visār. 

The ignorant, self-willed mukhs suffer in terrible pain; they forget the Lord's 

Name and drown. 

(Guru Granth Sahib, Ang/Page P.89) 

 

Guru Amar Das also gives an example of how to stay away from the vice Moh, expressing the 

need for an individual to remove their emotional attachment while leading the life of a 

householder and serving the True Guru.  

ਸਤਿੁਰੁ ਸੇਹਵ ਮੋਿ ੁਪਰਜਲੈ ਘਰ ਿੀ ਮਾਹਿ ਉਦਾਸਾ ॥੧॥ ਰਿਾਉ ॥ 

ṯgur sev moh parjalai gẖar hī māhi uḏāsā. ||1|| rahā▫o. 

Serve the True Guru, and your emotional attachment shall be totally burnt 

away; remain detached within the home of your heart. ||1||Pause|| 

 (Guru Granth Sahib, Ang/Page P.29) 
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Ahankar can be translated as ego or excessive pride over materialistic possessions, powers or 

intelligence. This vice allows an individual to feel superior to others.  Another term, Haumai, 

refers to the idea of the self-centred ego, also known as Ahankar (Cole & Sambhi, 2005). 

Ahankar leads to endless cycles of rebirth and makes an individual a “mukh” (McLeod, Lobel 

& Cox, 1996). Guru Arjan Dev Ji compares an individual who takes Ahankar in themselves to 

dust: 

ਜ ੇਕ ੋਬਿੁਤੁ ਕਰ ੇਅਿੰਕਾਰ ੁ॥  

Je ko bahuṯ kare ahaŉkār. 

Whoever takes great pride in himself,  

 

ਓਿ ੁਹਿਨ ਮਹਿ ਰੁਲਤਾ ਿਾਕੂ ਨਾਹਲ ॥੩॥   

Oh kẖin mėh rulṯā kẖākū nāl. ||3|| 

in an instant, shall be like dust mixing with dust. ||3|| 

(Guru Granth Sahib, Ang/Page P.868) 

 

Overall, internal and external factors influence the attributes of virtues and vices which can 

lead to positive or negative mental well-being. Thus, it is important to recognise factors that 

contribute to mental well-being. An individual can attribute both virtues and vices at the me 

time.  

The five virtues and vices can assist or disconnect with the Panj Khand which can be translated 

as the five stages of a spiritual journey. When exploring the term Mun key references were 

used about an individual’s spiritual journey by Panesar, Sandhu & Kalra. I was eager to try to 

understand the relation between the Man, virtues, vices and the Panj Khand in relation to 

mental well-being. Panj means the number five and Khand can be translated as realm. The 

Panj Khand represent the five phases of progression on the path of spiritual living to achieve 
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the purpose of life which is to reach self-realisation. The Panj Khand consist of the following: 

Dharam Khand, Gian Khand, Saram Khand, Karam Khand & Sach Khand (Refer to Chapter 3 

for greater detail on the Panj Khand – The Five Spiritual Realm in The Oxford Handbook 

edited by Pashaura Singh & Louis French 2014).  

Dharam Khand can be defined as the domain of righteousness, the righteous path of truthful 

living. Guru Nanak Dev Ji states that the Earth exists for righteousness to be practised and 

applied in life. This world is referred to as the Dharamshal which is the home of Dharma. Guru 

Nanak Dev states:  

 

ਧਰਮ ਿੰਡ ਕਾ ਏਿ ੋਧਰਮ ੁ॥ 

Ḏẖaram kẖand kā eho ḏẖaram. 

This is righteous living in the realm of Dharma. 

(Guru Granth Sahib, Ang/Page P.7) 

 

 

ਧਰਮੁ ਕਰਾਏ ਕਰਮ ਧੁਰਿ ੁਫਰੁਮਾਇਆ ॥੩॥ 

Ḏẖaram karā▫e karam ḏẖarahu furmā▫i▫ā. ||3|| 

The Primal Lord has ordained that mortals must practise righteousness. ||3|| 

(Guru Granth Sahib, Ang/Page P.1280) 

 

The term righteousness signifies duty, this can be performed when an individual has the 

perception of self-duty through moral awareness and social responsibility on Earth. This first 

stage represents this sense of duty to an individual’s consciousness in the mind to perform in a 

righteous manner. At this stage, an individual is aware of God’s purpose for themselves on 

Earth and to follow the Sikh teachings.  
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ਕਰਮੀ ਕਰਮੀ ਿੋਇ ਵੀਿਾਰ ੁ॥ 

Karmī karmī ho▫e vīcẖār. 

By their deeds and their actions, they shall be judged. 

 

ਸਿਾ ਆਹਪ ਸਿਾ ਦਰਬਾਰ ੁ॥ 

cẖā āp cẖā ḏarbār. 

God Himself is True, and True is His Court. 

(Guru Granth Sahib, Ang/Page P.7) 

 

Once an individual has accepted the reason why they are on this earth, the purpose of life, they 

have fulfilled the first stage of Dharam Khand. Dharam Khand requires complete participation 

in worldly matters with an emphasis on good thoughtful actions and love of God while living 

on Earth.  

Practising Dharam Khand can be beneficial for those who have positive or negative mental 

well-being as it gives a purpose to life and a sense of belonging to a faith. This allows an 

individual to start their personal journey in accepting Hukam and understanding their purpose 

as an individual. For an individual suffering from negative well-being this first stage acts as a 

healing process for their mental difficulties. For those with positive well-being this stage acts 

as an initial step towards their spiritual journey.  

Gian Kand is the second stage of the progression towards the path of truthful living. It can be 

translated as the realm or spiritual domain of wisdom and knowledge. At this stage, an 

individual becomes aware of the universe and its existence of God who is everywhere. In 

Gurbani it states:  
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ਅੰਤਹਰ ਬਾਿਹਰ ਿਹਰ ਪਰਭੁ ਏਕ ੋਹਮਹਲ ਿਹਰ ਜਨ ਮੰਿਲ ਿਾਏ ॥ 

Anṯar bāhar har parabẖ eko mil har jan mangal gā▫e. 

Deep within, and outside as well, there is only the One Lord God. Meeting 

together, the humble servants of the Lord sing the songs of joy. 

(Guru Granth Sahib, Ang/Page P.774) 

 

Through God’s creation an individual gains spiritual knowledge of the Creator from whom it 

emerges.  

ਹਬਹਦਆ ਸੋਧ ੈਤਤੁ ਲਿ ੈਰਾਮ ਨਾਮ ਹਲਵ ਲਾਇ ॥ 

Biḏi▫ā soḏẖai ṯaṯ lahai rām nām liv lā▫e. 

Considering his knowledge, he finds the essence of reality, and lovingly focuses 

his attention on the Name of the Lord. 

(Guru Granth Sahib, Ang/Page P.938) 

 

At this stage, an individual is self-realised and has gained knowledge by understanding the 

Creator. Guru Nanak Dev states:  
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ਪਰਣਵਹਤ ਨਾਨਕ ਹਿਆਨੀ ਕੈਸਾ ਿੋਇ ॥ 

Paraṇvaṯ Nānak gi▫ānī kaisā ho▫e. 

Prays Nanak, what is the nature of the spiritual people? 

ਆਪੁ ਪਛਾਣੈ ਬੂਝ ੈਸੋਇ ॥ 

Āp pacẖẖāṇai būjẖai so▫e. 

They are self-realised; they understand God. 

ਿੁਰ ਪਰਸਾਹਦ ਕਰ ੇਬੀਿਾਰ ੁ॥ 

Gur parsāḏ kare bīcẖār. 

By Guru's Grace, they contemplate Him; 

ਸ ੋਹਿਆਨੀ ਦਰਿਿ ਪਰਵਾਣੁ ॥੪॥੩੦॥ 

So gi▫ānī ḏargėh parvāṇ. ||4||30|| 

such spiritual people are honoured in His Court. ||4||30|| 

(Guru Granth Sahib, Ang/Page P.25) 

 

ਹਿਆਨ ਿੰਡ ਮਹਿ ਹਿਆਨੁ ਪਰਿੰਡੁ ॥ 

Gi▫ān kẖand mėh gi▫ān parcẖand. 

In the realm of wisdom, spiritual wisdom reigns supreme. 

ਹਤਥੈ ਨਾਦ ਹਬਨੋਦ ਕੋਡ ਅਨੰਦ ੁ॥ 

Ŧithai nāḏ binoḏ kod anand. 

The Sound-current of the Naad vibrates there, amidst the sounds and the 

sights of bliss. 

(Guru Granth Sahib, Ang/Page P.18) 

 

Practising Gian Khand involves understanding and seeking wisdom from the Gurus teachings. 

This stage is highly beneficial for those experiencing negative mental well-being as it 

introduces self-realisation and gaining understanding. This stage allows an individual to put 
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reality in perspective. For those experiencing positive mental well-being this stage allows an 

individual to progress in their spiritual journey.  

The third stage of the spiritual journey can be referred to as the spiritual efforts in the domain 

of endeavour of humility and ecstasy. At this stage the individual realises they are filled with 

dirt and try to battle the last remnants of their ego.  

 

ਫਰੀਦਾ ਕਾਲੇ ਮੈਡੇ ਕਪੜ ੇਕਾਲਾ ਮੈਡਾ ਵੇਸੁ ॥ 

Farīḏā kāle maide kapṛe kālā maidā ves. 

Fareed, my clothes are black, and my outfit is black. 

 

ਿੁਨਿੀ ਭਹਰਆ ਮ ੈਹਫਰਾ ਲੋਕੁ ਕਿ ੈਦਰਵੇਸੁ ॥੬੧॥ 

Gunhī bẖari▫ā mai firā lok kahai ḏarves. ||61|| 

I wander around full of sins, and yet people call me a dervish – a holy man. 

||61|| 

(Guru Granth Sahib, Ang/Page P.1381) 

 

At this stage the Mun is shaped to become worthy of receiving God’s grace. This starts by 

shaping the consciousness, and goes on to shaping the intellect and wisdom, resulting in erasing 

layers of the ego from an individual Man.  
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ਹਤਥੈ ਘੜੀਐ ਸੁਰਹਤ ਮਹਤ ਮਹਨ ਬੁਹਧ ॥ 

Ŧithai gẖaṛī▫ai suraṯ maṯ man buḏẖ. 

The intuitive consciousness, intellect and understanding of the mind are 

shaped there. 

(Guru Granth Sahib, Ang/Page P.8) 

 

To achieve the third stage, Saram Khand, an individual needs to acquire: Surat (wider-

awareness), Mat (Value laden consciousness), Mun (State of essential mind) and Bhudda 

(Intellectual height).  

The third stage or Saram Khand can assist when an individual is experiencing negative well-

being, as this phase allows an individual to transform, allowing the mind to shape their intellect, 

understanding, wisdom and consciousness as well as experiencing spiritual joy. For those 

experiencing positive mental well-being this stage allows an individual to progress in their 

spiritual journey. 

The fourth stage of the Panj Khand is Karam Khand, which can be interpreted as the domain 

of grace. At this stage an individual has reached the state of bliss, where whatever is said 

becomes true, and the individual has reunited with the true love of the Guru.  
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ਸਾਿੀ ਪਰੀਹਤ ਿਮ ਤੁਮ ਹਸਉ ਜੋਰੀ ॥ 

Sācẖī parīṯ ham ṯum si▫o jorī. 

I am joined in true love with You, Lord. 

 

ਤੁਮ ਹਸਉ ਜਹੋਰ ਅਵਰ ਸੰਹਿ ਤੋਰੀ ॥੩॥ 

Ŧum si▫o jor avar ng ṯorī. ||3|| 

I am joined with You, and I have broken with all others. ||3|| 

(Guru Granth Sahib, Ang/Page P.659) 

 

At this stage the individual has achieved victory over the evils, and this is where all sense of 

dualism ends.  For individuals who are experiencing negative mental well-being this stage is a 

sense of blessing their achievements in reaching their ultimate goal. For those experiencing 

positive mental well-being, this stage allows an individual to progress in their spiritual journey. 

The final stage of the spiritual journey is Sach Kand, which can be defined as the domain of 

eternal truth. However, this stage is difficult to describe in words, but can only be experienced 

by human consciousness. This stage allows an individual to have a direct relationship with 

ultimate truth (God) allowing them to merge completing with the Eternal Truth. Guru Nanak 

Dev states:  
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ਸਿ ੁਹਮਲੈ ਸਿ ੁਊਪਜ ੈਸਿ ਮਹਿ ਸਾਹਿ ਸਮਾਇ ॥ 

cẖ milai cẖ ūpjai cẖ mėh sācẖ mā▫e. 

Meeting the True One, Truth wells up. The truthful are absorbed into the True 

Lord 

(Guru Granth Sahib, Ang/Page P.18) 

 

Guru Arjan Dev expresses the name of Waheguru as a jewel which brings truth, contentment 

and spiritual wisdom.  

ਰਤਨ ਜਵੇਿਰ ਨਾਮ ॥ 

Raṯan javehar nām. 

The Naam, the Name of the Lord, is a jewel, a ruby. 

ਸਤੁ ਸੰਤੋਿ ੁਹਿਆਨ ॥ 

ṯ nṯokẖ gi▫ān. 

It brings Truth, contentment and spiritual wisdom. 

(Guru Granth Sahib, Ang/Page P.893) 

 

At this final stage, an individual has conquered the sense of self, allowing them to feel fearless, 

humble and selfless. Guru Amar Das expands on this state as:  

 

ਪਰਪੰਿੁ ਿੂਕ ੈਸਹਿ ਸਮਾਇ ॥੧॥ 

Parpancẖ cẖūkai cẖ mā▫e. ||1|| 

Then, the illusion of the material world is shattered, and one merges in Truth. 

||1|| 

(Guru Granth Sahib, Ang/Page P.842) 
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During the stage of Sach Kand, an individual has reached the highest spiritual being, which 

allows them to be connected to the Guru’s words.  

The mind, body and soul have both internal and external factors which can influence the Mun 

in relation to mental well-being. The researcher’s model consists of the following internal 

influences which can affect the Mun in relation to mental well-being.  

1. Thought process (connects with the external world containing positive and negative 

thoughts) 

2. Memory (impressions, memories and experiences are stored) 

3. Intellect (decision-making process) 

4. Ego (Attachment or identification of ego – I-am-ness) 

 

Currently, many theorists have explained how the brain processes information and how humans 

obtain the thought process. Behaviourist theorists believe the process of thinking results in a 

measurable change in an individual’s actions. Behaviourism is constructed on the key concept 

that learning is gained through conditioning. Conditioning can take place through contact with 

the environment. This behaviourist model indicates that our responses to environmental stimuli 

structure our actions (Krapfl, 2016). Psychological conditioning theory can be uses as an 

example, Pavlov’s experiment is a prime example of behavioural theory, with the dog livating 

when the dinner bell rings (Rouleau, et al., 2016). See Rouleau, et al., (2016) for further details 

on the psychological theory.  

The holistic approach implies the purpose of thinking is to fulfil each individual’s true and 

highest potential, focusing on the importance of growth and self-motivation. This theory 

indicates that thinking is a personal process and not institutional. It highlights the role of an 

individual which allows them to control their state of mental health (Watson, 1913). Holistic 

theory also considers environmental influences and how they affect our experiences.  Roe, 
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Yanos & Lysaker, (2006) found that holistic approaches were beneficial in helping to remove 

aspects of stigma attached to the therapies, which made it acceptable for individuals to explore 

their potential through therapy interventions.  

Guru Nanak Dev started his education around the age of five, his first teacher being Pandit 

Gopal, who taught basic reading and maths. Upon learning the alphabet, Guru Nanak Dev 

began to compose an acrostic poem. They composed Patti Likhi in the Guru Granth Sahib. 

Patti Likhi is a composition where each letter of the alphabet is used to introduce deep 

meaningful thoughts about Waheguru, values in life and the nature of the human mind (Please 

refer to Chapter 1 in Pashuara, 2000 book titled The Guru Granth Sahib: Canon, meaning and 

Authority). For example, Guru Nanak Dev stated:  

 

ਙੰਙੈ ਹਙਆਨੁ ਬਝੂੈ ਜੇ ਕੋਈ ਪਹੜਆ ਪੰਹਡਤੁ ਸੋਈ ॥ 

Ńańai ńi▫ān būjẖai je ko▫ī paṛi▫ā pandiṯ so▫ī. 

Nganga: One who understands spiritual wisdom becomes a Pandit, a religious 

scholar. 

 

ਸਰਬ ਜੀਆ ਮਹਿ ਏਕੋ ਜਾਣੈ ਤਾ ਿਉਮੈ ਕਿੈ ਨ ਕੋਈ ॥੪॥ 

rab jī▫ā mėh eko jāṇai ṯā ha▫umai kahai na ko▫ī. ||4|| 

One who recognises the One Lord among all beings does not talk of ego. ||4|| 

(Guru Granth Sahib, Ang/Page P.432) 

 

For Sikhs, wisdom is regarded highly, and this can only be gained with the correct thought 

process as when wisdom is achieved individuals see the undying Joyt in every human. Sikhs 

believe nothing materialistic is taken with them once they leave this earth and the only riches 

which are taken after death are the intangible lifetime practices of virtues.  
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Sikh teachings from the Guru Granth Sahib mention that when the mind is afflicted it may 

trigger negative thoughts (Kalra, et al., 2012). The fifth Guru, Guru Arjan Dev stated:  

 

ਸੁਿੀਏ ਕਉ ਪੇਿੈ ਸਭ ਸੁਿੀਆ ਰੋਿੀ ਕੈ ਭਾਣੈ ਸਭ ਰੋਿੀ ॥ 

Sukẖī▫e ka▫o pekẖai bẖ sukẖī▫ā rogī kai bẖāṇai bẖ rogī. 

To the happy person, everyone seems happy; to the sick person, everyone seems 

sick. 

(Guru Granth Sahib, Ang/Page P.610) 

 

For example, when an individual has negative thoughts they will perceive others as negative. 

The thought process is key to how an individual perceives themselves, others and the world. 

However, it is important to understand how each individual will perceive aspects of life 

differently based on their own experiences. Therefore, it is difficult to predict how thoughts 

can influence an individual’s mental well-being, but it is important. Recognising how an 

individual perceives things will contribute significantly to their mental well-being.  

 

ਹਿਆਨ ਹਧਆਨ ਸਿਲੇ ਸਹਭ ਜਪ ਤਪ ਹਜਸੁ ਿਹਰ ਹਿਰਦੈ ਅਲਿ ਅਭੇਵਾ ॥ 

Gi▫ān ḏẖi▫ān gle bẖ jap ṯap jis har hirḏai alakẖ abẖevā. 

All wisdom and meditation, all chanting and penance, come to one whose heart is 

filled with the Invisible, Inscrutable Lord. 

 

ਨਾਨਕ ਰਾਮ ਨਾਹਮ ਮਨੁ ਰਾਤਾ ਿੁਰਮਹਤ ਪਾਏ ਸਿਜ ਸਵੇਾ ॥੫॥੨੨॥ 

Nānak rām nām man rāṯā gurmaṯ pā▫e hj sevā. ||5||22|| 

O Nanak, one whose mind is imbued with the Lord's Name, finds the Guru's 

Teachings, and intuitively serves. ||5||22|| 

(Guru Granth Sahib, Ang/Page P.356) 
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Overall, there is an abundance of literature focussing on theories in relation to the human 

thought process (cognitive, behaviour, humanistic, social psychological theories). Sikh 

teachings indicate spiritual wisdom is the highest thought process and has given examples of 

how to achieve this and what prevents an individual from wisdom. Again, virtues and vices 

have been used to explain Sikh teachings. It is vital to understand how each individual’s 

perception will be different depending on their own experiences, and this will contribute to an 

individual’s mental well-being in a positive or negative way.  

Memory is where an individual can encode, store, retain, recall information and past 

experiences from the Mun. An individual’s past experiences are attained from memory and can 

influence current thought processes and behaviour. Memory also gives individuals the ability 

to learn and adapt from previous experiences and allows individuals to build relationships. 

Therefore, memory plays a key role in how an individual thinks, acts and perceives things in 

life. This factor will have an internal influence on the Mun which will have an impact on an 

individual’s mental well-being depending on the types of memories which are stored and 

retained.  

An individual's intellect can be described as their ability to think and understand, which 

includes the ability to make decisions. Intellect can also branch off into the term intelligence, 

which refers to the logical and rational side. In philosophy, it can be described as a concept 

which questions how humans know things. However, in modern psychology intellect and 

intelligence are used to refer to the mental ability which allows an individual to understand 

(Davidson, 1992). It can also indicate cognition and rational mental processes.  

In Japji Sahib, Guru Nanak Dev says when the mind and intellect become polluted by sin, it 

can only be cleansed by meditating on the Lord’s name. 
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ਭਰੀਐ ਮਹਤ ਪਾਪਾ ਕੈ ਸੰਹਿ ॥ 

Bẖarī▫ai maṯ pāpā kai ng. 

But when the intellect is stained and polluted by sin, 

 

ਓਿ ੁਧੋਪੈ ਨਾਵੈ ਕੈ ਰੰਹਿ ॥ 

Oh ḏẖopai nāvai kai rang. 

it can only be cleansed by the Love of the Name. 

 

ਪੁੰਨੀ ਪਾਪੀ ਆਿਣੁ ਨਾਹਿ ॥ 

Punnī pāpī ākẖaṇ nāhi. 

 

Virtue and vice do not come by mere words; 

ਕਹਰ ਕਹਰ ਕਰਣਾ ਹਲਹਿ ਲੈ ਜਾਿੁ ॥ 

Kar kar karṇā likẖ lai jāhu. 

actions repeated, over and over again, are engraved on the soul. 

 

ਆਪੇ ਬੀਹਜ ਆਪੇ ਿੀ ਿਾਿ ੁ॥ 

Āpe bīj āpe hī kẖāhu. 

You shall harvest what you plant. 

 

ਨਾਨਕ ਿੁਕਮੀ ਆਵਿੁ ਜਾਿ ੁ॥੨੦॥ 

Nānak hukmī āvhu jāhu. ||20|| 

O Nanak, by the Hukam of God's Command, we come and go in reincarnation. 

||20|| 

(Guru Granth Sahib, Ang/Page P.4) 
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Overall an individual’s intellect and wisdom are a factor which influences the mind. Depending 

on the Mun an individual’s ability to understand and make decisions this will impact their 

mental well-being positively or negatively.  

Guru Granth Sahib has highlighted the true goal of life is to achieve achar, which can be 

translated as true mortal living. However, there are five vices, which alongside haumai (ego) 

have been emphasised as difficulties that one may encounter to achieve achar (Jhutti-Johal, 

2011). The third Guru, Guru Amar Das refers to the following as five thieves:  

 

ਇਸੁ ਦੇਿੀ ਅੰਦਹਰ ਪੰਿ ਿੋਰ ਵਸਹਿ ਕਾਮੁ ਕਰੋਧੁ ਲੋਭੁ ਮੋਿੁ ਅਿੰਕਾਰਾ ॥ 

Is ḏehī anḏar pancẖ cẖor vasėh kām kroḏẖ lobẖ moh ahaŉkārā. 

Within this body dwell the five thieves: sexual desire, anger, greed, emotional 

attachment and egotism. 

(Guru Granth Sahib, Ang/Page P.600) 

 

Guru Nanak Dev explained that worldly desires such as Maya can withdraw us from the Guru’s 

teachings. The ego can be the most dominating and it forms an illusionary sense of separation 

from the essence which impasses individuals. Guru Nanak Dev in Asa Di Vaar (a prayer 

composed by Guru Nanak Dev) refers to the ego as a chronic disease with its own cure. He 

writes: 

 

ਿਉਮੈ ਦੀਰਘ ਰੋਿੁ ਿੈ ਦਾਰ ੂਭੀ ਇਸੁ ਮਾਹਿ ॥ 

Ha▫umai ḏīragẖ rog hai ḏārū bẖī is māhi. 

Ego is a chronic disease, but it contains its own cure as well. 

(Guru Granth Sahib, Ang/Page P.466) 
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Guru Nanak Dev explains in Jap Ji Sahib on the very first Ang of Guru Granth Sahib that every 

Sikh is subject to the Lord’s command which is known as Hukam.  The first Guru expresses 

the importance of following the righteous way of life, which will never lead anyone astray. He 

states when an individual accepts the Hukam, it will free them from any ego.  

 

ਿੁਕਮੈ ਅੰਦਹਰ ਸਭੁ ਕੋ ਬਾਿਹਰ ਿੁਕਮ ਨ ਕੋਇ ॥  

Hukmai anḏar bẖ ko bāhar hukam na ko▫e. 

Everyone is subject to His Command; no one is beyond His Command. 

 

ਨਾਨਕ ਿੁਕਮੈ ਜੇ ਬੁਝੈ ਤ ਿਉਮੈ ਕਿੈ ਨ ਕੋਇ ॥੨॥ 

Nānak hukmai je bujẖai ṯa ha▫umai kahai na ko▫e. ||2|| 

O Nanak, one who understands His Command, does not speak in ego. ||2|| 

(Guru Granth Sahib, Ang/Page P.1) 

 

A mukh can be defined as individual who is self-centred with an egocentric soul. This is an 

individual who does not follow the teachings of the Guru and goes against them. Ego leads to 

endless cycles of rebirth and makes an individual a mukh (McLeod, 2004). Sikh teachings state 

Ego can be tackled through God’s name, “naam”, “simran” and “Sewa”, allowing the dirt from 

the mind to be removed (Please see Chapter 5 in Cole and Sambhi, 1978 book for further detail 

on Sikh philosphy in relation to the ego and mind).  Overall, these are the components and 

factors considered as the Ego or in relation to the Ego which has an internal influence on the 

Mun. If an individual has a negative influence on the Ego this will have a negative impact on 

their mental well-being.  

There is a strong association with external influences on the Mun which determines how the 

Mun functions in relation to mental health. Therefore, I believe it is important to explore the 
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influences. The external influences include factors that develop during an individual’s 

upbringing and experiences. These factors will have a huge impact on mental well-being 

resulting in either having a positive or negative influence. I have suggested four key external 

influences of the Mun: Spirituality, Life experiences, Social Upbringing and Culture.  

The term spirituality can be used to describe different things for different cultures. Many refer 

to spirituality as a sense of connectedness to self, others, nature and God (Hassed, 2000). 

However, Swinton and Pattison (2001) refer to spirituality as an expression of the inner 

workings of the human spirit. Swinton and Pattison, (2001) define spirituality as: 

 

“Spirituality is that aspect of human existence that gives it its ‘humanness’. It concerns the 

structures of significance that give meaning and direction to a person’s life and helps them deal 

with the vicissitudes of existence. As such it includes such vital dimensions as the quest for 

meaning, purpose, self-transcending knowledge, meaningful relationships, love and 

commitment, as well as [for some] a sense of the Holy amongst us.”
 
 

 

There have been distinguished correlations between spirituality and the mind, recognised in 

religions such as Buddhism, for many centuries. Foskett, Marriott, &Wilson-Rudd, (2006) 

found in a survey that 45% of mental health professionals felt that religion could potentially 

lead to negative mental health whereas, 39% felt that religion could prevent mental health 

difficulties in people. This shows an uncertainty between spirituality and mental health. Freud 

has argued that “religion is a universal obsessional neurosis of humanity” whereas others have 

argued no relationship between spirituality and mental health exists (Lothane, 2011).  

However, recent literature has captured the association between mental health and spirituality 

(Foskett, et al., 2006). The Mental Health Foundation conducted a survey and reported some 

service users stated spiritual beliefs as important and positive influences towards mental health. 
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It was found that service users stated spirituality helped them gain guidance, comfort, sense of 

purpose, development towards self and others (Coyte, et al., 2007). 

In the UK it is known that depression is the most common mental health difficulty (Cinnirella 

& Loewenthal, 1999). Research exploring the relationship between mental health and 

spirituality reports a positive association between an individual’s church attendance and lower 

levels of depression amongst adults and children (Coyte, et al., 2007). One possible 

justification for these findings could be that some faith communities promote social inclusion 

which assists with coping strategies of depression. Research has also found individuals who 

practise their faith involves religions that encourage values, reducing the risk of depression 

(Aukst-Maegetic and Margetic, 2005). 

Overall, the literature has shown that spirituality influences mental well-being. This signifies 

the importance of considering how the Mun is influenced by spirituality. However, it also 

depends on how the individual perceives spirituality, which then results in positive or negative 

mental well-being.  

Life experiences have an important role in the formation of intellect. For example, the 

experience of solving life problems allows an individual to reach intellectual explanation, 

which improves their behavioural patterns (Jaarsveld and Lachmann, 2017). It was also found 

that only experience allows an individual to develop an understanding of reality. Life 

experiences can influence an individual in many ways such as coping strategies, behaviours 

and attitudes.  

Mustard, (2006) found that experiences also affect the formation of the connections such as 

synapses as well as the neurons to establish pathways for brain functions. These pathways are 

in control of server factors which are responses to what an individual does every day, such as 

our intellect, emotions, psychological and physical reactions. It is important to consider life 
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experiences as a factor that could affect the Mun and influence an individual to behave and 

think in a certain way.  

It is vital to consider life experiences as an external influence that impacts the Mun. Again, it 

is important to recognise that it depends on how an individual perceives their life experiences. 

Two individuals could share the me life experience but have different takes on the experience. 

This is due to the perceptions they have on the life experience alongside other factors such as 

social upbringing, culture and spirituality.  Although it is essential to consider the external 

factors separately, they also contribute together and influence between each factor.  

For children, their early experiences involve being centred among family members, peers at 

school and their local community which can influence their behaviour, thoughts and decision 

making. This is due to the fact children interact with peers, and this becomes a major influence 

on the child’s psychology and development. These social experiences can form and influence 

children’s values and personalities. Caputi, et al., (2012) found peer relations have a significant 

effect on an individual’s development in both positive and negative ways, for example, 

bullying can have a negative effect on a child’s experience of growing up.  

Social upbringing can be affected by factors in the environment an individual has been exposed 

to, which in turn could influence the development of an individual socially. These include the 

upbringing in a family, disciplinary strategies, interaction with siblings and other family 

members, language and cognitive control abilities (Ziv & Arbel, 2020).  

Genetics and the environment interact in a complex way which allows an individual’s genetic 

background history to be influenced by their ability to learn. Therefore, this suggests that 

education can influence how an individual thinks and behaves. However, the quality of this 

education plays a key role in how an individual enhances these abilities. For example, an 

individual who has learning disabilities is influenced by genetics but socially the quality of 
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their education will determine how the individual learns and how well they do at school. 

Therefore, it is important to explore social upbringing as a factor that could influence the Mun.   

Culture can be defined as symbolic and expressive aspects of human behaviour which can 

include social values, beliefs and behaviours of an identifiable group who share the me 

background and traditions (Cheng, 2001).  Culture can determine our worldview, which can 

influence social psychological processes.  

Culture plays a key role in how an individual develops. Cultural beliefs and practices can 

influence psychological processes. Culture influences how individuals think of themselves and 

others in a self-construal way.  There are two types of cultural psychology research styles: 

independent, which is known as the individualistic, and interdependent, which is known as the 

collectivistic (Matsumoto, 2001). Individuals belonging to independent culture value their 

autonomy, self-esteem, freedom and self-expression whereas individuals belonging to an 

interdependent culture tend to have pride in social harmony within family, community and 

society (Matsumoto, 2001). However, within these cultural groups, there are still differences, 

as factors such as social status, income and level of education will impact an individual’s 

experiences and may have a detrimental effect on an individual’s development.  

1.8.1 The researcher’s model of understanding the Mun  

The Mun consists of four internal influences: 

1. Thought process (connects with the external world) 

2. Memory (impressions, memories and experiences are stored) 

3. Intellect (decision-making process) 

4. Ego (Attachment or identification of ego – I-am-ness) 

 



 95 

The Mun can be influenced by external several factors such as: 

1. Spirituality (faith, practices, values and beliefs) 

2. Life experiences (trauma, circumstances, lessons) 

3. Social upbringing (society, community, family, schooling) 

4. Culture (traditions, language, shame, stigma) 

The Mun attributes virtues and vices, which can lead to experiences of positive or negative 

mental well-being. The panj khand can support both virtues and vices. For an individual who 

has attributes virtues, the panj khand act as a spiritual process with stages in their life. For an 

individual suffering from negative well-being, the panj khand can act as healing process. The 

following diagram summarises the researchers model of understanding the Mun. The four 

quadrants above identifies what the Mun consists of and factors which influence the Mun. 

Below this sits factors which can be attributed by the Mun.  

 

Figure 1 - Researcher's Model of understanding the Mun 
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Chapter 2 - Literature Review  

2.1 Introduction  

This chapter evaluates the current literature on mental well-being and seeking professional help 

within the South Asian community to allow the readers to gain an understanding of current 

literature. Additionally, religion and spirituality were also investigated as two dominant factors 

which influenced mental well-being. The chapter starts by explaining the search strategies used 

for this literature review, alongside defining the inclusion and exclusion criteria. This is 

followed by an overview of the literature which is divided into two sections: factors that 

influence seeking professional help, and spirituality and religion in relation to mental well-

being. This chapter concludes by providing a critical review of the literature and identifying 

research gaps in the literature.   

A literature search was initially conducted across the following bibliographic databases: 

EBSCO, PsychINFO, Psychology and Behavioural Sciences Collection, MEDLINE, 

CINAHL, Science Direct and PhD theses were used. The search terms for the review included 

(but were not limited to): ‘Sikhs’, ‘Sikhism’, ‘Indian’, ‘Mental Well-being’, ‘Mental Health’, 

‘Barriers’, ‘Help-seeking’, ‘Shame’, ‘Culture’ and ‘Faith’ (see the literature search term table 

in Appendix 1).  The search began by focusing exclusively on Sikhs’ perception and 

understanding of mental well-being. This search yielded very limited literature on the Sikh 

community concerning understanding mental well-being, indicating a significant gap in the 

literature. Therefore, the search criteria were extended to include the ‘South Asian’ and ‘Ethnic 

Minority’ communities who identified themselves as Panjabi. The origin of Sikhs can be traced 

to the Panjab state in India. However, it is important to note not all Sikhs are from Panjab. India 

falls within the classification of a South Asian country, hence researching literature within this 

community helped address the research aims and questions.  This search took place in early 
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2019 and was updated towards the end of 2020, aiming to capture and highlight recent, relevant 

papers in the review.  

The primary focus of the review was to identify studies conducted in the UK. As highlighted 

above, due to the limited research available, other countries were included. The current 

literature available in this field was severely board and so the inclusion and exclusion criteria 

were not too stringent. The searches were restricted to literature written in English only. 

Initially, only literature published between the years 2000 and 2020 was reviewed, as the aim 

was to gather the most recent literature. Again, due to the limited research conducted within 

this time frame, a decision was made to not consider any specific date ranges when searching 

for literature. There were also no methodological limitations applied to this search, which 

included systematic reviews, case studies, qualitative and quantitative studies. Additional 

searches were conducted using backwards searching methods from reference sections of 

journal articles as well as accessing ‘grey’ literature from Google Scholar.  
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The literature search produced 215 articles, of which only 22 were relevant. Figure 1, displayed 

below, illustrates the process from identification to selection. The initial search produced a total 

of 215 articles from the listed bibliographic databases, of which 65 duplicates were found and 

removed instantly. During the screening stage of this process, only 165 articles were title-

screened and 42 abstracts were screened. The following stage involved assessing the eligibility; 

38 full-text articles were assessed, however, four articles could not be retrieved. In the final 

stage, 22 articles were selected and included in the literature review, and 16 articles were 

excluded, for reasons provided below in Figure 2.  

 

Figure 2 – The process from identification to selection 

 



 99 

2.2 Overview of literature review  

The literature review focused on literature exploring mental well-being and seeking 

professional help within the South Asian community, allowing the readers to understand the 

current perspectives within the community. While conducting the review, many factors 

influencing seeking professional help in relation to mental well-being were discovered. The 

factors discovered included conceptualisation of distress, stigma and shame, family support, 

gender differences and the role of community, all of which are explored within this chapter.  

The second part of the literature review focused on the association between spirituality and 

religion in relation to mental well-being. The current literature on the Sikh community and 

mental well-being was investigated. Interestingly, spiritual and religious competencies and 

expectations highly influenced mental well-being as well as seeking professional help. 

Spirituality and religion were fundamental factors that played an important role in mental 

health. The role of religion and the influences of religion were also explored, alongside 

religious coping and stress. The literature review concludes with the limitations of the review. 

 

2.2.1 Conceptualisation of mental health  

Research has uncovered several beliefs about the causes of mental health which have a 

pervasive influence on an individual seeking professional help (Kleinman,1987; Helman, 

1994). Gold, (1985) states the western view of mental illness originated in the Cartesian 

concept of a division between the mind and body. Gold explains the illness of the mind is 

interpreted as a medical problem that can be caused by genetics, biochemical and physiological 

factors. This has developed into the current general understanding of western beliefs about 

mental well-being. Interestingly the eastern view of mental illness mentions interactions 

between mind-body-spirit. The eastern view comprises integration and balance within the 
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individual and their family and community. These factors are seen as important aspects of 

mental well-being as opposed to the western perception, which highlight an individual’s 

personal autonomy and efficacy (Fernando and Keating, 2008). 

A notable assumption made about South Asian communities when understanding mental health 

is misinterpreting symptoms as somatic physical health problems (Wilson & MacCarthy, 

1994). Raliegh and Almond (1995) have supported this finding by reporting the failure of GPs 

to detect negative mental health in South Asian individuals and the lack of referrals to mental 

health services. However, there is limited research on admissions from other clinical settings 

such as hospital admissions in the South Asian communities.  

In line with the assumption highlighted above, Raliegh and Almond (1995) explain that the 

South Asian community does not acknowledge psychological distress as an illness. Ineichen, 

(2018) supported this assumption by stating the caution of psychological mental health is 

poorly interpreted by s. Therefore, this suggests there is a misunderstanding of the term mental 

health and this group can be classified as lacking psychological mindedness (Patel & Shaw, 

2009). Nevertheless, Modood, Berthoud, & Nazroo, (2002) argue the South Asian community 

understand psychological distress; however, they are unable to express their understanding due 

to language and cultural idioms. Modood, Berthoud, & Nazroo, (2002) claim the western world 

view can be understood by s, yet due to varying cultural expressions of psychological distress, 

it is expressed differently. The term ‘mental well-being’ can be rendered in many ways in the 

Panjabi language, but mainly by the use of pejorative words such as pagal, which means ‘being 

crazy’. This is a possible explanation for the lack of terminology in the Panjabi language.  

Several studies have explored the cultural expression of distress in s and reported similar 

findings. Bhugra and Gupta, (2003) explain that the western definition for distress is not 

directly translatable in non-western communities. Krause, (1989) explored the term 
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‘depression’ specifically within the Panjabi community in Bedford, UK. He found the Panjabi 

community used the term ‘sinking heart’ to describe distress. The term ‘sinking heart’ was 

investigated and found to be an expression the Panjabi community would frequently use when 

mourning a deceased family member. A similar study was conducted by Fenton & Sadiq-

Sangster, (1996), where Panjabi women in Bristol, UK described ‘sinking heart’ as a physical 

sensation that the heart experiences, suggesting these symptoms are caused by worry, social 

failure, exhaustion and excessive heat (Krause, 1989). Bhugra and Gupta, (2003) describe a 

similar phenomenon; the Panjabi Sikh community in the UK describe the word depression as 

‘weight on mind/heart’, ultimately leading to a negative mental state.  

The term mental well-being within the Guru Granth Sahib has not been defined. However, 

symptoms that are similar to western symptoms of depression have been stated in the holy 

scripture. Kalra, et al., (2012) explored various texts from the Guru Granth Sahib to understand 

mental health well-being. They studied the holy scripture in both Gurmukhi and English 

translations. They found there is clear terminology used to explain depression and its 

phenomenology. The term Dukh can be translated as pain; in some references it refers to 

sadness or suffering. Sukh is translated as happiness. Both emotions are believed to be created 

by God. The researchers stated that the mind is prone to getting ill with certain influencing 

factors such as doubt, superstition and duality, all of which can lead to the individual 

experiencing Dukh. Doubt can be interpreted as delusions and overvalued ideas in professional 

clinical assessments. Guru Granth Sahib explains that Dukh can affect anyone regardless of 

their social status, indicating that depression is none specific and can happen to anyone. Guru 

Granth Sahib metaphorically makes reference to treatment: 
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ਹਜਸੁ ਹਸਮਰਤ ਿੋਤ ਸੂਕੇ ਿਰ ੇ॥ 

Jis simraṯ hoṯ sūke hare. 

Remembering Him in meditation, the dry branches become green again.  

(Guru Granth Sahib, Ang/Page P.182) 

 

Meditation can be explained as a possible solution for when an individual experiences negative 

emotions. This is similar to my research study findings, where participants have referred to 

meditation as a coping strategy when experiencing mental health difficulties.  

Kalra, et al., (2012) found that karma5 is aetiologically related to Dukh. For example, Guru 

Nanak Dev states:  

 

ਊਤਮ ਸੇ ਦਹਰ ਊਤਮ ਕਿੀਅਹਿ ਨੀਿ ਕਰਮ ਬਹਿ ਰੋਇ ॥੧॥ ਰਿਾਉ ॥ 

Ūṯam se ḏar ūṯam kahī▫ahi nīcẖ karam bahi ro▫e. ||1|| rahā▫o. 

They alone are good, who are judged good at the Lord's Door. Those with bad 

karma can only sit and weep. ||1||Pause|| 

(Guru Granth Sahib, Ang/Page P.1 

 

Guru Arjan Dev explains the rewards of good karmic deeds. He states:  

 

5 Karma can be defined as the result of an individual’s actions, works or deeds. The term refers to a spiritual cycle 

of cause and effect.  
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ਹਜਸੁ ਮਹਨ ਵਸੈ ਤਰ ੈਜਨੁ ਸਇੋ ॥  

Jis man vai ṯarai jan so▫e. 
Those whose minds are filled with the Lord swim across. 

 

ਜਾ ਕੈ ਕਰਹਮ ਪਰਾਪਹਤ ਿਇੋ ॥ 

Jā kai karam parāpaṯ ho▫e. 

Those who have the blessing of good karma meet with the Lord. 

ਦਿੂ ੁਰੋਿੁ ਕਛੁ ਭਉ ਨ ਹਬਆਪੈ ॥ 

Ḏūkẖ rog kacẖẖ bẖa▫o na bi▫āpai. 

Pain, disease and fear do not affect them at all. 

(Guru Granth Sahib, Ang/Page P.184) 

 

Again, Guru Nanak Dev express: 

ਸੰਜੋਿੀ ਆਇਆ ਹਕਰਤੁ ਕਮਾਇਆ ਕਰਣੀ ਕਾਰ ਕਰਾਈ ॥ 

njogī ā▫i▫ā kiraṯ kamā▫i▫ā karṇī kār karā▫ī. 

By the good fortune of good deeds done in the past, you have come, and now you 

perform actions to determine your future. 

(Guru Granth Sahib, Ang/Page P.75) 

 

This suggests that karma can influence an individual’s mental state. Interestingly, when 

defining to mental well-being, there is a clear association with virtues and vices within the Sikh 

faith.  

Overall, these findings contradict the idea that South Asian and Panjabi individuals somatise 

psychological difficulties. Instead, they highlight an elaborate use of language to express 



 104 

distress. This implies the potential that language in this community may not be akin to the 

vocabulary of the west (Lin & Cheung, 1999).  

 

2.2.2 Shame  

Shame has been defined a self-conscious emotion by many researchers, who explain shame as 

an intense negative emotion having to do with the self in relation to standards, responsibilities, 

and such attributes as global self-failure (Gilbert, 2000; Gilbert, et al., 2004). Lewis, (1987) 

similarly defines shame as when an individual feels shame when others are viewed as superior, 

while their self is vulnerable and inferior. This suggests the concept of shame is related to 

damage of self-identity. Research has been conducted demonstrating the pathological link 

between shame and depression (Lewis, 1992). There are two types of shame, internal and 

external. Internal shame originates inside the self, involves self-generated criticism and 

negative self-evaluation (Gilbert, 2000). It relates to cognitions and affects how an individual 

perceives their own attributes, personality characteristics or behaviours. External shame 

originates outside the self, involving a distressing awareness that others view this self 

negatively. It relates to stigma consciousness and awareness, focusing on aspects of an 

individual’s beliefs that others would reject or attack if those beliefs became public (Gilbert, 

2000). At a cognitive level, external shame refers to how an individual thinks others perceive 

them. Investigating the type of shame an individual encounters will be interesting, as the 

researcher predicts this will shape the type of treatment and support the individual will seek. 

This will be explored further in the current study.  

The term ‘izzat’ within the South Asian cultures represents the concept of shame, approval 

within the community, respect and honour (Gilbert, 2000). Izzat can be described as a set of 

learnt rules which require to be followed in order to maintain family honour. The concept of 
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Izzat has been referred to as a major influence of respect in Asian families. There are numerous 

attempts at translating the term Izzat which include ‘honour’, ‘self-respect’ and ‘prestige’ 

(Takhar, 2005). McLeod, Lobel & Cox, (1996) suggests that Izzat refers to jat conventions. 

For example, in India, the jat’s land would identify their honour, heavily implying the greater 

the area of land, the greater the Izzat. Takhar (2005) describes, from her personal experience 

as a Panjabi female, that Izzat and ethnicity wrongly dominate over the Sikh Rehat Maryada6. 

Guru Nanak Dev practised and promoted equality, destroying the caste system. Caste can be 

defined as a hereditary social group comprising an individual’s ethnic stock, social rank, 

occupation. Sikh surnames were caste-related, which allowed caste to be identified based on 

an individual’s surname (Rusi & Takhar, 2016). Guru Gobind Singh discontinued the use of 

caste names and introduced Singh and Kaur to end the caste-based prejudice among Sikhs. 

However, Rusi and Takhar argue there is evidence that the caste system remains held highly in 

regards to identity in the Sikh community, despite these efforts to destroy the Sikh caste system 

(Refer to Rusi and Takhar, 2016). In the first composition of Jap Ji Sahib, Guru Nanak Dev 

spoke about the need to rise above humility and the caste system.  

 

6 The Sikh Rehat Maryada is the official Sikh code of conduct and conventions. There were several unsuccessful 

attempts in the eighteenth century, following the death of the tenth Guru, Guru Gobind Singh, to produce an 

accurate true portrayal of the Sikh conduct. (Refer to Guru Nanak Darbar, 2000)  
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ਧਨ ਭੂਹਮ ਕਾ ਜੋ ਕਰੈ ਿੁਮਾਨੁ ॥ 

Ḏẖan bẖūm kā jo karai gumān. 

One who takes pride in wealth and lands 

 

ਸੋ ਮੂਰਿ ੁਅੰਧਾ ਅਹਿਆਨੁ ॥ 

So mūrakẖ anḏẖā agi▫ān. 

is a fool, blind and ignorant. 

(Guru Granth Sahib, Ang/Page P.278) 

 

Izzat is related to reflected shame, in which the term can be described as issues related to family 

honour, reputations and self-reputations. An individual could possibly bring shame to their 

family by their behaviour, which could potentially damage the family’s perceived reputation. 

Remaining true to culture and maintaining a reputation for the family within society is central 

to Izzat. Izzat is not only associated with an individual but it is inherently related to their entire 

family.  

Women tend to be affected more by the concept of Izzat compared to men in Asian families. It 

has been reported that Izzat was given preference over an individual’s happiness in life.  women 

have expressed that Izzat can be misused to reinforce women’s roles within a family. This often 

leads to women remaining silent about their problems, resulting in distress and isolation 

(Chew-Graham, Bashir, Chantler, Burman, & Batsleer, 2002).  Corrigan, (2004) investigated 

this further, and he found that the fear of being stigmatised and bringing shame are highly 

associated with mental health difficulties due to the prominent role of culture in an individual’s 

life. Another study conducted in 2004, by Gilbert and other researchers, interviewed Asian 

women to explore their conceptions of shame, subordination, and entrapment in relation to 

mental health and seeking professional help (Gilbert, et al., 2004). These women suggested 
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that, as Asians, they feel obliged to operate within a restricted set of norms regarding family 

honour (Izzat) which overrode their personal views. They viewed themselves as the ‘carriers’ 

of the family honour, who should not bring shame or dishonour upon the family.  

Family honour plays a vital role within the Asian community (Chew-Graham, et al., 2002). 

Studies have shown that women in these cultures can see themselves in unequal power 

relationships with men and feel ‘trapped’ within the values of tradition. Feelings of entrapment 

are related to negative mental well-being and feeling trapped within a set of cultural values, 

which affects one’s perceptions of mental health difficulties and willingness to seek 

professional help (Gilbert et al., 2004; Salsman et al., 2005).   

A qualitative study conducted on South Asian women found that racism towards South Asians, 

alongside the concept of Izzat, leads to increased mental distress (Chew-Graham, et al., 2002). 

The participants in this study expressed the concept of Izzat is unequally placed upon women 

in Asian families, which creates dynamics for Asian women to be subjected to unrealistically 

high expectations of their role in the family. It was also reported that South Asian families are 

very critical of women’s behaviour, as it is important to gain status and prestige for the family 

name. This results in a lack of privacy and space for women. Women who took part in this 

study explained they felt they had nobody to trust and could not confide in anyone within the 

community. This often led to women feeling isolated, which may cause mental distress.  

 

2.2.3 Family support  

South Asians are viewed as family-orientated individuals who place great value on the family 

(Roland, 1988; Medora, Larson, & Dave, 2000). Roland, (1988) states South Asians have a 

primary focus on family needs and are deeply connected with this notion, which leads to the 

development of their personal autonomous self (Nath, 2005; Segal, 1991). For example, 
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Medora, et al., (2000) identified that family is characterised by closeness and is the first point 

of call at a time of need.  

Numerous studies have shown a significant positive relationship between family support and 

mental well-being (Sonuga‐Barke & Mistry, 2000; Chase‐Lansdale, Brooks‐Gunn, & Zamsky, 

1994). Close family ties within the Indian community are perceived as a protective factor 

against psychological difficulties. Therefore, researchers have highlighted decreased rates of 

negative mental health within the South Asian community. Furnham, et al., (1994) supported 

previous research by stating when difficulties arise, it is likely that South Asian individuals 

seek help from within their families, and South Asian women prefer to talk to their family 

members regarding their distress instead of friends. Several researchers have explained 

closeness to and support within one’s family can result in positive mental well-being, as family 

support can provide collectivistic coping strategies (Inman, et al., 2015)  

However, it is important to consider that this sense of closeness in some families could 

potentially make it more difficult to raise sensitive issues (such as mental well-being), 

especially if the subject was contradictory to the family’s expectation (Dugsin, 2004). For 

example, an unhappy and unsatisfactory family situation is a common factor in the suicidal 

behaviour of South Asian women (Hicks & Bhugra, 2003). Additionally, Katbamna, et al., 

(2004) discussed that although South Asian families in the UK may have families that could 

provide support from within, this may not always be the case. For example, Katbamna, et al., 

(2004) show that economic instability, acculturation and migration can all change family 

functioning and structures, which will have an impact on the type and availability of support 

offered informally in families. As such, while possessing the potential to provide a platform of 

support for individuals, family relationships can often cause distress, which ultimately leads to 

the issues highlighted thus far. As South Asians are known to be close knit with their families 

it is important to explore the role of community.  
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2.2.4 The role of community 

South Asian communities can be generalised as having good, strong support networks. 

Mckenzie, Whitley and Weich (2002) found evidence suggesting the notion of community 

support is beneficial for those experiencing mental health difficulties. This view is supported 

by Bhui, et al., (2005) who verified that belonging to an integrated social support network is 

associated with increased levels of positive mental well-being. Several researchers have 

identified low rates of negative mental health within South Asian communities living in the 

UK (Anand & Cochrane, 2005). This has been explained as a result of extended community 

support systems. However, these statements are questionable in view of stressors and the social 

disadvantages the South Asian community face.  

Overall, these studies highlight that a sense of community is highly valued, as this allows South 

Asian individuals to maintain a close connection with their home country by taking part in and 

contributing towards their culture. Individuals who belong to a close-knit community are 

provided with various opportunities to participate in cultural and religious events, thereby 

protecting them against isolation and prejudice, which can have a detrimental effect on mental 

well-being (Fazil & Cochrane, 1998). Researchers argue that if psychological, social and 

emotional needs are met from within the community, then professional help is unlikely to be 

sought (Cauce, Domenech-Rodríguez, & Paradise, 2002). Two pathways can explain the 

beneficial influence of community support on mental health: ‘direct’ and ‘buffering’ effects. 

The direct pathway proposes mental well-being can be improved by increased levels of 

community support as it develops an individual’s self-esteem, which can result in a positive 

influence on an individual’s mental well-being (Cohen, 1988). The buffering pathway can be 

described as the community support which only has an influence on mental well-being in 
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relation to exposure to acute or chronic stressors (Alloway & Bebbington, 1987). For example, 

community support can assist an individual in reappraising the threat caused by the stressor by 

providing physical and emotional support.  

Surprisingly, other researchers have criticised the concept of close-knit communities, 

suggesting this view can be stereotyped (Hatfield, Mohamed, Rahim and Tanweer, 1996). They 

express the view that although a close-knit community can provide support, there are also 

possibilities it can result in distress. Additionally, it is vital to consider each situation 

individually. For example, if an individual who possesses strong ideals regarding shame 

requires emotional or psychological aid, that individual may not seek help through the 

community as they could potentially feel threatened. Therefore, it is important to remain 

mindful before making any generalisations such as ‘close-knit communities result in reducing 

the influence of negative mental well-being’ (Patel & Shaw, 2009). It is important to 

distinguish if these findings have an influence on gender.  

 

2.2.5 Gender differences  

Existing research recognises the critical role played by gender differences, as there is an 

increased risk of psychosis within the BAME community in the UK, inclusive of Fearon, et al., 

(2006) argue s are more likely to be diagnosed with a mental health condition compared to a 

White British sample. Several studies reported that there is a higher prevalence rate for 

diagnosis of schizophrenia among South Asian women over the age of 30 compared to males 

(Bhugra and Gupta, 2003; Furnham and Shiekh, 1993; Anand and Cochrane, 2005).  

An interesting study conducted in the UK (Nazroo, 2003) proposed that first-generation 

migrant women reported higher rates of depression compared to Asian-origin women who are 

British. Several studies found younger women of Asian origin are at high risk of self-harm 
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(Bhardwaj, 2001; Bhui and Bhugra, 2002). One possible explanation for these findings could 

be that first-generation women tend to be under more stress related to migration and settlement. 

Another explanation that could be argued is that British Asian women undergo stress due to 

culture conflict (Bhugra and Gupta, 2003).  

Ahmad, et al., (2009) investigated migration associated with Asian females, and found post-

migration stressors have been identified as major stress factors associated with negative mental 

health in Canada. Their findings portrayed dynamics such as financial worries, social status, 

loss of social support, adjusting to western culture and barriers in accessing health services as 

key stressors for Asian women.  

To better understand attitudes towards gender in relation to mental well-being, Sheikh and 

Furnham, (2000) found men have fewer positive attitudes towards seeking professional help 

for mental health difficulties. The findings stated men found it difficult to express the need for 

professional help, preferring to demonstrate self-reliance when dealing with mental health 

(Sheikh and Furnham, 2000). However, it was reported that women belonging to an ethnic 

minority community are more likely to be inhibited in seeking professional help compared to 

males (Fenton and Sadiq-Sangster, 1996). 

In 2017, Grover and other researchers carried out a nationwide multicentric study in India, 

exploring the stigma experienced by patients with severe mental illnesses (Grover, et al., 2017). 

This study presented gender differences, and greater levels of stigma were identified by 

females. Indian women reported they experienced discrimination in regards to their gender. 

This exposes the social-cultural differences in the experience of stigma. Relatedly, another 

study conducted in India found women report stigma concerning marriage and pregnancy. 

They also reported that men who had schizophrenia hid their diagnosis for employment 
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purposes (Loganathan and Murthy, 2011). This suggests there is a need to explore interventions 

for men experiencing mental health difficulties.  

Soorkia, et al., (2011) explored factors influencing attitudes towards seeking professional help 

within the South Asian community in the UK. They found gender differences in attitudes 

towards seeking professional help; women held more positive attitudes towards seeking help 

compared to men, and these findings are similar to other researchers (Garland and Zigler, 

1994). However, several studies reported that there is no significant gender difference in 

attitudes of those seeking professional help (Zhang and Dixon, 2003). 

 

2.3 Spirituality, Religion and Mental Well-being  

Spirituality and religion emerged as powerful platforms for mental well-being in many studies, 

and so it is of paramount importance to recognise the definition and meanings of both terms. 

Psychologists describe spirituality and religion as related concepts, but they are ultimately 

identified as distinct terms. Spirituality can be broadly defined in two ways. Firstly, Richard 

and Bergin, (1997) describe spirituality as a private, personal experience with the ‘divine’. 

Secondly, spirituality has been referred to as a search or quest for the cred (Pargament, 1999). 

Nash and Stewart, (2002) refer to spirituality as a support mechanism that supports all factors 

related to human development, resulting in providing meaning and purpose in life. These broad 

definitions allow for research to be conducted across different disciplines.  

Religion can be defined as a multidimensional construct that has been established as an 

institutional set of practices and beliefs (Richards & Bergin, 2005). Therefore, religion can be 

interpreted as a distinct factor from spirituality, due to the emphasis on cognitive beliefs and 

behavioural practices for experiencing God. There have been some significant research 

findings that suggest clinicians are hesitant to address the relationship between mental well-
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being, spirituality and religion. For example, a recent study by Frazier and Hansen, (2009) 

discovered professional psychologists were reluctant to discuss religious and spiritual 

psychotherapy behaviours with their clients as well as their colleagues. King-Spooner and 

Newnes, (2001) claimed professional clinicians felt religious and spiritual beliefs lay outside 

their professional remit. He also stated clinicians described religion as part of a client’s 

pathology, and therefore did not address or explore further. Extensive early research within 

psychoanalysis reported religion and spirituality as a neurotic phenomenon that allowed clients 

to protect themselves from their own limitations and vulnerabilities (Freud, 1989). O’Connor 

and Vanderburg, (2005) concluded psychologists were likely to perceive less mainstream 

religious beliefs as pathological due to a lack of familiarity with diverse religions. This can 

result in psychologists making pooper clinical judgements as a result of being unfamiliar with 

religious beliefs.  

Other researchers have challenged and explored religion and spirituality (Hage, 2006; Sperry 

and Shafranske, 2005; Richards and Bergin, 1997; Hartz, 2005; Coyle and Lochner, 2011; 

Plante and Sherman, 2001). For example, Hage, (2006) questioned why religion and spirituality 

were not addressed in therapy while other sensitive issues, such as race and sexuality, have 

been. Coyle and Lochner, (2011) investigated how clinical counsellors and psychotherapeutic 

psychologists can work with clients using religious and spiritual material to engage with their 

worldview. They found if therapists ignore the religious and spiritual aspects of an individual’s 

life, it could result in severe concerning implications. The researchers suggest clinicians should 

engage respectfully with clients in regard to their personal religious and spiritual beliefs, to 

enrich effective therapy sessions.  

The lack of exploration of these important facets of life in therapy can potentially be explained 

by the fact that research that investigates religion, spirituality and mental well-being is often 

portrayed in a controversial light. Larimore, Parker and Crowther, (2002) found a significant 
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relationship between religion, spirituality and mental well-being, reporting that religious and 

spiritual beliefs not only improve mental well-being, but also physical well-being. Similarly, 

another study conducted in 2002 by Brawer, Handel, Fabricatore, Roberts, and Wajda-Johnston 

(2002) found spirituality and religion can contribute to positive mental well-being and 

increased rates of life satisfaction. The researcher finds it can also decrease rates of substance 

abuse and suicide. Conversely, rigid religious and spiritual beliefs which are constructed 

around sin and guilt can result in increased negative mental health (Harris & Fallot, 2001).   

The review of literature above has primarily focused on the positives of the effect of religiosity 

and spirituality on mental well-being, however that is not always the case. Menagi, Harrell, 

and June, (2008) observed in their study that social support did not necessarily mediate to a 

positive association between religiosity and mental well-being. Further research by Brodsky, 

(2000) described that the failure to reach a connection spiritually can result negatively, leading 

to alienation. However, it has been reported the results above could be potentially explained 

by different measures being used and participants defining religiosity differently (see Hackney 

and Sanders, 2003; Lewis and Cruise, 2006).  

A longitudinal study conducted by Wink and Dillon, (2008) explored participants’ spirituality 

and religiosity over their lifespan. Two hundred participants born in the 1920s, in their 20s 

when the study commenced, were followed over a 60-year period. The results displayed a 

significant increase in spirituality with age and with gender differences. Women exhibited 

increased spirituality in their middle to late adulthood, while this occurred for men in early to 

middle adulthood. The results highlighted certain negative life events for women had a 

detrimental effect on their spirituality, such as financial worries and stressful situations. 

Overall, this research study demonstrated individuals displaying increased spirituality and 

religiosity had positive mental well-being. However, one limitation of a longitudinal study is 

that participants in other areas would have been exposed to different life events. Therefore, 
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these results are not generalisable 100 years later. For example, since the 1920s there have been 

significant life events, especially for women, as they now have the right to vote, there have 

been women appointed in higher authority roles and the difference in professional roles 

available for women has just about disappeared. Furthermore, such improvements within the 

status of females could potentially result in women being exposed to different negative life 

events over the 60-year period and at different times in their spiritual experiences. Another 

limitation of this longitudinal study is that there is a high risk of participants dropping out of 

the research study. This reduces the sample size, which makes it difficult to apply the findings 

to a larger population.  

Overall, it is interesting to recognise research that displays spirituality and religiosity as a 

positive influence on mental well-being. It is vital to explore how these primary factors 

contribute to enhancing mental well-being.   

 

 2.3.1 The role of religion  

Previous literature has suggested religious beliefs can be closely linked to the conceptualisation 

of mental well-being.  The role of religion may influence the understanding, caution 

interpretations and the type of help sought for mental health difficulties. Sheikh, et al. (2002) 

established that within the South Asian cultures, individuals seek traditional help for mental 

health difficulties. It was reported South Asian individuals seek help from religious leaders 

instead of the professional services available. Haslam, et al., (2005) also reported similar 

findings, where traditional healing was considered over professional help by Bhui, et al., (2008) 

conducted a research study that also uncovered South Asian patients suffering from mental 

health difficulties resorted to seeking help from a traditional healer as opposed to professional 

services. This can be explained by the South Asian community experiencing dissatisfaction 
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with professional services, which are claimed to be culturally insensitive (Incayawar, Wintrob, 

Bouchard, & Bartoc, 2009). Therefore, the South Asian community resulted in turning to 

religious and more traditional avenues for help.  

Religion has a positive influence on mental well-being, as religious beliefs and practices 

provide cognitive schemas to reflect on life events that offer coping strategies (Seeman and 

Seeman, 2003; James and Wells, 2003). Additionally, past research looked at individuals who 

participate in a congregation, such as attending a place of worship, celebrating religious events 

or attending a pilgrimage, which results in developing a sense of belonging (lsman, et al., 

2005).  Research has shown that when individuals feel they have a sense of belonging, this 

allows them to feel part of a team, which enhances their well-being (lsman, et al., 2005; 

Haslam, et al., 2005). 

Cinnirella and Loewenthal, (1999) conducted a study investigating Pakistani-Muslim 

individuals’ mental well-being. They reported religion to be a way of coping with mental health 

difficulties; prayer was claimed to be an effective way to manage symptoms of depression and 

schizophrenia. Similarly, in another study, South Asian women experiencing depression used 

their faith and prayers as coping strategies (Hussain and Cochrane 2003). Singh, (2006) argues 

religious and cultural practices are an important aspect of life, despite the many issues with 

previous migration in the UK. The role of religion should be greatly considered when managing 

negative mental health for the South Asian community.  

Terwari, et al., (2012) conducted a longitudinal study investigating how the Hindus’ largest 

collective pilgrimage, Magh Mela, contributed towards an individual’s well-being. The Magh 

Mela takes place in North India and consists of a full month’s festival. The study comprised 

416 pilgrims who attended for the full month and 127 controls who did not. Results found that 

participants who attended the pilgrimage reported an increase in well-being compared to those 
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who did not attend the pilgrimage. This indicates religious group activities allow individuals 

to feel supported by others, which leads to a positive influence on well-being. It will be 

interesting to ascertain if such results positively correlate with those of the Sikh faith.  

Spirituality within the Sikh faith is a positive reinforcement towards self and others to make 

life more enjoyable (Bhambra, 2015).  The concept of happiness is believed to be achieved 

from internal sources and not from external sources. For example, materialistic items are not 

considered to be the root of happiness; similarly, being less fortunate materially does not equate 

to unhappiness.  Spirituality plays an important role in the recovery process if an individual 

has positive attitudes towards their illness. They can still live a comfortable life by possessing 

the ability to change the perception of that illness (Bhambra, 2015). However, if an individual 

has a negative attitude, their illness could intensify. The concept of spirituality offers comfort, 

strength and hope.  

 

2.3.2 Influence of religious beliefs 

Kleinman, (1987) reported conceptualisations of mental health are embedded in religious belief 

systems, which can potentially influence an individual seeking professional help. The majority 

of s have strong religious roots even after migration (Coward, Hinnells, & Williams, 2012). 

Two principles within the Sikh faith can relate to suffering. The first principle of Karma 

demonstrates an individual can gain good and bad karma throughout their life. Sikhs believe 

that positive deeds lead to good karma and negative deeds lead to bad karma. Karma can punish 

and reward deeds that are carried out knowingly or unknowingly (Fowler, 1997). Thus, both 

mental and physical suffering can be portrayed as a consequence of karma (Whitman, 2007). 

The second principle is Hukam, which means ‘God’s Will’, whereby an individual defines their 

suffering as a result of Hukam.  A research study conducted by Hussain and Cochrance, (2003) 



 118 

reported women belonging to a  community stated an individual’s mental health difficulties are 

a result of God’s will and Kismat (loosely defined as destiny). This indicates the significant 

influence religious beliefs has on mental well-being.  

Furthermore, another important dimension of the influence of religion on seeking professional 

help was highlighted by Cinnirella and Loewenthal, (1999). They state that s hold supernatural 

beliefs that are responsible for the causes and treatments of mental health difficulties. For 

Sikhs, supernatural beliefs are not religious beliefs. However, they can be considered a cultural 

belief, which often does affect one’s perception of mental well-being. Consequently, religious 

healers are considered as the first point of call instead of professional help services. Research 

among s has found Pakistani and Bangladeshi cultures claim mental health difficulties are 

explained by ‘jinn’ possession (Lim, Hoek, & Blom, 2014). Indian and Gujarati cultures 

consider ‘najar’ (evil eye) as the cause for both physical and mental health difficulties. These 

cultural beliefs align with Hinduism’s beliefs of the soul and reincarnation (Lim, Hoek, & 

Blom, 2014).  

There are several ways religious involvement can be measured, for example how often an 

individual attends a place of worship, how often religious meetings are attended and how much 

time is spent on religious activities such as prayer, meditation and reading religious scriptures. 

It is argued that religious affiliation only informs us to a small extent about how important 

religion is in an individual’s life. It is important to interpret the relationship between religious 

practice and mental health. For example, individuals may pray more when they are going 

through difficult stressful situations or while they are sick. Research has established that when 

individuals turn to religion when they are going through a difficult period, it may result in a 

spurious positive association between religiousness and poor health. Similarly, poor health can 

decrease attendance at religious meetings. This can skew the association between religiousness 

and well-being.  
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2.3.3 Religious and spiritual coping  

Folkman, (2010) inform us that when an individual is confronted with traumatic life events and 

stressful situations, the methods used to cope can have a significant impact on psychological 

distress and the individual’s overall mental well-being. Therefore, it is important to recognise 

the cognitive and behavioural factors, which can be referred to as coping strategies to reduce 

psychological distress. Structures and techniques of religious beliefs can often highlight views 

of the world that can assist believers to reconstruct negative life events. 

Systems of religious belief often entail views of the world that help believers to reframe 

negative life events in such a way as to cope with them more effectively. A representative 

survey research study conducted in the United States (US) found that the use of religious faith 

and practices to cope with stress is highly prevalent. Overall the results vary significantly by 

religious background, with 67% of non-Hispanic Whites and 90% of African Americans self-

reporting that prayer was a “very important” technique of coping with stress (Lincoln, Taylor, 

& Chatters, 2013). Similarly, a study conducted after the 11 September 2001 terrorist attacks 

discovered that 90% of adults in the US self-reported “turning to prayer, religion, or spiritual 

feelings” as a means of coping with stress in relation to the terror attack (Schuster, et al., 2001). 

Several studies reported similar findings, where religious coping is a key factor when dealing 

with different forms of stress including physical health ailments (Koenig., Pargament, & 

Nielsen, 1998), mental health difficulties (Bhui, King, Dein, & O'Connor, 2008; Tepper, 

Rogers, Coleman, & Malony, 2001; Krause, 1989) and bereavements (Park & Cohen, 1993) 

Schwarzer and Knoll’s (2003) theory of coping includes proactive coping, a technique where 

future goals are evaluated and assessed so strategies can be developed to achieve the goals 

effectively and successfully. As coping is a vital role in an individual’s development, Skinner 
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and Zimmer-Gembeck, (2007) highlighted that the ultimate change in developing coping 

strategies emerged from childhood to adolescence. The researchers argue certain coping 

strategies do not develop to their maximum until late adolescence. Zambianchi and Ricci Bitt, 

(2007) recognise coping as a vital aspect of an individual’s life, as coping has been positively 

associated with psychological functioning. Overall, this suggests different types of coping 

strategies are applied throughout an individual’s life (Schwarzer & Knoll, 2003).  

Several research studies have examined the impact of religious coping and mental health by 

focusing on individuals who have gone through specific stressful life events. Schnittker, (2001) 

conducted a longitudinal representative survey and found individuals suffering from 

psychological distress engaged more in religious coping strategies. Simultaneously, the 

researchers also found religious coping strategies increase as a response to stress, which can 

result in a partial buffering effect. A handful of research studies had similar findings, where 

the use of religious coping strategies predicts decreased distress and increased well-being in 

individuals undergoing physical health problems (Ali, Pargament, Kronfol, Tice, & Appel, 

2010), war refugees (Ali, Peterson, & Huang, 2003) and those dealing with bereavement (Park 

& Cohen, 1993)).  

This significantly highlights the use of religious coping strategies in multiple facets of an 

individual’s life. It will be interesting to explore what factors the Sikh community use as coping 

strategies in relation to the Sikh faith.  

 

2.3.4 Sikhs’ beliefs of Mental Well-being  

Spirituality within the Sikh faith is seen as positive reinforcement towards self and others to 

make life more enjoyable (Bhambra, 2015). The concept of happiness is believed to be 

achieved from internal sources and not from external sources. For example, materialistic items 
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are not considered to be the root of happiness, similarly being less fortunate does not equate to 

unhappiness.  Spirituality plays an important role in the recovery process, so if an individual 

has a positive attitude towards their illness, they can live a comfortable life and change the 

trajectory of that illness. However, if an individual has a negative attitude towards their illness 

it could intensify. The concept of spirituality offers comfort, strength and hope.  

There have been many references between the mind and body in the Guru Granth Sahib (Kalra, 

Bhui, & Bhugra, 2012). For example, “The mind is like an elephant drunk with wine, The Guru 

is the rod which controls it and show it the way” (GGS, P.159) and “If the mind is polluted, 

then the body is polluted as well, and the tongue is too” (GGS, P.55). This contrasts with the 

biomedical concept of mind-body dualism (Shukla, Chaturvedi, & Tamhane, 2007). It will be 

interesting to explore if currently the Sikh community portrays the mind and body as one or 

distinct entities.  

There is little published data on the Sikh community, though Roberts, et al., (2015) explored 

depression amongst Panjabi Sikh women in America. They found women reported fear of 

being judged by the community and feared not meeting the expectations of their husbands and 

in-laws. The Panjabi women did not want to bring shame or lose family honour. This impacted 

the mental well-being of the Panjabi women. However, this study was conducted using a small 

sample size and so it is difficult to make generalised statements. Another limitation of this 

study is that it does not distinguish how many women were married and how many of those 

married women lived with their in-laws.  

Ruprai, (2016) research was conducted on the Panjabi community in the UK and seeks to 

understand psychological well-being. One predominant theme found among the Sikh 

participants was ‘we are warriors’; participants mentioned being strong and confronting 

difficulties ‘head on’ as a key principle for them. Historical genocide of Sikhs by India and 
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Pakistan was one example given to explain this view. That the Sikh participants described 

living up to the term ‘warriors’ was significant as they think of themselves as the children of 

the tenth Guru, Guru Gobind Singh. The participants held the belief that being a descendant of 

powerful leaders results in carrying the genes of the warrior status.  

Respondents in Ruprai’s, (2016) study also reported fundamental principles of Sikhism were 

at the root of their well-being. Participants stated key strategies used when faced with 

emotional difficulties such as reflecting on their feelings in diaries, being mindful and having 

a positive mood state. These coping strategies are techniques already implemented by 

mainstream models such as Beck’s, (2011) cognitive behaviour therapy.  

Roberts, et al., (2015) conducted research in America exploring depression among Panjabi Sikh 

women. The study was carried out in English and Panjabi. They found differences among 

women who spoke Panjabi and English. Women who only spoke Panjabi were from the first-

generation Sikh Panjabi community, whereas women who only spoke English were from the 

second-generation community. Women who spoke Panjabi reported higher levels of depression 

and anxiety compared to second-generation Panjabi Sikh women who spoke English. All 

women reported that they feared being talked about by the community and feared meeting the 

expectations of husbands and in-laws. They did not want to bring shame or lose the family’s 

honour. It will be very interesting to see if the findings are similar for males in the Panjabi 

community. This literature review highlighted the current perceptions of mental well-being 

from a South Asian background. There were limited studies that explored a small sample of 

Panjabi Sikhs (Kalra et al., 2012; Worth et al., 2009; Dutt and Webber, 2010; Uppal et al., 

2013). The majority of the literature available on the Sikh sample was from a comparison study 

with South Asian communities. The literature which focused solely on the Sikhs had a small 

sample size (Ruprai, 2016). Ruprai’s (2016) research study only consisted of eight interviews 

with Sikh members of the community, who were from a non-clinical population and had not 
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accessed mental health services. A large proportion of the research on the South Asian 

community does not distinguish data from separate ethnic groups and does not report religious 

differences. There is a clear difference between South Asian and western British samples but 

no breakdown of results. Furthermore, there is little to no data on the terms the South Asian 

community use to describe mental well-being. There is no clear-cut definition when exploring 

the term in the Panjabi language.  

 

2.4 Conclusion  

Overall the literature explored has highlighted the concerns about mental well-being. Within 

the South Asian community there seem to be distinct factors that influence mental well-being 

such as shame, conceptualisation, family support, community support and gender differences. 

However, for each factor, there are positive and negative correlations in relation to mental well-

being. It will be interesting to see if the Sikh community provides similar findings. Spirituality 

and religion are dominant factors to be considered when exploring mental well-being. 

However, due to the limited literature on the Sikh community, it is difficult to highlight the 

role and the influences of the Sikh faith on mental well-being.  

To conclude, published literature has identified that there is no definition for the term ‘mental 

well-being’ in Gurmukhi nor Panjabi. There is a gap in research that needs to explore how the 

Sikh community define mental well-being. It is significant to outline Sikhs attitudes towards 

seeking professional help. Previous research has presented evidence regarding South Asian 

communities but faith has not been regarded. Considering this will enable an outline of the key 

barriers Sikhs encounter in seek professional help, and thus can be used to tailor interventions 

supporting Sikhs in accessing services.  
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Chapter 3 Methodology  

This chapter begins by exploring the theoretical approach used in this research study, taking 

into consideration the ontological and epistemological mechanisms relevant to methodology. 

A rationale is given for adopting a mixed-methods research approach, and further explores 

ontological and epistemological perspectives. The process of multiple data collection methods 

and analysis will be explained alongside considerations of data interrogation and ethical 

considerations.  

The overall strategy for this research initially consisted of using a pragmatic approach to 

conduct two sub-studies using mixed methods to collect data via an online survey and face to 

face interviews. An online survey was developed using a quantitative approach which received 

1001 responses from the Sikh community living in the UK. The second sub study was face to 

face interviews which were conducted with six participants, three of which were diagnosed 

with mental health conditions and three participants who had no diagnosis nor experience of 

mental health difficulties. Once analysis was complete, the researcher noticed there was little 

representation from Sikhs aged over 65. This was important to the researcher as a common 

theme found from both studies was participants referred to generational differences. Therefore, 

the researcher felt it was vital to collect data from the over 65’s. At this point the researcher 

introduced a third sub study to collect data from the over 65’s via a qualitative approach. This 

research study then consisted of three data collection methods: Online survey, face to face 

interviews analysed using IPA and face to face interviews with females over the age of 65 

analysed using content analysis. The three data collection methods will be explained 

individually in this chapter.  
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3.1 Theoretical Approach  

The research design employed in the current study considered the overall organisation of 

planning, construction and structuring the research project as well as exploring what kind of 

evidence is collected from where, what methodology is used, and justifying how the new 

evidence will be interpreted in order to answer the fundamental research questions. It is also 

vital to consider planning for appropriate sampling methods which can ensure generalisability 

of the research findings. This study employed a mixed-methods approach, which involved 

quantitative data collection via an online survey and qualitative data collection with members 

of the Sikh community through face to face interviews.  

Philosophical ideas influence the practice of research and underpin this research study. The 

term ‘worldview’ has been described as beliefs that guide an action (Guba, 1990). Crotty, 

(1998) describes paradigms as a philosophical framework that explains the development of the 

rationale and methodology of a research study. A paradigm consists of four mechanisms: 

ontology, epistemology, methodology and methods. Ontology is referred to as the phase of 

being (Crotty, 1998). It involves answering questions regarding what constitutes reality while 

exploring how things are and work and exist in the social world (Scotland, 2012). Crotty, 

(1998) have debated whether the context in which the research project is outlined exists in 

reality or whether the research focuses on a context formed by the researcher in their own mind. 

The current research was developed across both aspects. Firstly, a literature review was 

conducted to explore understandings, attitudes and help-seeking behaviour within the Panjabi  

community; secondly, by the researcher’s own engagement as an assistant psychologist 

working in a forensic mental health hospital. The current research engages with the Sikh 

community, adopting both quantitative and qualitative methodologies to investigate Sikhs’ 

understanding, attitudes and help-seeking behaviours in relation to mental well-being, 

exploring the participants’ experiences in the world.  Previous research conducted by Hills and 
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Scotland, (2012) highlights that research that is based within communities seeks to explore the 

perceptions of individuals that have developed from their experiences. Researching 

communities leads to investigating what individuals believe and experience about their reality 

and exploring how they make sense of what they are experiencing in the world. In this case, 

the current research is interested in how faith and culture have shaped the Sikh participants’ 

perceptions around mental well-being.   

Epistemology explores the nature and form of knowledge gained (Cohen , Manion, & 

Morrison, 2007). It involves gathering information about how knowledge is created, acquired 

and communicated. Discovering the epistemology within the current research is crucial in order 

to understand perceptions amongst the Sikh community in relation to mental well-being.  

Epistemology asks questions regarding the nature of the relationship between the individual 

and what can be known (Guba & Lincoln, 1994). The epistemological foundation of this 

research is to acquire knowledge that will assist in providing a research-based understanding 

of Sikhs’ perceptions towards mental well-being as well as exploring attitudes and help-seeking 

behaviour.  

Within the current study, there was an inductive and deductive sense about the knowledge 

which was investigated. The mixed methodology enabled a dual perspective to be explored. 

The researcher has experience from working in a forensic hospital where Sikh patients were 

admitted late compared to others, were non-compliant with their medication and had limited 

family support. In addition, a literature review was conducted to understand and explore the 

phenomenon of attitudes to mental well-being within the Sikh community in the UK.  

There are several types of worldviews such as post-positivism, constructivism, transformative 

and pragmatism. Paradigms are based depending on their own ontological and epistemological 

assumptions; this then determines the methodology and methods used. Therefore, it is vital to 
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identify which paradigms to use throughout the research from the onset. Crotty, (1998) states 

that methodology is a plan of action that justifies the choice and use of a method. It focuses on 

why, what, where, when and how data is collected and analysed. Methods are the specific 

procedures used to collect and analyse research data. Paradigms can be quantitative, qualitative 

or mixed methods (Scotland, 2012). The paradigm used in this research study was mixed 

methods.  

The choice of a methodology is contingent on the understanding of the competing philosophies 

within the research designs implemented. Research designs are rooted in paradigms that set out 

to guide the inquiry towards an understanding of a phenomenon (Parse, 1987).  Parse, (1987) 

defines paradigms as a world view about the phenomena that are explored and investigated 

concerning the beliefs shared by a group of society that established the development of 

scientific knowledge. Previous literature has outlined two main paradigms within the health 

and social sciences. Lincoln and Guba, (1985) recognise the positivist or quantitative paradigm 

as being the most common dominant paradigm in various disciplines which are usually 

associated with the scientific methods. Naturalist or constructivist paradigms are associated 

with a qualitative approach to research (Lincoln and Guba, 1985). Paradigms can be used to 

differentiate research into two distinct approaches, quantitative and qualitative. However, the 

current research decided to optimise the use of both approaches, to answer all research 

questions as fully as possible.  

Both quantitative and qualitative researchers often conduct research that sets the assumptions 

and fundamental beliefs about the world and what is to be learnt. The current research will 

benefit from using both approaches. Quantitative researchers adopt a deductive approach which 

begins with a known theory and tests the results by providing evidence that supports or rejects 

the given hypothesis. On the other hand, qualitative researchers use an inductive approach, 

conducting observations that expand and develop a new theory and hypothesis. Furthermore, 
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quantitative researchers are interested in the truth and make predictions that are concerned with 

external objectives operating from outside an individual which influences human behaviour 

(Klein, H., & Myers, 1999). Therefore, the study of the social world of application of 

quantitative methods is the most appropriate approach.  

However, some quantitative researchers disagree with certain assumptions, arguing that the 

views are based on objectivity. For example, reality is external and objective and knowledge 

is only significant if it is based on observations of external reality. Habermas, argues that 

judgements are value-free and human interest can guide thoughts, plans and structures of an 

individual as well as influencing the way enquiries and the world are constructed (Klein, H., & 

Myers, 1999).  

Qualitative researchers are concerned with internal and subjective matters of human 

consciousness. This requires the researchers to get close to the participants in order to 

understand their behaviour (Klein, H., & Myers, 1999). They continue to shares naturalistic 

and constructive paradigms concerned with “things” themselves which are considered as true 

examples of phenomena. He believes that phenomena cannot be separated from experiences, 

which are used to gain access through pre-reflection to the phenomena. The fundamental 

principle of naturalistic research involves it being socially constructed by the individuals 

themselves as opposed to being objectively determined by outside influences. This approach 

focuses on the participants’ unique experiences, and the task of the methodology is to 

investigate and give meaning to all phenomena of reality.  

Both paradigms can be criticised. The positivist paradigm is evaluated and often critiqued for 

its failure to acknowledge the social construction of research, whereas the naturalistic paradigm 

is a weak option that lacks methodological rigour (Webb, 1989). The philosophical level of 

distinction between the two paradigms is recognised and clear including the research designs 
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and the application. This allows researchers to understand the assumptions of both approaches 

and decide on the most appropriate methodology when planning a research project.  

The current research applies a pragmatic approach throughout. Pragmatism has been described 

as the appropriate tool for gathering primary data when conducting mixed-methods research 

(Brierley, 2017). This approach focuses on the actions, situations and consequences; the key 

emphasis is on figuring out what works and finding solutions for the problem (Patton, 1990). 

A pragmatic approach is less influenced by theoretical assumptions when research is 

conducted. This allows less constraint on how to carry out the research and presents a better 

opportunity to explore the research question. For example, Onwuegbuzie and Johnson, (2006) 

explain the pragmatism theory as an exploration of what works in order to answer the research 

question, compared to post-positivism, constructivism and a transformative approach. 

Tashankkori and Teddlie, (1998) argue that a pluralistic approach can be used to gain 

knowledge about the problem, as the primary concern is the research problem in social science 

research. The pragmatic approach coincides with research occurring in social, historical and 

political contexts and a mixed-method approach allows multiple techniques to be used when 

conducting research.  

This approach assumes, from an epistemological perspective, that an objective approach is 

applied at some point, while for other data collection methods, a subjective approach is applied 

by interacting with participants to construct realities (Creswell, 2004). This allows the 

researcher to adopt the most suitable approach to tackle the research questions.  

 

3.2 Rationale For Using Mixed Methods: 

Researchers have argued that there is no one best method when conducting research, however, 

a good comprehensive design can make it possible to answer the research questions and allow 
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the researcher to draw valid inferences from data in relation to causality and generalisations 

(Oppenheim, 1992). Oppenheim states that an appropriate design depends on many complex 

variables such as the number of participants employed within the phase, the current level of 

knowledge and previous literature in the research topic, accessibility of reliable instruments 

and human resources required. Breakwell, et al., (2010) claimed research designs differ in 

characteristics, for example, the method used to collect participants, how much control the 

researcher has over the data, how the data is collected and analysed. They explain that these 

characteristics are dependent on one another, which can result in influencing the decision about 

the research design. Therefore, after careful consideration, a mixed methodology approach was 

selected to utilise both diverse techniques from qualitative and quantitative research designs. 

This allowed the current research project to conduct both surveys and interviews and was based 

on the desire for pragmatism.  

The mixed-method approach consists of combining qualitative and quantitative methods in my 

research. The qualitative approach allows the researcher to ask open-ended questions without 

predetermining the responses to the questions, and can take the form of various approaches 

such as interviews, focus groups and observations. The qualitative data was analysed using 

words, texts or behaviours, whereas the quantitative approach allows including close-ended 

questions which predominantly take the form of questionnaires. The analysis of this dataset 

consisted of various types of statistical analysis depending on the research questions’ aims and 

objectives.  

Creswell, (2004) state collecting and analysing both quantitative and qualitative data allows 

the researcher to capture a whole complete picture of the reality that is being studied and 

investigated. Furthermore, qualitative data collection allows participants to have a voice, 

allowing the researcher to draw conclusions from their experiences, adding description and 
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realism. Within mixed-methods research the focus is on the messages that can be originated 

from analysing and exploring the findings from both data sets.  

Tashakkori and Teddlie, (2003) refer to mixed methods as the third paradigm, which influences 

the integration of data as a vital step within the process. Mixed-method researchers are 

encouraged to consider the importance of a clear argument to support their use of mixed 

methods, as this assists in developing an approach as a valid and credible research paradigm 

(Creswell, 2004). The current research focuses on Sikhs’ understanding of mental well-being 

and exploring attitudes and barriers to seeking help. By using mixed methods there will be 

collection and analysis of both quantitative and qualitative data. This approach allows an 

informed perspective to be achieved which can assist in generating credible data. O’Cathain, 

et al., (2007) also argue that a mixed-methods research approach enables health-related 

research to be credible and robust. O’Cathain and colleagues continue to raise concerns that, 

particularly in health research, quantitative research alone does not give a complete picture, 

given the complexity of health concerns. Therefore, the researcher has taken this into 

considering when developing the current research. Only a survey distributed to the Sikh 

community would not result in in-depth rich data which can be analysed to answer the research 

questions.  

Several researchers support the concept of mixed methods while considering the challenges of 

using this approach, such as requiring a skillset for data management; nevertheless, this offers 

a complete analysis of the phenomenon. Furthermore, other researchers conclude that including 

the voice of participants in addition to the numerical data will support and enhance the quality 

of the data collected (Shorten and Smith, 2017). Within this research project, the researcher 

engaged with literature, discussions and debates about the use of mixed methods and decided 

there was a need to capture the full picture which would achieve an in-depth analysis to answer 

the research questions. The researcher explored the option of a survey online, however 
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concluded the numerical data evidence alone would not capture Sikhs’ understanding of mental 

well-being alongside exploring attitudes and barriers to seeking help. Therefore, it was decided 

to adopt a mixed-methods methodology which allows attitudes and barriers to help-seeking to 

be captured by using established measures within the survey and experiences alongside a 

perspective and further exploration of the themes identified in the survey.  

3.3 Data Integration 

Methodological rigour has been debated over numerous years as a significant issue in both 

qualitative and quantitative research (Koch and Harrington, 1998). Exploring methodological 

rigour gives an opportunity to explore whether the research can stand up to outside scrutiny, 

whether readers believe or agree with the current research findings, and whether readers 

understand the philosophical underpinning of the methods used. Several researchers have 

argued that qualitative research methodologies are less rigorous than those of quantitative 

research, with the conclusions from qualitative research often being viewed with apprehension 

and suspicion (Gills, et al., 1996). However, the disadvantage of this is that qualitative research, 

which is often more applicable in clinical situations, might be discarded for being unscientific. 

Correspondingly, researchers who favour and prefer qualitative methods could potentially 

argue quantitative findings are not effectively critically reviewed (Gills, et al., 1996). 

However, several researchers dispute there are no methodological criteria that can ensure 

maximum accuracy of both qualitative and quantitative research (Kirk and Miller, 1986). For 

example, Kirk and Miller (1986) claim the concepts of validity and reliability were essentially 

developed for use in quantitative research. According to Webb (1992), within qualitative 

research reliability and validity cannot be defined nor evaluated in the me way due to how 

different and compliant the paradigms are. Instead, terms such as credibility, trustworthiness, 
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reflexivity have been suggested as criteria of rigour in qualitative research (Guba and Lincoln, 

1981; Koch & Harrington, 1998).  

Within qualitative research, there are four aspects of trustworthiness that must be established: 

credibility, transferability, dependability and confirmability. These concepts run parallel to 

conventional quantitative assessment criteria of validity and reliability. These factors will be 

explained individually below.  

Credibility is the first characteristic concerning trustworthiness that should be established when 

conducting research. Guba and Lincoln (1989) argued that the credibility of research can be 

determined when the readers are confronted with an experience that they can recognise. Tobin 

and Begley, (2004) consider credibility the ‘fit’ between a respondent’s perception and the 

researcher’s representation of them.  Several techniques can address credibility such as data 

collection and researcher triangulation, prolonged engagement, persistent observation and peer 

debriefing (Lincoln and Guba, 1985). For example, peer debriefing can provide external checks 

on the research, which results in increasing the credibility as well as examining referential 

adequacy to check preliminary findings and interpretations. In the current research, a pilot 

phase was conducted for each sub-study to increase the credibility, which allowed assessing 

the observation and debriefing. This was also reviewed with the supervisory team and peers to 

get feedback.  

Transferability is an important factor to consider when conducting research. The term can refer 

to the generalisability or external validity within the research. Transferability can be reached 

by providing evidence that the research findings can be applied to other contexts in terms of a 

different sample, age, time and/or population (Lincoln and Guba, 1985). Lincoln and Guba 

state: “It is, in summary, not the naturalist’s task to provide an index of transferability, it is his 

or her responsibility to provide the data base that makes transferability judgements possible on 
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the part of potential appliers” (Lincoln and Guba, 1986 pg. 316). This highlights that without 

evidence it is difficult to present transferability. This can also be achieved by providing a thick 

description, which gives a robust and detailed account of participants experiences while 

collecting data. For example, within the current research it is vital to describe where the 

interviews took place, and other aspects of data collection which can assist in providing a rich 

and detailed understanding of the research setting.  

Dependability can be addressed as the consistency and reliability of the research findings in 

regards to the research procedures being logical, traceable and clearly documented (Tobin and 

Begley, 2004). This allows the reader to follow, audit and critique the research procedure. This 

can be examined by the readers when referring to the research process which allows them to 

judge the dependability of the research (Lincoln and Guba, 1985). A reflective audit journal 

was kept throughout the research, which assisted in demonstrating dependability when 

explaining the procedures of the studies.  

Confirmability of findings can be described as data accurately representing the information 

that the participants provided, and interpretations of the data are not conveyed by the 

researcher’s views (Polit and Beck, 2012). This signifies the importance of demonstrating how 

conclusions and interpretations have been reached (Tobin and Begley, 2004). This is vital when 

interpreting qualitative data and analysing the latent content, for example, facial expressions, 

sighs, silence, posture, tone etc. According to Lincoln and Guba, (1985) confirmability is 

achieved when credibility, transferability, and dependability are all reached. Therefore, it is 

important to justify the reasons for theoretical, methodological and analytical choices 

throughout the research, which allows others to understand how and why decisions were made 

(Koch & Harrington, 1998). 
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Within the current research, the data was collected through two sources which included an 

online survey and face to face interviews. Several researchers have suggested that combining 

two methodologies ensures comprehensive data collection which is designed to reveal richer 

sets of data (Mitchell, 1986). This allows testing the reliability of the data as well as reducing 

potential bias. Additionally, according to Clark, (1998), a mixed-methods approach is 

increasingly applied when doing research in a clinical setting. When researching the mental 

health field it is reassuring to know that the correct research method has been applied. Clark, 

(1998) also contributes to the debate by saying that mixed methods is a dynamic option that 

allows the scope to be expanded and improves the analytic power of studies. In the current 

study this has been achieved by combing different techniques and synthesising the analyses of 

the data from all three studies, increasing the validity of the findings (Mitchell, 1986).  

By combing both qualitative and quantitative research designs my research displays credible 

evidence and identifies variances and contradictions that can lead to new areas for further 

research. For example, the findings of the current research can be used in a comparative study 

of other faiths, or even open up the scope of further analysis within the Sikh faith, since the 

current research does not focus on the aspect of Sikh teachings in great depth. Furthermore, the 

combination of methods allows the totality and fullness of data, contributing to developing 

accurate overall findings of the Sikh participants which can enhance the understanding of the 

theoretical knowledge about Sikhs. The result of having a wide range of designs endorses 

innovation and encourages the vitality of research-intensive disciplines. The current research 

attempts to overcome the deficits and biases that can occur with only using one method, and 

hopes to achieve research comprehensiveness by allowing multiple and cross-validations of 

methods and data types (Polit and Hungler, 1997).  

Overall, a mixed-methods approach allows critical analysis, which can foster an understanding 

of its relevance in both approaches. This contributes to offering the opportunity to deeply 
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analyse the research knowledge and strengthening the confirmation of the data, which assists 

in answering the research questions (Webb, 1982). This approach will help and refine the 

implementations of the research. 

3.4 Ethical Consideration  

Ethical considerations are discussed for all three data collection methods, the online survey, 

face to face interviews analysed with IPA & face to face interviews with females over the age 

of 65 analysed using content analysis. Prior to recruiting participants for the research, an ethical 

application form was submitted to the Faculty of Arts Ethics Committee (Appendix 3). Face to 

face interviews intended to recruit participants who had a diagnosis of a mental health 

condition.  However, as the participants were not contacted through NHS, an NHS ethics 

approval was not necessary.  

The first data collection was done through the online survey. For this online survey, a poster 

was made as an advertisement (see Appendix 4) and distributed on social media, online forums, 

Sikh Gurdwara and a radio channel with a web link to conduct the research. The web link 

consisted of initially presenting an information sheet followed by a consent form informing the 

participants of their right to withdraw at any point (see Appendices 5 and 6). Once the 

participants had completed the survey a debrief form was presented (see Appendix 7).  

The second part of data collection consisted of face to face interviews, three participants who 

had an mental health diagnosis were recruited online and three participants who had no 

experience of mental health difficulties. This was analysed using IPA. The third and final part 

of the data collection also involved face to face to interviews which were conducted with 

females only who were over the age of 65. The final data collection method was analysed using 

content analysis. An initial information sheet was sent via email to the participants requesting 

their demographical information and availability for the interview. The interview was set up 
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via email, ensuring the participants were comfortable with the location of the interview. Prior 

to conducting the interview participants were presented with an information sheet and consent 

form. In addition, participants were also required to consent to audio recording their interview. 

The participants were informed of their right to withdraw and terminate the interview at any 

point. Confidentiality and anonymity were assured to the participants. Before the interview 

began the participants were given a chance to ask questions. The transcription of the interviews 

is stored in a secure place. All data on a computer has been password protected. The audio 

recordings were destroyed once they had been transcribed. All personal data was anonymised 

during the transcription. The data will be kept for ten years and then destroyed. 

3.5 Research Design 

The research consists of three separate but interlinked data collection methods utilising an 

integrated mixed-methods approach of quantitative and qualitative designs. Data was gathered 

from Sikh participants from two main sources which included: an online survey and semi-

structured face to face interviews with (a) Sikh participants diagnosed with mental health 

conditions, (b) Sikh participants who had no experience of mental health difficulties, (c) 

Female Sikhs over the age of 65. The model of this approach was explanatory sequential 

mixed-methods design, whereby quantitative research is conducted first and analysed, 

followed by qualitative research to build upon the results. The quantitative data results 

explained the qualitative dataset. This approach is beneficial as it leads the researcher to have 

two datasets, allowing one dataset to explain the other, as well as having the option of one 

database to explore different types of questions compared to the other. By combining the two 

datasets, an in-depth understanding can be gained while balancing the weaknesses of the 

characteristics of each approach. The mixed-methods approach enables triangulation, which 

allows the researcher to focus on a phenomenon more precisely by evaluating different 

techniques.  
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This research project consisted of three different data collection methods: the online survey 

followed by two qualitative studies employing face to face interviews conducted with different 

ages groups. The first data collection method was a quantitative online survey. The online 

survey was considered primarily to achieve a large sample size. The questionnaire was easy to 

design and administer online. The online survey allowed participants to complete the survey at 

their own convenience. It was accessible to most of the target audiences, as participants were 

presented with various means to conduct the online survey using digital devices, via email, 

social media, online forums, webpages and text message links. This method was also very 

flexible in design as well as producing data automation. The online survey was advertised on 

several different platforms such as my personal Twitter account, Facebook, Instagram, online 

forums, posters at local Gurdwaras, radio channels and TV channels.  

Although the advantages of administering the online survey included being presented very 

effectively, it was also important to consider the drawbacks. For example, if this research had 

chosen poor distribution channels this could have led to biased data, which could have 

potentially reduced the response rates. The distribution channels were carefully evaluated and 

a range of channels was considered, such as social media, Sikh Gurdwaras, online forums, 

radio stations and TV channels. However, another drawback of administering an online survey 

was that it can be difficult to reach certain types of participants, for example, those who do not 

have access to the internet. To combat this disadvantage a decision was made to manually offer 

devices to Sikhs who did not have access to the internet. One weekend was spent at Guru Nanak 

Niskam Sewak Jatha advertising and offering devices to the elderly Sikh community to 

complete the online survey. Overall, the online survey design captured a large amount of data, 

however, it lacked detailed responses. These were obtained in the second and third data 

collection methods.  



 139 

The second data collection method carried out was face to face interviews with participants 

with and without mental health diagnosed conditions and analysing using IPA analysis. For the 

purpose of this research this data collection method will be referred to as ‘Initial face to face 

interviews). This allowed the opportunity to probe and ask questions. A semi-structured 

detailed interview guide was developed. This approach allowed face to face interviews to 

gather in-depth data and have a comprehensive understanding of the participant’s views and 

perceptions. This method allowed the researcher to interpret body language and facial 

expressions. The qualitative methodology allows face-to-face interviews to be beneficial for 

the interviewer by allowing them to probe for further explanations for responses. Another 

advantage of face to face interviews is that it provides the opportunity to conduct accurate 

screening. For example, the participant being interviewed is unable to provide false information 

such as age, gender and race, whereas online survey participants could provide false 

information to gain an incentive. The participants were recruited online after advertising the 

research on social media and online forums.  

The disadvantages of conducting face to face interviews were also evaluated, for example, 

interviews are costly and are not time effective. Travelling to an open public environment 

where the participant agreed to be interviewed was costly and took up a great deal of time. 

Focus groups were not considered for this research study due to the sensitivity of the topic, 

therefore, face to face interviews were conducted. Another drawback of face to face interviews 

was that they required manual data entry. For example, the interview was recorded with the 

participants’ consent and additional notes were made on paper. The recordings were later 

manually transcribed, which required a great deal of time, whereas once the participant had 

completed the online survey it was available for analysis. One final disadvantage of using face 

to face interviews was the limited sample size due to the cost and time it takes to conduct and 

analyse the interviews.  
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An analysis revealed that both the online survey and initial face to face inteviews provided 

very few responses from Sikhs over the age of 65. Therefore, a third data collection was 

developed to seek responses from Sikhs in that age group. A short semi-structured interview 

guide was developed. Sikhs over the age of 65 were targeted at a social event which was being 

held in a civic centre for women aged 65 and over. The ethics committee were made aware of 

the additional data collection method to be conducted and gave their approval. The data was 

analysed using content analysis. For the purpose of this research this data collection method 

will be referred to as ‘face to face interviews with over 65’s’.  

The advantages of applying a mixed-methods approach to this research project allow 

disadvantages from each method to be neutralised. Applying a mixed-methods approach to the 

research strengthens the data collection methods and the social phenomena, which leads to 

understanding each method comprehensively (Greene & Caracelli, 1997).  

The rationale behind taking on a mixed-methods approach is illustrated in the flowchart below. 

The research is based on the Paradigms philosophical framework which explains the 

development of the rationale and methodology of the current research. The flowchart provides 

a guide through the three interlinked data collection methods. Each method provides a 

continuum with the others, adopting an explanatory sequential mixed-methods design.  
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Research study flowchart – illustrating mixed-methods design adopted in this research  

 

Figure 3: Flowchart of overall methodology 
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3.5.1 Participants  

The sample compromised of Sikhs living in the UK, both males and females over the age of 

18 were invited to participate in the research. Participants were required to complete the online 

survey and interviews in English. The aim of the data collection was to not focus on a particular 

geographical location such as the West Midlands but to recruit participants across the UK to 

get more generalisable findings to apply to the Sikhs population living the UK. To achieve this, 

the research study was advertised on a UK national level whereby all universities across the 

UK were contacted through Sikh societies to advertise the research study. Several UK national 

platforms such as Sangat TV, Sikh Channel, Akal Channel & K TV were also approached to 

advertise the research study on their social media pages. The recruitment process for each study 

differed and will be explained individually in this chapter.  

However, although a national level recruitment approach was adopted for the online survey 

less than half (45.3%) of the sample was comprised by Sikhs living in the West Midlands. The 

second study the initial face to face interviews participants varied across the UK ranging from 

West Midlands, London, East Midlands and Yorkshire. However, the final study over 65’s 

interviews participants were all living in the West Midlands. It is important to note the 

limitation of not recruiting participants across the whole geographical area (urban and rural) 

which is the conclusions of the findings can not be generalisable to the whole country. This 

will be taken into consideration when analysing the data and making conclusion.  
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3.6 The Online Survey 

A mixed methodology was employed in this study, as it emphasised collecting and analysing 

both quantitative and qualitative data in a single study. This provides a better understanding of 

the research questions as opposed to one approach alone. The data collection method involves 

a focus on the quantitative approach, using an online questionnaire with one open-ended 

question which is analysed using thematic analysis. 

An explanatory sequential design has been adapted for this research, which took place using 

three data collection methods. Firstly, quantitative data was collected followed by qualitative 

data. The qualitative study was dependent on the quantitative results. Data was collected from 

the online surveys first, then two sets of one-to-one interviews. Results from the survey allowed 

the researcher to identify themes from the quantitative results to dive into further exploration 

during the qualitative studies. The interview questions were thus designed on what was learnt 

from the online survey results to gain some in-depth rich understanding to answer the research 

questions.  Once ethical approval was granted a pilot study was conducted for the online survey 

on 5 participants. A second pilot study was conducted on one participant for the initial face to 

face interviews. Feedback was taken onboard from both pilot studies before data collection 

began for both studies.  

An online questionnaire was designed to capture relevant information from Sikh participants 

to explore my research study aims. The online questionnaire consisted of four measures: 

Demographic Questionnaire, Mental Health Questionnaire, Attitudes towards Mental Health 

Problems (ATMHP – Gilbert, et al., 2007) and Barriers to Access to Care Evaluation (BACE 

v3).  
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The first part of the questionnaire was designed to capture key demographic information, 

namely age, sex, region of residence, place of birth, education, occupation, the current practice 

of Sikh faith and frequency of visits to the Gurdwara.  

The second part of the questionnaire was designed to gain an insight into personal experiences 

and perspectives of mental well-being. This encompassed questions on defining mental health, 

the causes, treatments options available, personal experiences and exploring barriers to seeking 

professional help. This section included one open-ended question: “What do you understand 

by the term mental well-being?”.  

The third measure was an established 35-item questionnaire with five sections each measuring 

different attitudes towards mental health. The response options ranged from 0 (“Do not agree 

at all”) to 3 (“Completely agree”). Higher scores indicated more negative attitudes towards 

mental health problems (ATMHP - Gilbert et al., 2007). The internal reliability of the ATMHP 

scale was calculated using the Cronbach Alpha Coefficient. Strong internal consistency is 

indicated with an alpha coefficient of ≥ .80 (Boynton and Greenhalgh, 2004), which provides 

high confidence that all items are measuring the me construct.  

The first ATMHP section was titled “attitudes towards mental health problems”. Here, 

participants were asked to contemplate how their family and community view mental health 

problems such as depression and anxiety and difficulty coping with everyday life. This section 

had a strong internal consistency (Cronbach’s =.90), illustrating that the items are all 

measuring the me underlying construct.  

The second section was titled “external shame/stigma awareness”, reflecting the respondents’ 

shame in the minds of others (Gilbert, 1998) and how they would perceive others’ negative 

perceptions of them.  For this section participants had to answer by thinking about how their 



 145 

family community would view them if they suffered from mental health problems. This section 

had a strong internal consistency (Cronbach’s =.93). 

The third section was called “internal shame and the negative self-evaluation”.  Internal shame 

refers to self-generated criticism and negative self-evaluation which originates inside the self. 

For this section, participants are required to think about how they might feel if they suffered 

from mental health problems such as depression and anxiety and difficulty coping with 

everyday life. This section had a strong internal consistency (Cronbach’s =.89). 

The fourth section was titled “reflected shame 1”. For this section participants had to think 

about how concerned they would be about the impact of their own mental health problems on 

their families. This section had a very strong internal consistency (Cronbach’s =.91). 

The fifth section was titled “reflected shame 2”. It required participants to reflect on how they 

might feel if one of their close relatives suffered from mental health problems. Like the 

previous section, a consideration on how worried or concerned they would be about the impact 

on their family was suggested. This section had a very strong internal consistency (Cronbach’s 

=.93). 

The fourth and final measures were designed to assess barriers of mental well-being. The fourth 

measure was self-prepared and aimed to collect information about participants’ experiences in 

relation to mental well-being. The final fifth measure used was the Barriers to Access to Care 

Evaluation (BACE v3). This measure was only completed by those who had suffered and 

experienced negative mental well-being. This item consisted of 30 items that measured the 

extent to which stigma and discrimination are barriers to care (‘treatment stigma’). This 

measure had a very strong internal consistency (Cronbach’s =.92). The responses to this 

questionnaire were measured using Likert scale for each item.  
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3.6.1 The online survey sample  

The sample comprised UK Sikh adults (male and female) aged 18 and over. This included 

Sikhs belonging to various nationalities but living in the UK at the time of data collection. A 

snowball sampling method was used to recruit the Sikh sample. Various forms of recruitment 

took place such as internet advisement on social media and popular online Sikh forums, posters 

in Gurdwaras, and contacts through the Centre of Sikh and Panjabi studies. The goal for the 

online survey was to recruit 500 participants, but 1001 responses were received. The large 

sample was collected without any incentives, which indicates how willing the Sikh participants 

were to complete the online survey. This suggests the need for this research, which allows the 

Sikh community to have a voice on a sensitive topic that has not exclusively focused on the 

Sikh community previously. The total number of participants in this survey was 1001, which 

is considered a large sample size, allowing the confidence level 7to be set at 95% and the P 

value at 0.05 (Pallant, 2001).  

Table 1 below shows there were 295 (39.5%) males and 604 (60.3%) females who identify as 

Sikhs’ who participated in the online survey; the age ranges are displayed below. The 

distribution between the genders of the participants was uneven; there were more females than 

males, which will be taken into careful consideration when interpreting the results. The table 

illustrates that the majority of the participants were aged 18-25, followed by 26-35 years of 

age. It was hoped that through the use of various channels of distribution, more elderly 

participants would have been recruited. However, as we can see, the response number from 

this age range (45+) was still fairly low. This necessitated the need for a further data collection 

method, which will be discussed later in this thesis. The table below includes a formula that 

 

7 Conference intervals can be defined as the probability that the value of a parameter falls within a specified range of values. 
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explains the number of participants. For example, (n=1001) denotes the number of participants 

was 1001. This formula is used throughout the thesis when referring to the number of 

participants.  

 

Demographics of participants (n=1001) Gender and Age Group 

Age 

                   Gender Total 

Male Female Prefer Not To say  

 18 - 25 185 340 0 525 

26 - 35 110 137 1 248 

36 - 45 67 83 0 150 

46 - 55 23 31 0 54 

56 - 65 6 6 0 12 

76 or more 0 1 0 1 

Prefer Not To say 4 6 1 11 

Total 395 604 2 1001 

Table 1: Participants’ Gender and Age group 

The majority of the Sikh participants were born in the UK (84.3%), followed by birth in India 

(7.5%) and Africa (2%). The primary language spoken was English (86%) followed by Panjabi 

(13%). Most participants’ region of residence was the West Midlands (45.3%) followed by 

London (22.3%) and the East Midlands (9.33%). Regarding the highest level of education, the 

most common response was a Bachelor’s Degree or equivalent (50.3%), followed by Sixth 

Form/College level (23.4%) and Master's Degree or equivalent (17.3%). Furthermore, 57.1% 

of the participants were employed at the time of the online survey, 36.7% were students and 

11% were self-employed.  

Table 2 below is a cross-tabulated report between the participants’ Sikh identity and their 

gender. There were 54.5% Sikhs who identified themselves as Sehajdhari (non-practising 
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Sikhs), 22.1% Amritdhari (initiated Sikhs), 18.1% Kesdhari (Sikhs who keep their Kesh but 

are not initiated) and 4.7% Sikhs who preferred not to say. 

 

Table 2 - Sikh Identity and Gender 

 

3.6.2 Procedure  

Several researchers have claimed the BAME communities have lower participation in health 

research compared to other communities (Bhui, et al., 2005). This can be explained by the 

following perceptions, such as health research is seen as not very beneficial, social stigma, lack 

of trust, language barriers, religious beliefs and lack of researchers who are culturally 

competent (Hatfield, Mohammd, Rahim, & Tanweer , 1996; Knifton & Quinn, 2008). This 

indicates the BAME community is underrepresented and difficult to recruit. Given the nature 

of the study investigating perceptions of mental well-being, which is heavily stigmatised within 

the BAME community (as mentioned in Chapter 2), it was assumed the recruitment process 

for the research participants would be challenging.  

Sikh Identity and Gender  

Sikh Identity 

Gender  Total 

Male Female Prefer Not To say  

 Amritdhari  123 98 0 221 

Kesdhari  103 78 0 181 

Sehajdhari  156 389 1 546 

Prefer Not To say 10 36 1 47 

Other 3 3 0 6 

Total 395 604 2 1001 
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The survey was created through software called Online Survey software developed by the 

University of Wolverhampton. Participant recruitment only began once ethical approval was 

granted by The University of Wolverhampton Faculty of Arts Ethics Committee (Appendix 3). 

Participants were collected through a snowballing and opportunistic sampling method by 

approaching and engaging with large Sikh organisations, communities and places of worship. 

Participants were sent a follow-up web link to complete the survey which was also available 

on posters. The online survey was advertised on several different platforms such as on the 

researcher’s personal Twitter account, Facebook and Instagram, through online forums, posters 

at local Gurdwaras, and finally through radio and TV channels. A list was compiled of Sikh 

organisations that interacted with large populations of Sikhs. After an informative conversation 

via telephone call or email, it was requested they share the recruitment poster for the survey. 

During the consultation communication, the implications and the key benefits of participating 

in the survey were explained, and this approach assisted in getting large organisations on board.  

The following organisations used their social media platforms to advertise the current research 

study: student Sikh societies across the UK, Sikh Channel, Sangat TV, Khalsa Aid, Your Sewa, 

Sikh Welfare Wolverhampton, Raaj FM, Taraki, 8 Gurdwaras across the UK and international 

Sikh singers. The vast networks available to these organisations ensured the survey reached as 

many Sikhs as possible. For example, Khalsa Aid (a non-profit organisation that aims to 

 

8 Refer to the organisations websites for more information about them: https://sikhchannel.tv/, 

http://sangattelevision.org, https://www.khalsaaid.org/,  https://www.yourseva.org/, 

https://sikhcouncil.co.uk/ourteam/, Raaj FM – Birmingham’s No.1 Punjabi Radio Station & Taraki - Mental 

Health in Punjabi Communities.  

 

https://sikhchannel.tv/
http://sangattelevision.org/
https://www.khalsaaid.org/
https://www.yourseva.org/
https://sikhcouncil.co.uk/ourteam/
https://www.raajfm.com/
https://www.taraki.co.uk/
https://www.taraki.co.uk/
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provide humanitarian aid in disaster areas and conflict zones) has 604,000 followers on 

Instagram. Gurj Sidhu, who is a Sikh artist, also shared and promoted the online survey using 

his social media platform, which has a following of 555,000 followers. Today, with the 

abundance of technology available, the online survey was the quickest most efficient way of 

gaining participants and allowed others to share, promote and advertise the research further. 

An information sheet was uploaded on the software explaining the intention of the survey, what 

would be studied, length of time expected to participate and whom to contact for any queries. 

Informed consent was given by participants in the online surveys. Once the consent was 

received it automatically provided the participants with the survey. The survey took 

approximately 10 – 15 minutes to complete. Once participants completed the survey, a debrief 

document appeared.  

Participants’ anonymity was kept by using participant numbers to protect their identity, and 

this was explained on the debriefing sheet. It was also kept confidential; only the researcher 

and their supervisors had access to the data, and alongside this, no IP addresses were collected. 

Participants were made aware of the option to withdraw from the research at the start.  

 

3.6.3 Data Analysis  

Statistical analysis was carried out using software called Statistical Product and Service 

Solutions (SPSS) for close-ended questions. Firstly, descriptive statistics were carried out on 

the demographic data captured in the online questionnaire using frequencies, descriptive and 

crosstabs. Five Two-Way Analyses of Variance (ANOVAs) were conducted with the five 

subscales of the ATMHP (Attitudes to MHP, external shame, internal shame, reflected shame 

1, reflected shame 2) as the dependent variable in each case. ANOVA is a test of statistical 

differences; either to test for differences between various groups of people, or differences 
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within the me group of people who have been tested two or more times or under two or more 

conditions. For each of the five ANOVAs, there were two fully between-groups factors: Sikh 

Identity was the first factor with three levels (Amritdhari, Kesdhari and Sehajdhari) and 

Experiences of Mental Health was the second factor with two levels (yes, no).  

Statistical effects were deemed significant if p values were equal to or less than .05. Here, p 

values indicate the probability that the result would be found again if it were due to chance. 

Small p values indicate that a statistical effect can be trusted with reasonable confidence. The 

p value is calculated based on the F ratio (denoted as F) and the degrees of freedom. For all 

ANOVAs, partial eta squared was used to indicate the size of the effect (denoted as ηp2). When 

multiplied by 100, the partial eta squared value indicates the proportion of variance in the 

dependent variable, which is due to the factor being investigated (e.g. Sikh identity) as opposed 

to variance due to random factors (known as error). Thus, a value of .426 indicates that 42.6% 

of the variance in a given dependent variable is explained by the independent variable (or 

factor). The remainder (57.4%) is accounted for by random factors. For each statistical effect, 

a notation will be displayed to indicate the values described above. Where a difference is found 

(for example, attitudes might differ between Sikh identity groups), this is referred to as a main 

effect. The two independent variables can also interact: those with previous experience of 

mental health problems might have more negative attitudes generally, but not in all Sikh 

identity groups. 

 

3.6.4 Thematic Analysis Procedure  

For the open-ended question in the questionnaire, a thematic analysis was conducted to analyse 

the data. There was only one open-ended question in the online questionnaire which explored 
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the participants’ definition of the term ‘mental well-being’. Bruan and Clarke’s (2006) step by 

step phases for thematic analysis were followed, entailing five phases:  

Phase 1: Familiarising myself with participants’ data 

The survey sample size consisted of 1001 participants. Therefore, an Excel spreadsheet was 

used once data was thoroughly read and initial notes were assigned to each response.  

Phase 2: Generating initial codes 

The participants’ responses were systematically examined and coded individually.  

Phase 3: Searching for themes  

Once the participants’ responses were coded, they were collated into potential themes. This 

phase was done by grouping similar responses together, and colours were used to distinguish 

separate themes. A thematic grid/map was formed to display these potential collated themes.  

Phase 4: Reviewing themes 

This phase was split into two levels. The first level consisted of examining a thematic grid/map, 

while the second level focused on checking if the themes were relevant against the collated 

codes and dataset.    

Phase 5: Defining and naming themes 

The final phase of analysis involves clarifying each theme and refining it with an overall story 

of analysis.  

 



 153 

3.7 Initial face to face interviews  

A semi-structured interview guide was prepared and developed as opposed to a structured 

interview guide (See Appendix 7). The interview guide arranged prompted questions 

throughout the interview due to the IPA method involving exploration of rich detailed 

responses. Consequently, a semi-structured interview guide allowed the Sikh participants the 

freedom and space to express their understandings on their own terms. Semi-structured 

interviews enable the interviewer to be flexible to capture rich data, by tapping into key areas 

which would help answer the research questions of this data collection method, for example, 

going into further detail on a key point which was only slightly touched on by the participant.  

Following an explanatory sequential design structure the questions in the interview guide were 

developed from the responses received in the questionnaires (See Appendix 10), where an 

association between Sikh participants and the utilisation of Sikh faith-based practices as coping 

strategies was found (highlighted in the Introduction Chapter 1), permitting further exploration. 

The interview guide was split into four sections. The first section explored the participants’ 

understanding of the term ‘mental well-being’ alongside potential influences towards their 

understanding. The second section invited participants to reflect and share personal experiences 

of mental health. The third section explored the Sikh faith, spirituality and cultural influences 

on mental well-being. The final section of the interview focused on exploring probable barriers 

to accessing professional help and participant’s suggestions for improvement of mental health 

care. Under each section, several prompt questions were listed which involved both open and 

close-ended questions.  
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3.7.1 Qualitative Sample  

Taking into consideration that the IPA approach is lengthy and time consuming, a total of six 

participants were recruited, three of whom had experienced negative mental health and three 

Sikhs who had no experience of mental health difficulties. The participant group consisted of 

equal numbers of males and females. The participants were recruited using a purposive 

homogeneous sampling method, which aimed to achieve a homogeneous sample. The recruited 

participants did not necessarily have had to participate in the online survey. Several forms of 

recruitment took place which included internet recruitment via social media (Facebook, Twitter 

and Instagram) and popular online forums, posters in Gurdwaras and contacts through the 

Centre for Sikh and Panjabi Studies at the University of Wolverhampton. The data collection 

method was a face to face semi-structured interview. Confidentiality of all participants, as 

mentioned in the ethical form and information sheet, was assured as all participants were given 

pseudonyms. Table 3 provides information on the participants’ age, gender, Sikh identity and 

diagnosis. 

 

Participants’ Demographic Information (pseudonyms) 

Table 3- Participants Demographic Information (pseudonyms) 

The participants’ age ranged from 22 to 42. Four of the participants categorised themselves as 

Sehajdhari and two as Amritdhari.    
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 3.7.2 Qualitative procedure  

Participant recruitment only began once ethical approval was granted by The University of 

Wolverhampton Faculty of Arts Ethics Committee (Appendix 3). Once ethical approval was 

granted, a poster was advertised online as well as local Gurdwaras to recruit participants (See 

Appendix 4). The poster requested interested individuals to get in touch with the researcher via 

email. The participants were then sent an information sheet and consent form (See Appendices 

8 and 9). The information sheet, which listed the participant’s availability, was returned to the 

researcher. The interviews were advertised to be conducted in English. The location for the 

interview was discussed with the participant to ensure they felt comfortable with the 

surroundings due to the sensitive nature of the topic. All participants were required to bring the 

signed consent form with them to the interview. Before the interview began, the participant 

had an opportunity to ask any questions they may have had and permission was requested from 

the researcher to record the interview. All participants permitted this to be done. The interviews 

Participant Gender Age Sikh Identity Diagnosis 

Harpreet  Male  22 Sehajdhari Depression, Anxiety 

and Chronic Stress 

Disorder 

Mandeep Female 28 Sehajdhari Depression 

Daljit   Male  28 Amritdhari  Severe Depression  

Simran Female  42 Amritdhari  N.A  

Ajit  Male  24 Sehajdhari  N.A 

Parminder  Female  30 Amritdhari  N.A  
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took approximately 45-60 minutes to complete. Once the interviews were completed a debrief 

document was shared with the participants.  

 

3.7.3 Data analysis – IPA   

One of the research questions of this project is to explore how Sikhs understand the term 

‘mental well-being’, as there is no equivalent term in the Panjabi language. This initial face 

face to face interviews aimed to investigate the relationship between shame and mental well-

being, examining how this prevents Sikhs from seeking professional help. Therefore, an IPA 

approach was beneficial as it explores personal perceptions and experiences of Sikh 

participants to gain an understanding of their views (Larkin, et al., 2011). IPA is an appropriate 

tool for the qualitative data obtained through face to face interviews. As this study explored 

individual interpretations of the term ‘mental well-being’, the IPA approach investigated in a 

double hermeneutic which involved the researcher making sense of the participants’ personal 

experiences (Smith, et al., 2009). This approach allowed the researcher to uncover individual 

experiences of a phenomenon through focusing on accounts experienced in everyday life 

(Langdridge, 2007). For example, this study explored Sikh participants’ experiences of living 

with a mental health condition. In this study participants shared how culture and faith 

influenced factors in relation to their mental health condition as well how others dealt with 

their mental health condition.  

Other qualitative methods were initially explored to compare which method would be better 

suited for this initial face to face interviews. A grounded theory was considered as the approach 

allowed the researcher to seek to explore real-life situations which can be taken in the form of 

an interview and analysed by interpreting participants’ experiences (Crooks, 2001). Grounded 

theory includes collecting data from a variety of data sources that contribute towards a theory 
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development, using a technique known as a constant comparison, which compares the data 

collected from all sources (Glaser, 1992). IPA however, explores experiences from only 

collecting data from an individual who has lived through that experience, which allows rich 

detailed data to be captured by interviews. As this study focused on seeking experiences of 

those individuals suffering from a negative mental health and not constructing a theory, I had 

rejected the grounded theory, as IPA was a more appropriate method of analysis.  

Another qualitative method that was considered was discourse analysis. The key concept of 

discourse analysis is how language is constructive and functional. The focus is exploring the 

linguistic outlook by distinguishing the relationship between language, power, inequality and 

ideology and interpreting how they manifest. The second data collection method aimed to 

explore experiences and understand the meanings of the Sikh participants; therefore, discourse 

analysis did not fit the research data collection method.  

Overall, it was evaluated that the IPA method was best suited for this data collection method 

for the analysis of data collected from semi-structured interviews, which are suited to this 

method.  

Each interview was audio-recorded, and the initial step towards analysis was to transcribe each 

interview using the IPA method. Smith, et al., (2009) step by step guide was followed for 

analysis. The transcripts were read several times to familiarise the researcher with the data. The 

analysis began with a line-by-line evaluation of the transcript, which involved analysing each 

participant's comments before moving to general themes. The initial notes were constructed by 

adopting an IPA method which involved focusing on three types of comments: descriptive 

comments, linguistic comments and conceptual comments (Larkin, et al., 2011). These three 

types of comments were highlighted in different colours, enabling each type of comment to be 

easily distinguished from each other.  
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Having constructed the initial notes and highlighted emerging themes, the researcher began to 

investigate the coded data in relation to psychological knowledge, starting to underpin what 

was meant by the participants, resulting in developing an interpretative account (Smith, et al., 

2009).  

3.8 Face to face interviews with over 65’s 

A key aspect of this research was to explore how Sikhs define the term ‘mental well-being’ in 

English, the reason being there is currently no definition in the Panjabi language. The third data 

collection method investigated the relationship between shame and mental well-being in the 

older Sikh generation, as well as examining how this impacts Sikhs’ attitudes in seeking 

professional help. Data was lacking from participants aged over 65 from the online survey and 

initial face to face interviews. This would be explained by the nature of the studies, for example, 

the online survey was an online survey that required a digital device to participate. 

Unfortunately, one limitation of initial face to face interviews was it was only advertised on 

social media and online forums, which limited access to the older Sikh community.  

A content analysis approach was decided as the most beneficial as it allowed the researcher to 

discover the purpose, message and effects of communication content (Krippendorff, 2004). 

This method allows qualitative data to be transformed into quantitative data.  Content analysis 

can be used to calculate the occurrence of words, subjects, phrases or concepts. This approach 

allows inferences to be made when analysing the meaning and semantic relationship of words, 

phrases and concepts (Krippendorff, 2004). For example, in this research, the online survey  of 

the research questions is to explore the definition of the term ‘mental well-being’ and there 

could potentially be a reoccurring word or phrase used to define the term, which could aid in 

creating a definition of mental well-being for the Sikh community.  
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Content analysis allows the investigation of correlations and patterns of how concepts are 

communicated (Krippendorff, 2004). This was highly beneficial for this data collection method 

as it specifically looks at Sikh participants over the age of 65, and it explored how the 

participants communicated their views regarding mental well-being to others.  

There are many advantages of using content analysis such as it being transparent and replicable. 

This analysis followed a systematic procedure that can be easily replicated by other researchers 

allowing results to have high reliability. Content analysis is highly flexible, for example, 

allowing the researcher to conduct the analysis at any time and any location. Such features 

result in the analysis being less time consuming and reduces the overall costs. Conclusively, 

the content analysis method allows the researcher to collect unobtrusive data (Krippendorff, 

2004).  

However, several disadvantages of using content analysis have been identified that involve the 

researcher in becoming reductive. This includes when there is a key focus on words and phrases 

that could potentially lead to disregarding context and meaning. To overcome this possible 

drawback, the researcher had various research questions pertaining to other aspects that are not 

exclusive to occurrences and patterns, yet allow for further context to be described, such as 

questions relating to help-seeking, barriers, attitudes and treatments. Another possible 

drawback of this analysis is that it can be subjective, and this can affect the reliability and 

validity of the findings and interpretation. To avoid this, the researcher kept a reflective journal 

where personal thoughts and views were stored, to distinguish their own thoughts from those 

of the participants. One final disadvantage of content analysis is that it can be time consuming 

for large data sets. This is because the analysis involves manually coding the data text, which 

requires a great deal of time, and is also difficult to automate effectively. 
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Content analysis requires five stages to conduct, initially starting with having a clear set of 

research questions. The first stage is to select the content the researcher will be analysing, for 

example, tackling one research question such as ‘how do Sikhs define mental well-being’. The 

researcher selected the data text which highlighted the participants’ definition and 

understanding of the term.  

The second stage involved defining the units and categorising the data. During this stage, the 

researcher concluded the level at which to analyse the selected text from the responses to the 

questionnaires. The units of meaning were coded during this stage, for example, how many 

times an individual referred to a certain word, phrase, theme or concept while defining mental 

well-being. During this stage, frequencies were recorded. Categories were also set for coding. 

This allowed the researcher to select objective characteristics, for example, gender, age, Sikh 

identity, place of birth, or conceptual characteristics such as family orientation, lack of 

knowledge, spiritual, judgemental.  

The third stage involved developing a set of rules for coding. This involved arranging the units 

of meaning into the defined categories. During this stage, clear rules were defined for what 

would and would not be included. This ensured consistency was kept when coding all 

participants’ texts.  

The fourth stage consisted of coding the data text and recording the data into relevant 

categories. Software such as NVivo was used to speed up counting and categorising particular 

words, phrases, concepts and themes following the coding rules from face to face interviews 

with over 65’s.   

The final stage involved analysing the results and drawing conclusions from the data text. This 

stage allowed the researcher to finalise patterns and draw conclusions to answer the research 

questions set at the start of the research project. The researcher used statistical analysis to find 
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correlations within the data set. This stage was also used to interpret the findings in reference 

to the context of the data set.  

3.8.1 Qualitative sample  

The third data collection method consisted of 23 participants aged over 65. A small sample of 

females belonging to the Sikh faith were recruited. The participants were recruited from The 

Birmingham community Centre in Birmingham, which held an annual event for female Sikhs 

over the age of 60. It was originally planned to have an equal number of males and females, 

however, the event for males over 60 was postponed, due to Covid-19 this event did not take 

place. After several event dates were postponed a decision was made to stop data collection 

and move on with analysing only the over 65’s females. This did not have an impact on my on 

the design or analysis of the research. However, restricted the analysis to be generalisable for 

the Sikh population living in the UK. The data collection of only females was conducted. The 

participants were recruited using a purposive homogeneous sampling method, which helped 

the aim to achieve a homogenous sample. The participants recruited did not necessarily have 

to have participated in the online survey or initial face to face interviews. Face to face 

interviews with over 65’s attempted to find a fairly homogenous sample, and the homogeneity 

of this sample was defined by the participants belonging to the Sikh faith and their age group 

(65+). All participants were assured of confidentiality, as mentioned in the ethical form and 

information sheet. All participants were also given pseudonyms. 
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Demographic table:  

Demographics of participants (n=23) Place of Birth and Sikh Identity 

Place of Birth   Sikh Identity  Total 

  Amritdhari  Sehajdhari Kesdhari  

 UK 2 1  5 

 India  4 9  13 

 Africa  1 1 2 

 Canada  1   1 

 Pakistan   2  2 

Total   9 13 1 23 

Table 4 – Participants’ Demographic details 

The face to face interviews with over 65s consisted of a total of 23 Sikh females. The Sikh 

females who participated in this data collection method were predominantly from India (n=12) 

followed by the UK (n=5). Of the total of 23 females, 13 identified themselves as Sehajdhari, 

9 as Amritdhari and 1 as Kesdhari.  

3.8.2 Qualitative procedure  

A short semi-structured interview guide was prepared and developed, as opposed to a 

structured interview guide (See Appendix 7). The interview guide structured prompt questions 

throughout the interview focusing on the themes established in the online survey and initial 

face to face interviews. A semi-structured interview guide allowed the Sikh participants the 

freedom and space to express their understandings on their own terms. A short semi-structured 
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interview enabled the interviewer to be flexible in capturing rich data, by tapping into key areas 

which would help answer the research questions.  

The interview guide was self-prepared, though it was similar to the interview guide prepared 

for the initial face to face interviews (See Appendix 7). However, it was shorter in the number 

of questions asked and more focused on exploring the generational differences, alongside other 

themes extracted from the online survey and initial face to face interviews. The interview guide 

was split into four sections. The first section explored the participants’ understanding of the 

term ‘mental well-being’ alongside what influenced their definition. The second section 

touched upon personal experiences of negative mental health for those who had a diagnosis. 

For participants who had no experience of mental health difficulties, it focused on capturing 

their views on causes and treatments of negative mental health. The third section explored faith, 

spirituality and cultural influences on mental health. The final section concluded the interview 

with a focus on exploring barriers to accessing professional help. Under each section several 

prompt questions were listed which involved both open and close-ended questions.  

Participant recruitment only began once ethical approval was granted by The University of 

Wolverhampton Faculty of Arts Ethics Committee (Appendix 1). Once ethical approval was 

granted, the Birmingham Community Centre was contacted to seek permission to conduct 

interviews, to recruit Sikh participants over the age of 65. The Birmingham Community Centre 

is an organisation based in Birmingham which aims to deliver the task of developing a dynamic 

faith-inspired civic agenda. A date and time was agreed to conduct interviews at the Centre. 

Participants were approached individually on the day and asked if they would like to participate 

in the research, and the interviews were conducted in a seminar room at Centre. The interested 

participants were given an information sheet and a consent form to sign (See Appendices 8 and 

9). The location for the interview was discussed with the participants to ensure they felt 

comfortable with the surroundings. Before the interview began, the participants had an 



 164 

opportunity to ask any questions they may have had. Permission was requested to record the 

interview. All participants gave permission for this to be done.  

 

3.8.3 Data analysis  

Each interview was audio-recorded, and the initial step towards analysis was to transcribe each 

interview. A content analysis method was adopted to analyse the data. The transcripts were 

read several times to familiarise myself with the data. The analysis began with a line-by-line 

analysis of the transcript, by selecting data text which answers the research questions and 

responses to be explored. This was followed by defining units and categories for analysis and 

setting rules for coding. The final steps involved coding the data text into relevant categories 

and analysing the results to draw conclusions of the data text. This was repeated for each 

research question.  

 

 

 

 

 

 

 



 165 

Chapter 4 - Experiences and Perceptions of Mental Well-being 

among Sikhs in the UK 

This chapter explores 1001 responses from the Sikh community in the UK. Chapter 4 begins 

with the rationale for the online survey and gives an insight into why a quantitative 

methodology was selected. An online survey was designed and completed by 1001 Sikhs from 

across the UK within the space of one week. This highlighted the need and relevance of 

exploring such a sensitive area which is lacking in the literature. The purpose of this data 

collection method was to investigate four key factors, Sikh identity, the role of the Gurdwara, 

an understanding of the term ‘mental well-being’ in relation to the cautions and barriers to 

seeking professional help. The online survey captured participants’ characteristics, design, 

material, procedure, method of analysis, results and discussion. The discussion of this chapter 

will be split into two parts: part 1 quantitative and part 2 thematic analysis discussion.  

 

4.1 Rationale for the online survey    

A quantitative methodology was adopted due to the nature of my research questions. An online 

survey method was decided on as it allows data to be collected from a large sample in a short 

period and is less time consuming as well as easy to administer. This methodology allowed an 

emphasis on numbers in collection and analysis of data. This was vital for this research study 

as due to limited research conducted on the Sikh community it was important to collect 

numerical data which can assist further research. The quantitative approach also allowed 

statistical tools to be used for analysis. For this data collection method, SPSS software was 

used to save time and resources.  A quantitative approach allows data collection and analysis 

to be generalisable which allows interactions made with one group to be generalised (Williams 

and May, 1988).  Furthermore, quantitative research can be classed as ‘research detachment’. 
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Being detached from research can be seen as a strength as it reduced the potential of being 

biased.  

Previous literature has highlighted that religion and spirituality have a significant influence on 

the understanding, caution, interpretation and the types of help sought for negative mental 

health (Sheikh, et al., 2002; Seeman and Seeman, 2003; James and Wells, 2003). However, the 

lack of research about the Sikh community is critically apparent. There is also a paucity of 

research focusing specifically on seeking support for mental health difficulties. Importantly, 

there is also a gap in the academic literature on mental health difficulties amongst the Sikhs.  

This is where the current research is unique and offers new knowledge on barriers to seeking 

help amongst Sikhs in the UK. Furthermore, the predominant focus of this data collection 

method was to address this disparity and investigate factors that influence the Sikh faith in 

relation to mental well-being, while principally focusing on Sikh identity. The importance of 

considering Sikh identity cannot be overstated; there is the potential to recognise different 

opinions within the Sikh path and how this impacts individuals’  perceptions. A Two-Way 

ANOVA9 test was conducted to explore the effect of Sikh identity and their experiences of 

negative mental health on attitudes towards mental health. The researcher proposes the 

hypothesis that Amritdhari and Kesdhari Sikhs will have a positive attitude towards mental 

well-being, scoring higher on the attitudes test compared to Sehajdhari Sikhs. This hypothesis 

can be explained by assuming practising Sikhs will have a positive attitude towards mental 

 

9 A two-way ANOVA is used to estimate how the mean of a quantitative variable changes according to the levels of two 

categorical variables.  

 

https://www.scribbr.com/statistics/mean/
https://www.scribbr.com/methodology/types-of-variables/
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well-being due to religious and spiritual factors which shape their views of understanding of 

mental well-being and its caution.   

Preceding studies have suggested attending a place of worship enhances an individual’s mental 

well-being, which is explained by having a sense of belonging with an individual’s faith and 

community (lsman, et al., 2005; Haslam, et al., 2005). Thus, it was also critical to consider 

whether the number of visits to a Gurdwara influences mental well-being. To investigate this 

further, the research looked at whether gender differences influenced the number of visits to 

the Gurdwara and their attitudes towards mental well-being. A Two-Way ANOVA test was 

conducted to investigate the effect of frequency of visiting the Gurdwara and gender on 

attitudes towards mental ill-health. Additionally, previous research does not currently provide 

adequate evidence for this, therefore it was hypothesised that females would frequently visit 

the Gurdwara and score higher on the attitudes of mental well-being test compared to males.  

Within the online survey, Sikh participants’ understanding of the definitions and cautions of 

mental well-being and experiences of mental health were explored. It was vital to investigate 

their understanding as this would affect seeking professional help from services. The South 

Asian community does not acknowledge psychological distress as an illness, which suggests a 

misunderstanding of the term ‘mental well-being’ (Raliegh and Almond, 1995; Patel, et al., 

2009). This quantitative phase allowed an exploration of Sikhs’ understanding of the term 

‘mental well-being’ in comparison to the South Asian community. Both open and close-ended 

questions were utilised to obtain a more precise representation of this. This method tested the 

hypothesis that educated Sikh participants refer to mental health as cognitive and psychological 

well-being, whereas uneducated participants use negative words to define and interpret mental 

well-being.  
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Finally, barriers and factors which hinder Sikh participants from seeking professional help for 

their negative mental health were investigated. This is important to outline and gasp as it can 

potentially help to address and overcome the barriers in the future. The concept of shame and 

Izzat hinders s from seeking professional help from services due to protecting their honour and 

self-respect within the community (Chew-Graham, et al., 2002; Gilbert, et al., 2004; Gilbert, 

et al., 2007; Brown, et al., 1995). Within this quantitative study an established questionnaire 

‘Barriers to Access to Care Evaluation (BACE v3)’ was completed by those Sikhs who had 

experienced mental health difficulties. Alongside this measurement tool, close-ended multiple-

choice questions were utilised in the online survey to address this research question. 

Furthermore, previous research neglected to address the Sikh community when investigating 

barriers in seeking help. Therefore, our hypothesis was to test whether shame and izzat are 

ranked the highest when Sikhs highlight what factors hinder them in seeking professional help.  

4.2 Results  

A sample population of n=1001 responded to the first section, which aimed to collect the 

demographic details of the Sikh participants (See Appendix 3). This questionnaire allowed the 

researcher to gather personal characteristics of the Sikh participants, which are displayed in 

Tables 3.2 and 3.3.  

The demographic questionnaire was included in the data analysis. This sample consisted of 

40.3% of males and 59.6% of females who identified themselves as the following Sikh identity: 

Amritdhari (n=221); Kesdhari (n=181) and Sehajdhari (n=546). Overall, most respondents 

reported their place of birth as England (n=805), where predominantly 44.7% of the sample 

are from the West Midlands and 22.5% are from London. Furthermore, participants’ highest 

qualifications were shown as: Bachelor’s degree or equivalent (51.2%; n=485), Master’s level 
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or equivalent (16.8%, n=159) and Sixth form or college (23.3%, n=221). The primary language 

of the respondents was primarily English (n=820).  
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Demographics  

 Frequencies   Percent  

 

Males  

Females  

Prefer Not To say  

Gender  

382 

565 

1 

 

40.3 

59.6 

1 

 

18 – 25 

26 – 35  

36 – 45 

46 – 55  

56 – 56  

76 +  

Prefer Not To say  

Age  

497 

241 

144 

45 

10 

1 

10 

 

52.4 

25.4 

15.2 

4.7 

1.1 

1 

1.1 

 

Single  

Married  

Divorced 

Widow  

Separated 

Prefer Not To say  

Other  

Marital Status 

619 

267 

27 

1 

11 

4 

19 

 

65.3 

28.2 

2.8 

.1 

1.2 

.4 

2 

 

England  

Scotland  

Europe  

India  

Africa  

Other  

Place of Birth  

805 

20 

6 

68 

13 

36 

 

84.9 

2.1 

.6 

7.2 

1.4 

3.8 

Table 5 part 1. The Characteristics of the Sikh Participants in The online survey (n=1001)  
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North East  

North West 

Yorkshire and The Humber  

East Midlands  

West Midlands  

East of England 

London  

South East  

South West  

Scotland  

Northern Ireland  

Wales  

Region of Residence  

13 

18 

41 

90 

424 

13 

213 

87 

24 

21 

1 

3 

 

1.4 

1.9 

4.3 

9.5 

44.7 

1.4 

22.5 

9.2 

2.5 

2.2 

.1 

.3 

 

 

Primary School  

Secondary School  

Sixth Form/College Level  

Bachelor’s Degree or equivalent 

Master’s Degree or equivalent 

Doctoral or equivalent  

Post-doctoral or equivalent 

Prefer Not To say  

Other  

Highest Level of Education  

1 

33 

221 

485 

159 

20 

5 

16 

8 

 

 

.1 

3.5 

23.3 

51.2 

16.8 

2.1 

.5 

1.7 

.8 

 

English  

Panjabi  

Other  

Primary Language  

820 

118 

10 

 

86.5 

12.4 

1.1 

 

Amritdhari  

Kesdhari  

Sehajdhari 

Prefer Not To say  

Other   

Sikh Identity  

221 

181 

546 

47 

6 

 

22.1 

18.1 

54.4 

4.7 

.6 

Table 6 part 2. The Characteristics of the Sikh Participants in The Online Survey (n=1001) 
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4.2.1 Investigating the effect of Sikh identity and previous experience of mental health 

difficulties on attitudes towards mental ill-health) 

Five two-way mixed ANOVAs were conducted to explore the effect of Sikh identity and 

previous experience of mental health problems on attitudes towards mental health. A two-way 

ANOVA can be conducted when investigating how two independent variables in combination 

affect the dependent variable. The between-group variables investigated were: Sikh Identity 

(Amritdhari, Kesdhari and Sehajdhari) and Experiences of Mental Health (yes, no). The 

Dependent Variables were the five different sections in the Attitudes towards Mental Health 

Problems Scale measure (Attitudes towards Mental Health Problems, External Shame Stigma 

Awareness, Internal Shame and the Negative Self-Evaluation, Reflected Shame 1 and 

Reflected Shame 2).  

 

Section 1: Attitudes towards Mental Health Problems  

For Section 1 (attitudes towards mental health problems), there was a main effect10 of Sikh 

identity approaching significance (F(2, 924)=2.506, p=.082, ηp2=.005); post-hoc least 

significant difference tests showed that the Sehajdhari group scored significantly higher (more 

negative attitudes) than both the Amritdhari group (p=.005) and the Kesdhari group (p=.019) 

(see Table 5). There was a main effect of previous mental health problems (F(1, 924)=36.82, 

p < .001, ηp2=.038), with higher scores in the group who responded ‘Yes’. There was no 

 

10 A main effect in statistics describes the effect of just one of the independent variables on the dependent variable.  
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statistically significant interaction between Sikh Identity and Mental Health Experiences 

reported (F (2, 924) = 0.118, p =.889, ηp2=.000).  

 

Sikh Identity Previous Mental 

Health Problems 

Mean Standard Deviation N 

Amritdhari  Yes 19.5000 6.35787 130 

 No 16.4881 5.89975 84 

 Total 18.31778 6.34175 214 

Keshdhari Yes 19.01734 6.68591 115 

 No 16.50000 5.56154 66 

 Total 18.09944 6.39974 181 

Sehajdhari Yes 20.37007 6.20585 381 

 No 17.32467 5.86100 154 

 Total 19.49345 6.25724 535 

Total Yes 19.94089 6.34209 626 

 No 16.91447 5.80422 304 

 Total 18.95161 6.32972 930 

Table 7: Descriptive statistics: Sikh identity, previous mental health problems on Section 1 of the ATMHP 

Section 2: External Shame Stigma Awareness 

For Section 2, there was a main effect 11  of Sikh identity approaching significance (F(2, 

934)=2.913, p=.055, ηp2=.006), post-hoc least significant difference tests showed that the 

Sehajdhari group scored significantly higher than both the Amritdhari group (p=.003) and the 

Keshdhari group (p=.033) (see Table 6). There was a main effect of previous mental health 
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problems (F(1, 934)=37.571, p=.006, ηp2=.039), with higher scores in the group who 

responded ‘Yes’. There was no statistically significant interaction between Sikh Identity and 

Mental Health Experiences reported (F (2, 934) = .212, p =.809, ηp2=.000) 

 

 

 

Section 3: Internal Shame and the negative self-evaluation  

For Section 3, there was no main effect of Sikh identity (F(2, 934)=1.594, p=.204, ηp2=.003) 

(see Table 7). There was a main effect of previous mental health problems (F(1, 934)=20.144, 

p<.001, ηp2=.021), with higher scores in the group who responded ‘Yes’. There was no 

statistically significant interaction between Sikh Identity and Mental Health Experiences 

reported (F (2, 934) = .086, p =.917, ηp2=.000).  

Sikh Identity Previous Mental 

Health Problems 

Mean Standard Deviation N 

Amritdhari  Yes 22.4580 6.3578 131 

 No 18.1529 6.5619 85 

 Total 20.7639 8.2351 216 

Keshdhari Yes 22.3652 8.7261 115 

 No 19.1515 6.1849 66 

 Total 21.1933 8.0278 181 

Sehajdhari Yes 23.8324 8.7549 382 

 No 19.8903 7.2170 155 

 Total 22.6946 8.5232 537 

Total Yes 23.2770 8.7672 628 

 No 19.2483 5.8042 306 

 Total 21.9571 8.3994 934 

Table 8 - Descriptive statistics: Sikh Identity, Previous Mental Health Problems on Section 2 of the ATMHP 
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Section 4: Reflected shame 1   

For Section 4, there was no main effect of Sikh identity (F(2, 928)=1.392, p=.249, ηp2=.003) 

(see Table 8). There was a main effect of previous mental health problems (F(1, 928)=9.653, 

p = .002, ηp2=.010), with higher scores in the group who responded ‘Yes’. There was no 

statistically significant interaction between Sikh Identity and Mental Health Experiences 

reported (F (2, 928) = .0190, p =.827, ηp2=.000).  

 

 

 

 

Sikh Identity Previous Mental 

Health Problems 

Mean Standard Deviation N 

Amritdhari  Yes 12.6030 4.7176 131 

 No 11.1294 4.2700 85 

 Total 12.0231 4.5936 216 

Keshdhari Yes 13.2782 4.8059 115 

 No 11.5000 4.1482 66 

 Total 12.6298 4.6453 181 

Sehajdhari Yes 12.3691 4.5911 382 

 No 10.9290 4.5428 155 

 Total 11.9534 4.6194 537 

Total Yes 12.5843 4.6625 628 

 No 11.1078 4.3770 306 

 Total 12.1006 4.6209 934 

Table 9- Descriptive statistics: Sikh Identity, Previous Mental Health Problems on Section 3 of the ATMHP 
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Section 5: Reflected shame 2 

For Section 5, there was no main effect of Sikh identity (F(2, 934)=.533, p=.587, ηp2=.001) 

(see Table 9). There was no main effect of previous mental health problems (F(1, 934)=1.066, 

p = .302, ηp2=.001). There was no statistically significant interaction between Sikh Identity 

and Mental Health Experiences reported (F (2, 934) = .677, p =.508, ηp2=.001).  

 

 

 

 

Sikh Identity Previous Mental 

Health Problems 

Mean Standard Deviation N 

Amritdhari  Yes 15.5038 5.6382 131 

 No 13.7294 5.3616 85 

 Total 14.8055 5.5864 216 

Keshdhari Yes 15.7894 6.1175 114 

 No 14.7812 6.0800 64 

 Total 15.4269 6.1061 178 

Sehajdhari Yes 16.2000 6.1504 380 

 No 14.7077 6.0184 154 

 Total 15.7696 6.1443 534 

Total Yes 15.9792 6.0381 625 

 No 14.4488 5.8533 303 

 Total 15.4795 6.0182 928 

Table 10 - Descriptive statistics: Sikh Identity, Previous Mental Health Problems on Section 2 of the ATMHP 
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4.2.2 Investigating the effect of frequency of visiting the Gurdwara and gender on 

attitudes towards mental ill-health 

Two sets of two-way mixed ANOVAs were conducted to explore attitudes towards mental 

health in relation to spirituality and religion. The between-groups independent variables 

investigated were gender (males and females) and frequency of visiting the Gurdwara (daily, 

more than once a week, weekly not always Sunday, every Sunday, monthly or less than 

monthly). The dependent variables were the two different sections in the Attitudes towards 

Mental Health Problems Scale measure (Attitudes towards Mental Health Problems, External 

Shame Stigma Awareness).  

 

Sikh Identity Previous Mental 

Health Problems 

Mean Standard Deviation N 

Amritdhari  Yes 9.6488 4.8578 131 

 No 9.4117 4.8139 85 

 Total 9.5555 4.8307 216 

Keshdhari Yes 9.2000 4.8867 115 

 No 9.2121 4.3199 66 

 Total 9.2044 4.6758 181 

Sehajdhari Yes 9.5628 4.4990 382 

 No 8.7096 4.1778 155 

 Total 9.3165 4.4218 537 

Total Yes 9.5143 4.6430 628 

 No 9.0130 4.3899 306 

 Total 9.3501 4.5654 934 

Table 11 - Descriptive statistics: Sikh Identity, Previous Mental Health Problems on Section 5 of the ATMHP 
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Section 1: Attitudes towards Mental Health Problems  

For Section 1, there was no main effect of the frequency of visiting the Gurdwara (F(5, 

950)=1.683, p=.136, ηp2=.009) (see Table 10). There was a main effect of gender (F(2, 

950)=5.898, p = .015, ηp2=.006), with higher scores in the female group. Showing that females 

had more positive views towards mental health problems. There was no statistically significant 

interaction between frequency of visits and gender reported (F (5, 950) = 0.824, p =.533, 

ηp2=.004). 
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Frequency of visiting the Gurdwara Gender 

 

Mean Standard Deviation N 

Daily Male  16.6207 6.0024 19 

 Female 17.0435 5.7245 23 

 Total 16.9474 5.8277 52 

More than once a week Male  16.9474 5.7894 76 

 Female 19.4810 6.4447 79 

 Total 18.2387 6.2430 155 

Weekly not always a Sunday  Male  18.1044 6.3368 67 

 Female 20.0630 6.2541 111 

 Total 19.3258 6.3393 178 

Every Sunday  Male  18.5769 7.7313 26 

 Female 18.3571 6.5250 42 

 Total 18.4411 6.9548 68 

Monthly  Male  18.5853 6.0163 82 

 Female 19.2127 6.0460 141 

 Total 18.9820 6.0291 223 

Less than monthly  Male  18.3368 6.2306 95 

 Female 20.1620 6.1243 179 

 Total 19.5291 6.2112 274 

Total  Male  17.9520 6.2126 357 

 Female 19.5600 6.2077 575 

 Total 18.9252 6.2560 950 

Table 12 - Descriptive statistics: Frequency of visiting the Gurdwara and Gender on Section 1 of the ATMHP 
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Section 2: External Shame Stigma Awareness 

For Section 2, there was no main effect of the frequency of visiting the Gurdwara (F(5, 

983)=1.059, p=.388, ηp2=.007) (see Table 11). There was no main effect of gender (F(2, 

983)=1.424, p = .233, ηp2=.001). There was however a statistically significant correlation 

between frequency of visits to the Gurdwara and gender reported (F (5, 983) = 2.155, p =.036, 

ηp2=.015). Generally, females have either similar or more positive attitudes (lower scores) than 

men apart from those who visit more than once a week or monthly who have similar attitudes 

to men. 
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Frequency of visiting the Gurdwara Gender 

 

Mean Standard Deviation N 

Daily Male  11.4483 4.9898 29 

 Female 11.3750 4.7531 24 

 Total 11.4151 4.83749 53 

More than once a week Male  10.6711 4.3555 76 

 Female 12.2658 4.8556 79 

 Total 11.4839 4.4790 155 

Weekly not always a Sunday  Male  13.2836 4.6292 67 

 Female 11/9732 4.4266 112 

 Total 12.4636 4.4004 179 

Every Sunday  Male  12.3461 4.4266 26 

 Female 11.6190 4.4004 42 

 Total 11.8970 4.3917 68 

Monthly  Male  11.7804 4.6799 82 

 Female 12.6408 4.4232 142 

 Total 12.3258 4.5275 224 

Less than monthly  Male  11.9157 4.5655 95 

 Female 11.7111 4.7806 180 

 Total 11.7818 4.7000 275 

Total  Male  11.8720 4.6353 375 

 Female 12.0449 4.5812 579 

 Total 11.9769 4.6009 954 

Table 13 - Descriptive statistics: Frequency of visiting the Gurdwara and Gender on Section 2 of the ATMHP 
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4.2.3 One-way ANOVA (Investigating the effect seeking professional help on attitudes 

towards mental ill-health)  

Five one-way mixed ANOVAs were conducted to explore attitudes towards mental health. The 

independent variable was if participants sought professional help (yes or no). The Dependent 

Variables were the five different sections in the Attitudes towards Mental Health Problems 

Scale measure (Attitudes towards Mental Health Problems, External Shame Stigma 

Awareness, Internal Shame and the Negative Self-Evaluation, Reflected Shame 1 and 

Reflected Shame 2).  

 

Section 1: Attitudes Towards Mental Health Problems  

For Section 1, there was a main effect of seeking professional help on attitudes towards mental 

ill-health (F(1,818)=27.3600, p<.001, ηp2=.006) with more negative attitudes reported in those 

who have previously sought professional help.  

 

 

 

 

 

 

 

Seeking Professional 

Help (Yes, No)  

Mean Standard Deviation N 

Yes  20.6231 6.1772 337 

No  18.3320 6.1628 482 

Total  19.2747 6.2673 819 

Table 13 - Descriptive statistics: Seeking professional help for mental health (Yes, No) Section 1 of the ATMHP 
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Section 2: External Shame Stigma Awareness 

For Section 2, there was a main effect of seeking professional help on attitudes towards mental 

ill-health (F(1,821)=24.233, p<.001, ηp2=.004) with more negative attitudes reported in those 

who have previously sought professional help.  

 

 

 

 

 

 

 

 

 

Section 3: Internal Shame and the negative self-evaluation  

For Section 3, there was no main effect of seeking professional help on attitudes towards mental 

ill-health (F(1,821)=1.750, p=.186, ηp2=.009). 

 

 

 

 

Seeking Professional 

Help (Yes, No)  

Mean Standard Deviation N 

Yes  24.1740 9.0913 339 

No  21.2443 7.8783 483 

    

Total  22.4526 8.5176 822 

Table 14 - Descriptive statistics: Seeking professional help for mental health (Yes, No) Section 2 of the ATMHP 

Seeking Professional 

Help (Yes, No)  

Mean Standard Deviation N 

Yes  12.3894 4.7793 339 

No  11.9565 4.5012 483 

Total  12.1350 4.6200 822 

Table 15 - Descriptive statistics: Seeking professional help for mental health (Yes, No) Section 3 of the ATMHP 
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Section 4: Reflected Shame 1  

For Section 4, there was a main effect approaching significance of seeking professional help 

on attitudes towards mental ill-health (F(1,821)=3.01, p=.083, ηp2=.006) with more negative 

attitudes reported in those who have previously sought professional help.  

 

 

 

 

 

 

 

 

 

Section 5: Reflected Shame 2  

For Section 5, there was no main effect of seeking professional help on attitudes towards mental 

ill-health (F(1,821)=.008, p=.929).  

 

 

 

 

 

 

Seeking Professional 

Help (Yes, No)  

Mean Standard Deviation N 

Yes  15.9646 6.0249 339 

No  15.2338 5.8763 479 

Total  15.5367 5.9456 818 

Table 16 - Descriptive statistics: Seeking professional help for mental health (Yes, No) Section 4 of the ATMHP 

Seeking Professional 

Help (Yes, No)  

Mean Standard Deviation N 

Yes  9.4159 4.5930 339 

No  9.3872 4.4778 483 

Total  9.2990 4.5226 822 

Table 17 -  Descriptive statistics: Seeking professional help for mental health (Yes, No) Section 5 of the ATMHP 
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4.2.4 Barriers in Care Evaluation (BACE) 

BACE was a established questionnaire which has a 30-item, with a particular focus on stigma-

related barriers, as well as covering a comprehensive set of other types of barriers. The scale 

used in the BACE questionnaires has good psychometric properties.   

 

Rank, means and Standard deviation of barriers to access professional help 

In the table below, the items are displayed in descending order as a function of how strongly 

the items were rated as barriers to accessing professional help. The higher-rated barriers were 

more to do with parenting and effects on one’s children as well as concerns about work and 

work colleagues’ impressions and judgements. Interestingly, there were no significant 

differences between stigma and non-stigma-related barriers. The table below is split into three 

parts, ranking all 30 items alongside differentiating the barrier types: non-stigma (N-S) and 

stigma (S) related.    
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Rank (1=item has highest 

proportion rating as a major 

barrier) 

Barrier Barrier 

Type 

Mean 

 

SD 

1. 

 

 29. Having problems with childcare while I receive 

professional care 

N-S 3.58 1.834 

2.  24. Concern that my children may be taken into care 

or that I may lose access or custody without my 

agreement 

N-S 3.50 1.865 

3. 14. Concern that I might be seen as a bad parent S 3.41 1.802 

4. 27. Difficulty taking time off work N-S 2.71 1.569 

5. 

  

28. Concern about what people at work might think, 

say or do 

S 2.69 1.544 

6.  7. Thinking the problem would get better by itself N-S 2.68 1.086 

7.  18. Dislike of talking about my feelings, emotions 

or thoughts 

N-S 2.65 1.157 

8.  2. Wanting to solve the problem on my own N-S 2.64 1.105 

9. 9. Feeling embarrassed or ashamed S 2.54 1.151 

10. 8. Concern about what my family might think, say, 

do or feel 

S 2.42 1.161 

Table 18 - Part 1; Mean and Rank of barriers to access professional help 
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11.  5. Concern that it might harm my chances when applying for jobs N-S 2.30 1.337 

12. 21. Not wanting a mental health problem to be on my medical records N-S 2.30 1.243 

13.  19. Concern that people might not take me seriously if they found out I was having 

professional care 

S 2.28 1.130 

14.  3. Concern that I might be seen as weak for having a mental health problem S 2.28 1.116 

15.  20. Concerns about the treatments available (e.g. medication side effects) N-S 2.26 1.158 

16.  17. Concern that people I know might find out S 2.22 1.170 

17. 25. Thinking I did not have a problem N-S 2.19 1.083 

18.  13. Thinking that professional care probably would not help N-S 2.17 1.099 

19. 1. Being unsure where to go to get professional care  N-S 2.05 .984 

20.  12. Concern that I might be seen as ‘crazy’ S 2.05 1.107 

Table 19 - Part 2; Mean and Rank of barriers to access professional help 
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21.  26. Concern about what my friends might think, say or do S 2.04 1.066 

22. 11. Not being able to afford the financial costs involved N-S 1.93 1.158 

23. 10. Preferring to get alternative forms of care (e.g. traditional / religious healing or 

alternative / complementary therapies) 

N-S 1.84 1.028 

24. 4. Fear of being put in hospital against my will N-S 1.83 1.150 

25.  30. Having no one who could help me get professional care S 1.79 1.026 

26. 23. Preferring to get help from family or friends N-S 1.76 .971 

27.  15. Professionals from my own ethnic or cultural group not being available N-S 1.69 1.007 

28.  16. Being too unwell to ask for help N-S 1.68 .999 

29.  22. Having had previous bad experiences with professional care for mental health N-S 1.57 .978 

30.  6. Problems with transport or travelling to appointments N-S 1.51 .849 

Table 20 - Table 19 - Part 3; Mean and Rank of barriers to access professional help 
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4.3 Discussion 

This discussion will be spilt into two parts: quantitative and qualitative analysis. Part 1 consists 

of quantitative analysis which focuses on the close-ended questions and has been analysed 

using SPSS by conducting ANOVA and Chi-squared tests, in order to explore the Sikh 

communities’ understanding of mental well-being and discovering potential influences when 

understanding mental well-being. Part 2 of this discussion focuses on the qualitative data which 

was received from open-ended questions; this data has been analysed using thematic analysis. 

Thematic analysis will focus on identifying patterned meaning across the dataset in an attempt 

to investigate how the Sikh community in the UK understand mental well-being and understand 

barriers to seeking professional help.  

It is commonly assumed that Sikh belief and practice has no diversity however, there are 

several Sikh populations and different types of practising and non-practising Sikhs within the 

Panth (the entire society and community of Sikhs around the world). According to the Sikh 

Rehat Maryada, there are three types of Sikh members: Amritdhari (initiated Sikhs), 

Sehajdhari (non-practising Sikhs) and Kesdhari (Sikhs who keep their Kesh but are not 

initiated). These three populations of the Sikh Panth take the form of different types of 

identities; therefore within this thesis, Sikh identities will refer to Amritdhari, Sehajdhari and 

Kesdhari Sikhs. This raises the question, why the previous literature has made generalisations 

about the Sikh community while not exploring and including different types of Sikh identities. 

In the analysis, it was vital for the current research data collection method to explore the 

differences between Sikh identities. When referring to the different types of Sikh identities in 

the thesis, the focus is not on the physical appearance but rather on how Sikhs identify 

themselves regarding practising Sikh teachings.  
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4.3.1 Part 1 – Quantitative analysis  

Within the quantitative data set, there were numerous findings. The four main ones are 

described and explained below: 

1. Previous mental health problems are likely to result in more negative attitudes. 

2. Of the three Sikh identity groups, Sehajdhari Sikhs had more negative attitudes 

including external shame. 

3. Sikhs who have experience of previous help-seeking have more negative attitudes now.  

4. There is little clear evidence of the effects of gender or Gurdwara visits. 

In order to explore the potential influences addressing mental well-being for the Sikh 

community an attitudes measure (ATMHP) was adopted. There was a significant difference 

between Sikh identities (Amritdhari, Keshdhari and Sehajdhari) on the ATMHP measure, 

particularly in sections 1 and 2. Sehajdhari participants reported higher scores for sections 1 

and 2. Section 1 focuses on individual’s perception of how their family and community 

perceives a mental health problem. Sehajdhari Sikhs scored the highest on this section, 

followed by Keshdhari and Amritdhari Sikhs. Section 2 focused on how their community and 

family could see them if they had a mental health problem. Again, Sehajdhari Sikhs scored 

higher followed by Keshdhari and then Amritdhari Sikhs. However, when comparing 

responses from sections 1 and 2 it was reported that Sikhs scored lower on section 2 than 1. 

Sikhs reported lower scores on the ATMHP on section 2, which focuses on whether the 

individual had mental health problems. The results suggested Sehajdhari Sikhs have more 

negative attitudes including external shame.  

One possible explanation for this could be Sikhs scored lower due to the stigma attached to the 

term ‘mental health’ in relation to one’s own experiences. Similarly, Phelan et al., (2015) also 

found mental health problems associated with self is displayed as stigma, a mark of disgrace 
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that sets an individual apart from others. The authors explain this stems from negative attitudes 

towards a stereotyped group creating prejudice, which results in negative discrimination 

against that individual. Additionally, Knifton and Quinn, (2008) describe BAME communities 

having a perception that if an individual has mental health problems they contribute less to 

society, are unsuitable as partners and are unwilling or completely unable to work. This helps 

explain why Sikh participants in the online survey have negative attitudes towards how their 

community and family would perceive them if they had a mental health problem. It is also 

important to consider Sehajdharis scored higher on both Section 1 and 2, portraying a more 

negative attitude compared to Kesdhari and Amritdhar Sikhs.  

There is currently no literature that explores the different types of Sikh identities in relation to 

mental well-being and so comparisons cannot be made. Further consideration of this was 

necessary. Tests were conducted to see whether participants who had experienced negative 

mental health reported similar or different attitudes towards mental health problems. There was 

a significant difference between those with previous experiences of mental health on the 

attitudes towards mental health problems measures, particularly in Sections 1, 2, 3, and 4. It 

was found that Sikh participants who had experienced mental health problems scored higher 

for external shame stigma awareness compared to internal shame. Interestingly, the results of 

this data collection show Sikh participants who had experienced mental health problems were 

more concerned about external shame compared to internal shame. These results are similar to 

those reported by other researchers (Chew-Graham, et al., 2002; Corrigan, 2004; Gilbert, et al., 

2004) who claim  communities fear stigmatition and association with mental health problems 

by others as this brings shame on them due to the prominent role of culture in an individual’s 

life.  

There are several explanations for the current findings, including factors such as izzat and 

stigma being attached to mental health difficulties. Izzat is a prime example of external shame 
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which can relate to emerging issues, such as family honour, reputations and self-reputations. 

Therefore, to protect reputations and family honour, external shame is considered highly in 

contrast to internal shame. Furthermore, Takhar, (2005) identified the concept of izzat as a 

major influence in Asian families. Similarly, Corrigan, (2004) found that the fear of being 

stigmatised and bringing shame results from a negative attitude towards mental health 

problems due to the prominent role culture plays in an individual’s life. However, the literature 

available on the differences between external and internal shame is limited so concrete 

conclusions cannot be drawn from this and further research is required. 

Interestingly, the survey also identified gender differences in attitudes and behaviours. Sikh 

females reported higher scores than males for the ‘external shame stigma awareness’ and 

‘reflected shame one’ sections of the ATMHP measure. The ‘reflected shame one’ section 

focused on beliefs about how one’s family would be seen if one had a mental health problem. 

These findings show Sikh females are highly concerned with external and reflective shame on 

their families compared to internal shame, underlining gender differences within the Sikh 

community. These findings were similar to Grover, et al., (2017) who also identified gender 

differences, with greater levels of stigma being reported by females in relation to mental health 

problems in India. It was surprising to see similar results in research conducted in India, given 

the UK is a western country. Cultural values undoubtedly play a fundamental role for British 

citizens in the UK, suggesting clinicians should incorporate cultural values when dealing with 

Sikh patients.  

Previous literature supports the current findings. Gilbert, et al., (2004) also found South Asian 

women reported negative attitudes towards mental health, raising concerns with protecting 

their family honour and reputation. Interestingly, previous literature suggested Asian women 

feel obliged to operate within a set of norms of family honour (izzat) which tends to override 

their personal views. Participants referred to themselves as the carriers of the family honour 
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who should not bring shame on the family. Previous literature also found that South Asian 

women perceive themselves as unequal in power compared to men, and feel ‘trapped’ within 

the values of tradition (Gilbert, et al., 2007; Brown, et al., 1995; Gilbert and Allan, 1998). This 

signifies the importance of cultural values, and how currently many Sikh women do not feel 

equal to males within the community.  

However, the question regarding gender differences within the Sikh community remains 

unclear. Do Sikh males hide their emotions towards attitudes concerning mental health? Sheikh 

and Furnham, (2000) found males within the South Asian community had a less positive 

attitude towards seeking professional help for mental health difficulties. It seems males are 

finding it difficult to express their need for professional help and are demonstrating the need 

for self-reliance when dealing with negative mental health (Sheikh and Furnham, 2000). This 

will be explored comprehensively in the face to face interviews to give generalisable findings 

with explanations.  

As described earlier, the Gurdwara is an integral part of Sikh worship and is a beacon for 

communal congregation. Consequently, assessing the effect of visiting the Gurdwara alongside 

exploring gender differences on attitude towards mental health is critical to building a more 

complete picture in this research. The vast majority of the Sikhs visited the Gurdwara less than 

once a month; interestingly, there was no significant difference between males and females. 

Overall, there was less clear evidence of gender effects or an effect of Gurdwara visits.  These 

findings suggest there may be several faith- and religious-based influences that may enhance 

attitude towards mental health. Previous literature (lsman, et al., 2005; Haslam et al., 2002; 

James and Wells, 2003) reports individuals who participate in a congregation, such as attending 

a place of worship, develop a sense of belonging which can result in positive mental well-

being. Spirituality has also been claimed to play an important role in the recovery process, 

provided an individual has positive attitudes towards their illness.  Some studies have found 
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that an individual can still live a comfortable life by possessing the ability to change the 

perception of that illness (Bhambra, 2015). However, if an individual has a negative attitude, 

their illness could intensify. This can be explained by the concept of spirituality offering 

comfort, strength and hope.  

Additional analysis was conducted, investigating the consequences of seeking professional 

help on attitudes on mental ill-health. It is interesting to note that in all six sections of the 

attitudes measure of the questionnaire, increased negative attitudes were reported in those who 

have previously sought professional help. This suggests that Sikhs who have sought help in the 

past have more negative attitudes. It seems those with negative mental health who have sought 

help develop negative attitudes towards mental well-being compared to those who have not 

sought help. This can be a result of the Sikh community misinterpreting symptoms as somatic 

physical health problems, which explains the negative attitudes towards mental illness (Wilson, 

et al., 1994). According to Raliegh and Almond, (1995) the South Asian community do not 

acknowledge psychological distress as an illness. This can result in negative attitudes towards 

mental health when coming to seek professional help which is misinterpreted or 

misunderstood.  

The third research question in this study was to explore barriers or factors which prevent the 

Sikh community from seeking professional help. Surprisingly, the Sikh community rated 

higher the barriers about parenting and effects on one’s children as well as concerns about work 

and work colleagues’ impressions. This is a fascinating finding that differs from previous 

literature suggesting barriers in seeking professional help are stigma- and shame-orientated 

(Corrigan, 2004; Chew-Graham, et al., 2002; Gilbert and Allan, 1998; Schomerus, et al., 2008; 

Williams, et al., 2008; Arthur, et al., 2008; Faulkner, et al., 2001; Wright, et al., 2000). 

Interestingly, in the online survey, there were no significant differences between stigma- and 

non-stigma-related barriers. The higher-rated barriers were predominantly non-stigma related 
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and concerned childcare, losing custody or access to children, and being a bad parent. This 

notion is upheld within many Sikh families, as protecting and providing for one’s family is a 

key responsibility for Sikhs. Similar findings were located by Roland, (1988) and Medora, et 

al., (2000) within the South Asian communities. Medora et al. (2000) established that the South 

Asian community identify their family as the first point of call in a time of need.  

These findings demonstrate a lack of parental awareness in relation to seeking professional 

help within the Sikh community. Interestingly Mir, et al., (2001) reported low parental 

awareness of mental health services for participants with negative mental health resulting in a 

low uptake of services within the South Asian community. They suggested a possible 

explanation for low parental awareness could be that services have not made parental 

awareness accessible enough (Mir, et al., 2001). The questionnaire findings indicate a 

significant need for services to report and share parental awareness about mental health 

services.  

Previous literature highlights closeness within a family is portrayed within the Indian 

community as a protective factor against psychological disorders (Sonuga‐Barke et al., 2000; 

Chase‐Lansdale et al., 1994). This supports the current findings that Sikhs have close families 

ties which prohibit or hinder them from seeking professional help due to the notion of 

protecting their families and loved ones. However, several researchers have claimed closeness 

within South Asian families results in decreased rates of negative mental health (Inman, Yeh, 

Madan-Bahel, and Nath, 2007; Yeh, Inman, Kim, and Okubu, 2006). The current research 

begins to question whether South Asian families are not open about their negative mental health 

to protect their families. The previous research was conducted over a decade ago, when mental 

health was not openly spoken about, compared to the present where there is more awareness 

of the term in education, media and internationally. Furthermore, additional research suggests 

South Asian individuals are likely to seek help from their families rather than professional help 



 196 

when difficulties arise (Furnham, et al., (1994). This will be explored further in the interviews 

in hopes of gathering in-depth detailed accounts to make a comparison of the Sikhs perspective 

with the wider South Asian community.  

In addition to the role of a parent, employment was another factor that was of concern to the 

Sikh community in relation to seeking professional help. Statements related to work were 

ranked among the top five highest barriers in seeking help. The fourth-ranked statement which 

was non-stigma related was item 27 ‘difficulty taking time off work’ followed by the fifth-

ranked statement item 28 ‘concern about what people at work might think, say or do’. Two 

Sikh teachings instruct Sikhs to fill worldly duties: Gristi Jeevan and Kirat Karo. Gristi is a 

word which describes ‘the life of a householder’ and Jeevan can be translated as ‘life’. Sikhs 

are expected to play a role in their family unit as well as their community. Kirat Kaumai can 

mean an individual’s work as passion and dedication to earn an honest living while 

remembering Waheguru (Ghuman & Singh, 2018). Together the concepts of Kirat Kaumai and 

Gristi Jeevan portray ‘work is worship’. Earning an honest living as a householder is a teaching 

of Guru Nanak, therefore going to work is a key principle of a Sikh’s life, which explains why 

taking time off work is a concern when seeking professional help. Alongside the above beliefs 

found in Sikhi, financial concerns could also arise about whether an individual’s employer will 

pay them if they are off seeking help. Limited research has been conducted in this area, 

therefore there is a need to explore this factor furthers in the interviews. The current findings 

suggest the need for more support, accessible resources and awareness of negative mental 

health in workplaces.  

In addition, gender differences in attitudes towards seeking help were established by the 

questionnaires. Generally, the results indicated females held more positive attitudes towards 

seeking help compared to males. The current findings are similar to previous research (Garland 

and Zigler, 1994; Kelly and Achter, 1995; Leong and Leong, 1999) who also reported South 
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Asian females to have more positive attitudes towards seeking professional help than males. 

This can be explained by males finding it difficult to express the need to seek professional help 

as this can go against stereotypes of males being strong and not affected emotionally. 

Therefore, to protect their identity and role as a male they may have negative attitudes towards 

seeking help compared to females. Similarly, Sheikh and Furnham, (2000) argue men find it 

difficult to express their needs to seek professional help. Conversely, several studies reported 

that there is no significant gender difference in attitudes seeking professional help within the 

South Asian community (Zhang and Dixon, 2003). This could be because when men are given 

the opportunity to express their thoughts and feeling they will do so. Most previous literature 

explores how females within the South Asian communities have been affected by mental health 

in relation to shame. Gender differences within the Sikh community have limited previous 

literature, therefore it is vital to explore these further in the interviews to better understand how 

males and females seek help.  

 

4.3.2 Part 2 – Thematic Analysis  

The following discussion focuses on the qualitative data obtained from the open-ended 

question, which was analysed using thematic analysis. Thematic analysis focuses on 

identifying ‘patterned meaning’ across the dataset to truly comprehend how the Sikh 

community understands well-being. Table 22 presents the themes generated from the analysis 

of the open-ended question “What do you understand by the term mental well-being?”. It is 

hoped this aids in answering the first research question. Each response was initially coded and 

clustered into the main themes and subthemes.  
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Table 21 - Themes and Subthemes for defining mental health 

From the above themes and subthemes, it is evident the Sikh participants used ‘mental well-

being’ as an umbrella term when referring to the health of the mind. Many references were 

made to biological functions, emotions, psychological disorders, spirituality and negative 

terminology. Furthermore, most participants utilised a combination of multiple themes when 

demonstrating how they understood mental well-being. Each theme will be explained and 

discussed individually below in this section.  

The well-being & mind related theme was the leading and most recurrent theme across all 

participants when defining ‘mental well-being’. This theme is comprised of two subthemes: 

state of mind and cognitive process. Over 75% of the participants referred to the “well-being 

of the mind” or “state of mind” as their understanding of mental well-being. Interestingly, the 

majority of the participants only mentioned ‘a negative state of mind’ or ‘negative mental well-

being’, suggesting the participants only perceived mental well-being in a negative light. 

Additionally, the Sikh participants recognised cognitive processes as part of mental well-being 

and associated them to understanding the thought process, experiences, memory and influences 

on decision making. It is important to acknowledge that most of the participants who defined 

mental well-being in this way consisted of young adults under the age 36 who were 

predominantly educated to Bachelor and Master levels. Interestingly, in this theme no gender 

Themes Subthemes 

Well-being & Mind Related 1a. State of mind 

1b. Cognitive Process 

Emotions 2a. Mood 

2b. Feelings 

Biological 3a. Chemical imbalances 

3b. Genetic 

3c. Physical Illness 

Psychosis/Psychological Disorders 4a. Diagnosis 

Spirituality 5a.  God’s will 

5b.  Vices and Virtues 

Derogatory terminology  
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differences were recognised. Below are several direct quotes from the questionnaire responses 

of Sikh participants’ understanding of the term mental well-being.  

 

“Mental health is the health on one’s state of mind, which could be positive or 

negative” (P.165) 

 

“A state of psychological well-being depends on the mind” (P.236) 

 

“Its’s about the mind. Our bodies interactions with the outside world affects our mind. 

And our feeling within affect our mind and brain and thought process. Mental health is 

basically to do with one thought process/mind. It affects how we perceive others and 

make decision” (P.316) 

 

“Cognitive well-being, to be able to have healthy thoughts and cognitive development 

which comes from the mind” (P.348) 

 

“Usually someone who is struggling to be at their full cognitive ability” (P.877) 

 

Only one individual out of the total 1001 participants described mental well-being as the result 

of a positive or negative state of mind. Most participants referred to mental well-being using 

negative terminology.  Such a negative perception of mental well-being is concerning for the 

Sikh community and seems to have arisen through a misunderstanding of the term. Mental 

well-being can be understood as how an individual feels and how they function at both a 

personal and social level, which can be positive or negative (Mental Health Foundation, 2015). 

Previous research has suggested there is a misunderstanding of the term ‘mental well-being’ 

within the South Asian community and this group can be classified as lacking psychological 



 200 

mindedness (Patel & Shaw, 2009). The researcher holds a firm belief that the misunderstanding 

of the term ‘mental well-being’ has come about through the media’s incorrect use of the term, 

and is one of the core reasons for such negative perceptions. This will be explored further in 

the interviews, highlighting the influence of the media in shaping individuals’ perceptions.  

However, it is noteworthy that Sikhs identified the mental state as the root to understanding 

mental well-being. The mental state was referred to as positive or negative by participants. 

Some respondents were able to identify that cognitive abilities can influence their mental well-

being. This is a unique finding which differs from previous literature (Raliegh and Almond, 

1995; Wilson and MacCarthy, 1994) who argue South Asian communities misinterpret mental 

well-being due to language and cultural barriers and do not acknowledge psychological 

difficulties. One possible explanation of the current research findings might be that the Sikh 

participants who defined mental well-being in relation to the mind and mental state were able 

to do so as they were educated to Bachelor and Master levels. It seems Sikhs’ understanding 

of mental well-being is somewhat dependent on their age and education, with younger, more 

educated Sikhs displaying a more comprehensive knowledge of mental well-being.  

The researcher’s model to understands the Mun to consist of four internal factors: thought 

process, memory, intellect and ego. Participant 316 seemed to share a similar understanding, 

creating a concept of mental well-being by stating ‘Our bodies’ interactions with the outside 

world affects our mind’ introducing the relationship between internal and external factors. This 

supports the researcher’s model (Chapter 1) of external factors such as spirituality, life 

experiences, social upbringing and culture influencing the Mun. The participant states ‘our 

feeling within affects our mind and brain and thought process. Mental health is basically to do 

with one’s thought process/mind’. To better understand this concept, it is important to consider 

factors that affect the mind. This aspect will be considered when developing a semi-structured 

interview guide to explore this further in both sets of interviews.  
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The second common theme which emerged from the questionnaire findings was emotions. This 

theme is comprised of two subthemes: feelings and mood. Roughly 67% of participants 

referred to emotions when attempting to understand mental well-being, explicitly referring to 

their feelings and mood. The majority of participants established a relationship between 

emotions and mental well-being regardless of it being an internal or external influence on the 

state of the mind. Respondents once again made negative references, discussing how low mood 

tends to lead to mental health difficulties, with no mention of positive mental well-being or 

positive emotions. Emotions are important to understand as they influence an individual’s 

ability to do everyday things, process information and take interest in activities. Overall there 

was no significant correlation with age or occupation in participants who referred to emotions 

when defining mental well-being in this study. However, females reported significantly higher 

on this theme compared to males. Below are a few direct quotes of Sikh participants’ 

understanding of the term mental well-being. 

“Mental health is the well-being of your mind, the mind dictates your emotions, your 

perception of yourself and those around you and plays a huge part in your everyday 

life” (P.004)  

 

“Emotional state of well-being, wide range of disorders influence the emotions, can 

affect day to day functioning” (P.013) 

 

“Something which inhibits your understanding and emotional connection to the world 

around you, can stop your daily activities, can blur your perception of things” (P.092) 

 

“Not feeling like yourself” (P.344) 
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“Mental health is when you are mentally distressed and that affects your mood swings 

and you lack motivation to do simple tasks and implement a daily routine” (P.577) 

 

“How your mind works and the level of dness you feel, compared to your ability to 

make yourself happy” (P.067) 

 

Participant 013 understands mental well-being as the emotional state of well-being which can 

affect day to day functioning. This statement implies the influence of external actions, which 

affect day to day functioning. Similarly, Participant 577 refers to mood swings and lack of 

motivation to do simple tasks as a result of their mental health difficulties. The researcher 

noticed Sikh participants only referred to mental well-being in a negative light. Furthermore, 

Participant 004 states ‘the mind dictates your emotions’; the respondent indicates the mind as 

the control centre for emotions. It is important to recognise although participants are using 

emotions to define mental well-being, the mind is still the central route when attempting to 

explain the term. Participant 004 suggests the mind is the control centre for emotion. This is 

supported by Guru Nanak’s writings, where the mind dictates to the individual:  

ਮਨ ਕਾ ਕਹਿਆ ਮਨਸਾ ਕਰ ੈ॥ 

Man kā kahi▫ā mansā karai. 

The human acts according to the wishes of the mind. 

ਇਿੁ ਮਨੁ ਪੁੰਨੁ ਪਾਪੁ ਉਿਰ ੈ॥ 

Ih man punn pāp ucẖrai. 

This mind feeds on virtue and vice. 

(Guru Granth Sahib, Ang/Page 832) 

 

This concept is central to the researcher’s model, where the Mun is in control of the thought 

process which then influences actions that can result in positive or negative mental well-being. 
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Interestingly, previous literature has stated Panjabi Sikhs living in the UK define depression as 

‘weight on mind/heart’ which was explained further as a low mood state (Bhugra and Gupta, 

2003). Weight on the mind/heart was an expression of emotions when defining mental health 

difficulties. As most participants within the  initial face to face interviews have referred to 

mental well-being as a negative, it is fair to conclude the findings are similar to those of Bhugra 

and Gupta, (2003). Understanding the concept of negatively defining mental well-being needs 

to be explored further in order to answer the unanswered questions. Therefore, the interviews 

explore why Sikh participants refer to mental well-being using negative examples.  

Sikh participants use emotions when describing mental well-being, for example ‘sad’, 

‘unhappy’, ‘depressed’, ‘mood swings’ and ‘not feeling like themselves’. This can be explained 

by the respondents referring to how some individuals feel when going through negative mental 

health difficulties, rather than defining the term ‘mental well-being’. Furthermore, these 

findings support Kalra, et al., (2012), who also reported Sikh participants referred to mental 

well-being as emotions akin to those highlighted in Guru Granth Sahib. The authors explain 

there is clear terminology within the Guru Granth Sahib used to explain depression and its 

phenomenology using emotions. The researcher believes participants in the survey mostly 

referred to the difficulties in relation to the term. This was interesting to explore further in the 

face to face interviews, which allowed prompting and further investigating explanations until 

the research questions were answered.  

Biological causes were another theme that was extracted from the data. This theme is 

comprised of three subthemes: chemical imbalances, genetics and physical illness. All the 

participants who made biological references were born in the UK. Below are a few direct 

quotes of their understanding: 
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 “It is a medical condition related to the mind/brain” (P.007) 

 

“Scientifically, change of chemicals in the brain (less or more of something etc)” 

(P.061) 

  

 “Brain not functioning as it should due to a chemical imbalance”  (P.106)  

 

“Born with an illness which stops an individual from having a normal day” (P.176) 

 

“Imbalance of neurons causing mental health issues such as bipolar, anxiety etc” 

(P.262)  

 

“Impairment of health psychologically. This can be caused by genetics or chemical 

imbalance in the brain.” (P.318)  

 

Roughly 45% of participants referred to a biological example when attempting to understand 

mental well-being. Interestingly, those who referred to biological causes were predominantly 

less than 35 years old, but there was no significant difference between the genders. The results 

of this theme indicate many Sikh participants have a comprehensive knowledge of biological 

causes and influences. Participants expressed awareness of chemical imbalances, relation to 

neurons, impairments of health and medical conditions in regards to mental health. 

Additionally, mental illness was often related to a heredity disorder by participants who 

suggested the illness could possibly run-in families. These findings can be explained by 

participants having this knowledge from their education or independent research, as all these 

participants are below the age of 35. Results also indicated these participants had tertiary 

education which indicates this age group’s awareness of potential biological causes and 
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influences. The researcher explores whether the explanations of potential causes and influences 

are the me for older Sikh participants born in non-western countries in the second group of 

interviews. It would also be interesting to explore which conditions Sikh participants think are 

genetically hereditary. The current findings are unique and not similar to any previous 

literature, which indicates younger adults are able to outline the association between biological 

interferences and mental well-being.  

The psychosis/psychological disorder theme was also extracted from the participants when 

respondents were trying to understand the term ‘mental well-being’. This theme has one 

subtheme: diagnosis. It was found that many participants listed a range of disorders when trying 

to define and understand mental well-being. Mental well-being was also referred to as 

something that can be diagnosed, again highlighting the negative perception of the term. To 

the researcher’s understanding, the question was misinterpreted by participants who refer to 

mental health difficulties instead of mental well-being. Roughly 60% of the participants 

referred to a psychosis/psychological disorders when attempting to understand mental well-

being. Interestingly there was no significant difference in age and gender with participants who 

contributed to this theme.  Psychosis and psychological disorders were grouped together as it 

was observed that participants struggled to tell the difference between the two. This is 

important to highlight as it suggests they are familiar with the terminology, however are unable 

to differentiate between the two. Psychosis can be described as a psychotic disorder such as 

schizophrenia and bipolar disorder, which can cause symptoms of delusions and hallucinations. 

A psychological disorder is a broad term to identify and classify a range of disorders, such as 

anxiety, mood, eating and including psychotic disorders. Below are some participants’ 

definitions of the term ‘mental well-being’ describing psychosis/psychological disorders.  
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“Mental health can take a variety of guises, from anxiety, depression, bipolar 

tendencies” (P.074) 

 

“When you start seeing and hearing things, this is called anxiety” (P.091) 

 

“Anxiety and Panic Disorders, Bipolar Disorder, Depression, Eating Disorders” 

(P.216) 

 

“A state of depression and anxiety which can be called psychosis” (P.467) 

 

“Mental health issues can be diagnosed which includes anxiety, depression, bipolar, 

schizophrenia, OCD, ADHD and more” (P.573) 

 

“It can range from many different types such as bipolar, schizophrenia, psychosis, 

attention deficit hyperactive disorder, obsessive-compulsive disorder, dissociative 

personality disorder and the list goes on.” (P.720)  

 

“Mental illness is when u have a formal diagnosis such as disorders. It's when someone 

has suffered with something for a period of time. Such as depression personality 

disorder” (P.946) 

 

Several forms of diagnosis were referred to when describing an understanding of the term 

‘mental well-being’. The majority of participants were familiar with diagnoses such as 

depression and anxiety as they were used as examples of mental health disorders. In Panjabi 

depression is often referred to as Dukh. Kalra, et al., (2012) cite various Shabads from Guru 

Granth Sahib explaining symptoms of mental health difficulties. As explained the term Dukh 
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can be translated as pain, sadness or suffering (Kalra, et al., 2012). This shows the comparisons 

made by Kalra in Gurbani in relation to depression. 

However, it is important to acknowledge that an extensive 60% of the Sikh participants can 

identify different types of psychological diagnoses. This differs from previous literature 

conducted on the Sikh and South Asian community. Mental health awareness is becoming very 

common as there is so much exposure on social media, television, radio channels as well as 

news reports, which could explain the above findings. However, it is concerning when Sikh 

participants refer to psychosis as similar to mild psychological disorders. The researcher would 

like to understand whether Sikh participants describe psychosis and mild psychological 

disorders like depression and anxiety as the me because they have been taught this or whether 

they think the severity of all psychological disorders are the me. It is hoped that the interviews 

will provide clarity on this while also highlighting any generational differences.  

Spiritually played a fundamental role when Sikh participants defined how they understood the 

term ‘mental well-being’. This theme has two subthemes: God’s will and vices and virtues. 

The Sikh participants referred to mental well-being as something that is not in an individual’s 

control and happens with God’s will, which is called ‘Hukam’. Several participants stated an 

imbalance of the mind is due to an individual’s vices and virtues, referring to one’s spiritual 

well-being. Roughly 65% of the Sikh participants made a reference to spirituality when 

describing the term, and interestingly they were predominantly Amritdhari females. The 

findings from the questionnaires suggest the need for clinicians to be made aware of spiritual 

and faith influences on an individual’s perception of mental well-being. Below are a few direct 

quotes of Sikh participants’ understanding of the term ‘mental well-being’ in relation to the 

spirituality theme.  
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“Something that is not in our control in terms of when it happens is God’s will and 

some see it as something that is not real, which I highly disagree on as someone who 

suffers from anxiety and depression.” (P.507) 

   

“People who have no faith in God or don't believe God exists, and suffer many ways.” 

(P.199) 

 

“I think the term relates to the state of mind at a given time. It can be positive and 

negative, and influenced by genetics and environmental factors. Ultimately I think the 

state of the mind is caused by the will of God” (P.1001) 

 

“Spiritually? I guess an absence of God, divergence off the path, something like that” 

(P.061)  

 

“Our spiritual well-being. It’s God’s will we have to accept our illness and continue 

with what God has in plan for us” (P.014) 

 

“An imbalance between the five vices and five virtues” (P.354) 

 

“An imbalance of the mind due to an imbalance of a person’s virtues and vices, I believe 

to be a contribution to a decline in a person’s mental health.” (P.517) 

 

“I think mental health is an imbalance of the mind, influenced by societal influences. I 

also believe it to be an imbalance of the five virtues and five vices” (P.003) 

 

Hukam was often referred to as the cause of mental health difficulties, alongside references to 

other subthemes. The researcher firmly believes being Santokh is a product of accepting 
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Hukam. Sikhs believe that everything happens according to Hukam, and Santokh can be 

described as being content and living in freedom from care, worry and fear. This has been 

explained in the researcher’s model (Chapter 1) which develops an argument stating those 

individuals who live by the virtues can use the principle of the virtues when suffering from 

negative mental well-being, which can act as a healing process. Participant 014 supports the  

model, explaining mental well-being is ‘God’s will’ and as an individual, you need to accept 

the illness and continue. Once an individual accepts they are experiencing negative mental 

health they can determine what support and help they need. The researcher states the 

association with accepting the illness is dependent on numerous factors which have been listed 

in the model, such as internal influences: thought process, memory, intellect and ego, and 

external influences: spirituality, life experiences, social upbringing and culture which leads to 

the Mun attributing virtues and vices. The current model is supported by a verse by Guru Nanak 

which states:  

 

ਮਨ ਕਾ ਕਹਿਆ ਮਨਸਾ ਕਰ ੈ॥ 

Man kā kahi▫ā mansā karai. 

The human acts according to the wishes of the mind. 

(Guru Granth Sahib, Ang/Page 823)  

 

The Man is in control of reactions an individual makes, which can influence the actions that 

form positive and negative virtues and vices. Furthermore, the findings support previous 

literature (lsman et al., 2005; Haslam et al., 2000; James and Wells, 2003) who found 

spirituality played an important role in the recovery process, provided an individual has a 

positive attitude towards their illness.  This can be explained by spirituality offering comfort, 

strength and hope.  
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Interestingly, some participants referred to mental well-being as a factor that they cannot 

control and consider to be as God’s will. Kalra, et al., (2012) in this research, also found that 

participants held this belief who state emotions are believed to be created by Waheguru. One 

possible explanation for this could be that Sikhs believe in the concept of Bhana, which can be 

interpreted as God’s will or karma. Suggesting karma can influence an individual’s mental 

well-being, some participants refer to mental well-being as ‘if it’s meant to be it will be’. In 

this context, several factors could potentially explain this karma and Bhana. These findings are 

consistent with Hussain and Cochrance, (2003), who also reported women belonging to a South 

Asian community referred to negative mental health as will od Waheguru and Kismet.  

Several participants referred to the ‘five virtues and five vices’ in their understanding of 

explaining the term ‘mental well-being’, suggesting they can cause imbalances.  This was a 

unique finding not previously reported in the literature. The Sikh faith has outlined the virtues 

as qualities that assist an individual in reaching their ultimate goal in life, which is to achieve 

reunion with Waheguru. The five vices are known to prevent the consciousness from realising 

the true purpose of retrieving the spiritual self and achieving mukti (Sandhu, 2005).  This could 

potentially explain why Sikh participants referred to virtues and vices as imbalances of the 

mind. The virtues and vices can have a positive and negative effect on mental well-being, 

therefore they may have been used to describe and understand mental well-being.  

The theme negative derogatory terminology was used to define the understanding of the term 

‘mental well-being’. This was a recurrent theme among the Sikh participants who completed 

the questionnaires. Astonishingly, 60% of the Sikh participants used derogatory terminology 

in their explanation of the term. This was predominantly done by respondents over the age of 

35, with no significant differences in gender and Sikh identity. When participants defined their 

understanding of the term ‘mental well-being’, negative words were used to describe the term 
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such as: ‘crazy’, ‘broken’, ‘mental’ and ‘problem’. When some participants used these terms, 

they raised a clear negative perception of the term and did not mention any positive elements 

of mental well-being. Below are some direct quotes of Sikh participant’s understanding of the 

term ‘mental well-being’. 

 

“When someone has a problem with their mind which leads them to go crazy” (P.406) 

 

“Something that affects you and you are literally broken” (P.107)  

 

“Brainless! Pagal (crazy)!” (P.093) 

 

“When people are not stable and they go crazy. It tends to affect their behaviour, mood, 

actions and thoughts” (P.255) 

 

“I don’t have much understanding of mental health; however, I believe mental health 

is when a person’s mind isn’t working properly and they go pagal and are mental” 

(P.918) 

It was surprising to see participants define the term ‘mental well-being’ using such negative 

terminology. Most people would agree that the words ‘crazy’, ‘pagal’, ‘broken’, ‘mental’ and 

‘problem’ are inappropriate. It was interesting that these terms were widely used by participants 

over 35 years old. Other researchers (Raliegh and Almond, 1995; Ineichen, 1990; Patel, et al., 

2009) also found pejorative descriptions of mental well-being being used by the  community. 

However, Nazroo, et al., (2002) argue the South Asian community does understand 

psychological distress; nonetheless, their members are unable to express their understanding 

due to language limitations and cultural idioms. This could be one possible way to explain the 
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current findings. However, given that these participants are over the age of 35, it could be they 

had less awareness and knowledge of terminology due to a lack of educational awareness when 

they went to school, whereas currently in educational sectors there is more awareness of the 

term. Additionally, this can be explained by a lack of knowledge of the older participants, 

which suggests generational differences. These findings have started the argument of inter-

generalisations attitudes for mental health difficulties as these conclusions were not found with 

under Sikhs. This provides a new light to literature suggesting generational differences exist.  

This will be explored further in the interviews to understand the existence of inter-generational 

differences in the hope that participants over 65 are recruited for the initial face to face 

interviews. Currently previous literature does not compare older and younger inter-

generational differences within the Sikh community nor the South Asian community.  

Overall, the analysis of the questionnaire data has given a clear comprehensive overview of 

Sikhs’ perceptions and understanding of mental well-being, in particular, Sikhs’ understanding 

of the term, alongside identifying attitudes and barriers to seeking help. This first study 

identified significant themes which required further in-depth analysis to allow generalisable 

claims to be made.  

However, the questionnaire answers showed that most participants understand mental well-

being as something negative. The researcher had to consider whether the wording of the open-

ended question could have led to these findings. The results show that for many participants, 

the concept of mental well-being equates with mental health difficulties. This raises the 

question of whether negative mental health is the only kind Sikhs know of, or whether a direct 

question asking participants to define ‘mental well-being’ was required to get the answer to 

that question. This is explored in the next two chapters when the interviews are discussed.  
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Interesting attitudes were identified and the findings suggest there is a difference between the 

different types of Sikh identities. The interviews focus on exploring the relationship between 

Sikh identity and mental well-being in depth, to identify the differences between the various 

Sikh identities and gain an understanding of why these differences exist. Furthermore, the 

questionnaires produced a list of barriers which are ranked highest to lowest by the 1001 Sikh 

participants. The interviews attempt to gain a further in-depth understanding of why certain 

factors are a potential barrier to them, in the hope of concluding with potential suggestions 

which can tailor clinical approaches when dealing with Sikh patients, alongside contributing 

new literature.  
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Chapter 5 – A qualitative examination of understandings around 

mental well-being  

This chapter explores the qualitative approach in the gathering of primary data for the current 

research focusing on Sikhs’ perspectives on mental well-being, while specifically investigating 

their personal experiences of mental health in relation to their faith and cultural influence. 

Initial face to face interviews were developed from the analysis of the quantitative data. The 

emerging themes structured the interview guide for this study. The initial face to face 

interviews predominantly consists of open-ended questions using a self-prepared interview 

guide. Six participants were recruited, three participants who had been diagnosed with a mental 

health condition and three participants who claimed to have no experiences in relation to mental 

health. This chapter concludes with a discussion of the common themes found in this study in 

relation to previous literature in order to answer the current research question. The interviews 

were transcribed, and an IPA analysis method has been used to interpret the findings of this 

study.  

 

5.1 Rationale of initial face to face interviews  

The online survey lacked immersive responses due to the methodology chosen; therefore, to 

carry out a deeper examination and explore key aspects alongside ideologies identified after 

analysing the quantitative dataset from the online questionnaires, a qualitative approach was 

adopted. To acquire in-depth and valuable data, face to face interviews were held. This 

methodology allows the development of a rich and extensive understanding of participant’s 

perspectives. Through this type of enquiry, I was able to capture more expressive information 

by not only analysing participants’ verbal responses, but also by evaluating their body 

language, behaviours and mannerisms when responding to the interview questions. 
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Furthermore, data collection on topics that delve deeply into meaning and perspective cannot 

be quantified by traditional measurements, and so this study has been analysed using the IPA 

approach, which will be discussed throughout this chapter. Additionally, this approach 

practises flexibility, seeking true data and emotional responses, as it paves the way for further 

depth and complexity to the data being collected.  

The questionnaires found Sehajdhari Sikhs reported an increase in concerns regarding how 

their family and community perceive mental health. Moreover, the results highlighted a 

correlation between external shame and mental health. These findings were explained by 

stigma being attached to the term mental health (Phelan, et al., 2015; Knifton and Quinn, 2008; 

Chew-Graham, et al., 2002; Corrigan, 2004; Gilbert, et al., 2004; Fabrega, 1995). These 

researchers all stressed the impact of stigma which resulted in concerns of being associated 

with mental well-being. Individuals feared being rejected by others, particularly women, who 

were concerned they would not find a suitable marriage partner (Fabrega, 1995; Lauber and 

Rossler, 2007).  This suggests culture has an impact on stigma affecting an individual’s 

marriage. Although the intensity of stigma varies depending on their personal cultural beliefs, 

it is important to recognise the influence of culture. The current study will explore cultural 

beliefs in relation to mental well-being with this study focusing on Sikh identity, age and 

gender.  

Within the ATMHP measure in the questionnaires, it was reported Sikh females expressed 

increased concerns of ‘external shame stigma awareness’ and ‘reflected shame on’ compared 

to males. This presents the concept of gender differences within the Sikh community. To 

understand and explore this concept further, and equal number of males and females were 

recruited for interviews to capture further explanations on gender differences.  
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Previous studies have suggested there are several barriers the South Asian community face 

when attempting to seek professional help, such as the concept of shame, izzat, protecting their 

honour and self-respect within the community (Chew-Graham, et al., 2002; Gilbert et al., 2004; 

Gilbert et al., 2007; Brown, et al. 1995; Gilbert and Allan, 1998). Interestingly, the 

questionnaire participants reported barriers that differ from previous research, such as concerns 

regarding childcare and taking time off work. The initial face to face interviews were analysed 

and explored these barriers. In the interview guide, several questions were listed to prompt the 

researcher exploring this research question.  

 

5.2 Results 

5.2.1 Interpretative idiographic analysis  

Before the face to face interviews, it is important to give the reader an insight into the 

participants before the themes emerge during the discussion. Below is an overall summary of 

each participant with their descriptive demographic information, their understanding of mental 

well-being alongside comments on overall responses. Alongside each participant’s pseudonym 

is something characteristic the participant said during the interview that struck the researcher. 

 

Ajit – ‘Mental health is used as a scapegoat… easy sick note’ 

Ajit is a twenty-four-year-old male who identifies himself as a Sehajdhari when referring to 

his Sikh identity. Ajit defines mental well-being as something biological, stating:  

“Mental health is when your brain is not functioning as it should… due to chemical 

imbalances but nowadays… mental health is used as a scapegoat… easy sick note” 

(Ajit, lines 2-3)  
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Ajit initially identified himself as an individual who had never suffered from a mental health 

condition and had no relation to it. However, this was not consistent throughout his interview, 

where he shared experiences of suffering with depression and anxiety. He eventually admitted 

to concealing his difficulties with mental health due to fears of external shame, particularly 

mentioning dread of the community’s perceptions of him.  

He also made references to his family and social upbringing throughout the interview. Ajit 

mentioned his parents were both Amritdhari and gave him the choice of practising the Sikh 

faith. Ajit believed he drew closer to his faith when he began university and experienced a 

difficult period away from home. During this trying time, he found himself practising Sikh 

teachings and attending the Gurdwara more frequently. Ajit mentioned his beliefs and views 

about mental well-being differ from his parents and grandparents. His friends played an 

important role in helping him with his well-being compared to his family.   

Ajit was well engaged throughout the interview. However, it was only towards the middle of 

the interview that he became more honest and open about his views and beliefs towards mental 

health. He felt very strongly about his beliefs and did not require any reassurance from the 

interviewer. Ajit was very insightful regarding Sikh history and referred to the Sikh faith as 

‘offering coping strategies’. This will be discussed further within this chapter.   

 

Harpreet – ‘My faith resolved my anxiety’ 

Harpreet is a twenty-two-year-old male who identifies as a Sehajdhari Sikh. He has been 

diagnosed with depression, anxiety and chronic stress. Harpreet’s definition of mental well-

being entails the term ‘cognitive deficit’. Harpreet defines mental well-being as the following:  
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“Mental well-being to me is a cognitive problem… which affects our learning, memory, 

perception… this is the initial start to mental health” (Harpreet, lines 2-3) 

Throughout the interview, Harpreet made references to his family and social upbringing. He 

claimed to have a close relationship with his family; however, he did not want them to learn 

about his negative mental health as he was unsure how they would react. His father was more 

supportive initially compared to his mother, who believed his condition was not a real 

condition. Harpreet’s parents are both Sehajdhari. He began to learn about the Sikh faith once 

he started university. Harpreet described living with a mental health condition and having a 

label attached to himself, and now believes his condition has become a part of his identity. He 

had concerns that his mental health condition would affect his finding a partner and getting 

married. Harpreet referred to the Panjabi culture as having ‘silly superstitions and silly 

traditions’ in relation to mental well-being.   

Harpreet had strong firm views about mental well-being and the Sikh faith, and was not afraid 

to question the Panjabi culture and traditions. He was governed by his own views and made 

clear references to his family’s and friends’ views, which were different to his. Harpreet’s 

knowledge Sikh history was very strong, often referring to the Guru Granth Sahib for direct 

quotes.  

 

Manpreet – ‘Sikh history has resulted in high expectations’  

Manpreet is a twenty-eight-year-old female who identifies herself as a Sehajdhari when 

referring to her Sikh identity. She has been diagnosed with depression. Manpreet’s definition 

of mental well-being is below: 
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“Mental well-being is just as important as physical health… A state of well-being… A 

mind’s ability to cope with the pressures of modern-day society. The Panjabi society I 

feel adds more pressure… The pressures put on us  to become financially successful is 

beyond a joke in all honesty. In my family, being financially set is more important than 

mental well-being” (Manpreet, lines 2-5) 

 

Manpreet explained her definition, beliefs and perceptions towards mental well-being are 

different from her family’s. She had found that having faith in one’s religion is something 

therapy could not provide. She had a strong belief that pride within the Sikh community is an 

ongoing issue, which prevents individuals from speaking up and gaining help for mental health 

difficulties. The concept of stigma attached to negative mental well-being within the Sikh 

community is severe. Manpreet displayed good knowledge about Sikh history, and she 

suggested that Sikh history has set high expectations for Sikhs to follow. One key concept she 

constantly referred to was Chardi-Kala, the need for the Sikh community to constantly stay in 

high spirits regardless of any factors in life which affect them. This is something she has used 

as a coping strategy and will be discussed further in this chapter. 

Overall, Manpreet engaged well throughout the interview. However, at times she needed 

reassurance when voicing her views, by constantly seeking approval from the researcher by 

asking ‘don’t you agree’. This was particularly the case when referring to Sikh history or the 

Sikh faith. There was a clear sense of internal locus of evaluation, where her family’s views 

did not affect her.   

 

Daljit – ‘Izzat is very important to my family’ 

Daljit is a twenty-eight-year-old male who identifies himself as an Amritdhari when referring 

to his Sikh identity. He has been diagnosed with severe depression. Daljit’s definition of mental 

well-being is the following:  
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“Mental health does not exist… It’s all in our head… Once we overcome our thoughts 

and thinking our problems all go away… For example, my severe depression condition 

was all in my head, it’s not tangible. I fixed it myself by sorting out my head” (Daljit, 

lines 2-5) 

 

His quote suggests that Daljit holds the belief that it is his knowledge and experiences that 

shape his attitudes towards mental well-being. He was confident that his diagnosis was caused 

by his personal experiences during a difficult time in his life and believed if he had handled his 

thoughts better at that time, he would not have been diagnosed. Throughout the interview, 

Daljit constantly referred to mental health as an illusion in his head that does not exist. Daljit 

went into detail explaining his social upbringing and family. He explained that izzat was more 

important to his family than he was. Daljit’s family were highly concerned about their 

reputation and the perceptions the community had of them. Therefore, he was under strict 

instructions to hide his condition from everyone in his extended family. His family introduced 

religious coping strategies to him, such as meditation on the Divine, which he believed was 

highly effective in his recovery when diagnosed with severe depression.  

Daljit was confident in the beliefs and views he held and engaged well throughout the 

interview. There was a clear sense of internal locus of evaluation, where his family’s views did 

not affect him much. For Daljit, his faith was a significant factor in his recovery and he referred 

to the fact that his Sikh identity of being Amritdhari helped him recover from his mental illness. 

This will be discussed further later in this chapter. 

 



 221 

Simran – ‘No one wanted to marry my sister, she had been diagnosed as bipolar’  

Simran is a forty-two-year-old female who identifies herself as an Amritdhari when referring 

to her Sikh identity. She has no diagnosis of mental health condition. Simran defined mental 

well-being as follows:  

 

“Mental well-being is caused by overthinking… controlling your thoughts is very 

important so you can resolve your problems” (Simran, lines 2-3)  

 

Simran shared her experiences of living with her sister, who has bipolar disorder. She openly 

spoke to the researcher about the shame it brought upon the family, and how their relatives 

stopped associating with them because her sister was diagnosed with bipolar disorder. Simran 

talked about how no one wanted to marry her sister because of her condition and how 

negatively this affected her sister and the family. The Sikh faith was the only support Simran 

and her family had during this difficult time. She recognised how this brought her family closer 

to the Sikh faith. Simran also spoke about her sister’s experience in seeking professional help, 

referring to therapy as a money-making scheme. This will be discussed further in this chapter. 

Simran was confident in the beliefs and views she held and engaged well throughout the 

interview.  She became emotional when discussing her sister’s mental health condition, yet she 

was passionate when expressing her views. There was a low sense of internal locus of 

evaluation, where her family’s views did affect her. Simran spoke a great deal about her sister 

throughout the interview. Although the questions were directed at Simran she mainly used the 

opportunity to discuss her sister’s experiences.   
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Parminder – ‘Our ego causes mental health difficulties’  

Parminder is a thirty-year-old female who identifies herself as an Amritdhari when referring to 

her Sikh identity. She initially claimed she had no diagnosis of mental health conditions and 

had no experiences of mental health difficulties; however, during the interview, she shared 

experiences of depression and anxiety. Parminder stated she did not share this information, as 

when she became an initiated Sikh her life started again and she did not think to mention her 

experiences of mental health. Parminder’s definition of mental health is as follows: 

“Mental health is caused by our ego…Your ego will fill your mind with negative 

thoughts that manifest as ‘mental illness’". (Parminder, lines 3-4)  

 

Parminder spoke openly about the importance of faith when experiencing any kind of 

difficulties in life. She spoke about her transitions from Sehajdhari to Amritdhari, how taking 

Amrit had changed her life for the better. Parminder shared that if she experienced any kind of 

mental health difficulties, she would not seek help due to a fear of people finding out and 

treating her differently. Instead, she would use the Sikh faith as a coping strategy, such as 

meditation to control her mind. Parminder explained how Guru Granth Sahib has the answers 

to everything in life. If she was to suffer from a mental health condition she would seek answers 

from Gurbani. She had strong views about her local community and society not being helpful 

in situations that relate to mental well-being.  

Parminder was able to engage well throughout the interview. She came across very confident 

in her beliefs and views. There was a clear sense of internal locus of evaluation, where her 

family’s views did not affect her.  
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5.3 Discussion  

5.3.1 Themes extracted from the interviews 

The data gathered from the face to face interviews generated two master themes, ‘Sikh Faith’ 

and ‘Shame/Izzat’ and several subthemes that extrapolated upon these two topics. The two 

master themes and their subthemes will be considered individually.  

In relation to the main superordinate theme ‘Sikh Faith’, four subordinate themes emerged: 

Sikh History, Coping Strategies, Sikh Identity and Chardi-Kala, when participants explained 

their understanding of their perceptions of mental well-being and how they coped with negative 

mental health under the guidance of Sikh teachings.   

From the second superordinate theme ‘Shame/Izzat’, another four subordinate themes arose 

from the participants: Generational Views, Family, Ego/Pride and Barriers in Seeking 

Professional Help. The themes emerged from exploring participants’ attitudes towards mental 

well-being and investigating any barriers to seeking professional help.  

 

5.3.2 Sikh faith 

Respondents referred to their Sikh faith a number of times when discussing mental health, even 

when the question did not invite them to reflect on their experience in relationship to their faith. 

Participants referred to the Sikh faith as a tool in life that guided them to make decisions and 

justify their actions in relation to mental well-being. Participants expressed the notion that the 

Sikh faith provides values and principles that structure their way of living. This was interesting 

as all Sikhs referred to their faith regardless of their Sikh identity, and this adds weight to this 

argument, highlighting the need to provide literature for clinicians working with Sikh mental 

well-being patients.  
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The subtheme lessons from Sikh gurus and history looks at how participants’ views of Sikh 

history shape their interpretations of mental well-being. For the participants, the term mental 

well-being was manifested through Sikh history, namely the living experiences of the Gurus. 

To these individuals, Sikh history provided guidance on values in life and could be used as 

coping strategies for those suffering from negative mental health and as well as other 

difficulties that emerge in life.  Some participants expressed: 

“Look at our history… Mental health did not exist in our Guru’s time… Guru Gobind 

Singh [10th Guru] lost four sons, was he depressed? … Or… Or mentally ill? They 

[Guru Gobind Singh] dealt with it using their faith… Problem is … We do not know 

how to use our faith” (Ajit, lines 45-49) 

 

“Growing up, I was drilled with our Sikh history… Sikh women back then... had to wear 

body parts of their own children around their necks as garlands… Every Sikh 

regardless of practicing or not knows this… I am not practicing but I know my history… 

We are brought up to have courage and fight… Sikh history shapes the way we think… 

even act and even how… we even think... When I am down I think of the Sikh women...  

How much courage they had… and I compare their situation to my own” (Harpreet, 

line 110-122) 

 

Both Ajit and Harpreet shared views regarding how their Sikh faith equips them when dealing 

with negative mental well-being. Ajit pointed out that as a Sikh community, we are unaware 

of how to use our faith to cope with negative mental well-being, and Harpreet explicitly stated 

how Sikh history has uplifted him to have the courage and fight when he experiences a low 

mood. Harpreet also made a compelling statement regarding how Sikh history shaped the way 

the Sikh community reasons and acts. He repetitively stated it shapes how ‘we think’, 

emphasising the thought process of the Sikh community. Overall both Ajit and Harpreet 

highlighted the significant importance of the Sikh faith in relation to well-being.  
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When contemplating upon their history and heritage, both Ajit and Harpreet seemed to feel 

inspired and demonstrated great pride in being Sikh. To them, their ancestors are their role 

models, and it is this reflection on their history that enabled them to deal with negative mental 

well-being experiences. These findings are consistent with Singh, (1987), who also found Sikh 

participants referred to their ancestors as role models when they encountered any hardships in 

their day to day lives. This was supported by Sikhs identifying themselves as children of Guru 

Gobind Singh who held an int-warrior status. Participants believe being descendants of such 

strong individuals results in carrying the strength of the 10th Guru, which helps them when 

dealing with negative mental well-being. These findings were also similar to Ruprai, (2016)’s 

research, where she found the foundation of the Sikh community was to be strong and confront 

problems and was built on survival. Both Harpreet and Ajit identified themselves as 

Sehajdhari, suggesting an individual does not need to be Amritdhari to be aware of their Sikh 

history.  

Conversely, Mandeep described Sikh history as a contributing factor that has resulted in the 

Sikh community having high expectations of themselves and others when dealing with 

hardships in life. Mandeep stated: 

“It’s our [Sikh] history… How can we in today’s day and age live up to that? It’s 

crazy… I certainly can’t and I don’t think many of my friends and family can... I respect 

our [Sikh] history but it now sets an extremely high expectation for the rest of us, it 

stops people like me… from… from speaking out about issues like mental health… I 

rather not if I’m going to get compared to our history” (Mandeep, lines 77-105) 

 

Mandeep believed such inspirational Sikh history prevents individuals from speaking up about 

mental health, as the history potentially holds expectations for the Sikh community to follow. 

It is important to note that this can be subjective and personal to each individual. However, one 

possible explanation for this could be due to her social upbringing. For example, she mentioned 
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she would rather not speak up about her difficulties for fear of comparisons being made to 

notable figures in Sikh history. This suggested that this had already happened to her before, 

which she later confirmed, explaining that her parents and grandparents used these phrases to 

uplift her when she was down, making things worse.  It cannot be understated how every 

individual is different and some techniques work for some but not everyone. This is a unique 

finding where previous literature has not highlighted similar findings, suggesting the way an 

individual perceives an event will determine their actions. Whereas individuals like Ajit and 

Harpreet perceived reflecting on Sikh history as something positive which resulted in the 

history being used as a coping strategy, Mandeep perceived Sikh history as negative, due to 

the high expectations to live up to, thus hindering her from speaking up about her mental well-

being.  

Furthermore, Mandeep expressed that Gurbani dictates how Sikhs should live their life in order 

to achieve happiness. This statement is slightly misleading as according to the Sikh teachings, 

Gurbani does not dictate it but instead gives guidance on spiritual upliftment.  Mandeep went 

on to explain:  

 

“I remember since my childhood my grandparents and parents always told me and my 

sisters to always ’naam jap’ and your worries will go away… that was the cure to every 

problem we had” (Mandeep, lines 152-155) 

 

Mandeep’s explanation reminded the researcher of a Gurbani line:  
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ਭਵ ਿੰਡਨ ਦਿੁ ਭੰਜਨ ਸਵਾਮੀ ਭਿਹਤ ਵਛਲ ਹਨਰੰਕਾਰ ੇ॥ 

Bẖav kẖandan ḏukẖ bẖanjan vāmī bẖagaṯ vacẖẖal nirankāre. 

O Destroyer of fear, Remover of suffering, Lord and Master, Lover of Your 

devotees, Formless Lord. 

 

ਕੋਹਟ ਪਰਾਧ ਹਮਟੇ ਹਿਨ ਭੀਤਹਰ ਜਾਾਂ ਿੁਰਮੁਹਿ ਨਾਮੁ ਸਮਾਰ ੇ॥੧॥ 

Kot parāḏẖ mite kẖin bẖīṯar jāŉ gurmukẖ nām māre. ||1|| 

Millions of sins are eradicated in an instant when, as Gurmukh, one contemplates 

the Naam, 

the Name of the Lord. ||1|| 

(Guru Granth Sahib, Ang/Page 670) 

 

This is written by the fifth Guru, Guru Arjan Dev, who describes Waheguru as the destroyer 

and remover of suffering, and continues to state sins are exterminated when an individual 

meditates. Interestingly, meditation can be used as a coping strategy, which will be explored 

further below.  

Coping strategies were a dominant theme that recurred in the interviews. Meditation was the 

single most influential factor when it came to coping strategies, which will be explored later. 

Within Gurbani, reference is made to meditation as a cure, an attempt to reassure and instruct 

those reading that this assists to improve mental well-being. Additionally, attending the 

Gurdwara was also a significant common coping strategy for individuals suffering from 

negative mental well-being. Participants mentioned the practice of attending the Gurdwara 

gave them a sense of belonging that assisted in clearing negative thoughts.   

 



 228 

Similar to Mandeep’s earlier observations, Parminder also expressed that the Sikh faith 

demonstrates how individuals should live their lives when difficulties arise. Sikhs are 

continually reminded to remember Waheguru. Parminder states: 

“We as Sikhs are told in Gurbani when ‘Dukh’ occurs in our life only meditation can 

help us… Our Sikh history tells us we need to read and listen to Gurbani. We need to 

practise being a Sikh in order to get away from ‘Dukh’… This applies to mental 

health… Mental health difficulties are caused by our ego, however, in Gurbani it tells 

us if we meditate our pains go away… We as Sikhs need to live according to the Sikh 

teachings, when we don’t that’s when problems occur” (Parminder, lines 66-92) 

 

Interestingly, Parminder made a firm bold statement that mental health is caused by our own 

ego, supporting the researcher’s model in Chapter 1 which describes the ego as an internal 

influence of the Mun. The diagram in Chapter 1 displays potential routes to achieving positive 

mental well-being. Parminder stressed the importance of following Sikh teachings on 

meditating on Waheguru’s name, mentioning that if Sikhs meditate, their pain goes away. 

Interestingly, these findings are similar to other studies (Bhui, et al., 2008; Krause, 1989; 

Ruprai, 2016). However, Parminder believes that solely meditating can improve mental well-

being. This suggests she will not explore other coping strategies or access professional help for 

her mental health difficulties. Parminder highlighted that controlling the mind is fundamental, 

destroying negative and irrational thoughts by meditating. These findings will be beneficial to 

assist policy in the UK, individuals like Parminder use faith as coping strategies when suffering 

with difficulties. There is a need for clinicians in the UK to be aware of faith-based practices 

the Sikh community use such as meditating Waheguru’s name to cope with mental health 

difficulties. Interventions can be tailored to incorporate faith-based practices to ensure Sikhs 

benefit from evidence-based research from the current study and previous literature (Bhui, et 

al., 2008; Krause, 1989; Ruprai, 2016).  
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Interestingly, this perspective on meditation was similar to Daljit’s, where she makes reference 

to control and eliminating negative and irrational thoughts: 

 

“Naam Simran really helps me… When I feel low I try to do Naam Simran, it helps… It 

helps! [bangs the table with fist] It helps me to have a clear and rational mind, which 

really helps when you have to deal with difficult situations. For me… The reason I do 

Naam Simran is so I can control my mind… It’s easier said than done... For me, I just 

need to get rid of the negative and irrational thoughts by doing Simran and it does 

work” (Daljit, lines 55- 61)  

 

Similarly, Ajit shares: 

 

“Our faith is a key coping strategy! Gurbani has all the answers… Naam Japo is key!  

Meditation!! It’s as simple as that, that’s the only thing which will help you… My friend 

told me therapist who use CBT therapy encourage meditation! That’s exactly what our 

Guru has told us… Naam Japo and all your pains will disappear” (Ajit, Line 89-91)  

 

The statements by Parminder, Daljit and Ajit thus far support the importance of Sikh teachings 

being used as a cognitive scheme to reflect on experiences with mental health difficulties. This 

is in line with previous research that also found religion had a positive influence on mental 

health, as religious beliefs allow an individual to reflect on life events and offer possible coping 

strategies (Seeman, et al., 2003; James, et al., 2003).  

Guru Ram Das signifies the importance of meditation, stating it has a therapeutic effect. Guru 

Ram Das express: 
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ਿਹਰ ਹਧਆਵਹਿ ਿਹਰ ਹਧਆਵਹਿ ਤੁਧੁ ਜੀ ਸੇ ਜਨ ਜੁਿ ਮਹਿ ਸੁਿਵਾਸੀ ॥ 

Har ḏẖi▫āvahi har ḏẖi▫āvahi ṯuḏẖ jī se jan jug mėh sukẖvāsī. 

Those who meditate on You, Lord, those who meditate on You –those humble 

beings dwell in peace in this world. 

(Guru Granth Sahib, Ang/Page 11) 

 

The current study findings have been found consistent with psychotherapists who have reported 

improvements in anxiety, depression and the development of insight as a result of meditation 

(Kabat-Zinn et al., 1992; Kutz et al., 1985). These studies, alongside the research findings in 

this study, indicate meditation has a significant positive effect on the recovery from mental 

health difficulties as well as preventing their onset. Sikhs believe that the mind, body and soul 

(aatma/jiva) are three separate, distinct entities that allow an individual to achieve its highest 

spiritual being. Mental health includes our emotional, psychological, and social well-being. It 

affects how we think, feel, and act. It also helps determine how we handle stress, relate to 

others, and make choices. These functions are closely linked to the mind. Participants have 

reported that the religious elements of the Sikh teachings assist with reaching inner peace by 

meditating. Kabat-Zinn, et al., (1992) explain how connecting with your inner self by 

meditating is similar to the idea of mindfulness. The participants expressed that having a 

rational mind helps them to control their thoughts which results in maintaining a sense of inner 

peace. This could potentially explain why meditation is extremely helpful and often used as a 

coping strategy.  

The Gurdwara can be loosely translated as the door to the Guru, for many of the Sikh 

participants, it is a place of worship which connects an individual with Waheguru. The 

Gurdwara is where individuals can listen to Paat, Kirtan, do Sewa and eat Langar together. 

Participants conveyed how the Gurdwara enhanced their mental well-being and can be used as 

a coping strategy. They expressed: 
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“I love going to the Gurdwara, it really helps when things are not going well for me… 

I use the Gurdwara as an experience, to disconnect from the outside world and find 

peace within myself… this really helps my mood” (Ajit, lines 177-180) 

 

“I use the Gurdwara as a coping strategy for my depression… However, my therapist 

doesn’t understand what the Gurdwara means to me… I feel like I can escape from my 

worries and be set free at the Gurdwara… this is really hard to explain… but… but… 

by doing Sewa I feel reconnected with myself… The sangat has become like family, if 

they don’t see me for a while they start asking about me” (Daljit, lines 99-107)  

 

Both Ajit and Daljit explained they use the Gurdwara as a coping strategy that helps to enhance 

their mood. They both referred to the Gurdwara as a place where they can disconnect and 

escape from their lives. Daljit mentioned his therapist does not understand what the Gurdwara 

means to him. This suggests there is a critical need for clinicians to understand the importance 

of places of worship for their service users, in order to enhance the service they provide. Daljit 

also said when he does Sewa, he reconnects with himself. The reflective time spent performing 

true selfless service, where there is no expectation of reward or acknowledgement, explains 

why Daljit feels a positive mental experience when doing Sewa. These findings are unique to 

the Sikh community with the specific mention of the Gurdwara providing a safe space for Ajit 

and Daljit to disconnect and escape from worldly stresses. The current findings can assist with 

providing Sikhs a tailored intervention to help with mental health difficulties. One possible 

reason which could explain why majority of Sikhs do not come forward to seek professional 

help as their first point of call could be due to no tailored interventions available which in 

cooperate faith-based practices. The current study highlights the immediate need for this.   
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Daljit mentioned the Sangat had become like a family, experiencing a sense of belonging and 

togetherness which could potentially explain why it enhances mental well-being. These results 

corroborate the findings of a great deal of the previous research (lsman et al., 2005; Haslam et 

al., 2005). They also found that individuals who participated in a congregation, such as 

attending a place of worship, celebrating religious events or going on a pilgrimage, developed 

a sense of belonging which improved their mental well-being. However, the current study is 

unique in terms of providing literature from the Sikh community about the Sikh place of 

worship, the Gurdwara.  

However, Harpreet did not feel the me regarding the Gurdwara. He has been diagnosed with a 

severe mental health condition and did not feel comfortable there. Harpreet explained: 

 

“ I can’t stand going to the Gurdwara, it’s gossip central! [raises voice] … Our 

community use the Gurdwara to gossip and spread other people’s business. I don’t 

want to be the talk of the town! I know they talk about me… I already know this… That’s 

why I don’t go to the Gurdwara anymore… My grandparents and parents who go daily 

and weekly have all the gossip, it’s shocking! They find out all gossip from the 

Gurdwara! I do not want anyone to know about my diagnosis, especially it going 

around the Gurdwara… People will look down on me and I already feel ashamed of 

myself… That’s why I have stopped going” (Harpreet, lines 177-185)  

  

Interestingly, Harpreet came across as tense and angry when describing the above, and often 

raised his voice when expressing his feelings. When Harpreet was asked if anyone other than 

his grandparents and parents shared gossip from the Gurdwara with him, his answer was no. A 

great sense of paranoia was recognised and developed by this individual when he stated ‘I know 

they talk about me… I already know this…’. Stigma was also recognised as Harpreet mentioned 

he did not want anyone to know about his diagnosis. Harpreet went on to explain: 
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“The Sikh community talk like Chinese whispers…” (Harpreet, line 189)  

 

Harpreet referred to the Sikh community as a whole and categorised them as gossipers from 

his singular experiences at this one Gurdwara. Correspondingly, Parminder had similar views. 

She stated:  

 

“Our society is not helpful at all, the Sikh community talk too much! [Raises voice] We 

are quick and easy to judge others before we offer a helping hand” (Parminder, lines 

99-101)  

 

Surprisingly both Harpreet and Parminder referred to the Sikh community as ‘gossipers’ and a 

community who talk too much. However, this is not a Sikh characteristic; the researcher holds 

the firm belief this is more of a cultural characteristic rather than a religious characteristic. 

These findings suggest research is needed to distinguish the difference between cultural and 

religious characteristics.  

Harpreet highlighted elements of stigma attached to his mental health condition where he did 

not want anyone to know about his diagnosis because others would look down on him while 

he felt ashamed of himself. All three males who participated in the initial face to face  

interviews were affected by what I identified as either internal or external shame. However, the 

findings of the current study do not support the previous research. In contrast, other researchers 

have found women tend to be more affected by the concept of shame compared to men in Asian 

families (Chew-Graham et al., 2002; Gilbert et al., 2004). During my research, only one female 

shared that she was affected by shame. One possible reason as to why men shared they were 

affected by shame was the lack of research including male participants, as the majority of the 

research conducted on shame only included females (Chew-Graham et al., 2002; Gilbert et al., 
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2004; Furnham, et al., 1993; Fox & Owen, 2010).  The results of this study highlight the need 

to include both genders when researching mental well-being. Another possible explanation for 

the current study findings could be that males find it difficult to express the need for seeking 

help and demonstrate the need for self-reliance when dealing with negative mental health 

(Sheikh and Furnham, 2000).  

The subtheme karma is comprised of one Sikh participant's views; however, this theme was 

highlighted in the questionnaires by the majority and is therefore explored further. This 

participant referred to karma as an important Sikh belief which has a significant influence on 

her life. Simran referred to mental health as a systemic issue that could manifest in any 

individual’s life due to karma. She explained:  

“Whatever is planned is going to happen… regardless of what we do in our current 

life… Let’s say mental health is written for me, it will happen for me regardless of my 

age, gender, caste and… and…  anything else you can think of.” (Simran, lines 77-82) 

Karma is an important belief in the Sikh faith. It refers to an individual’s actions in their current 

and previous lives. Kalra, et al., (2012) describe the significance of karma to Sikhs, its 

occurrence from the consequences of previous and current actions, which then determines 

whether an individual’s soul can be set free from the cycle of rebirth. If an individual is free 

from rebirth, this is known as mukti, which is a key goal for Sikhs. The dharma people do 

dharmic actions but they lose all their good deeds through asking for mukti, reinforcing the 

idea that all service to the divine and the divine’s creation should be performed with utmost 

humility, with no recognition or reward. So, while mukti is a goal for Sikhs, it will be rewarded 

through true selfless service. 

In the Guru Granth Sahib there is a reference to karma which relates to Dukh. For example: 

bad karmic deeds make an individual sit and weep (GGS, P.15), good karmic deeds make an 

individual never get affected by pain, disease and fear (GSS, P.184). Good deeds done in the 
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past can perform actions that determine an individual’s future (GSS, P.75). This could explain 

Simran’s linking of karma and mental well-being. Simran suggests an individual has no part to 

play in experiencing negative mental health as it is due to their past karmic deeds.  

Similarly, Knifton (2012) found participants described the cause of negative mental health as 

a result of karma, and suggested that God punishes individuals for their sins that have been 

committed in their current or past life. Within the Guru Granth Sahib, Guru Nanak Dev states 

the following: 

ਕਰਮੀ ਆਵੈ ਕਪੜਾ ਨਦਰੀ ਮੋਿੁ ਦਆੁਰ ੁ॥ 

By the karma of past actions, the robe of this physical body is obtained. By His 

Grace, the Gate of Liberation is found. 

(Guru Granth Sahib, Ang/Page P.2) 

 

Guru Nanak makes a distinct statement regarding Karma which shapes the present. The Sikh 

teachings describe the result of Karma and this could potentially influence Sikh participants.  

Simran explained how certain factors in life can delay an individual from reaching Mukti.  

 

“There are five vices which my parents have always spoken about… What are they 

called again… erm erm… Kaam, Krodh, Lobh, Moh and Anhankar… These will stop 

anyone trying to reach Mukti... Within this life, we need to control the five vices… If we 

don’t we will have issues like mental health” (Simran, line 88-94). 

 

Simran makes an association with the five vices and mental health. The researcher claims in 

her model (Chapter 2) the Mun attributes vices and virtues. If the Mun is attributing vices this 

will result in negative mental well-being. This correlates with Simran’s statement that if the 

fives are not controlled, it could lead to experiencing mental health difficulties. Therefore, it is 
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vital to consider the virtues and vices alongside internal and external factors that affect the 

Mun.  

The subtheme Sikh identity is comprised of participant’s views of how Sikh identity shapes 

their understanding of mental well-being. Participants were asked to express their identity, such 

as being Amritdhari, Sehajdhari, Kesdhari or non-practising, and how this influenced their 

views.  

Simran expressed strong views regarding her Sikh identity, categorising herself as a practising 

Amritdhari Sikh. She used the word ‘Amritdhari’ three times in the quote outlined below, 

emphasising its importance to her identity. Simran mentioned ‘I have to follow the code of 

conduct’ which was dictated by the Panj Payre. Positive psychological actions were also listed 

by Simran, which have been influenced by her identity.  

 

“Like I mentioned previously I am a practicing Amritdhari Sikh, which changes a lot of 

things for me… For example, how I think, act and… erm… perceive others… I am part 

of the Khalsa … I have to follow the code of conduct which was given to me by my Panj 

Payre… Being Amritdhari I know... for example…  The closer you are to Akal Purakh 

the less factors contribute towards your mental health… such as… Being Amritdhari 

we are told to think positively… And to make the best of each situation… And constantly 

remain in high spirits… Not like… overthink things… Nothing can touch you if we obey 

the rules… (Simran, line 134-152) 

 

Simran claimed her Sikh identity and faith influenced a positive outlook on her life which 

shapes her to make the best of each situation and remain in high spirits (the term ‘high spirits’ 

is a translation of Chardi-Kala). There has previously been no literature that explores Sikh 

identity (Amritdhari, Sehajdhari and Kesdhari) in relation to mental well-being. However, this 

current study supports existing literature that found a significant relationship between religion 

and mental well-being, reporting that religious and spiritual beliefs not only improve mental 
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well-being, but also physical well-being (Larimore, Parker and Crowther, 2002). Furthermore, 

the current study findings contradict Menagi, Harrell, and June (2008), who observed that 

social support did not necessarily mediate a positive association between religiosity and mental 

well-being. 

Parminder believed that her Sikh identity has helped her cope better when dealing with stressful 

situations. She is now also a practising Amritdhari Sikh who reflected on her teenage years, 

explaining that whenever she encountered a stressful situation, she would opt for drinking 

alcohol, which made situations easier to handle. Parminder shared: 

 

“I lost my mother when I was around 15 years old… The death came on very suddenly… 

The way I handled the situation was to resort to alcohol, which numbed my feelings… 

This at the time was great [shaking head]… This was how I handled all my stressful 

situations… But... But…  It all changed for me when I joined the Khalsa and took 

Amrit… This was my game changer… I have not looked back since and it has been the 

best decision I have ever made” (Parminder, lines 244-251) 

 

The Sikh faith prohibits individuals from drinking alcohol, and when an individual joins the 

Khalsa Panth they are told to obey the code of conduct which is given to the individual by the 

Panj Pyare. Once Parminder became an Amirtdhari Sikh, she developed self-discipline and 

self-control, which allowed her to stop using alcohol as a coping strategy.  

Parminder initially claimed she had no experience of negative mental health. However, during 

the interview, she spoke about her depression and anxiety during a difficult time when she was 

grieving.  
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Interviewer – Okay… that’s a very interesting point… Are you referring to yourself 

suffering from depression and anxiety or someone else?  

Parminder – “Erm myself… Myself… Myself… The reason why I had not mentioned 

this in the form you sent prior to this interview was because after taking Amrit I am a 

new person… You are practically re-born… your life starts from then…” Parminder, 

lines 239-243) 

 

Parminder emphasised the word ‘myself’ very firmly, repeating it three times, indicating a 

sense of reassurance to herself. She believed life began again for her after taking Amrit, treating 

this as justification for not stating she had experienced any mental health difficulties. 

Parminder’s Sikh identity of being Amritdhari was so significant to her that she did not refer 

to her past as herself, believing her new identity started from when she took Amrit. 

Similar to Parminder, Ajit described his identity as being something significant to him. Ajit 

explained the following regarding his identity: 

 

“For me… being a Sikh is something significant. I belong to a family called the 

Khalsa… this is something big… I have responsibility to others… We are like one… 

One big family I know I can count on the Khalsa Panth if I ever had any difficulties. 

When my sister got diagnosed with depression we all helped her… we prayed together 

for her… We did not let her feel like she was alone… The Granthi at our local 

Gurdwara would do an ardas for her. I feel like knowing that I have the khalsa panth 

uplifts my mental well-being” (Ajit, lines 291-307).  

 

A possible explanation for this might be that Ajit finds comfort in his Sikh identity, which 

reflects positively on his mental well-being. This is consistent with previous studies which also 

found religion has a positive influence on mental health. Previous research reported individuals 

who feel they have a sense of belonging, allowing them to feel a part of a team, which enhances 

their mental well-being (lsman, et al., 2005; Haslam, et al., 2005).  
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From this account we can see that for these participants, their Sikh identity has a strong 

influence on an individual’s mental well-being and offers various coping strategies within the 

code of conduct. It is worth noting that this finding cannot be generalised across the Amritdhari 

Sikh population, but what this study does highlight is that it is important for clinicians to 

understand how this can affect a person’s beliefs, as this can then be factored into any 

therapeutic relationship when dealing with mental ill-health, or in prevention campaigns.  

The subtheme Chardi-Kala is comprised of participants’ interpretations of the term Chardi-

Kala and how it is used in reference to mental well-being.  

Participants expressed the view that Chardi-Kala assists in dealing with situations that occur 

in life, which in turn would influence their mental well-being. It was important for participants 

to live up to the term Chardi-Kala, as it made it easier for them to deal with stressful situations. 

For example, Parminder explained that since taking Amrit, she has lived her life according to 

the Guru’s teachings.  

“We as Sikhs have been told to accept whatever goes on in our lives with gratitude and 

remain always in Chardi-kala… Like when my mum passed away I didn’t understand 

it… I was questioning God a lot… It all changed when I took Amrit … I had a different 

mindset all of a sudden… it was crazy, instead of questioning God I started following 

the Guru’s teachings and remaining in Chardi-kala it made it easier to tackle hardships 

in life… And accept Maharajs Hukam in terms… in terms of Mum passing away… It’s 

all about having a positive mindset, this reflected highly on my mood” (Parminder, line 

281-287)” 

 

Parminder explained her sudden change of mindset to a state of mind towards Chardi-Kala 

began when she took Amrit, highlighting the importance of the Sikh faith as a fundamental 

pillar of support. This finding is consistent with Ruprai, (2016), who also found Sikh 

participants used the Sikh faith as a coping strategy when faced with emotional difficulties, 

particularly by being mindful and having a positive state. These coping strategies are also 
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consistent with Beck’s, (2011) cognitive behavioural therapy (CBT) which is widely used in 

the UK. This is a talking therapy that assists in managing problems by changing the way an 

individual thinks and behaves.  

Additionally, Harpreet spoke about how he used Sikh history to deal with stressful situations, 

making him change his mindset. He then went on to explain it is not always easy to do this, 

and he struggles with the concept of Chardi-Kala.   

“Like I mentioned earlier, Sikh history shapes the way I think and act… But it is not 

easy… Erm…. I can say openly that it’s impossible to stay in Chardi-Kala at all times… 

I struggle with the concept of Chardi-Kala… it takes me time to bring myself to realise 

and accept Hukam and to remain in high spirits when dealing with a difficult 

situation… We are meant to be in Chardi-Kala, we are meant to be warriors, we are 

the children of Guru Gobind Singh” (Harpreet, lines 128-135) 

 

Harpreet explained his struggles of constantly remaining in Chardi-Kala when difficult times 

occur. Interestingly, he used the word ‘meant’ twice in the above quotation. To the researcher, 

this comes across as expectations his faith requires him to have, but he fails to meet them from 

time to time. There is a strong pillar of support for Harpreet which seems to be his foundation 

in dealing with stressful situations.  

Again, there is a reference to being children of Guru Gobind Singh, and Harpreet implies the 

need for the courage he should have to be a warrior. The tenth Guru was a great warrior and 

spiritual leader who spent most of his time fighting against injustice (Ruprai, 2016). Manpreet 

shared similar experiences to Harpreet concerning Chardi-Kala. She rationalises that the 

concept of Chardi-Kala is hard to live up to because of the high expectations Sikhs have. She 

goes on to explain:  

 



 241 

“It’s ridiculous... How can we forever remain in Chardi-Kala or even try to? It all 

comes back to we can’t compare ourselves to our Gurus… They were something else… 

Again, like I mentioned before I rather not share or speak about my depression if I’m 

going to get compared to our history or just be told to stay in Chardi-Kala… Chardi-

Kala is not something you can just switch on…  the older generation need to understand 

this [raising voice] this will cause long-term problems as people like me will not speak 

up about my condition or experiences” (Mandeep, lines 109-131)  

 

Mandeep has very strong views about how Sikh history results in having high expectations 

from the current Sikhs. Interestingly, she raises concerns about herself and others not speaking 

up about their negative mental health due to the concept of Chardi-Kala, a term that is widely 

used by older-generation Sikhs, suggesting there are generational differences. She mentions 

the feeling of Chardi-Kala cannot be switched on whenever required, this suggests to Mandeep 

the term Chardi-Kala is not automatic response.  

 

5.3.3 Shame/Izzat  

Throughout the interviews, a common denominator that was consistently mentioned by all the 

participants was shame/Izzat. Participants referred to both internal and external shame in 

relation to mental health difficulties. The Sikh participants highlighted how shame/Izzat 

structured their lives and determined future results in life.  There is limited literature on 

shame/Izzat within a Sikh sample in relation to mental well-being, justifying the need for 

research to aid clinicians working with Sikh patients in clinical settings. Four subthemes 

emerged from this theme which will be explored within this section. 

This subtheme generational views was comprised of four participants who mentioned 

generational views in relation to their interpretation of mental well-being. Four out the six 

participants explained that there are differences in generational beliefs concerning mental well-

being. These differences include the definition of mental well-being, alongside its causes and 
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treatments. The following statement made by Harpreet reflects the view of others who also 

mention traditions and superstitions. 

 

“The older generation in my family do not understand mental health like I do and 

anyone else in my generation… Firstly they think mental health is a curse and have 

stupid silly superstitions and traditions and what not… It’s bizarre [both hands raised 

in the air] … absolutely ridiculous when I got diagnosed with my conditions my mum 

wanted me to go India with her to see some kind of baba to get rid of this curse that 

apparently her sister put on me…  it’s a joke! [raises voice]” (Harpreet, lines 45-55) 

 

Harpreet expressed frustration when explaining his views about generational beliefs; towards 

the end of his explanation he started raising his voice, suggesting the matter still disturbed him. 

There was also a sense of anger towards his parents, particularly aimed at his mother 

throughout the interview. The older generation in Harpreet’s family believed the cause of his 

mental health conditions was due to curses Harpreet’s aunts placed upon him and they hoped 

to get treatment through a supernatural holy person in India. This was something Harpreet did 

not believe in, and he refused to go to India to get treatment. Harpreet went on to explain his 

father was more supportive compared to his mother but both parents did not understand his 

illness. Harpreet implied no matter how many times he tried to explain his condition to his 

parents they just did not understand, as they had not heard about this condition previously.   

Similarly, other researchers also found that individuals who belong to Asian cultures tend to 

use supernatural explanations for negative mental health (Fabrega, 1992; Lauber et al., 2007). 

One possible explanation could be that this was all they knew, due to their lack of 

understanding of mental health conditions. Harpreet’s parents were both born in India and did 

not have the me education as Harpreet did here in the UK.  

To conclude Harpreet also stated friends and family who are similar age to him did not have 

the same ideas about mental health compared to his parents. This significantly outlines inter-
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generational attitudes towards mental health particularly in understanding the term and 

explaining causations. This sheds a new light for literature within the Sikh community 

highlighting the differences in attitudes which be explain by lack of education and no current 

definition in Punjabi nor Gurmukhi addressing the term mental health. It is also important to 

discuss these findings in relation to individuals referring to supernatural explanations for 

mental health are found within the South Asian community. However unfortunately within 

these studies claims against inter-generational differences have not been made as age has not 

been explicitly stated therefore it is fair to not assume generational differences exist in literature 

by (Fabrega, 1992; Lauber et al., 2007). Therefore, these findings tend to be more specific to 

the Sikh community living in the UK.  

Harpreet’s views were different from his family’s. In today’s society, there is an increase in 

the awareness of mental well-being compared to older times. For example, there is more 

attentiveness in schools, colleges, universities and workplaces. Mental well-being is now 

openly spoken about in newspapers, online forums, TV shows and radio channels. In the UK 

there is a mental health awareness week annually, where organisations request individuals to 

share and speak out about why fighting for mental health is important. Individuals across the 

UK use social media or speak with friends, family or colleagues to help create movements. 

This is also encouraged in workplace settings as well as educational environments. This aims 

to promote and encourage individuals to speak about mental health in the UK.  

Mandeep and Daljit had similar views to Harpreet, who also shared that their parents and 

grandparents define mental health completely differently from the way they do.  

Mandeep explained:   
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“My grandma just does not get it… she thinks I have some sort of disability or 

something… I have tried to explain my depression to her but unfortunately, she thinks 

it’s best to hide it and not talk about my depression to anyone” (Mandeep, lines 77- 81)  

“My parents don’t really understand my diagnosis of severe depression… They think 

it’s not real… I can’t speak to my parents about my illness, whereas friends and cousins 

on the other hand… It’s easier to talk to them because they understand what I’m going 

through… I have tried to explain it to my parents but they just don’t understand… So 

we do not talk about my depression at all… To be honest they have not brought it up 

since the last time I tried to explain to them, which was a few years back” (Daljit, lines 

131-136) 

 

Mandeep’s grandmother referred to depression as a disability and advised her to hide her 

depression from others by not speaking to anyone about it. Instantly, this portrays stigma being 

attached to the term.  Similarly, Daljit’s parents had not spoken about his condition to him for 

many years which could be explained stigma. A common theme is emerging from both 

Mandeep’s grandmother and Daljit’s parents, namely to avoid talking about their mental health 

difficulties. There seems to be a lack of understanding of mental well-being and this is 

corroborated by the fact that there is no term in Panjabi for mental illnesses. Correspondingly, 

stigma was identified within both families, who wanted to hide these facts and not address 

difficulties related to mental health. These findings were also similar to other ethnic minority 

communities (Tabassum, et al., 2000; Knifton, et al., 2009). Although, these results were 

similar to previous literature conducted on the South Asian community these studies have not 

explored inter-generational differences as participants age was not investigated to make these 

claims. However, this makes it difficult to comprehend if the findings are unique to the Sikh 

community or if they apply to other ethnic minority communities. Without making assumption 

the researcher these findings are specific to the Sikh community as evidence within the South 

Asian do not discuss inter-generational differences. Overall, this suggests stigma in relation to 

mental health is portrayed severely by the older generation compared to younger Sikhs.   
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Harpreet, Manpreet and Daljit all have similar views, stating the older generation have a 

colloquial mentality about mental health and are unable to comprehend what it means to be 

compared to their generation. However, Ajit’s views were different from those of the other 

participants. He conceded that there are generational differences, but according to him, the 

older generation understands and respects what mental health is, yet his own generation does 

not.   

 

“Mental health is used as a scapegoat… Easy sick note… Easy extensions for 

assignments at university… Young adults now know how easy it is to abuse the system… 

I know so many people my age who use stress as a way to get time off work... It’s unfair 

for those who actually suffer from mental illnesses… If you compare this to our parents, 

they did not abuse the system… It was a real issue for them… My mum suffered from 

depression when she migrated to the UK but she did not get a sick note, she didn’t 

abuse the system like we all are now!” (Ajit, lines 77-102) 

 

Ajit categorised individuals the me age as him and was frustrated at the fact they are using 

mental health as a scapegoat. He compared his generation to his mother’s, saying that she 

would not do anything of that sort. Ajit spoke about the negative use of mental health 

difficulties and how it was an easy way out of things. He also mentioned his mother, who 

suffered with depression when she migrated to the UK. This was also reported by Roberts, et 

al., (2015), who found women from a South Asian community suffered from depression due 

to the struggles they faced during migration. These women often had to leave their education 

incomplete, leaving their families and friends, and leave everything they had behind in India. 

These women lacked social support, often resulting in isolation and loneliness (Roberts, et al., 

2015; Balan et al., 2015).  
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Ajit stated “she didn’t abuse the system like we all are now”, with the word ‘we’ implying 

others and himself. During this statement, Ajit's voice displayed a great deal of passion. When 

asked to elaborate on his use of ‘we’, Ajit decided it was best not to discuss this and was not 

proud of what he did. This suggested Ajit had used mental health as a scapegoat and was talking 

from his own experience. To the researcher, this implies there is considerable awareness about 

mental health within Ajit’s generation, for them to use it as a scapegoat from university and 

work. 

Furthermore, to conclude within the current study inter-generational differences were found in 

the data particularly around the understanding mental health. Interestingly, previous literature 

on the Sikh community nor South Asian community does not focus nor explore inter-

generational differences. These findings therefore can not be compared to other communities 

and are specific to the Sikh community. It is vital for clinicians to understand inter-generational 

differences in terms of understanding mental well-being within the Sikh community. For 

example, if clinicians are working with older Sikh’s they need to be aware of the impact of 

stigma, lack of education and culture has on their understanding on their condition. Another 

example could be if a younger Sikh is seeking support from the clinician, they need to be aware 

of what their family support is like and make suggestions that will assist the progress of the 

therapy.  

Another subtheme consists of participants’ views and experiences regarding stigma and shame 

attached to mental well-being within the Sikh community. These views involve internal shame 

(which is to self) and also external shame (how an individual thinks others will perceive them).   

There was one unanticipated finding. Ajit, who initially stated he had not suffered from any 

experiences of negative mental health, shared that he had not disclosed his experiences of 

depression and anxiety in fear reflective shame.  
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“I have not shared my experiences of depression and anxiety with anyone purely 

because I didn’t want shame to be brought to my family… As I mentioned earlier in my 

family my mum and sister suffer from mental health and didn’t want my whole family 

to be associated with shame… I have never really spoken to anyone about this… I hope 

this doesn’t go any further and my identity can be protected…” (Ajit, lines 341-344) 

 

Ajit was very proud to state a Sikh should not suffer from mental health difficulties, but later 

in the interview spoke about his own struggles with mental well-being. He admits the main 

reason why he concealed his experiences with mental distress and anxiety was due to shame. 

He was concerned about what others would think of him and his family. However, Ajit openly 

spoke about his sister’s and mother’s battle with mental health difficulties. This suggests he 

portrays himself to be inferior as a male compared to females.  

 

Daljit and Simran both shared experiences of external shame regarding mental health 

experiences as perceived by others. Daljit states:  

 

“Izzat is very important to my family… Not so much to me… I couldn’t care less about 

what others think about me… But my family live in a bubble where they believe izzat is 

vital and believe… Our family reputation should not be tarnished… They have not told 

anyone externally about my severe depression and I personally think it’s sadly down to 

protecting the family izzat” (Daljit, line 175-180)  

 

Similarly, Simran explains: 
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“Shame can ruin my family’s reputation… No one wanted to marry my sister, she had 

bipolar…It’s a shame such conditions like this put a label on an individual which 

determines their future…  When potential men were recommended for my sister 

everything went well up and till she shared the fact she had been diagnosed with 

bipolar… This brought shame on my family… People talk… And my family feel it a 

lot… They feel like they lost their reputation… My sister is now 38 and still unmarried… 

This affects me but it doesn’t bring shame on me like it does to my parents” (Simran, 

Lines 224-231) 

 

Both Daljit and Simran shared reflections of how mental health within the family tarnishes the 

family reputation and brought shame on their parents but not for themselves.  This again 

highlights the generational differences. Both signify how important shame is to their families. 

Daljit’s family try to protect their family’s reputation by not sharing their son’s mental health 

condition with external family and friends, aiming to not bring shame onto their family. Daljit 

did not feel the me way as his parents. This is similar to Simran’s family, who feel the shame 

of their daughter remaining unmarried because of her bipolar condition. However, Simran 

herself does not feel any shame by this. These findings are comparable to previous literature 

by Grover, et al., (2017), who found women in India reported stigma attached to marriage that 

can be explained by shame. However, previous literature does not explore generational 

differences therefore the current study refers to the claim of generational differences to be 

unique to the Sikh community.  

External shame can be a result of an individual believing they could be rejected and attacked 

by others if their difficulties with mental health became public (Gilbert, 2000). These findings 

suggest external shame has more of an influence on the older generation compared to the 

younger generation in this case.  

Simran changed tenses in her statement above as she shifted from present tense “Shame can 

ruin my family’s reputation” to past tense “this brought shame on my family” suggesting the 

strong effect shame had on her family. Her sister not being married caused shame to her 
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parents. The findings were consistent with other researchers who found family honour was a 

significant concern (Knifton, et al., 2009; Tabassum, et al., 2000; Gilbert, 2000). These 

researchers concluded South Asians have a perception where others are to blame for their 

conditions, they make a lesser social contribution, are unsuitable as partners and unwilling to 

work.  One possible reason could be they do not want to be looked down on by the wider 

community as they hold the pride and reputation highly. Wright, et al. (2000) explain 

individuals experience low self-esteem due to fear of rejection from friends and families.  

Simran explored potential scenarios if she were diagnosed with a mental health condition and 

believed it could result in not getting her dream job. This might have stemmed from Simran 

witnessing her sister’s experiences with a mental health condition. Simran goes on further to 

explain:  

“This will be shameful to myself… it will go against everything I have worked for in 

life” (Simran, line 155) 

 

Simran displayed internal shame as well external shame. Internal shame originates from the 

individual, recognising how they perceive themselves. In accordance with Simran’s view, 

previous studies have demonstrated that negative mental health can lead to a cumulative effect 

on income and status loss (Arthur, et al., 2008; Faulkner, et al., 2001).  

Interestingly Harpreet, who was diagnosed with depression, anxiety and chronic stress 

disorder, raised concerns of internal shame about getting married. He states:  

 

“Having a mental health condition will affect if and when I get married… I do feel 

embarrassed about my diagnoses and feel no one will be able to understand me for 

me… It will be humiliating for me if I can’t get married at a respectable age” (Harpreet, 

lines 187-190) 

 



 250 

Harpreet highlighted internal shame in his mental health conditions by using powerful words 

such as ‘humiliating’ and ‘embarrassed’. Harpreet is 22 years old and has in mind a respectable 

age of 26 to be married by. He expressed the fear that if he is not married by 26 it will be due 

to his mental health conditions. This could be the result of pressure caused by his family 

regarding what is a respectable age to be married by. Another explanation for this could be 

cultural expectations regarding marriage by a certain age that is influencing Harpreet’s 

statement. 

The family  subtheme consists of participants’ views on how family impacts their mental health 

and how they view others who have mental health difficulties. For some participants, family 

support was regarded as of high importance and essential for their recovery. However, others 

shared how their family were not so supportive.  

 

Harpreet and Simran both expressed the anger and rage they felt at the lack of support from 

their families when dealing with their negative mental well-being experiences or towards 

someone else’s experiences. Simran’s sister was diagnosed with a bipolar condition; she felt 

her parents were unable to support her sister as they were too concerned and worried about the 

shame attached to her condition. She explained:  

 

“It’s really sad… That my own parents were more concerned about how they were going 

to hide her condition from the outside world rather than being concerned with my 

sister… and… and how she was feeling… It’s disgraceful… I know it’s not just my 

family, there are many families who are the me… my brother wasn’t really supportive 

towards her either… I don’t blame him, he just didn’t know what to say so he never 

really spoke about it… This really messed up our family… I don’t think my sister got 

the support she needed from our family as a whole” (Simran, lines 251-257) 
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Simran was very tense while giving the above response as she felt her sister did not get the 

correct level of support she needed when she was diagnosed with bipolar disorder. Her parents 

prioritised the shame attached to mental health conditions rather than her. This finding is 

supported by Wright, et al., (2000), who suggest individuals hide their relations towards mental 

health as a fear of rejection by friends and families. Therefore, their focus was on protecting 

their family from rejection rather than focusing on supporting their daughter.  

Interestingly, Harpreet shared similar experiences as Simran, where he also did not receive the 

family support he felt he required when dealing with his mental health conditions. His parents, 

more so his mother, believed the cause of his mental health was due to a curse put on Harpreet 

by his aunt. Harpreet felt his family spent more time investigating the cause of his mental health 

diagnosis rather than showing him any support. He explained: 

 

“It was like an FBI investigation… My mother and other family members were so fixated 

on finding the root of my condition… But… To them it was a curse and they were trying 

to find out who put it on me… Silly I know [shakes his head]… One by one they were 

eliminating potential suspects… No one was concerned with how I was feeling… What 

the doctors... therapist were saying… No one asked about my treatment… Ok… That’s 

a lie… My dad was probably my only support within my family… He wasn’t the best… 

He struggled to deal with it too but from time to time he showed me some support… My 

biggest support network was probably my friends” (Harpreet, lines 302-310)  

 

Harpreet expressed severe disappointment, demonstrated through his voice and body language, 

at his family who were fixated on finding the cause of his mental health condition. He compared 

how his family dealt with his condition to an FBI investigation, which implies from the onset 

they did not understand his mental health difficulties. Harpreet said he attempted several times 

to explain his condition, however this was not registering to them as they were adamant his 

condition was caused by a curse which was put on him by Harpreet’s aunt. He mentions his 

friends were his best support network as they could relate to and understand what he was going 
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through. This demonstrates generational differences, as his friends are of a similar age to him 

and have more awareness and knowledge compared to Harpreet’s older family members. It is 

important to notice his mother’s attention is more on finding out who put this curse on her son 

than supporting him. A question that arises is would his mother's reaction and support be 

different if she thought it was a medical illness.  

Mandeep had a different experience. She relied on family support to lift her mood when she 

was feeling down. She also shared how everyone in her family played an important and vital 

role in her recovery. Mandeep stated: 

 

“My parents are my foundation, they constantly reminded me Waheguru is the giver 

when I felt down… Even though they didn’t understand what I was exactly going 

through… They supported me by showing me love… However… I could only talk to my 

husband and my sister about how I was really feeling… They were both my rock… my 

brother was also a great support. I could always count on him to help me take my mind 

off things… My family were amazing and I’m really grateful for them [emotional 

tears]… My grandma is another person who doesn’t understand what I am going 

through… She’s not very supportive. I don’t blame her she just doesn’t understand it 

and I feel she is too set in her ways to try to understand the illness” (Mandeep, lines 

311-321)  

 

Mandeep became emotional while describing the different roles her family played in 

supporting her negative well-being. She considered herself extremely lucky to have family 

support. Nevertheless, she did mention that her grandmother was not very supportive as she 

failed to understand what mental health was, further suggesting the issue potentially lay with 

the lack of awareness in the older generations.  

The subtheme ego and pride were comprised of participants’ views regarding ego and pride in 

reference to mental well-being within the Sikh community. These views involve participants 
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explaining the cause of mental health difficulties as a result of an individuals’ ego and pride. 

This subtheme explores ego and pride in relation to mental well-being.   

Mandeep strongly believed that her Sikh faith provided her with more support than the therapy 

she was given for her depression. Mandeep made generalisations about the Sikh community 

and claimed that they have pride issues.  

 

“It’s a big issue in our [Sikh] community… We have so much pride… But… That isn’t 

even the problem… It’s when pride turns into ego! Gurbani states our ego is the root 

of all our problems… Even for ill mental health, I believe it’s our pride which leads to 

our ego” (Mandeep, lines 288-291)  

 

Mandeep distinguishes that pride can result in being egotistic and brings to an individual’s 

attention that this is the cause of mental health difficulties. She also refers to Gurbani, stating 

ego is the root of all problems. Interestingly, the mind has been conveyed as being trapped by 

worldly materialistic illusions which include ego, pride and material desires. In Gurbani, it 

states: 

ਜਨਮ ਜਨਮ ਕੀ ਇਸੁ ਮਨ ਕਉ ਮਲੁ ਲਾਿੀ ਕਾਲਾ ਿੋਆ ਹਸਆਿੁ ॥ 

Janam janam kī is man ka▫o mal lāgī kālā ho▫ā si▫āhu. 

The filth of countless incarnations sticks to this mind; it has become pitch black. 

(Guru Granth Sahib, Ang/Page 651) 

 

Impurity of the mind can consist of the following: lust, anger, greed, lying, attachment, ego 

etc. To remove this dirt, Gurbani instructs Sikhs to commit their lives to selfless actions and 

devote their lives to following Sikh teachings. Mandeep in her interview mentioned:  
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“One other coping strategy I use is going to the Gurdwara and doing Sewa… It makes 

me feel at peace when I do this, it helps me gather my thoughts… And… I can honestly 

say it helps me when I feel low” (Mandeep, lines 88-91) 

 

Mandeep uses the method stated in Gurbani to try and remove her own ego, which is by doing 

selfless actions. She does Sewa at the Gurdwara, which allows her to feel at peace and helps 

her mood. Sewa is voluntary service, which should be egoless. Sikhs are constantly reminded 

that the loss of ego is the hallmark of a true Sikh. 

 

Parminder also had similar views as Mandeep, she states: 

“Mental health is caused by our ego… Hundred percent it’s when we start thinking 

about I…I…I…Me…Me…Me… Me… That’s when the problems occur in life, 

especially mental health” (Parminder, lines 123-125) 

 

Parminder also believes mental health is caused by an individual’s ego. She goes on to explain:  

 

“Our society is not helpful… The problem is our community talks too much… it’s not 

healthy and not nice… Everyone’s personal problems and difficulties are shared, 

especially if it reflects badly on them” (Parminder, lines 127-130) 

 

Parminder has similar views as Mandeep in regards to the Sikh community taking too much 

and sharing others’ personal problems. Parminder highlighted that if personal problems reflect 

badly on someone (for example bringing shame on them) this is looked at in disgust and talked 

about within the wider community.  

 

Harpreet also said something similar, stating: 
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“The Sikh community talks… It’s like Chinese whispers…  Everyone has to know when 

it comes to our community… they don’t understand some things are personal and not 

to be spread to their friends, neighbours etc.” (Harpreet, lines 320-323)  

 

Both Harpreet and Parminder categorise the Sikh community as a community that talks too 

much. However, as mentioned earlier, this is not a Sikh characteristic. I believe it is more of a 

cultural characteristic. These findings suggest research is needed to distinguish the difference 

between cultural and religious characteristics.  

The following subtheme is comprised of participants’ views regarding seeking professional 

help for their mental health difficulties. The Sikh participants reflected on the barriers that 

discouraged them from seeking professional help. Within the Sikh community the term ‘mental 

well-being’ was a taboo subject in that many participants felt they were unable to speak about 

it, thus stopping them from reaching out to get professional help.  

Harpreet explained he felt that living with his mental health condition was like having a label 

that has now become his new identity. As mentioned earlier in this chapter, Harpreet’s mother 

believed his mental health difficulties were the result of a curse his aunt put on him. Harpreet 

goes on to share: 

 

“It’s a tricky one… My mother believes in some silly superstitions and silly traditions… 

I found it hard to speak up about my illness… Purely because it is such a taboo subject 

and our community do not understand the term… For them [our community] they need 

to justify it with a ridiculous tradition or superstition… My mother also tried to tell me 

it’s all in my head and not to speak about my illness ever again... This delayed me… I 

didn’t go to the doctors for a very long time… I could have potentially started my 

treatment earlier if I had spoken up earlier” (Harpreet, lines 223-230)  
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Harpreet’s quote above highlights the stigma attached to mental health difficulties within his 

family and community. He mentions that he did not speak up about his mental health earlier 

due to various reasons which included his mother telling him not to speak up as it is all in his 

head and because his family and community do not understand the term. However, Harpreet 

identified his own mistake of not speaking up, in that he could have started his treatment earlier.  

This implies Harpreet suffers from stigma externally and internally. Firstly, he feels that living 

with a mental health condition is like having a label which now is his new identity. He marks 

himself as different from others and no longer sees himself as normal. One possible explanation 

can be a result of having a negative attitude and views towards mental well-being and 

discrimination towards his illness. However, Harpreet also suffers from public stigma, which 

is prejudice against his mental health condition by others, again leading to discrimination 

towards individuals with mental health conditions (LeBel, 2008). My findings support 

Schomerus and Anegermeyer (2008), who found stigma was one explanation for why 

individuals who have negative mental health delay in seeking professional help out of fear of 

social consequences. 

Other research has found that many individuals believe witchcraft to be the cause of negative 

mental health, which is similar to Harpreet’s experience with his mother. In such cases the 

individual would rather reach out to traditional healers than seek professional mental health 

help (Razali, et al., 1996).  

Daljit had a very different experience from Harpreet’s regarding barriers to seeking 

professional help. Daljit openly explains that his faith was initially a barrier for him to seek 

professional help when he first started experiencing mental health difficulties. This is an 

example of how Sikhism, or literal belief in aspects of Sikhism, holds people back from seeking 

help.  He states:  



 257 

 

“At first when I started feeling low in mood… I did… I knew this wasn’t right and I did 

think I was getting mild symptoms of depression… But I held back from speaking to 

anyone about it… It’s difficult I got caught up in the term Karam and thought maybe 

this is what Akaal Purack has planned for me… It took me a while to get this out of my 

mind… Till I realised it’s ok to get help… Our Gurus got treatment when they got ill 

why couldn’t I? It was only then that my mindset changed” (Daljit, lines 344-350)  

 

Daljit highlights his faith was a barrier for him to initially seek professional help. Karam is an 

important belief in the Sikh faith, which refers to the consequences of an individual’s actions 

from their past life. However, Guru Har Rai built dispensaries and hospitals for individuals to 

get treatment and look after their health. This is what helped Daljit change his mindset and 

views regarding seeking professional help for his mental health difficulties. Considering 

Daljit’s experience, it was his mindset that was a barrier keeping him from seeking professional 

help.  

Simran had no experience of mental health conditions, however, she mentioned that if she were 

to get diagnosed with a mental health condition, she would not get the job she has always 

wanted. Therefore, she would withhold her experiences from others, especially mental health 

services.  

“I have seen my sister go through bipolar disorder… I have seen how my family dealt 

with it… how the community reacted to her and I would say it was not easy to witness 

this… Now… Let’s just say if I  ever experienced anything similar to [her sister] I would 

not share my thoughts and feelings… My sister is now finding it difficult to find a 

suitable marriage partner and is unable to work… For me my career is everything… I 

have worked hard to be where I am today and having a mental illness can take that 

away from me and I won’t be prepared for that… This will be shameful to me… it will 

go against everything I have worked for in life” (Simran, lines 281-289) 

 

Simran had one key barrier to seeking professional help if she were to suffer from any kind of 

mental health – she feared losing her job. She had seen this happen with her sister so she was 
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comparing herself to her sister. She also said ‘this will be shameful’ as another barrier to 

seeking professional help. Simran raises concerns about her sister finding a suitable partner 

due to her mental health difficulties. Finding a suitable partner to get married to can also be 

considered as a potential barrier to seeking professional help. As Simran explained, her sister 

struggles to find partners due to her mental health experiences. This is similar to Loganathan 

and Murthy, (2011), who found there was stigma attached to marriage within the South Asian 

community. This study confirms an individual struggling to find a suitable partner and her 

sister openly admitting that if she suffered from negative mental health she would not seek help 

nor be open about her struggles.  

Mandeep claimed that she did not recognise that she was experiencing any symptoms of 

depression. She stated: 

“My brother used to say to me this isn’t you… Why are you behaving and acting like 

this… At this point, I had no idea I was experiencing symptoms of depression. Instead, 

I challenged him and my symptoms just got worse… My parents didn’t really have much 

knowledge of what mental health was… So they did not identify it either… Even myself, 

I would say I took me over a year to realise this isn’t normal” (Mandeep, lines 55- 60)  

 

One key barrier Mandeep had in seeking professional help was she failed to recognise her 

symptoms of mental health difficulties. This was similar to Gulliver et al. (2010), who also 

found individuals who failed to recognise their symptoms often led to a delay in seeking 

professional help. This highlights the importance of identifying symptoms early on in order to 

seek professional help on time. Another barrier that was identified for Mandeep was that her 

parents did not have much knowledge about what mental health was, highlighting lack of 

awareness of mental health.  

So far, this study has highlighted several themes which answered the initial research questions. 

However, there was next to no information from older Sikhs, making it difficult to generalise. 
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Therefore, it was decided at this point to conduct a further study focusing on Sikhs over the 

age of 65. This is discussed in the next chapter. 
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Chapter 6 – A qualitative investigation into understandings 

around mental well-being amongst Sikh females over the age of 

65 living in the UK 

At this point in this research project, it became apparent that there was a lack of representation 

from the older Sikh generation. Therefore, it was decided to develop a final study targeting the 

older generation. In the first two data collection methods, the online survey lacked 

representation from the older generation, and this led to a need to understand their views. The 

researcher wished to explore this further. The fact that there was not much representation in 

the online survey from the older generation rationalised this investigation.  The current data 

collection method has focused on the participants’ definition and interpretation of the term 

‘mental well-being’. In addition, the interviews from the previous studies captured the older 

Sikhs’ understanding of the causes, treatments and potential barriers in seeking professional 

help for mental health difficulties.  

This data collection method takes the form of face to face interviews, asking open-ended 

questions using a customised self-prepared semi-structured interview guide. The interviews 

were transcribed and a content analysis method was used to interpret the findings of this study.  

6.1 Rationale for over 65’s  

The previous sections of the current research study found little evidence from Sikhs over the 

age of 65 in relation to mental well-being. Both the online survey 1 and initial face to face 

interviews lacked engagement from the older generation, which could be explained by the 

methodology. For example, both studies were predominantly advertised online, and the older 

generation may have limited access to social media and online forums. Over 65’s face to face 

interviews adopted a qualitative methodology, where interviews were conducted which aimed 
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to obtain in-depth rich data to compare and contrast against the key themes and ideologies 

highlighted from earlier data collection methods. Face to face interviews were conducted, 

which allowed results from the online survey and initial face to face interviews to be developed 

further and understood, in particular by focusing on the generational differences. This allows 

a compressive analysis to be achieved between the different age groups. The current research 

project involves collecting data that explores meanings and perspectives of the developed 

themes from the online survey & initial face to face interviews.  Furthermore, this study has 

been analysed using content analysis, which is explained in this chapter.  

Findings within the current study reported generational differences around their understanding 

of mental well-being and these were identified within the following themes: understanding the 

term mental well-being, describing the causes as well as treatments and potential barriers in 

seeking professional help from services. Studies such as those carried out by Bhui, et al., 

(2003), and Bhurgra, et al., (2003) highlighted the importance of understanding generational 

differences, and this is further supported by the findings in the online survey and initial face to 

face interview of this research. These studies indicated that acculturation factors such as 

language barriers, managing pressures to conform to the dominant culture, and 

intergenerational difficulties, have affected the mental health and well-being of second-

generation immigrants within the UK. This goes some way to explaining potential generational 

differences within the Sikh community. This current study aims to add to these debates and 

further explore the generational differences by interviewing Sikhs over the age of 65. 

Additionally, within this sub-study, it was important to comprehend the older generations’ 

understanding of the definition the term ‘mental well-being’ and its caution. This was to receive 

first-hand evidence of how the older generation understand mental health due to the inter-

generational claims made by younger Sikhs in the first two sub-studies. It is also important to 

capture the older Sikhs understanding and interpretation of mental health as it is necessary 
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because it will determine the type of support the individual is likely to need and could outline 

the attitudes around mental well-being that may potentially pass down to the younger Sikhs. 

Previous literature by Raliegh and Almond, (1995) adds to the debate by highlighting how life 

skills are passed on from one generation to the next in South Asian culture. It will be interesting 

to explore if this is similar to understanding mental well-being and how that is passed down. A 

common theme in the initial face to face interviews was participants referring to their parents’ 

and grandparents’ generations as individuals who lacked an understanding of the term and in 

particular the caution of mental health difficulties. Comparing the understanding between 

generations will be valuable as this has not been achieved in previous research literature. 

Previous literature within Sikhs and South Asian communities has highlighted a general 

understanding of the term ‘mental well-being’ without considering and recruiting all age 

groups. The South Asian community literature states the South Asian community do not 

acknowledge psychological distress as an illness, which suggests a misunderstanding of the 

term ‘mental well-being’ (Raliegh and Almond, 1995; Patel, et al., 2009). Therefore, it will be 

interesting to see whether generational differences exist within the Sikh community. 

It is also worth considering what coping strategies the older Sikhs use and see how they differ 

from the younger generational Sikhs. This was explored in hope that it would enable the 

researcher to identify differences between the inter-generations. In the online survey and initial 

face to face interviews, participants listed a wide range of coping strategies in relation to mental 

well-being, which were linked to the Sikh faith and history. This was useful for the over 65’s 

interviews, and strengthened our understanding of mental health and well-being, by exploring 

the coping techniques and strategies used by the older generations and compare these to the 

younger ones.  
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A key finding from the current study was the concept of shame in seeking professional help 

for negative mental well-being, which predominantly originated from the parents and 

grandparents of the participants. This is supported by previous findings (Chew-Graham et al., 

2002; Corrigan, 2004; Gilbert et al., 2004) who claim south asian communities fear being of 

being stigmatised and associated with mental health problems by others, as it brings shame on 

them due to the prominent role of culture within an individual’s life. With previous literature 

being limited in relation to the Sikh community, this study hopes to explore this further and 

investigate the route of the concept of shame and the term izzat which was constantly being 

referred to. 

6.2 Results 

The data gathered from the face to face interviews generated four primary themes which consist 

of the following: defining mental well-being, causes of negative well-being, treatments and 

barriers in seeking professional help. Each primary theme consists of subthemes which will be 

displayed in the table below. The subthemes have been presented in the following table 

alongside the number of participants who referred to that subtheme.  
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Themes:  

Primary theme Subtheme 

 

1. Defining mental well-being 

Familiarity with the term – “23/23” 

Problem – “23/23” 

Depression – “23/23” 

‘Paagal’  – “22/23” 

Disability – “20/23” 

2. Causes  Karma – “20/23” 

Brain damage – “12/23” 

Ego – “10/23” 

Overthinking/ stress– “9/23” 

3. Coping strategies  Gurdwara/Sewa – “23/23” 

Prayers/Paat – “23/23” 

Family support – “23/23” 

4. Barriers to seeking professional help People talk – “23/23” 

Family reputation – “20/23”  

God’s will – “19/23” 

Not real condition/Denial – “15/23” 

Table 5.22 - Themes extracted from Over 65’s face to face interviews 

The primary themes were selected in relation to the research questions of this thesis. Further 

analysis was conducted based on results of the online survey and initial face to face interviews 

to further explore findings alongside analysis of text from over 65’s face to face interviews.  

Each primary theme will be explored individually further within the discussion section below.  
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6.3 Discussion  

The data extracted from the interviews revealed four key themes corresponding to the research 

questions. The four themes consist of defining mental well-being, identifying causes, 

treatments and outlining barriers to seeking professional help. The four primary themes and 

their subthemes will be discussed individually with the research questions. 

 

6.3.1 Defining mental well-being  

The first primary theme which emerged was participants’ understanding of mental well-being. 

Exploring Sikh participants’ understanding is extremely important as there is no word for 

mental health/well-being in Panjabi nor Gurmukhi. Therefore, it is vital to understand how 

Sikhs interpret the term ‘mental well-being’ in order to comprehend their perspective and 

attitudes towards the concept.  Within this primary theme there are five subthemes which will 

explored individually.  

The first subtheme which will be discussed is the familiarity with the term which applied to all 

23 Sikh female participants, who stated they are familiar with the term ‘mental well-being’. 

However, when participants were asked to define and explain their understanding of the term, 

21/23 participants had a different understanding of the term from the western definition. Below 

are a few direct quotes from the Sikh participants.  
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“Yes… I know what mental well-being means it’s everywhere… It’s in the news… You 

hear about it on the radio stations as well…” (Participant 05, lines 4-5) 

 

“Mental health programs come on Sikh channel… Sometimes I watch them” 

(Participant 07, line 5)  

 

“I am fully aware of what mental health means…” (Participant 21, line 3)  

 

“Yes… Mental health topics are always on the discussion shows on the TV… 

(Participant 04, line 5) 

 

“My daughter in-law is mentally sick… I know exactly what it means” (Participant 11, 

line 4)  

 

The above quotations display that participants seem confident that they know what the term 

‘mental well-being’ means. A few participants mentioned that mental health is discussed on 

platforms such as TV channels and radio stations. One participant stated their granddaughter 

was mentally sick and so she was aware of the definition. All 23 participants confidently stated 

they were aware of the term. This suggests that there is a lot of awareness of mental well-being, 

for all participants to be confident enough to state they can define the term. As mentioned by 

the participants, there is increased awareness of mental well-being on social and digital 

platforms. Some participants have experiences of family members who have suffered from 

mental health difficulties, which could have increased their understanding of the term. 

However, some participants who initially confidently stated they are aware of the term did not 

elaborate. When prompted further, most participants mentioned terms such as sick, problem 

and depression.  

 



 267 

The researcher suggests within the Panjabi community the older generation tend to say they 

know best because of their age. This could be the reason why all 23 participants stated they 

were familiar with the term ‘mental well-being’; however, it is important to note that 22 

participants reported different interpretations compared to the western definition wrong. 

However, it can be argued that the Punjabi community do not need to interpret mental well-

being as an western definition as they are originate from an middle east country. The researcher 

suggests the Sikh community need to focus on raising awareness of the term however, this 

should not only pay attention to western definitions such as WHO but provide a more holistic 

overview of the term. Following on from tackling this approach on a grassroot level, these 

findings can be used to enhance policy as older Sikhs do not understand the term mental well-

being. This can be detrimental for older Sikhs as they will not be able to outline symptoms of 

mental health difficulties because they interpret the term incorrectly. As mentioned in the initial 

face to face interview Sikhs tend to seek help and support from their families and friends before 

seeking professional help. If a younger Sikh was to approach someone older in their community 

they will not be helpful as they do not understand the term. The current study supports previous 

research (Raliegh and Almond, 1995; Patel, et al., 2009) who reported individuals belonging 

to the South Asian community do not acknowledge psychological distress as an illness, creating 

the opportunity for a misunderstanding of the term. However, within the previous research, 

there was no differentiation between ages in terms of understanding psychological distress. 

Overall this suggests this is a unique finding within the Sikh community.  

It is important to note all participants in these interviews make strong statements about being 

aware and knowing exactly what the term means. Respondents indicate that they feel they 

understand this area well, and this belief could potentially lead them to ignore health advice or 

disseminate incorrect/unhelpful advice to young people. Each theme below will discuss how 

the Sikh older generation define/understand mental health from their perspective, as this will 
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help improve awareness in the community, and encourage those who need professional help, 

to seek and engage with it.  

The following four subthemes explore several types of definitions of the term mental well-

being by the female Sikh participants.  

The current study found within the following subtheme ‘problem’ all 23 Sikh female 

participants referred to mental well-being as a problem. All participants perceived mental well-

being as a negative outlook. This was similar to all the participants in the initial face to face 

interviews, thus presenting the me attitudes for all Sikhs who participated in this research. It 

was concerning that not one participant mentioned positive mental well-being. A few 

participants stated:  

 

“Yes it’s a big problem… When you are mental it’s a very big problem… Especially 

for the family” (Participant 21, lines 10-11)  

 

“Mental well-being is when someone has a serious problem and they can’t control their 

brain” (Participant 02, lines 4 – 5) 

 

“She has a problem where she starts crying and feels sad… I think it’s more of a 

teenage phase maybe…” (Participant 01, line 5-6)  

 

“Mental health is when someone has a problem… Like in the head…” (Participant 22, 

line 4)  

 

“It is when a person is full of problems and they behave differently” (Participant 09, 

line 6)   
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Surprisingly, participants are referring to mental well-being categorically as a negative; all 23 

participants made some sort of correlation with the word problem in relation to mental well-

being. The Sikh females referred to mental well-being as an obstacle that requires a solution. 

This could be how the Sikh community perceive mental health as something which requires 

attention and treatment in order to solve the problem. For mental health difficulties once treated 

an individual could be offered medication or therapy which acts are solution for mental health 

difficulties. This perception can be understood as this due older Sikhs having a lack of 

vocabulary to explain the term. However, from the previous sub-theme it has been outlined 

that the older Sikhs define the term mental well-being incorrectly. This displays the lack of 

understanding they have of the term and raised the question of how much more awareness is 

needed within the older Sikh community. The researcher had to question whether Sikh 

participants who answered yes to being familiar with the term were putting on a front and 

acting like they knew what the term meant, or participants had an incorrect understanding of 

the term. In the interviews, the participants gave extremely confident responses. These findings 

were unique compared to the online survey and initial face to face interviews which suggests 

there are generational differences within the Sikh community.  

Participant 01 expressed how ‘being mental’ is a big problem, especially to the family. The 

researcher enquired further to investigate what was meant by ‘being mental is a problem 

especially for the family’.  
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Interviewer: “What do you mean by ‘being mental is a problem especially for the 

family’?”  

Participant 01: “You know… It’s us elders who have to answer to the external family… 

We have to listen to them, tell us we did bad actions for this to happen to our child… 

We have to live with the fact our child is not normal”  

Interviewer: “Ok… Sorry, what do you mean by ‘your child is not normal’?” 

Participant 01: “My beta [son] is mental… He is not normal… He did not go to 

university, he doesn’t have a job and he will not get married. It just does not look nice.” 

(Line 12-18)  

 

Participant 1 referred to her own son as ‘mental’ and abnormal. During the interview, it was 

later found that her son had a motor disability and he had lost his movement and sensation in 

his upper body muscles (this will be explored further under the subtheme disability). This could 

be explained by the terminology used in Panjabi such as ‘pagal’ to describe abnormalities. One 

possible cause and explanation of this could potentially be explained by the lack of education 

the older generation have of mental well-being. Mental health education is very common now 

in schools, universities and workplaces compared to when the older generation were in these 

institutions. It was also very common for the females in the older generation not to be educated 

and not to go to work. This could potentially explain the lack of education on mental well-

being the Sikh females had. Responses like this underline the need for this type of research to 

be conducted, in order to clarify and raise awareness of mental well-being.  

Another finding was the reference made about shame by Participant 01. She mentioned how it 

was a problem for the family, and went on to explain how it was ‘us elders’ (referring to herself 

and her husband) who had to answer to the wider family members. This suggests she and her 

husband are the heads of the family, who are accountable and answerable to the external family 

circle. She explained the external family members would blame her and her husband for their 

son’s “disability”, suggesting it is karma related. When the participant was asked to further 
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expand and explain why the external family members would hold her accountable, she claimed 

this is how our community thinks, giving the example of herself and her husband being 

punished for their bad deeds. These results are very similar to previous literature. Knifton, 

(2012) reported participants claimed the cause of mental health difficulties was a result of 

karma. Interestingly, karma is significant to Sikhs, as it occurs from the consequences of 

previous and current actions, which then determine whether an individual’s soul can be set free 

from the cycle of rebirth (Kalra, et al., 2012). This is an important belief within the Sikh faith, 

which was mentioned several times by the interviewees in the initial face to face interviews, 

where participants’ families upheld strong views about karma being the cause of an 

individual’s mental health difficulties.  This will be explored further in its own subtheme.   

The concept of shame and stigma was also picked up on by this participant, who stated her son 

was unable to go to university, work or get married. She continually stated that this does not 

look good. When the researcher asked for an explanation on why it does not look good the 

participant went silent and looked uncomfortable. The researcher believes this could be 

explained by the concept of shame, whereby they feel they will lose their reputation and pride. 

Previous research reported greater levels of stigma identified with females (Grover, et al., 

2017). The authors explain Indian women reported stigma in association with mental health, 

which has a detrimental effect on marriage. This can potentially explain why Participant 1 

feared shame in relation to her son. The researcher also noticed and identified an association 

with external shame, where the participant voices how damaging the situation appears.  

Overall, within this subtheme, mental well-being has been described in a negative manner, as 

a terrible problem. This suggests something is wrong. The word ‘problem’ is a very strong and 

harsh word to define mental well-being. Elderly Sikh females fear shame reflecting on their 

families as they believe individuals with mental health difficulties are unable to go to 

university, work or get married.  These findings demonstrate that the older Sikh females are 
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unable to define mental well-being correctly. This adds to the literature currently available and 

further expands on research (e.g. Grover et al., 2017) by explaining why those belonging to a  

South Asian community stigmatise those with mental health difficulties. 

The subtheme depression was comprised of all 23 Sikh female participants who used the term 

depression while trying to define mental well-being. These findings are impressive, as all 

participants were able to make a reference to a mental health condition that is common in the 

UK. However, yet again, mental well-being was referred to as a negative impact, as participants 

commonly described the term as a disorder.  

A few participants stated: 

 “We hear about depression all the time… My next-door neighbour has depression, she 

is always shouting and fighting with her husband…” (Participant 08, lines 8-10)  

“Yes, it’s when somebody is depressed, my daughter-in-law sometimes gets depressed 

and she can’t cook or do any housework… She says it’s because of her mental health” 

(Participant 11, lines 22-25) 

“I don’t know too much about it… But I think depression is related to mental health 

problems” (Participant 19, lines 6-7)   

“It’s when people get too much of a headache from life… They call it depression… I 

was watching a show on Sikh Channel and you know mental health was the topic… A 

lot of people were phoning in and sharing their stories… It was very interesting” 

(Participant 07, lines 12-15)  

“It’s like being depressed because you are unable to do things and… You are not 

healthy like everyone else and you feel sorry for yourself all the time” (Participant 14, 

lines 12-14)  

 

Although all 23 out of 23 participants referred to depression as their interpretation and 

understanding of the term mental well-being, it is not the correct definition for the term. For 

example, Participant 07 described depression as ‘when individuals get too much of a headache 

from life’. This is not the correct definition of the term depression, nor mental well-being, 

according to WHO. However, the participant could be making an analogy of the term, referring 
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to stress and overthinking. The current research study findings suggest that the older generation 

do not have the correct terminology to explain how to define mental well-being.  Interestingly, 

481 of the participants who did the online questionnaires also referred to mental well-being in 

relation to depression. This suggests Sikh individuals use a common disorder like depression 

to describe mental well-being.  

Participant 11 made an interesting reference when trying to define mental well-being as an 

individual being depressed. They went on to give an example, which was their daughter-in-law 

gets depressed and cannot cook or do any housework because of their mental health. It was 

interesting how Participant 11 used the word ‘sometimes’ in her statement, acknowledging that 

her daughter-in-law’s depression comes and goes. Participant 11 refers to lack of housework 

as a consequence of suffering from depression as opposed to referring to her feelings, thoughts 

and emotions. This could be explained by the language barrier and there being no word in her 

language for the term depression nor mental well-being. This possible explanation supports 

previous research by (Raliegh and Almond, 1995; Ineichen, 1990; Patel et al., 2009) who found 

that people in the  community poorly interpret the term due to a lack of psychological 

mindedness. Interestingly, Nazroo, et al., (2002) argue the South Asian community understand 

psychological distress yet are unable to express their understanding due to language and 

cultural idioms. This could also explain why all participants clearly stated they are familiar 

with the term but were unable to explain it.  

Similarly, Participant 08 mentioned her neighbour, who constantly shouts and fights with her 

husband, must have depression. Again, we can see that Participant 08 has noticed actions such 

as shouting and fighting being linked to depression, compared to her neighbour’s mood, 

feelings, emotions or symptoms. This shows Participant 08 is not aware of the true definition 

of mental health, nor depression. However, she is aware that anyone suffering from mental 

health difficulties such as depression behaves differently.  
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Participant 07 mentioned she watched a show on mental health on the Sikh channel. This was 

positive, as this increases awareness as individuals were calling in sharing their personal 

experiences, which allows others listening to be aware of terms and experiences. Participant 

07 stated “It’s when people get too much of a headache from life”. This is similar to previous 

findings by Krause, (1989) and Fenton and Sadiq-Sangster, (1996) who explored the term 

depression within the Panjabi community and found the term ‘sinking heart’ and ‘weight on 

mind/heart’ was frequenty used to describe depression. These terms align with Participant 07’s 

explanation. Although the current research has explored the term mental well-being, the 

majority of the participants referred to depression as their understanding, and therefore this 

past literature seems relevant. This can be explained by participants referring to a physical 

sensation on the heart and mind, suggesting these symptoms are caused by worry, social failure, 

exhaustion and excessive heat (Krause, 1989).  

Overall, it was impressive that all 23 participants over the age of 65 were aware able to identify 

depression as a form of mental health. This demonstrates that awareness of mental health has 

reached the older generation. This indicates Sikh participants are familiar with the term 

‘depression’ but are unable to define and describe it correctly. 

The theme ‘Paagal’ involves 22 out of 23 participants who defined the term mental well-being 

by describing it as paagal, which can be translated loosely as crazy. Additionally, these 

findings were consistent with the online survey and initial face to face interviews, whereby 

Sikh participants referred to individuals who had mental health difficulties as paagal. Below 

are a few quotes from Sikh participants who took part in the over 65’s interviews.  
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“We hear about those paagal crazy people all the time… Who are mentally ill … I was 

watching the news the other day and they were showing how this person killed his whole 

family… It was really sad to watch it… It just makes you think these crazy people will 

do anything for drugs” (Participant 05, lines 22-25)  

 

“The cause of mental health is not in our hands… We can go paagal and mad whenever 

God wants us to… (Participant 10, lines 48-19)  

 

“When someone is mentally sick it is hard for that person’s family… They have a 

challenging paagal person in their home… Things will be very different for them… 

They won’t be a normal family ever again… For example… Going to a family function, 

that family will be concerned about the mentally sick person rather than enjoying 

themselves… I have seen the family feed them, they have to watch them all the time 

because they can’t do anything for themselves” (Participant 14, lines 31- 37) 

 

“Yes… I know it means when somebody has gone crazy… Like we say someone has lost 

their mind... It’s when they have lost control of their mind and one form of mental health 

is depression… I learnt about it on Sikh Channel, they did a talk show and listeners 

could call in and ask questions” (Participant 7, line 23-26)  

 

Participant 05 used the word ‘crazy’ twice in their explanation when describing someone with 

negative mental well-being. This participant had categorised individuals with mental health 

difficulties as crazy, as they mention ‘we hear about those crazy people all the time’, referring 

to this as the norm. Participant 05 went on to claim ‘these crazy people will do anything for 

drugs’. Yet again, this displays a clear misunderstanding of the term, supporting previous 

literature on the South Asian community (Raliegh and Almond, 1995; Ineichen, 1990; Patel, 

et al., 2009) suggesting individuals interpreted the term incorrectly due to lack of psychological 

mindedness. The language barrier and there being no word for the term ‘mental well-being’ in 

Panjabi clearly has an influence on the findings.  
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Sikh Channel was mentioned twice by participants as a source where they learnt about mental 

health, however, Participant 07 used the term crazy to describe someone with mental health 

difficulties. The term ‘crazy’ is a pejorative term used to describe an individual with mental 

health difficulties. The term ‘crazy’ is an insult which is unfair to describe someone living with 

a mental illness. This is an inappropriate term that is widely used by the older community. In 

this research, the term ‘crazy’ was used consistently throughout to describe mental health 

difficulties. It was reported in the questionnaires in the online survey that participants over the 

age of 60 referred to individuals as crazy when describing mental health. In the initial face to 

face interviews it was similar findings were reported however by the participants’ parents and 

grandparents. This highlights generational differences in understanding the term ‘mental well-

being’.  

The use of the term and the way Participant 14 referred to a person as ‘mentally sick’ can be 

derived from the way it was used in India and still used there, or even translated from Panjabi 

biomedical view of health. Participant 14 used the expression ‘mentally sick’ for their 

explanation of mental well-being, saying someone who is mentally sick is a burden on the 

family. The word ‘burden’ may suggest that they are not aware of the support available and 

this highlights a need, or potentially a gap, in culturally appropriate services. Participant 14 

went on to describe the mentally sick individual as someone who has a disability. This 

highlights a clear misunderstanding; this will be explored further within its own subtheme 

below. These findings are in agreement with Knifton and Quinn, (2008), who also found 

individuals with a mental health condition feared being labelled as ‘mad’ and ‘crazy’. This is 

concerning as this research study proves even 12 years on after Knifton and Quinn, (2008)’s 

study, Sikh participants over the age of 60 years old are still labelling individuals using the me 

ill terminology, highlighting the need for awareness required, South Asian in particular for the 

older generation.  
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The following subtheme consisted of 20 out of 23 Sikh female participants who defined mental 

well-being as a disability. Under the Equality Act 2010 it states “if you have a physical or 

mental impairment that has a considerable and long-term negative effect on your ability to do 

normal daily activities” (Gov UK, 2020). This was a common dominant theme among the 

participants in this study. These findings were not were consistent with the online survey and 

initial interviews nor any previous literature. A few participants shared: 
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“My beta’s [son] mental illness is that he is unable to move his upper body… He has 

no sensation or movement in his upper body at all… He needs a lot of help, he is unable 

to do anything alone… He needs help with eating, showering and even getting 

dressed… So from the first thing in the morning till the end of the day when he sleeps, 

he requires help” (Participant 01, lines 19-22)  

  

“Mental health can be hard… I feel for anyone suffering from it… I have seen this little 

girl… May Waheguru bless her… She’s in a wheelchair… She can’t speak she just 

makes noises you can’t even understand her…I see her family struggling with her… It 

must be difficult not being able to walk and not being able to speak” (Participant 18, 

lines 33-38)  

 

 “Sometimes I ask myself why has Parmata [God] given my son a mental child… As 

much as we try to accept Bhana it’s very hard… He has changed my son’s life 

completely… My daughter-in-law is now a full-time carer for her son, he cannot talk 

nor hear” (Participant 13, line 44-48) 

 

“I remember in my pind [village] in India… There was a boy tied up because he was 

mental, he had something wrong with him, he couldn’t control his movements and he 

used to hit people all the time… The doctors had said he will not get better… He was 

born like that” (Participant 15, line 37-41)  

 

“It depends… There are different types of mental health problems… You can either be 

born with or it can happen during your life… For example, my sister’s problems started 

when she had a car accident… She was never the me after that… She lost sensation in 

both her legs... She… She is now unable to walk and now in a wheelchair” (Participant 

23, line 41-44)  

 

The findings displayed 20 out of 23 participants understood and interpreted mental well-being 

as a disability. Again, this shows the lack of vocabulary the older Sikh community have in 

defining terms such as mental well-being. Participant 15 describes a boy who was tied up 

because he was ‘mental’, stating that there was something wrong with him and he could not 

control his movements. Later during the interview, Participant 15 kept referring to this boy and 

it was found that the boy was born with a physical medical condition. The boy suffered from a 
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physical disability but Participant 15 referred to him as ‘mental’ and someone who had mental 

health difficulties. It is evident that this participant is using the incorrect terminology because 

they do not have the vocabulary or the understanding to define mental well-being and mental 

health conditions. The current study findings contradict Raliegh and Almond, (1995), who 

explain that the South Asian community do not acknowledge psychological distress as an 

illness, as in the current study, many participants referred to negative mental well-being as a 

disability illness.  

Participant 13 shared a similar approach when she referred to her grandchild as ‘mental’ due 

to a speech and hearing impairment. Participant 13 did not comment or mention anything else 

about her grandchild’s impairments throughout the interview. However, she touched on the 

hardships the granddaughter has brought upon the family. In the quote above she states her 

daughter-in-law has become a full-time carer and is unable to go to work. Furthermore, she 

frequently questioned ‘Parmatama’ (another name for God). As Parmatama being the creator 

of all, she described that she found it difficult to accept Bhana (God’s will). These findings are 

consistent with the other researchers, who also found individuals questioning their faith when 

suffering from mental health difficulties (Knifton & Quinn, 2008; Knifton, 2012; Fabrega, 

1992; Gilbert, 2000; Kabat-Zinn, et al., 1992; Gilbert, Gilbert, & Sanghera, 2004). These 

findings also contribute to how the Sikh community understand the causations of mental health 

difficulties being God’s wills, these are similar to current studies conducted by the researcher 

in the online survey and the initial face to face interviews. Although, these participants above 

have not questioned their faith they do refer to actions in life being created by God. This is a 

vital finding which can help develop policy in relation to dealing with the Sikh community and 

others as clinicians need to be made aware of cultural and spiritual influences on individuals 

who are suffering with mental health difficulties. This can assist in providing tailored 
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interventions for the Sikh community. It’s important to note these findings are not unique to 

only the Sikh community and can assist other communities as well.  

Participant 01 described her son as someone who has a mental illness, however upon further 

questioning, what she was describing was in fact motor impairments. Participant 01 was very 

firm and confident with her responses, but there is a clear misunderstanding here. This raises 

the question how she has mixed up a mental illness with a physical disability. These findings 

suggest a clear misunderstanding of the term as evidenced and supported by other participants’ 

statements throughout this study. Again during the interview, Participant 01 refers to someone 

with problem, stating “she has a problem where she starts crying and feels sad… I think it’s 

more of a teenage phase maybe”. Here Participant 01 is referring to emotions and mood in 

relation to mental well-being.  However, when she speaks about mental well-being in regards 

to her son she does not refer to emotions or mood, only his motor impairments.  

The participants in the over 65’s face to face interviews tended to describe different types of 

disabilities as mental health difficulties. These findings were unexpected and highlight the 

concerns of the misunderstanding between a physical disability and mental well-being with 

participants over the age of 65, identifying the need to educate the population within the 

demographic of this study. 

To conclude this sub-theme supports the claims made by younger Sikhs within earlier studies 

in this research suggesting inter-generational differences with the older Sikhs understanding 

mental well-being differently compared to younger Sikhs. The younger Sikhs refer to mental 

well-being as a state of mind referring to biological, social and psychological references to 

support their claim. Their interpretation of mental well-being is very similar or close to the 

WHO definition. However, the older Sikhs refer to mental well-being as a disability, problem, 

depression and use derogatory terminology to explain the term. This can be explained by 
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language barrier as there is no definition for the term mental well-being in Panjabi nor 

Gurmukhi, lack of education, misunderstanding and the impact of stigma and culture 

influencing their interpretation. These findings are specific to the Sikh community as previous 

literature within the Sikh community or South Asian community are yet to make claims about 

inter-generational differences in understanding the term mental well-being.  

 

6.3.2 Causes of negative mental well-being 

The second primary theme which emerged from the face to face interviews were the causes of 

negative mental well-being. This theme will explore participants’ understanding and views 

regarding the causes of negative mental well-being. It is essential to establish what the Sikh 

participants describe as the root cause of negative mental well-being as it will influence the 

treatment and type of help and support they could seek. There are four subthemes within this 

primary theme and each subtheme will be explored individually.  

A substantial finding was that 20 Sikh female participants out of 23 shared the me view 

regarding the causes of negative mental well-being, namely a result of bad karma. Below are a 

few direct quotes from the Sikh participants. 
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“Sometimes I think maybe she did something in her past life, maybe that is why she is 

having all these mental problems now” (Participant 11, lines 33-35)  

 

“Whatever is written by Akal Purakh it will happen, whether we like it or not… It will 

happen… It doesn’t matter who you are… If you are rich or poor to Akal Purakh we 

are their children… all the me, regardless of our materialistic achievements in life” 

(Participant 17, lines 24-26)  

 

“It’s obviously because of their bad karma… It can happen to anyone… Now they could 

be the purest and kindest person but it all depends on your past life” Participant 09, 

lines 8-10) 

 

“I think the cause is all down to our past life… I can’t think from the top of my head 

but there is a line in Gurbani which says sometimes along the lines of whatever you 

harvest you will grow” (Participant 06, lines 21-24) 

 

20 out 23 participants had similar views regarding the cause of mental well-being in relation 

to karma. These findings are consistent with the online survey and initial face to face interviews 

where a vast majority of participants referred to karma as the cause of mental health difficulties. 

Karma has briefly been touched upon earlier in this chapter when Participant 01 discussed how 

she and her husband were being punished for their bad deeds with having a child who suffers 

with negative mental well-being. The participant concluded karma is a result of anything 

negative or bad which causes suffering on them.  Furthermore, this participant expressed that 

karma was the cause of negative mental well-being and praying to Waheguru is the only form 

of support and help. Participant 01 goes on further to explain the role of Bhana, mentioning 

Waheguru has complete control over any situation, and therefore that is the only support they 

would seek.  
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Participant 06 referred to a Gurbani line which was from Ang (page 4), written by Guru Nanak 

Dev.  

ਆਪੇ ਬੀਹਜ ਆਪੇ ਿੀ ਿਾਿ ੁ॥ 

Āpe bīj āpe hī kẖāhu. 

You shall harvest what you plant. 

(Guru Granth Sahib, Ang/Page 4)  

 

These findings were interesting as participants described they had no control over their 

problems or conditions due to karma. Karma is seen to be of significant importance in the Sikh 

faith which refers to an individual’s actions in their life. Kalra, et al., (2012) express the 

significance of karma to Sikhs, which occurs because of the consequences of actions that 

determine if an individual’s soul can be set free from the cycle of rebirth. If an individual is 

free from rebirth this is known as Mukti, which is a key goal for Sikhs. These findings were 

also reported by Knifton, (2012), who found participants stated cultural and religious beliefs 

about the causes of mental health. One explanation found within this study was that 

respondents questioned Waheguru, suggesting Waheguru punishes individuals for a sin 

committed in their current or past life. Particularly, individuals belonging to Hindu, Sikh and 

Muslim faiths stated that mental health is linked to karma. These findings are consistent with 

previous literature by Kalra, et al., (2012), who stated that karma is aetiologically related to 

Dukh, suggesting bad karmic deeds make an individual sit and weep (GGS, P.15) and good 

deeds done in the past can perform actions which determine an individual’s future (GGS, P.75). 

It appears as if karma influences an individual’s mental state, potentially explaining why Sikh 

participants refer to it as a cause of negative mental well-being.  
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Overall, this subtheme scored highly, as 20 out of the 23 participants referred to karma as a 

cause of mental health. Again, findings display the urgent need to educate the older generation 

not only on the definition but also the numerous causes of mental health difficulties. These 

findings will be relevant for clinicians to understand how Sikhs understand the causes of 

negative mental well-being, in order to tailor their therapy depending on their perceptions.  

The subtheme brain damage was comprised of 16 Sikh female participants out of 23 who shared 

the cause of negative mental well-being as a result of brain damage. This was initially 

surprising to witness, yet it does yield some explanation as to why 20 out of 23 participants 

referred to mental health as a disability. This theme will explore participants’ interpretation 

and understanding of the term ‘brain damage’ in relation to the cause of mental well-being. 

Below are a few direct quotes from the Sikh participants.  
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“It happens when a person has brain damage and their brain isn’t working properly, I 

remember once someone telling me their son had this problem after they had a car 

crash…erm… It was because of the impact he had on his brain during the accident” 

(Participant 02, lines 14-17) 

 

“Yes, I am aware of the cause, so my grandson cannot talk nor hear it because certain 

parts of his brain are not working, the doctors have tried everything but… But nothing 

is working for him… My son has mentioned it’s his left side of the brain which is weak” 

(Participant 13, lines 55-57)  

 

“I’m not completely sure what the cause is as I have only seen this little girl around… 

But I am guessing it has to do with her brain not working properly because that’s our 

main control center and she can’t speak, she can’t walk and just makes noises” 

(Participant 18, lines 55-57) 

 

“Like I mentioned before the cause is in God’s hands… But if you want a textbook 

answer I would say when the brain isn’t functioning properly that’s what makes a 

person go crazy… It’s all linked to the brain like when people say ‘damaag karab 

hogeya’” (the brain isn’t working) (Participant 10, lines 58-61) 

 

Participant 08 – I think the problem is to do with her head  

Interviewer – What do you mean by ‘the problem is to do with her head’, could you 

explain this?  

Participant 08 – She is always fighting and shouting with her husband… she has 

depression, there is something wrong with her head… by head I mean brain, there is 

something wrong with it… she goes to the hospital all the time, I am guessing it’s for 

scans 

(Participant 08, lines 25-30)  

The participants referred to brain damage as the cause of mental health difficulties. Although 

this was a common subtheme the participants seemed to be referring to causes of disabilities 

and problems with the brain. Their responses in the interviews suggest the older generation in 

the Sikh community have defined and interpreted mental well-being incorrectly.  
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Participant 10 referred to a common phrase ‘damaag karab hogeya’ which is translated as ‘the 

brain isn’t working’. This is a common phrase used by the Panjabi community to describe 

someone with mental health difficulties and was also consistent with the online survey and 

initial face to face interviews particularly from participants over the age of 50. This phrase 

explains why it has been commonly used throughout this research study by over half of the 

participants. This highlights the need to educate the older Sikh generation on correctly defining 

the term and explaining the potential causes of mental well-being.  

Participant 13 seemed to demonstrate some knowledge about her grandson’s disorder and 

mentioned how the left side of the brain was weaker than the right side. However, even she 

seemed to mistake this detrimental physical aspect as mental illness.  

Additionally, Participant 08 refers to someone with depression and claims there is a problem 

with their brain. The participant refers to behaviours such as fighting and shouting when 

explaining and elaborating on how this individual has a problem in their head/brain in relation 

to mental well-being. The participant could possibly be referring to neurological disorders, 

which can be defined as disorders that affects the brain. However, the participant was unable 

to further explain their understanding of their statement, which suggests they were unsure how 

this related to mental well-being. This yet again, goes back to the point the term is very familiar 

to individuals over the age of 65, however they are unable to interpret or explain their 

understanding of the term. This could be explained by lack of terminology available to describe 

mental well-being in Panjabi and Gurmukhi. Its also important to consider this participant has 

referred to a biological causation for mental health difficulties. This was similar to the findings 

with the younger Sikhs from the online survey and initial face to face interviews.  

Overall, this subtheme suggests the phrase ‘damaag karab hogeya’ has been used to describe 

mental well-being by the older generation. However, it is interesting that neurological 
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disabilities are being used to explain mental health. The current study findings within this 

theme highlight the need for education of the older generation.  

Intriguingly, ego was highlighted as another cause of negative mental well-being by 10 out of 

23 of the Sikh female participants. This subtheme explores participants’ understanding of the 

term ‘ego’ and how it is linked to mental well-being. Several participants referred to the ego as 

a root cause. These findings support the researcher’s model in Chapter 1 where ego was 

highlighted as an internal influence in relation to the Mun. Below are a few direct quotes from 

the Sikh female participants.    
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“One example of a cause is our ego… It’s when you just think about ‘Me… Me… Me’ 

and think the whole world is about you… This is when you start to lose sight of what is 

really important in life and you start chasing things for ego purposes… Ego will take 

anyone away from the present moment in life… What happens is you live your life 

thinking about the past and the future and then eventually realise at the end… that all 

you ever had was the present moment, which you chose to be absent from by chasing 

your ego’s needs… We are all guilty of this (Participant 12, lines 44 -54)  

 

“I think the ego is a problem here… It’s when someone sees themselves as better and 

cleverer than everybody else… Eventually, this will get in the way of their mood and 

behaviours… In Panjabi, we call this Haumai, when someone has too much pride, 

Haumai does not only affect the person itself, but it will also affect their family, work, 

and social life” (Participant 17, lines 32-35)  

 

“It’s caused by attachment… Attachments to Maya… Anything in this world can be an 

attachment, like… family, jobs, house, car, worldly things like this… In Gurbani it says 

only if you let go of all these attachments then can you be happy” (Participant 03, lines 

24-26)  

 

“Ego… Ego… Ego… [Shake’s head] If we learn to control our ego… We can free 

ourselves from problems like mental health, but I know ego is the cause of mental 

health… Not only mental health, but ego is also the cause of all problems!” (Participant 

16, lines 34-36)  

 

“It’s when your ego is in control of you… And you don’t pay any attention to what 

actually is important to you in life” (Participant 23, lines 45-46) 

 

Participant 12 referred to the individual being absent from their present life while thinking too 

much about their past and potential future, which could lead to mental health difficulties while 

simultaneously ignoring what is important to them by only thinking about themselves. This 

suggests that an individual’s Man needs to be controlled by focusing on what is important to 

that individual. Guru Nanak Dev have stated in Japji Sahib:  
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ਮਨੁ ਜੀਤ ੇਜਿੁ ਜੀਹਤਆ ਜਾਾਂ ਤੇ ਹਬਹਿਆ ਤੇ ਿੋਇ ਉਦਾਸੁ ॥੨॥ 

Man jīṯe jag jīṯi▫ā jāŉ ṯe bikẖi▫ā ṯe ho▫e uḏās. ||2|| 

 

Conquering the mind, one conquers the world, and then remains detached from 

corruption. ||2||   

(Guru Granth Sahib, Ang/Page 1103).  

 

Participant 03 referred to one key element of ego, a fervent attachment to Maya, as the principal 

cause of mental health difficulties. Maya can be translated as worldly attachments. Singh, 

(2007) also shared similar findings, stating Maya is a fickle poison to humans, leading them 

astray and clouding their thoughts and judgements. He explains that Maya results from 

encountering five vices which include Kaam, Krodh, Lobh, Moh and Ahnkar, all of which have 

been thoroughly explained in Chapter Two. In order to control the mind these five vices need 

to be controlled to attribute virtues.  

Participant 17 firmly stated the cause of negative mental well-being is a result of Haumai which 

can be translated to as the idea of self-centredness, ego, and pride (Cole & Sambhi, 2004). The 

mind has been expressed as trapped by worldly materialistic illusions which include ego, pride, 

and material desires. Matsumoto, (2001) found individuals belonging to an interdependent 

culture tend to have pride in social harmony within family, community and society which 

influences their mental well-being.  

Overall, these findings are consistent with the online survey and initial face to face interviews 

where the ego has been referred to as a negative influence on the Mun. These findings must 
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reach clinicians so they can understand the relation between caution and understanding of 

mental well-being.  

This following subtheme overthinking/stress includes nine participants who shared similar 

views regarding the cause of negative mental well-being. Overthinking and stress have been 

grouped together as both were described together as one. Below are several direct quotes from 

the Sikh female participants.    

 

“People start to get problems when they keep overthinking… Sometimes in life 

something happens and there is actually nothing you can do about it… And this makes 

people stressed… They keep thinking and thinking and it drives them crazy” 

(Participant 22, lines 22-24)  

 

“Sometimes this can happen when a problem has occurred and you keeping thinking 

‘what if’ and keep replaying scenarios in your head again and again… This is the cause 

of mental health difficulties I would say” (Participant 09, lines 41-43)  

 

 “Another cause of mental health is stress… When you stress you put your body and 

mind under pressure and constraint” (Participant 12, lines 57-58)   

 

“One of the reasons why mental health difficulties happen is because people stress too 

much… you see… It is mainly the younger ones who suffer from this… They do not 

know how to handle stress… When an obstacle occurs in the youngster’s life they panic 

and get nervous… Why is it not common in my age range? It’s because we just got on 

with things, we had responsibilities, we did not have the time to think like the youngsters 

do now” (Participant 18, lines 51-56)  

 

“It has to be because of stress… When things happen unexpectedly in life you are 

thrown off guard and it causes stress and you keeping thinking and thinking and it’s 

not good for you” (Participant 25, lines 33-35) 

 



 291 

The findings illustrate that 9 out of 23 participants refer to stress and overthinking as causes 

and triggers of negative mental well-being. It was interesting to find the use of both words 

being grouped together by most participants, suggesting their interchangeability. Participant 

12 referred to both physical and mental stress being related. These findings were similar to 

others (Krause, 1989; Fenton & Sadiq-Sangster, 1996; Bhugra & Gupta, 2003) who found 

Panjabi participants described depression as a form of negative well-being, a weight on the 

mind. Sikh participants are evidently able to recognise the relationship between mental health 

and the mind as well as highlighting potential triggers which can result in negative mental well-

being.  

Interestingly, participants also alluded to generational differences in relation to stress, stating 

their (the older) generation dealt with stress better than the younger generation. These findings 

were very interesting as generational differences was a key theme found in the initial face to 

face interviews. However, the participants in the initial face to face interviews criticised the 

older generation for not understanding the term mental health. This shows a gap in the literature 

that needs to be explored. A possible explanation for this could be due to a lack of 

understanding of mental well-being and the fact that there is no term in Panjabi for mental well-

being nor mental health. These findings were also similar in other ethnic minority communities 

who found generational differences in relation to mental health (Tabassum, Macaskill, & 

Ahmad, 2000; Knifton, et al., 2009).  

To conclude, the data regarding causations of mental health does not hold a strong degree of 

inter-generational views.  For example, both younger and older Sikhs describe Karma, ego & 

stress as potential causes of mental health difficulties. However, over half of the over 65’s 

females referred to brain damage as a causation which differed from the younger generation. 

Again, these findings are specific to Sikh community, although several of these causations are 
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similar to South Asian communities however these authors have not considered investigating 

inter-generational differences (Tabassum, Macaskill, & Ahmad, 2000; Knifton, et al., 2009).  

 

6.3.3 Treatments 

The third primary theme which emerged from the over 65’s face to face interviews were 

possible treatments and support used for negative mental well-being. This theme will explore 

participants’ understanding and views regarding the treatments they think are available and 

what support networks they would turn to. It is essential to establish what the Sikh participants 

describe as treatments of negative mental well-being as it will influence if they will be seeking 

professional help. There are three subthemes within this primary theme; each subtheme will be 

explored individually.  

Gurdwara and Sewa was composed of all 23 Sikh female participants, who stated one form of 

treatment for negative mental well-being was attending the Gurdwara and partaking in Sewa. 

This subtheme will explore the importance of the Gurdwara and Sewa and investigate how they 

are used as treatments for negative mental well-being.  Below are a few direct quotes.  
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“All my life I have only witnessed and experienced people getting treatment from their 

Guru, at the Gurdwara you can do an Ardas to Maharaj and you can leave all your 

problems there… I have heard from people whose children were born mental and after 

trusting Maharaj with their problem their child has got better… It’s the power of 

Waheguru… Not just for mental problems the Gurdwara is my treatment center for all 

kinds of problems” (Participant 15, Lines 61-66)  

 

“For treatment it is very personal… You have to do selfless service and not ask for 

anything in return… That’s when Akaal Purakh listens… Akaal Purakh already knows 

everything, there is no need to ask” (Participant 06, lines 44-46)  

 

“You can only get treatment from one hospital, for me that is the Gurdwara… The 

Gurdwara allows you to sit in sangat, do Sewa, listen to paat and keertan… I feel so 

safe there…This therapy is not available anywhere else” (Participant 14, lines 45-47)  

 

“For me I think the best place to get this kind of help from is the Gurdwara…You can 

do an Ardas there… You can do Sewa… You can listen to Gurbani…. That is the 

ultimate treatment, you can listen to what Guru Maharaj is exactly saying... For me, 

this is the best help I would suggest to anyone going through mental health problems” 

(Participant 04, lines 45-47)  

 

“My neighbour told me doctors and therapists can’t help as they do not understand our 

community… She went to Gurdwara… She said she felt peace there and prayed and 

prayed and prayed which helped… Doing Sewa also helps… It really humbles a person, 

washing dishes, cleaning joreh [shoes] it really brings a person down to reality” 

(Participant 09, lines 51-54)  

 

In all of these responses, what quickly became evident was the importance of the Gurdwara to 

the Sikh community, as it had been mentioned as the most popular treatment for mental well-

being by all 23 participants. This was also consistent with the online survey and initial face to 

face interviews. The participants stated numerous congruous activities which can take place at 

the Gurdwara which include Ardas, Paat, Kirtan and Sewa, which all help when suffering from 
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mental health difficulties. Participants referred to the Gurdwara as a place where they felt safe 

and at peace. 

The current findings are similar to previous research, which found individuals who participated 

in a congregation such as attending a place of worship, celebrating a religious event or 

attending a pilgrimage, results in developing a sense of belonging which improves mental well-

being (Salsman, Brown , Brechting, & Carlson, 2005; Haslam, O'Brien, Jetten, Vormedal, & 

Penna, 2005). These findings were also similar to the initial face to face interviews, where a 

primary theme was the Gurdwara. Participants referred to the Gurdwara as a coping strategy 

that helped them enhance their mood. Participants explained the Gurdwara is a place where 

they can disconnect and escape from their lives, suggesting individuals feel they have a sense 

of belonging which enhances their well-being (Salsman, Brown , Brechting, & Carlson, 2005; 

Haslam, O'Brien, Jetten, Vormedal, & Penna, 2005). Hussain and Cochrane, (2003) also 

researched females who belonged to a South Asian community; the study found South Asian 

women experiencing depression used their faith and prayers as coping strategies. This supports 

the current study, in that a place of worship is commonly used as a coping strategy.  

However, in the initial face to face interviews a Sikh participant who had been diagnosed with 

a severe mental health condition expressed their concerns about attending the Gurdwara, as 

they did not want the local Sikh community to know about their mental health problems. A 

great sense of paranoia was recognised and developed by this individual fearing going to the 

Gurdwara, highlighting that stigma and shame are substantial within the Sikh community for 

this individual.  

To conclude, this subtheme is consistent with both the online survey and initial face to face 

interviews. These findings can be beneficial for clinicians who are working with Sikh 
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participants as it is apparent that attending the Gurdwara can be used as a potential coping 

strategy for Sikh patients. This could be explored further in its own research study.   

Prayers was a subtheme which included all 23 participants who used or suggested Paat as a 

form of treatment. This subtheme will explore how participants use Paat as a form of treatment 

and how it helps their mental well-being. Below are a few direct quotes from the Sikh female 

participants.    

 

“The only thing which can help someone in this situation has to be paat, only God can 

save them… You can go to the doctors all you like but it’s all in Waheguru’s hands… 

You can change your karma by doing paat and Sewa… So treatment for me will always 

start will paat” (Participant 03, lines 44-47)  

 

“In terms of getting better what I would say to anyone suffering is that Akal Purakh 

will never leave your side… you must pray… do paat, sing Akal Purakh’s praises… 

everything will get better by itself (Participant 22, lines 44-46)  

 

“Gurbani teaches us to leave all your problems at the Gurus’ Charan (feet)… and start 

acting on their teachings… which means to do paat and act on the teachings… the only 

way someone can act on the teachings is by firstly doing paat” (Participant 05, lines 

38-40)  

 

“Doing your nitnem daily is the first thing which can help… When you do your paat 

you start your day in a peaceful manner… This allows the soul to get its nutrition” 

(Participant 19, lines 38-39)  

 

“Of course there are many treatments available…We live in an advanced country 

where all sorts are possible… however, one treatment we must not forget is the power 

of prayer… Miracles can happen, the impossible can be turned into a possible… 

(Participant 12, lines 63-65).   
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This was another compelling subtheme which was highlighted by all 23 Sikh participants who 

were interviewed for this study. It is important to acknowledge the significance of prayer within 

the Sikh community for mental health difficulties. Sikh participants hold prayer and meditation 

on the highest platform for treatment and recovery. Many Sikh participants referred to paat as 

the first treatment they would try and recommend to others who are suffering from mental 

health difficulties. The vast majority of the participants mention that within Gurbani it states 

prayer will help suffering. Participant 19 refers to prayers as nutrition for the soul, highlighting 

the importance and value of prayers to this Sikh individual.  

The current study displayed similar findings to the online survey and initial face to face 

interviews, where prayer and meditation was a common coping strategy utilised by Sikh 

participants. Similar findings were found in previous research studies, which referred to 

religion as a positive influence on mental health, as religious beliefs allow an individual to 

reflect on life events and offer possible coping strategies (Seeman & Seeman, 2003; James & 

Wells, 2003). Another similar finding was displayed by psychotherapists who have reported 

improvements in anxiety, depression and the development of insight as a result of meditation 

(Kabat-Zinn, et al., 1992; Kutz, et al., 1985). Together these studies, alongside the research 

findings in this study, indicate prayer is an extremely powerful and effective coping strategy 

for recovery of mental health experiences.  

Prayers have also been reported as positive coping strategies for members of other religions, 

such as Islam, in relation to mental well-being (Cinnirelle and Koewenthal, 1999). This study 

found prayers were believed to be an effective way to manage symptoms of depression and 

schizophrenia. Similarly, in another study conducted by Hussain and Cochrane, (2003), the 

South Asian community reported faith and prayers were used as a common coping strategy 

when females experienced depression. This supports and aligns with the current research 
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findings suggesting religious practices such as prayers hold an important aspect of life when 

managing to deal with mental health difficulties.  

The family support theme explored how Sikh participants use family support to help improve 

their mental well-being. This theme was very interesting, as in previous studies, family support 

was uncommon. Below are a few direct quotes from the Sikh female participants.    
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“I would share my difficulties with my family, we are a unit and we help each other out 

no matter what… For example, even talking to them about my pains and discomfort 

would make me feel better, knowing they will help me and check up on me... It’s not 

even just the help… They will wish me well and do paat for me...” (Participant 09, lines 

66-69).  

 

“Anything which happens to me or any one of my family, we will get through it 

together… We help each other out… look after each other… When I found out my 

grandchild has problems… I help, our whole extended family helps… We don’t let my 

son and daughter-in-law feel alone… If they have a problem it means we all have a 

problem… As a family, we do what we can to help and support” (Participant 13, lines 

71-75).  

 

“If it wasn’t for my children I would not be here today, negative mental health is a very 

lonely time in your life… you need the support of your family to help you pull through… 

for me I think family support is very important and the treatment I had… I didn’t go to 

the doctor for help when I knew I had depression… My family helped me shift my focus 

and put my mind on other things… no medication could do this” (Participant 03, lines 

59-63).  

 

“I think if someone has a mental illness, they just speak to their family first before they 

do anything else... Sometimes all you need is your family on your side and their help to 

notice everything will be fine… Together, you can solve problems… My advice will 

be… If you are looking for treatment, first speak to your family, they will be able to 

help” (Participant 14, lines 68-71).  

 

“In terms of treatments… I don’t think medication, surgeries can help… This is meant 

to be… Like I mentioned before it’s a result of karma… So if we already know that… 

why waste time and money going to the doctors… I think only family can help you… 

You can share feelings, thoughts with them, cry with them and think of how to deal with 

the situation… No outsider is going to help you… Only family will stand by your side 

and never leave… by that I mean true real family” (Participant 21, lines 41-46).  

 

It was very insightful to see how family support was mentioned as a coping strategy and 

treatment for negative mental well-being, particularly as it had not been mentioned previously 

in the online survey and initial face to face interviews. Sikh participants over the age of 65 hold 
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their families in high regard for respect and assistance. The participants expressed the unity 

inside their family as a key supporting factor. The older Sikh generation is very family-

orientated, which would explain why their first point of call for help will be their family. 

Various types of supports were listed from all participants as coping strategies and treatments 

for mental health difficulties. 

This outcome is contrary to that of other studies, which found participants were afraid to tell 

their families about their mental health difficulties (Corrigan, 2004; Gilbert, Gilbert, & 

Sanghera, 2004). Those participants explained they felt embarrassed and ashamed, thinking 

their families would fear being stigmatised for being associated with mental health difficulties. 

These South Asian participants, which only included a small sample of Panjabi participants, 

explained this was prominent because of the role that culture plays in an individual’s life.  

Sikh female participants over the age of 65 all referred to family support as a coping strategy 

and treatment, which could be explained by multiple factors. Firstly, not all 23 participants 

defined mental well-being in the me manner, referring to it in a multitude of ways: a problem, 

depression, someone who is crazy/paagal or has a disability. As there were various definitions 

and cautions from the participants, this could potentially explain some participants may not 

have been referring to mental well-being when answering questions, as they all interpreted it 

differently. For example, Participant 21 claimed medication and surgeries would not help due 

to the caution being a result of karma and suggests dealing with the difficulty by sharing 

feelings and thoughts with the family. Furthermore, this differs from the findings of initial face 

to face interviews, where younger participants reported they were more likely to confide within 

their friendship circle rather than their family due to them having a different interpretation and 

understanding of mental well-being. The over 65’s face to face interviews supports that, and 

within this study, the researcher highlights several misunderstandings of the term and cautions 

of mental well-being, highlighting concern over the interpretation of the term.   
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6.3.4 Barriers to seeking professional help  

This theme will explore the potential barriers in the 65+ age group for Sikh women. It was vital 

to understand the barriers to seeking professional help so they can be tackled in the future and 

measures can be put in place for members of the Sikh community to seek professional help. 

Within this primary theme there are four subthemes that will be explored individually.  

In this theme participants’ personal perceptions are captured regarding whether they were 

suffering from negative mental well-being, while understanding their thoughts on potential 

barriers to seeking professional help for mental well-being for others within the community. 

Below are a few direct quotes shared from the Sikh female participants.    
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“Sometimes people don’t get help from the doctors because in our community going to 

the doctors means you have some sort of issue or problem and our community assumes 

the worst [Shake’s head] … They will start talking and talking and talking and everyone 

will know there is a problem, and they will start asking” (Participant 18, lines 71-74)  

 

“There have been times my son has taken my grandchild to hospital and people talk… 

People say it to his face… They tell him… he must have done something bad in his past 

life to deserve this now… Things like this stop people going out in public and going to 

hospitals” (Participant 13, lines 82-85) 

 

“Sometimes people in our community do not want to be associated with western 

treatments because really we have our own and when it gets out you are getting help 

from western doctors… People start talking and think your problems must be really 

bad” (Participant 03, lines 69-71) 

 

“My best friend doesn’t go to the hospital for treatment because she does not want 

people to think she is crazy… she has a family reputation and she doesn’t want people 

to talk about and her family so really she deals with her mental health difficulties 

herself at home with her family members” (Participant 19, lines 65-68) 

 

“Our community does not like to be talked about… Our izzat is held very high… This 

is because of the way we are brought up in India and it's passed down really… Nobody 

would like anyone to know about their mental problems… That’s why they do not get 

help from doctors or go to the hospital” (Participant 21, lines 54-57) 

 

These findings are very similar to the online survey and initial face to face interviews there 

where participants expressed how they felt the older generation, in particular, like to talk about 

other people’s issues compared to the younger generation, which suggests this is a concern and 

barrier for all age groups within the Sikh community. 

Participant 13 shares an experience of when someone approached her son and made a remark 

about her grandchild’s condition being the result of karma. She goes on further to explain that 

was a negative experience and has hindered them from taking their grandchild out in public 
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because of people’s comments. Clinicians in the UK need to be aware of the impact of the 

understanding and the caution between communities and generations.  

When exploring the participants’ explanations, the researcher noticed that they were concerned 

about having a bad reputation and shame being brought on them and their family. Participant 

21 referred to a major concern, izzat, which was of high importance to them. Izzat can be 

described as a fundamental element when constructing shame, as Sikh participants hold 

external shame high. This is closely linked to the following subtheme, shame and family 

reputation, and will be explored further.  

This following theme explored how shame and family reputation stop a Sikh individual from 

seeking professional help and attempts to investigate why. Below are a few direct quotes from 

the Sikh female participants.    
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“It is shameful getting treatment from doctors… You will see this is common within our 

community… We do not like showing any sign of weakness… This is the way we have 

been brought up by our ancestors” (Participant 22, lines 51-53) 

 

“I would say not many Sikhs get professional help… Partly because if one person does 

it will affect the whole family… One example I would like to share is this… My friend 

didn’t get professional help for her mental problems because her son was getting 

engaged at the time and the ‘kurii waleh’ [girls’ side] were asking loads of questions 

about the family and she feared the family would get a bad reputation and her son 

would lose the ‘Rishta’ [marriage proposal]” (Participant 23, lines 55-60) 

 

“It is common that some may not get professional help for their mental health as they 

see it is taboo, a sensitive issue, and are worried it may bring shame on the family… 

sadly this still exists” (Participant 12, lines 68-70) 

 

“Nobody wants to be linked to shame… it takes a lot to ask for help and go through 

treatment” (Participant 16, lines 54-55) 

 

“It is all down to the shame it will bring on the whole family including external family… 

People start to think we have done something in our past lives to be suffering like this 

now” (Participant 18, lines 81-82) 

 

This subtheme shared parallels with explanations in the online survey and initial face to face 

interviews, where Sikh participants felt the need to protect their family reputation from shame 

by not seeking professional help. Participant 23 mentioned her friend feared her son’s in-laws 

would frown upon them in shame if they discovered her seeking professional help. She 

mentions the girls’ side of the family asked a lot of questions about the family in relation to 

health, finances etc. This is common within the Panjabi community, where families take great 

interest in the whole family when it comes to marriage. This explains why Participant 23’s 

friend decided not to get professional help, to prevent any shame from being put on the family, 

which would result in sabotaging her son’s marriage proposal. Other studies have similarly 
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found that family reputations and marriage concerns have a heavy influence within the South 

Asian communities (Macaskill and Ahmad, 2000). This was attributed to cultural beliefs about 

cautions of mental health, which leads to shame and blame (Hatfield, Mohammad, Ahim, and 

Tanweer, 1996).  

The initial interviews displayed similar findings, when a participant stated her sister not being 

married brought shame on her family. This is analogous to the current findings, as Participant 

23 describes her friend does not want any issues that could jeopardise her son’s marriage. The 

findings were consistent with previous research that found family honour was a significant 

concern (Knifton, et al., 2009; Tabassum, Macaskill, & Ahmad, 2000; Gilbert, 2000). One 

possible reason could be they did not want to be looked down upon by the wider community, 

as they hold their pride and reputation highly. Wright, et al., (2000) explain individuals 

experience low self-esteem due to fear of rejection from friends and families, and therefore 

will do anything to protect their family reputation.  

Shame and family reputation have been a reoccurring theme throughout the research study, 

demonstrating how it is still is an ongoing issue that needs tackling. Participant 18 shared how 

shame has been inherited in their family from their parents.  

 

Participant 18: “Shame has always been a part of us”  

 

Interviewee: “Could you elaborate on that please… What do you mean by ‘shame has 

always been a part of us’?” 
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Participant 18: “So… In my family… How shall I explain this… So… We have always 

been told to protect our father’s phag (turban)… Meaning do not do anything which 

will cause shame on our family as our father’s phag will become filthy… This was 

drilled in mine and my sister’s heads since we were children and we pass on the me 

teachings to our children” (lines 84-91) 

 

Participant 18 helps us understand shame had been introduced to them by their parents from 

such a young age, and they have passed this on to their own children. Participant 18 refers to 

her father’s turban, which signifies the head of the family holding his head up in pride rather 

than down in shame. This illustrates the shame goes directly to the head of the family, which 

is then associated with the entire family. Therefore, to avoid this shame being reflected on the 

family, Sikh individuals are not seeking the professional help they need. This reflects and 

displays concerns, particularly over external shame, and is a serious issue that needs to be 

addressed.  

Overall, this subtheme has highlighted shame and family reputation is regarded highly within 

the Sikh community. This is a key barrier to seeking professional help; shame can delay 

participants from speaking up about mental health as well as getting treatment. This is a current 

issue that needs to be tackled. The community needs to be made aware of the consequences of 

getting delayed professional help as this affects the recovery period.  

This subtheme consists of 19 Sikh female participants who explained Hukam was a barrier for 

them to seek professional help. Below are a few direct quotes from the Sikh female participants.   
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“The thing is with this mental health it is all written… you know… We know it's all 

down to Hukam and we have to accept it… So, if we look at mental health as something 

which is Hukam why would we get help from doctors?” (Participant 15, lines 77-79)  

 

“This professional help business is very hard… How can we get help for something 

which is Bhana (God’s will)?” I just don’t think we can… Waste of money (Participant 

03, lines 74-75)  

 

“The Asian community find it hard getting help from doctors… Purely because we 

believe in Hukam… And if that’s what Maharaj has in plan for some people that’s 

because of their past life and they have to go through this… Some also find it 

embarrassing getting help doctors” (Participant 12, lines 91-94)  

 

“Sometimes it’s not as simple as going to the doctors and getting help… In our 

community, we have to think twice… Our religion and culture tells us many things such 

as home remedies and if a Dukh (pain) comes to someone’s life the real explanation for 

this has to be Hukam and even then home remedies don’t work for that” (Participant 

22, lines 59-62)  

 

“You can’t really go to the doctors… For example, I mean… if it’s meant to be its meant 

to be… Whatever Akal Purakh has planned will happen, there’s nothing doctors and 

scientist can do to stop this” (Participant 21, lines 68-70).  

 

This subtheme was interesting, as Hukam came up as a subtheme earlier for an explanation of 

the causes of negative mental well-being. Again, participants referred to Hukam as a barrier in 

seeking professional help. Sikh participants who were interviewed were under the impression 

that if a mental health difficulty has occurred by God’s will they should not seek professional 

help. The participants referred to doctors and scientists as individuals who cannot help and 

interfere with God’s plans.  
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Participant 22 explained in frustration that ‘it’s not as simple as going to the doctors and getting 

help’ within the Sikh community. She went on further to explain religion and culture are 

barriers to seeking help, as any pain a Sikh experience is explained by Hukam. These findings 

were similar to Lai and Chau, (2007), who established ethnic minorities faced other challenges 

in seeking help such as personal beliefs influenced by religious and cultural factors.  

These findings were very interesting, as Sikh participants in the online survey and initial face 

to face interviews who were younger than the current study participants did not describe Hukam 

as a potential barrier to seeking professional help. These findings can be explained by the 

language barrier of the older generation as well as how they have understood mental health. 

Another explanation could be the older generation’s belief that Waheguru has written 

everything and nothing can change. Again, this goes back to the caution of negative mental 

well-being, and within the above quotes, Karma was again identified. Within the Guru Granth 

Sahib there are no teachings which state individuals are prohibited from seeking medical or 

professional help. Therefore, the concept of Bhana should not stop an individual from seeking 

professional help. The research findings of all three data collection methods have highlighted 

the importance of understanding perceptions of terms.  

Denial was another common barrier for the Sikh community when seeking professional help 

for their mental health difficulties. Below are a few direct quotes from the Sikh female 

participants.  
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Participant 10 - So being mental is something which is like being a crazy person…. 

That is just who they have become… It’s like when we say ‘bunda pagal hogeya’ 

[someone has gone crazy] this is who they are they will always be paagal so it’s more 

of their personality than an actual problem 

Interviewer - Ok… So, what do you mean by it's not ‘an actual problem’?  

Participant 10 - Erm... So… Like it’s not an issue in terms of it’s not a real condition 

it’s just the way you are so you… You don’t need doctors’ help… You just have to deal 

with it… What can you do? (Lines 77 – 84)  

 

“It is what it is… You see… It’s become so common now it’s normal… There is no need 

to get any help for something which is so normal” (Participant 20, lines 66-67)  

 

“I don’t really see it as a condition… For example, you can’t get an x-ray for this 

problem so why would you go to the doctors… I don’t think it’s a condition” 

(Participant 12, lines 98-100)  

 

 “Like I said before, I think karma is the cause for this… It’s not like a headache or like 

a chest infection so you can’t really go get help from the hospital” (Participant 09, 

lines 76 -77)  

 

“It’s not really something which can get better, it will just become a part of you… So… 

To me, it’s not a medical problem; to me it is like a personality” (Participant 04, lines 

64-65)  

 

Although this subtheme was only comprised of 15 participants it was concerning to see that 

Sikh participants are in denial about negative mental health and say it is not a ‘real’ condition. 

This subtheme is unique to the older generation and did not come up in the previous studies 

within this research project. These findings can be explained by a lack of understanding of the 

term mental well-being. As the previous findings report, most Sikh participants over the age of 

65 do not have a clear understanding of the term, and this explains why they are in denial about 
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mental health being a condition. Many of the Sikh participants refer to mental health problems 

as caused by Karma or Hukam, therefore believe they are a result of sins in past lives. 

Participant 10 referred to mental health as ‘bunda paagal hogeya’ which translates as someone 

who has gone crazy. Again, this displays the level of understanding the participant has of the 

term. She went on to further explain how being crazy is a part of an individual’s personality 

rather than an illness. These findings came across as very interesting, suggesting that to them, 

mental health has become such a norm that it is attributed to an individual’s personality as 

opposed to an illness. Furthermore, Participant 04 also referred to mental ill-health as 

something which is a part of an individual and becomes their personality. Participant 20 also 

claims negative mental health is becoming so common now it has become normal. This 

explains why Sikh participants are in denial that mental health is a medical condition. If 

individuals are in denial of negative mental well-being, they will not seek professional help 

because they do not believe there is a difficulty to treat.  
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Chapter 7 – Conclusion   

The present research set out to explore Sikhs’ understanding of mental well-being alongside 

investigating barriers to seeking professional help. The conclusions drawn from the findings 

are explained by considering the four research questions. This chapter provides a critical review 

and evaluation of the study, highlighting limitations, implications and recommendations for 

future research.  

The online study represented the quantitative approach of the research project, focusing on 

Sikhs’ perspectives on mental well-being, specifically investigating their attitudes towards 

mental well-being and potential barriers to seeking professional help. This study contributes to 

the limited literature on mental well-being within the Sikh community in the UK. Data from 

1001 Sikh participants in the UK was collected through an online survey. The online survey 

was analysed using SPSS and several types of statistical analysis. This quantitative research 

study outlines several themes which were further explored in the interviews.   

The initial face to face interviews took a qualitative approach which focused on Sikhs’ 

perspectives on mental well-being while investigating their personal experiences in relation to 

mental health difficulties, with a consideration of their faith and cultural influences. This study 

took the form of face to face interviews, and included three participants who have been 

diagnosed with a mental health condition and three participants who had claimed to have no 

experience of any mental health conditions. However, during the interviews, the researcher 

established that two of the participants who originally claimed they had no mental health 

experiences had in fact suffered from experiencing negative mental well-being.  The interviews 

were analysed using IPA. Both the online survey and initial face to face interviews captured 

data from participants aged 18 – 65. However, it was noticed that in the obtained data, 

participants made constant references to the older generation, suggesting generational 
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differences. Therefore, at this point, it was decided to include an additional data collection 

method that solely focused on Sikh participants over the age of 65.  

The over 65’s face to face interviews again took a qualitative approach and focused on Sikh 

females aged 65 and over. During this data collection phase, participants’ understanding of 

mental well-being was explored alongside any personal encounters or experiences. The over 

65’s interviews also took the form of face to face interviews and was analysed using content 

analysis.  

7.1 Reviewing Research Aim and Questions 

The overall aim of my research was to address the glaring gap in the literature pertaining to 

perceptions, understanding and attitudes towards mental well-being specifically for members 

of the Sikh faith, while simultaneously adding to the body of knowledge regarding Sikhs’ 

understanding of mental well-being.  In the following subsections, there are four research 

questions that were identified to address the aim of the research. These four research questions 

will be individually addressed in relation to previous existing literature concluding the findings.  

The first research question was ‘How does the Sikh Community understand mental well-

being?’. Interestingly, the findings reported in this research study shed new light on how the 

Sikh community interpret mental well-being compared to the existing literature. The findings 

reported that younger Sikh participants defined mental well-being as an umbrella term, 

referring to the health of the mind. The majority of the Sikh participants could recognise an 

association between the mind and mental well-being. When referring to the mind in relation to 

mental well-being, it was often described as a separate entity from the physical body. The 

conceptualisation of mind-body aligned with the eastern view (Fernando & Keating, 2008). 

This viewpoint is also supported by Sikh teachings which portray the Mun, body and soul 

(Aatma) as three separate, distinct entities, and all three components work together to function 
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efficiently (Virk, 2018). Several other interpretations were explained, such as emotions, 

biological, psychological disorders, spirituality and derogatory terminology to demonstrate 

their understanding of the term ‘mental well-being’.  

There were distinct, underlying differences between generations. For example, the older 

generation described or referred to negative mental health as a disability, problem, depression 

and ego. Illness-related terms can be explained by the Sikh community recognising mental 

well-being as mental illness, rather than acknowledging the positive well-being element. This 

questions whether the Sikh community are ready to move on to understanding mental well-

being.  The reference to ego was recognised within the initial face to face interviews as well. 

Additionally, this identifies that education and awareness of the term ‘mental well-being’ is 

fundamental in order to understand the term, and this is lacking among the older generation. In 

the over 65’s face to face interviews participants were confident of their awareness of the term 

but were unable to explain it correctly. It is important to recognise that it was only possible to 

interview Sikh females for the over 65’s face to face interviews, therefore, unfortunately, the 

findings cannot be generalisable. These findings can be explained by over 65’s having less 

awareness and knowledge of terminology due to a lack of educational awareness when they 

went to school, whereas currently in educational sectors there is more awareness of the term. 

Additionally, it is also important to consider there is no current definition in Panjabi nor 

Gurmukhi addressing the term mental health. These findings have started the argument of inter-

generalisations attitudes for mental health difficulties differ within the Sikh community. This 

provides a new light to literature suggesting generational differences exist. However, 

unfortunately previous literature has not investigated age explicitly in relation to 

understandings in relation to mental health. Therefore, these findings tend to be more specific 

to the Sikh community living in the UK.  
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Surprisingly, when identifying the cause of negative mental health, the majority of the 

participants’ responses aligned with the western conceptualisations of mental health and not 

the eastern. Most participants described social, environmental and biological factors as the 

cause of negative mental health. The current findings contradict other studies (Raleigh and 

Almond, 1995; Ineichen, 1990) which portray South Asians as a community that does not 

acknowledge psychological distress as an illness. However, a minority of the participants aged 

65 plus referred to karma and Hukam (God’s will) as the causes of mental well-being. These 

findings are consistent with older existing literature (Fowler, 1997; Hussain and Cochrance, 

2003; Whitman, 2007) highlighting mental and physical suffering as a consequence of karma 

and God’s will. The theme of karma and Hukam was consistent within all three data collection 

methods. A common reference made throughout the three data collection methods was the 

association with vices and virtues, with vices leading to negative mental well-being. This 

relates to the researcher’s self-developed model, explained in Chapter 1. The findings regarding 

causation of mental well-being is very similar to other communities.  

The second research question was ‘Where does the Sikh community go to seek professional 

help for mental health and why?’ During this research study, it was reported that seeking 

professional help was not the first point of call for the majority of the Sikh participants. This 

research question can be answered by two key themes, Sikhs seeking support from their 

family/friends and faith.   

Participants’ first point of call for seeking help was their family and friends. However, 

participants explicitly explained they could not seek help from all family members, due to older 

family members not understanding their experiences. This led to participants only confiding in 

someone whom they trusted and felt would understand their issues. For some Sikh participants, 

it was their friends, siblings or parents whom they would seek support from.  
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However, some participants mentioned they would only speak to friends their own age, due to 

parents not being able to understand the concept of mental well-being. This is consistent with 

the previous literature which signified s are family-orientated individuals who place a high 

value on their family when in need of help and support (Roland, 1988; Medora, Larson, & 

Dave, 2000). These findings are also similar to (Sonuga‐Barke & Mistry, 2000; Chase‐

Lansdale, Brooks‐Gunn, & Zamsky, 1994) who reported a significant positive relationship 

between family support and mental well-being. Furnham, et al., (1994) state that when 

difficulties arise, it is likely that South Asian individuals seek help from within their families, 

especially women, who prefer to talk to their family members regarding their distress instead 

of friends. However, within the current research study, no gender differences were displayed 

in relation to seeking support from family and friends.  

Sikh participants also sought help from their faith when dealing with mental health. As 

mentioned earlier, Sikh participants refer to God’s will as the cause of mental well-being. The 

current study also finds the majority of the Sikh participants seek help from the teachings of 

Guru Granth Sahib and as well as Sikh history. Sikh participants explained they would refer to 

shabads (texts) from the Guru Granth Sahib when in doubt about how to deal with difficulties 

in relation to mental well-being. Participants also mentioned that when suffering from negative 

mental health, they reminded themselves of Sikh history, which helped improve their mental 

well-being. One participant reported they sought help from a religious leader instead of 

professional help. These findings are similar to other researchers (Sheikh, et al., 2002; Healey 

and Aslam, 1900) who reported traditional healing was considered by s when suffering from 

negative mental health due to professional services being culturally insensitive (Incayawar, 

Wintrob, Bouchard, & Bartoc, 2009),  

This research has confirmed Sikh identity holds a significant role when exploring mental well-

being. The research study contributes a new understanding which regards Sikh identity as 
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important; thus it provides a sense of belonging to the participants. Sikh participants referred 

to their identity as a support network. For example, if an individual is an Amritdhari practising 

Sikh, they have to consider, act and behave accordingly. Being a practising Amritdhari Sikh 

disciplines an individual’s life; for example, it prohibits them from consuming alcohol and 

drugs. Within the wider cultural Panjabi community, these substances are often used as a 

coping strategy when dealing with mental health difficulties. However, this is controversial as 

not all Amritdhari Sikhs will deal with the situation the me way.  

Additionally, Sikh participants referred to the power of prayer and Ardas which they sought 

support and help from. There were strong beliefs in using religious practices such as prayer, 

meditation and chanting Waheguru’s name as a tool to cope with mental health difficulties. 

These findings also support research (Kleinman, 1987; Cinnirella and Loewenthal, 1999) 

which reported conceptualisations of mental health are embedded in religious belief systems 

that influence an individual seeking professional help. Furthermore, Sikh participants referred 

to the Gurdwara as a support network; it was mentioned that the Gurdwara and doing Sewa 

allows individuals to switch off from any worries and difficulties which they may have. 

Overall, faith is seen as a positive reinforcement of mental well-being.  

The third research question was ‘Are there any barriers or factors which hinder the Sikh 

community from seeking professional help?’ The fear of being gossiped about and spoken 

about in a negative manner was a key barrier and the reason why the majority of the Sikh 

participants did not seek professional help from services. This relates to individuals believing 

that others would reject or attack them if those beliefs became public (Gilbert, 2000). The 

current study findings are consistent with other research (Corrigan, 2004; Grover, et al., 2017) 

that reported that the fear of being stigmatised and bringing shame are highly associated with 

mental health problems due to the prominent role of culture in an individual’s life. These 

research studies presented gender differences, and greater levels of stigma were identified by 
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females, who reported stigma in relation to marriage and pregnancy. Interestingly, these 

findings were also consistent with the current study, where more females reported being 

gossiped about as a barrier to seeking professional help compared to males.  

This study confirms that Sikh participants who had experienced negative mental health were 

more concerned about external shame compared to internal shame. External shame is one factor 

that constructs shame, and is also another barrier to seeking professional help. Izzat can explain 

external shame which emerges from issues relating to family honour, reputations and self-

reputations. Similar findings were reported by (Takhar, 2005) who found the concept of izzat 

has been referred to as a major influence in Asian families. 

Family honour can be expressed as a barrier to seeking professional help. It was explained that 

psychological distress can be caused when trying to protect family honour (Chew-Graham, et 

al., 2002; Gilbert, et al., 2007; Brown, et al., 1995; Gilbert and Allan, 1998). The current study 

reported similar findings where participants did not seek professional help due to protecting 

their family honour. Again, gender differences were reported as more Sikh women highlighted 

that protecting the family honour was a barrier to seeking professional help, in comparison to 

Sikh males.   

The questionnaires found one dominant barrier to seeking professional help was childcare. Sikh 

participants were concerned with having a problem with childcare if they received professional 

help, and that their children might be taken into care if they lost access to custody without 

agreement. Another barrier in seeking help for Sikh individuals was being seen as bad parents. 

This is a new contribution to the literature, as childcare issues have not been presented as a 

barrier to seeking help within the South Asian community.  

Sikhs also referred to God’s will (Hukam) and Karma as a barrier to seeking professional help. 

Participants explained if it is Hukam to go through negative mental health then it should be 
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accepted and there is no need to seek help for something which is a result of Hukam or karma. 

These findings are consistent with previous literature (Fowler, 1997; Hussain and Cochrane, 

2003; Whitman, 2007) which highlights karma and perceived God’s Will can hinder s from 

seeking professional help.  

The concept of Chardi-Kala was also seen as a barrier to seeking professional help. Sikh 

participants expressed the expectation of ‘Sikhs are warriors’ and children of Guru Gobind 

Singh and therefore did not need to seek help or support for issues like mental well-being. 

These findings were also similar to Ruprai, (2016), who reported the Panjabi community 

responded with the phrase ‘we are warriors’ when attempting to understand psychological well-

being. The above phrase suggests Sikh participants deal with difficulties by being strong and 

confronting difficulties head on. Participants expressed the belief that being a descendant of 

powerful leaders results in carrying the genes of the warrior status.  

This fourth research question was ‘Does spirituality and religion have an influence on mental 

well-being?’. Spirituality and religion play a vital role in relation to mental well-being. This 

thesis has provided a deeper insight into how the Sikh faith influences mental well-being. For 

example, Sikh teachings and history are used to uplift moods due to the hardships experienced 

by the Gurus in comparison to their own difficulties. Sikh prayers, meditation, Sewa and visits 

to the Gurdwara are prime examples of coping strategies used when dealing with mental well-

being. 

Sikh participants also refer to the ego (Haumai) as a cause of negative mental well-being due 

to writings from Guru Granth Sahib supporting this. The mind has been described as trapped 

by worldly materialistic illusions which include ego, pride and desires. This is important when 

trying to understand the Mun, which reflects its surrounding influences. The researcher’s model 
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is outlined in Chapter 1, Understanding the Mun, explains the influences of the Mun in relation 

to vices and virtues which are attributed by the Mun.  

However, the Sikh faith has also been portrayed as a barrier to seeking professional help. Sikhs’ 

interpretations of Hukam, Karma and Chardi-Kala has hindered Sikhs from seeking help. This 

is solely based on individual interpretations. These findings are consistent with previous 

literature (Fowler, 1997; Hussain and Cochrane, 2003; Whitman, 2007; Ruprai, 2016).  

Overall, this research has presented various elements which indicate a tailored specific ‘need’ 

exists within the Sikh community in relation to mental well-being. For example, individuals 

belonging to the Sikh faith incorporate Sikh teachings as their coping strategies. The concept 

of an ‘Ardas’, prayer and ‘Sewa’ has been indicated to assist with negative mental well-being. 

These concepts are specific to the Sikh faith. This suggests the need for an infrastructure to be 

put into place so individuals who recognise they will benefit from faith-based tailored therapies 

can seek help. The current research has also identified that individuals who are over 65 have 

less awareness of the term ‘mental well-being’ and refer to the term in a predominantly negative 

light, akin to an illness. This misunderstanding needs to be tackled at a grassroots community 

level which can assist in tailoring age-friendly, mental well-being awareness. One example 

could be to deliver group sessions which are conducted in Panjabi, using a clear and concise 

framework to raise awareness of the term, in the hope of removing the element of shame from 

the term ‘mental well-being’.  

7.2 Critical Review: Evaluation of Current Research Project  

The quality of the research study was evaluated by using Yardley’s, (2011) criteria for 

assessing validity. This includes the following fundamental criteria: sensitivity to context, 

commitment and rigour, transparency and coherence, and impact and importance. These 

fundamental criteria will be discussed below in relation to the research study.  
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Sensitivity to context was a priority when conducting this research project, and the researcher 

demonstrated sensitivity when applying for ethical approval to conduct this study. It was 

important to identify the gap in literature and conduct research aiming to answer research 

questions in a sensitive manner. When designing measures for the current research project, the 

vocabulary used was considered and tailored in a sensitive way. It was important not to apply 

any pre-conceived categories when developing the questionnaires and interview guides, 

ensuring each participant was appropriately represented.  

During the data collection phase, the researcher ensured the participants were comfortable by 

allowing the participants a choice of locations that best suited them. The researcher displayed 

sensitivity to context by showing empathy when appropriate, addressing dynamics regarding 

power, which position the research as an expert, and being sensitively curious as an insider 

researching their own. Sensitivity was again a priority when analysing the data context of the 

Sikh participants. An IPA method was adopted to make sense of the Sikh participants’ 

experiences in relation to mental health.  

This was displayed by initially conducting a pilot study for each of the three studies in this 

project. The pilot studies helped ensure the questions were asked in an appropriate manner, 

which resulted in answering the research questions. It also assisted in testing the length of the 

survey and interviews. For example, after conducting the pilot interviews it was found that the 

interview guide was too long which allowed the researcher to be concise and re-structure the 

interview guide. Another way commitment and rigour was demonstrated in the research study 

was by not allowing any personal judgement to cloud the participants’ statements. For example, 

if Panjabi terminology was used by participants, the researcher would ask the participant to 

explain what they meant. This stopped the researcher from leaping to any assumptions which 

may have been incorrect.  
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Another priority was transparency and coherence when conducting this research project, 

particularly during data collection and analysis.  One way transparency and coherence were 

demonstrated within the research study was by not allowing any personal thoughts and 

opinions to interfere with the research findings. The researcher controlled this by writing 

personal views in a reflective journal which distinguished personal thoughts from participant’s 

thoughts. This was helpful when analysing the data and drawing conclusions. The researcher 

also compiled initial codes and mind maps which identified how the themes emerged from the 

transcripts. This displays a trail of how each theme was composed and developed into 

subthemes.  

 

7.3 Limitations, Implications and Recommendations 

It is vital to recognise and identify limitations within this research study. Despite having a large 

sample size of 1001 participants for the online survey, it was not consistent with the initial face 

to face interviews and over 65’s interviews.  However, given the nature of adopting a mixed-

methods research study, both initial interviews and over 65’s interviews were structured as 

qualitative studies, which allowed rich data to be captured. The over 65’s interviews were 

limited by gender differences as it only interviewed females aged over 65 and above, and not 

males. As literature is limited for Sikhs over the age of 65 for both males and females, this 

would be a fruitful area for further work.   

The online survey had several limitations, including not collecting participants’ parents’ 

occupation and their understanding of mental well-being. It would have been interesting to see 

the generational differences based on occupation and their understanding of mental well-being. 

The barriers to care access measure was only filled out by participants who experienced 

negative mental health. The online survey is also limited by the lack of information on barriers 
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to seeking professional help for those Sikh participants who have not experienced negative 

mental health. Several questions remain to be answered by Sikhs who have no experience of 

negative mental health in relation to barriers to accessing professional help.  

One major limitation of initial face to face interviews was the sample size; the small sample 

size did not allow the researcher to make generalisable findings for Sikhs living in the UK. In 

spite of this limitation, the study certainly adds to our understanding of Sikhs’ perceptions of 

mental well-being in the UK, alongside the online survey and over 65’s interviews. A further 

study could assess the long-term effects of those suffering from negative mental health 

compared to a controlled group.  

It is unfortunate that the over 65’s interview did not include a male sample, as this meant no 

direct gender comparison was possible. Another limitation of this study was that all participants 

were collected from one civic centre in Birmingham. Considerably more work will need to be 

done to determine the Sikh older generations’ perceptions and understanding of mental well-

being.  

Sikhs in the UK belong to various ethnic groups; although many stated their primary language 

as Panjabi it does not mean they are Panjabi Sikhs. In future research, the Sikh ethnicity needs 

to be explored to identify whether there are any differences. 

From a clinical perspective, numerous points need to be considered when clinicians are 

engaging with Sikh clients in relation to mental well-being. Firstly, given the term ‘mental 

well-being’ does not have a translation in Punjabi nor Gurmukhi, this research study provides 

an umbrella term definition used by the Sikh community. Awareness will be required to 

investigate Sikhs views in relation to: (1) understanding the definition of mental well-being, 

(2) beliefs around causation, (3) beliefs around treatments and, (4) faith-based and cultural 

coping strategies/practices. It can be argued that an initial understanding of these key factors 



 322 

can be considered as vital and relevant when working with Sikh clients. It is considered good 

practice to have basic understanding of cultural and religious influences according to the BPS 

guidelines who are promoting the need for clinicians to consider spiritual and cultural 

competencies when working with ethnic minority communities Guidelines of BPS (2006). This 

can be achieved constructing a framework which is developed collaboratively with working 

professional clinicians, Sikh clients and researchers who have investigated the Sikh community 

in relation to mental well-being. This framework can consist of vital questions a clinician needs 

to capture within an initial assessment with Sikh clients.  

Previous literature by (Durà-Vilà, et al, 2011) highlights that currently in the UK clinicians do 

not actively seek information regarding spirituality or culture in their initial mental health 

assessments. The author’s express clinicians are not expected to have detailed knowledge in 

the field of spirituality and culture. Within my current research findings, it highlights the need 

to exploring faith and culture to gain a better understanding of an individual and their 

interpretation of mental well-being. In addition, the current research suggests the need to 

understand and investigate the views of an individual’s family and whether these align with 

the clients views. This is important as the current study found inter-generational differences 

within the Sikh community and Sikhs reported the first point of call for support is family and 

friends.  

The current study findings also supported faith/culture-specific elements required to tailor 

current interventions. These findings have portrayed the need for interventions to be tailored 

towards the Sikh community, as external shame has been identified as a major influence on 

mental well-being within the Sikh community. This suggests more diverse culture- and faith-

sensitive practice is required to tackle negative mental well-being within the UK. For example, 

Sikh participants have shared religious factors as coping strategies for mental health. Many 

clinicians will not be familiar with religious beliefs which are used as coping strategies for 
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those suffering, resulting in poor clinical judgement. Thus, the need for awareness by clinicians 

of faith-based practices has been identified.  

The current study suggests there needs to be considerations whereby Sikh scholars and 

researchers who investigate the Sikh community in relation to specific concerns and mental 

health difficulties are consulted and work collaboratively with clinicians. Particularly, in 

presenting and training clinicians about specific findings in relation to the Sikh community. In 

order to provide a holistic assessment and treatment plan for Sikh clients which has an 

integrated approach of biological, social, psychological spiritual and cultural factors. There is 

a need to develop a training module for clinicians for each faith provide knowledge and a tool 

kit when working with clients who prefer a faith-based integrated approach for their 

intervention.  

The current research study could be of great help to clinicians when dealing with the Sikh 

community, as it will help them understand how the Sikh community perceives mental well-

being. These current findings can be used to tailor interventions for the Sikh community. The 

research highlights key findings which need to be addressed at a community grassroots level. 

For example, the lack of awareness and understanding of the term ‘mental well-being’ can be 

tackled and addressed within Gurdwaras and community centres. Gurdwaras and community 

centres require an infrastructure that assists the Sikh community when dealing with negative 

mental well-being. For example, a safe space is needed where individuals can have an open 

dialogue about mental well-being without being judged. Each Gurdwara and community centre 

need to be aware of different types of mental health services provided locally in order to 

signpost individuals.   

The researcher is currently volunteering and providing an Ear Listening service with Niskham 

Health and Well-Being Centre, where individuals belonging to any faith group can go and seek 
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professional help. The Ear Listening service is one of the many services provided by Niskham 

Health and Well-Being Centre, and this service provides a confidential service driven by values 

such as compassion and selfless service. Although there are a few limited services like this, 

Sikh individuals are still reluctant to seek help. In order for Sikhs to access services like this, 

they must be aware of them and know the benefits of these services, as well as moving away 

from the concept of shame attached to the term ‘mental well-being’. This research has 

highlighted the understanding and challenges of mental well-being within the Sikh community. 

Future research is needed to investigate how these challenges can be addressed. The research 

findings are not only helpful to clinicians but are also for schools, universities and workplaces 

that have Sikhs as members of their institutions.  

Finally, there is a need in policy to incorporate the development of a community-based 

interventions which works with Sikh clients on a community level. This can consist of 

voluntary organisations and Gurdwara’s working collaboratively to tackle mental well-being. 

This does not necessarily mean each Gurdwara is to provide an infostructure which includes 

tacking mental health but the very list awareness and information for Sikhs to be sign posted 

to relevant organisations. However, those Gurdwara’s who have the facilities to provide a safe 

space and can deliver interventions should be encouraged.  

Overall, to conclude it is evident that mental well-being for Sikhs needs to be understood 

incorporating faith and culture. Furthermore, this thesis has provided a deeper insight into the 

barriers the Sikh community face in seeking professional help. These findings can assist family, 

friends and clinicians to tackle these barriers in order for the Sikh community to get help 

promptly. The discipline mental health requires further development in order to understand and 

tailor interventions for the Sikh community. There is a need to in cooperate studies by scholars 

who add to current literature in this specialist area. Furthermore, a toolkit which is used 

collaboratively with researchers, Gurdwaras and clinicians in the area of mental well-being 
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needs to be considered. Another approach could be delivering faith-based modules for training 

programmes within psychoeducation.  
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Appendix 

 

1. Literature Search Terms  

 

Search 

No. 

Search Terms 

S1 Sikh  

S2 Sikhism  

S3 Punjabi 

S4 Panjabi  

S5 Indian  

S6 South Asian  

S7 Faith  

S8 Religion  

S9 Community  

S10 Beliefs 

S11 Understanding  

S12 Perspective  

S13  Attitudes  
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S14 Meaning  

S15 Mental health  

S16 Mental illness  

S17 Psychological well-being  

S18  Mental disorders 

S19  Mental health difficulties  

S20 Psychological distress  

S21  Cultural differences  

S22 Religious differences  

S23 Shame 

S24 Barriers  

S25  Professional help 

S26 Seeking help 

S27 Obstacles  

S28 S1 or S2 or S3 or S4 or S5 or S6  

S29  S7 or S8 or S9 or S10 or S11 or S12 or S13 or S14  

S30 S15 or S16 or S17 or S18 or S19 or S20  

S31 S21 or S22 or S23  

S32  S24 or S25 or S26 or S27   
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Literature search results: ESBSCO Psych INFO, Psychology and behavioural sciences 

collection, MEDLINE and CINAHL 

 

S33  S28 + S29 + S30 

S34 S28 + S29 + S31  

S35 S28 + S30 + S31 + S32 

S36 S28 + S30 + S32 
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Search 

No. 

Search Terms No. of Articles 

S1 Sikh 724 

S2 Sikhism  95 

S3 Punjabi 2,786 

S4 Panjabi  502 

S5 Indian  177,508 

S6 South Asian  15,369 

S7 Faith  32,673 

S8 Religion  130,132 

S9 Community  1,378,689 

S10 Beliefs 269,989 

S11 Understanding  1,325,656 

S12 Perspective  712,818 

S13  Attitudes  1,250,400 

S14 Meaning  207,125 

S15 Mental health  998,984 

S16 Mental illness  124,164 

S17 Psychological well-being  4,101 
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S18  Mental disorders 453,971 

S19  Mental health difficulties  4,557 

S20 Psychological distress  51,728 

S21 Cultural differences  70,975 

S22 Religious differences  2,571 

S23 Shame 22,591 

S24 Barriers  420,519 

S25  Professional help 17,751 

S26 Seeking help 29,538 

S27 Obstacles  73,801 

S28 S1 or S2 or S3 or S4 or S5 or S6  193,660  

S29  S7 or S8 or S9 or S10 or S11 or S12 or S13 or 

S14  

4,393,053 

S30 S15 or S16 or S17 or S18 or S19 or S20  1,356,193 

S31 S21 or S22 or S23  95,270 

S32  S24 or S25 or S26 or S27   525,345 

S33  S28 + S29 + S30 49 

S34 S28 + S29 + S31  251 

S35 S28 + S30 + S31 + S32 40 
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Literature search results: Science direct 

 

S36 S28 + S30 + S32 15 

Search 

No. 

Search Terms No. of Articles 

S1 Sikh 2,236 

S2 Sikhism  2,233 

S3 Punjabi 4,715 

S4 Panjabi  2,904 

S5 Indian  452,642 

S6 South Asian  265,029 

S7 Faith  81,702 

S8 Religion  81,743 

S9 Community  1,502,956 

S10 Beliefs 481,683 

S11 Understanding  2,863,323 

S12 Perspective  1,385,522 

S13  Attitudes  523,555 
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S14 Meaning  971,602 

S15 Mental health  551,585 

S16 Mental illness  235,643 

S17 Psychological well-being  18,185 

S18  Mental disorders 410,061 

S19  Mental health difficulties  192,029 

S20 Psychological distress  106,180 

S21 Cultural differences  337,599 

S22 Religious differences  79,750 

S23 Shame 37,195 

S24 Barriers  1,229,144 

S25  Professional help 457,504 

S26 Seeking help 485,414 

S27 Obstacles  131 

S28 S1 or S2 or S3 or S4 or S5 or S6  663,029 

S29  S7 or S8 or S9 or S10 or S11 or S12 or S13 or 

S14  

4,563,387 

S30 S15 or S16 or S17 or S18 or S19 or S20  755,216 

S31 S21 or S22 or S23  395,981 
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S32  S24 or S25 or S26 or S27   2,081,013 

S33  S28 + S29 + S30 1,079 

S34 S28 + S29 + S31  102 

S35 S28 + S30 + S31 + S32 35 

S36 S28 + S30 + S32 12 
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2. Literature Review Table Summary  

 

 

Authors/Date  Title  Location  Population 

 

sample 

Size   

 

Design  Measures  

UK 
      

Uppal et al. 

(2013)  

Understanding 

and awareness 

of dementia in 

the Sikh 

community 

Leicester, 

UK  

14 males 

and 14 

female Sikhs 

recruited 

from East 

Midlands 

28 

Focus 

groups 

Hypothetical 

vignette given 

Chew-

Graham et 

al. (2002) 

South Asian 

women, 

psychological 

distress and 

self-harm: 

lessons for 

Mancheste

r, UK  

South Asian 

women 
31 

Focus 

groups 

Interview guide 

was drafted 

based on the 

following 

themes: mental 

distress, suicide 
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primary care 

trusts 

and self-harm, 

community 

support and 

attitudes to 

existing service 

provision 

Huin et al. 

(2006)  

Self-harm in 

British South 

Asian women: 

psychosocial 

correlates and 

strategies for 

prevention 

London, 

UK 

British South 

Asian 

women  

5 articles Review N.A   

Lee Knifton 

(2012) 

Understanding 

and addressing 

the stigma of 

mental illness 

with ethnic 

minority 

communities 

Scotland, 

UK  

Community 

organisers 

were drawn 

from the 

Chinese, 

Pakistani 

and Indian 

ethnic 

87 

Focus 

groups 

Self-prepared 

guide. Questions 

designed to gain 

knowledge of 

community 

structures and 

responses to 
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minority 

communities  

mental health 

issues 

Pilkington et 

al. (2010)  

 

Factors 

affecting 

intention to 

access 

psychological 

services 

amongst British 

Muslims of 

South Asian 

origin 

Lancaster, 

UK  

 

 

 

 

 

 

 

 

 

British 

Muslims of 

South Asian 

origin 

94 Survey  

Moslem Attitude 

Towards 

Religion Scale 

(MARS; Wilde 

and Joseph, 

1997), Mental 

Health Locus of 

Origin Scale 

(MHLO: Hill and 

Bale, 1980), 

Attitudes 

Towards Mental 

Health Scale 

(ATMHP: Gilbert 

et al., 2007), 

Inventory of 

Attitudes 

Toward Seeking 
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Mental Health 

Services 

(IASMHS: 

Mackenzie et al., 

2004). 

Soorkia et 

al. (2010)  

Factors 

influencing 

attitudes 

towards 

seeking 

professional 

psychological 

help among 

South Asian 

students in 

Britain 

London, 

UK  

South Asian 

students in 

Britain 

148 
 

Attitudes 

towards Seeking 

Professional 

Psychological 

Help Scale 

(ATSPPH; 

Fischer and 

Turner, 1970), 

Asian Values 

Scale (AVS; 

Kim, Atkinson, 

and Yang, 

1999), Cultural 

Mistrust 

Inventory (CMI; 

Terrell and 

Terrell, 1981) 
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and Multigroup 

Ethnic Identity 

Measure (MEIM; 

Phinney, 1992) 

Tummala-

Narra et al. 

(2016) 

South Asian 

Adolescents’ 

Experiences of 

Acculturative 

Stress and 

Coping 

Scotland, 

UK  

South Asian  

9 girls, 7 

boys; 

ages 14–

18 years 

Semi-

structur

ed 

intervie

w  

Questions 

related to: (a) 

Connection to 

family, 

community, and 

heritage; (b) 

Challenges to 

acculturation; 

(c) Stress 

accompanying 

the navigation 

across cultural 

contexts; and 

(sad) Coping 

and resilience.  
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Dutt and 

Webber 

(2009) 

Access to social 

capital and 

social support 

among South 

East Asian 

women with 

severe mental 

health problem

s: a cross-

sectional 

survey. 

London, 

UK 

Punjabi 

women  
54 

Questio

nnaires  

Multidimensional 

Scale of 

Perceived Social 

Support 

(MSPSS) and 

Resource 

Generator-UK 

(RG-UK)  

Scior et al. 

(2013)  

Awareness of 

schizophrenia 

and intellectual 

disability and 

stigma across 

ethnic groups in 

the UK 

London, 

UK 

UK residents 

of working 

age 

1002 

Questio

nnaires  

Participants 

were presented 

with two un-

labelled 

vignettes: 

intellectual 

disability and 

schizophrenia 
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Sheikh and 

Furnham 

(2000) 

A cross-cultural 

study of mental 

health beliefs 

and attitudes 

towards 

seeking 

professional 

help  

London, 

UK 

British 

Asians  
287  

Questio

nnaires  

Orientations to 

Seeking 

Professional 

Help (Fischer 

and Turner 

1970) and 

Mental Distress 

Explanatory 

Model 

Questionnaire 

(Eisenbruch 

1990 
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Worth et al. 

(2009)  

Vulnerability 

and access to 

care for South 

Asian Sikh and 

Muslim patients 

with life limiting 

illness in 

Scotland: 

prospective 

longitudinal 

qualitative 

study  

Scotland, 

UK  

South Asian 

Sikh and 

Muslim 

patients 

25 

Intervie

ws 

History of the 

illness, Impact 

of the illness on 

quality of life 

and how the 

patient has 

coped with it, 

Involvement 

with patient and 

family 

India  
      

Tewari et al. 

(2012) 

Participation in 

Mass 

Gatherings Can 

Benefit Well-

Being: 

Longitudinal 

India  

Hindu's who 

attended 

pilgrimage 

Magh Mela  

416 - 

attended 

Pilgrimag

e. 127 - 

Controls  

Longitud

inal  

Survey - asked 

about well-being 

and their 

experiences of 

various 
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and Control 

Data from a 

North Indian 

Hindu 

Pilgrimage 

Event 

symptoms of ill 

health  

Trivedi et al. 

(2016) 

Depression 

among women 

in the South-

Asian region: 

The underlying 

issues 

India  

Women in 

the South-

Asian region 

N.A Review 

This is a review 

of studies in 

which various 

issues 

pertaining to 

presentation, 

course, and 

outcome of 

depression 

among women 

in South-Asian 

region are 

discussed. 
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Sohi (2018)  

Ritual 

Participation, 

Sense of 

Community, 

and Social 

Well-Being: A 

Study of Seva 

in the Sikh 

Community 

Delhi, 

India 

Sikh 

community 

residing in 

Delhi  

?  

Questio

nnaires  

Frequency of 

Ritual 

Participation, 

Sense of 

Community The 

Sense of 

Community 

Index—2 (SCI-

2) and Social 

Well-Being 5 

Kalra et al. 

(2012)  

Sikhism, 

spirituality and 

psychiatry. 

India 

N.A N.A Review 

Review of GGSJ 

in Gurmukhi and 

English  

Grover et al. 

(2017) 

Stigma 

experienced by 

patients with 

severe mental 

disorders: A 

nationwide 

India  

nationwide, 

patients with 

severe 

mental 

disorders 

 (N = 

1403) 

Intervie

ws 

Internalised 

Stigma of 

Mental Illness 

Scale (ISMIS) 

(Ritsher et al., 

2003) and 
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multicentric 

study from 

India 

Participation 

Scale (P-Scale) 

(van Brakel et 

al., 2006). 

Canada              

Islam et al. 

(2014) 

South Asian 

populations in 

Canada: 

migration and 

mental health 

Toronto, 

Canada 

South Asian 

Canadian-

born and 

South Asian 

immigrant in 

Canada  

(N=265,

056) 

Prospect

ive  

Examined date 

from a five-year 

survey on South 

Asian 

populations  

Lai and 

Surood 

(2013)  

Effect of 

Service Barriers 

on Health 

Status of 

Ageing South 

Asian 

Immigrants in 

Calgary, 

Canada 

Calgary, 

Canada  

South Asian 

Immigrants 

in Calgary, 

Canada 

(N=220) 

Telepho

ne 

survey  

Structured 

questionnaire 

covered wide 

range of topics: 

physical and 

mental health 

status, barriers 

to services use, 

values and 

beliefs  
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Simich et al. 

(2009)  

Taking Culture 

Seriously: 

Ethnolinguistic 

Community 

Perspectives on 

Mental Health 

Ontario, 

Canada 

Scoping 

review of 

over two 

decades of 

relevant 

Canadian 

literature  

131 

articles  

Literatur

e review  

five steps for 

undertaking 

literature search 

and review (a) 

Identifying the 

research 

question (b) 

Searching and 

finding relevant 

studies (c) S- 

electing relevant 

studies based on 

the research 

question (sad) 

Charting the 

data from the 

identified 

studies (e) 

Sum- marising 
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and reporting 

the results. 

America  
      

Mokkarala et 

al. (2016) 

The relationship 

between shame 

and perceived 

biological 

origins of 

mental illness 

among South 

Asian and white 

American 

young adults 

CA, U  

South Asian 

and white 

American 

young adults 

(N=177) 

Online 

survey  

Percieved 

Shame related 

to Mental Illness 

and Perceived 

Family Support  
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Roberts et 

al. (2015) 

Depression, a 

Hidden Mental 

Health Disparity 

in an Asian 

Indian 

Immigrant 

Community 

CA, U  

Asian Indian 

Immigrant 

Community 

4 focus 

groups 

(n=47) 

anonymo

us 

surveys 

(n=350)  

focus 

groups 

and 

surveys  

Semi-structured 

interview 

questionnaire. 

tisfaction with 

Life Scale 

(SWLS), 

Acculturation, 

Habits, and 

Interests 

Multicultural 

Scale for 

Adolescents 

(AHIM) and 

Short Attitudes 

toward Women 

Scale (AWS) 



 

 

364 

Kim and 

Omizo 

(2003)  

Asian Cultural 

Values, 

Attitudes 

Toward Seeking 

Professional 

Psychological 

Help, and 

Willingness To 

See a 

Counsellor  

California, 

U  

Asian 

Americans  

242 

Questio

nnaires  

Asian Values 

Scale (AVS), 

The 10-item 

Attitudes 

Toward Seeking 

Professional 

Psychological 

Help– Short 

Form (ATSPPH-

SF).  

 

Bangladesh  
      

Hosin et al. 

(2013) 

Mental 

disorders in 

Bangladesh: a 

systematic 

review 

Banglades

h  

Stuides 

conducted in 

Bangladesh 

32 

articles  

System

atic 

review  

Identified 

relevant 

literature on 

mental disorders 

within 

Bangladesh 

between 1975 - 

2013 
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3. Ethical approval
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4. Poster  

 

 

5. Consent form and Information Sheet  

 

Title: Investigating the understanding of mental well-being within the Sikh 

Community while exploring attitudes and barriers of seeking professional help 

 

You are being invited to take part in a research study. Before you decide to take part, it is important for you to 

understand why the research is being conducted and what it will involves.  Please take your time to read the 

following information carefully. Thank you for reading this.   

  

What is the purpose of this study?  
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The aim of this research is to explore how Sikhs define the term mental health in English, as there is no current 

definition in the Punjabi language. There is a lot research in the South Asian community which has shown a clear 

association with shame and mental health. Although, research in South Asians has captured data from Punjabi 

communities this does not determine their religious practice. Therefore, this study aims to investigate the 

relationship between shame and mental health, examining how this impacts Sikhs attitudes from seeking 

professional help.  

  

Why have I been chosen?  

This research involves recruiting Sikhs (both male and female) ages 18+ diagnosed with a mental health conditions 

and UK Sikhs who have no diagnosis in relation to mental health. You are eligible to participate as you are part of 

this population.  

  

Do I have to take part?  

It is up to you to decide whether to take part – participation is completely voluntary. If you do decide to take part, 

you will be asked to give consent.  If you decide to take part, you are still free to withdraw at any time and without 

giving a reason (using your unique ID).    

  

What will happen if I decide to take part?  

If you agree to take part, you will be asked to give consent to participate in the interview. This interview will 

approximately take 1hour. 

 

Will the study cause you any distress? 

This study is unlikely to cause you any distress; however, you may find the general topic of mental well-being 

distressing even if you have not been affected by it directly. If you find that you become distressed at any stage 

of the interview, you do not have to continue. There will be a debrief form at the end of the interview which 

will provide information about appropriate services and support that you will be able to access if required.  
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Will my taking part in the study be kept confidential? 

Yes. Any information or personal details gathered in the course of this study are confidential. All data will be 

anonymised and stored securely, and only the project researchers will have access to the data. After three years, 

raw data will be destroyed. 

What will happen at the end of the study? 

The results will eventually be presented in the research thesis and academic journals, but at no point will your 

identity be divulged. 

If you are interested in receiving a summary of the findings, please send an email to [e-mail address redacted]. 

Please note that due to participant anonymity, it is not possible to provide you with your individual data, but the 

summary will outline the main discoveries from the study.  

What if I have a problem or concern? 

You are welcome to ask any questions or discuss any concerns you might have prior to your participation. You do 

not have to take part unless you are completely happy with what is involved. 

Who has reviewed the study? 

This study has been reviewed and approved by the Faculty of Art and Humanities Ethics Committee. 

Thank you for your time. 

Researcher: Supreet Rai (PhD Student) 

Email: [redacted] 

Consent 

mailto:s.rai8@wlv.ac.uk
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Thank you for taking time to read this information sheet. By ticking and signing below, you 

acknowledge that your participation in the study is voluntary, and that you are aware that you 

may choose to terminate your participation in the study at any time and for any reason. 

Yes, I give consent to participate in this research study [   ] 

No, I do not give consent to participate in this research study [   ] 

Signature: Date : 
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6. Debrief form

Debrief 

Thank you very much for participating in this interview. This debrief is designed to give you a 

thorough explanation of the aims and objectives of this study.  

Evidence indicates that there no term for mental health in Gurmukhi nor Punjabi. Bhugra, 

(1996) has expressed that the western definition for distress is not directly translatable in non-

western communities. Attempts have been made to investigate what Punjabi Sikhs describe as 

depression. Results found the community referred to ‘sinking heart’ and ‘weight on 

mind/heart’. However, depression is a form of condition which branches from mental health it 

does not define the term mental health.   

There is a clear association with shame and mental health within the South Asian community 

including the Punjabi community. Although the data has been extracted from a Punjabi sample, 

this does not determine the faith of the participants. Majority of the research which has explored 

shame and mental has looked at females only (Corrigan, 2004; Gilbert, Gilbert and nghera 

2004; Kam, 1997 and Brown, Harris, and Hepworth, 1995).  

It is important to outline Sikhs attitudes toward seeking professional help. There is only 

evidence regarding South Asian communities not Sikhs. This will enable to outline the key 

barrier Sikhs have in seeking help, this can then be used to invent an intervention support Sikhs 

in accessing services.  
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The aim of this research is to explore how Sikhs define the term mental health in English, as 

there is no current definition in the Punjabi language. There is a lot research in the South Asian 

community which has shown a clear association with shame and mental health. Although, 

research in South Asians has captured data from Punjabi communities this does not determine 

their religious practice. Therefore, this study aims to investigate the relationship between 

shame and mental health, examining how this impacts Sikhs attitudes from seeking 

professional help.   

It is hoped that the results of this experiment will provide an insight into mental health from a 

Sikh perspective, which is lacking in literature. The findings will be useful in a clinical setting. 

If you are interested, you can receive a summary of the results at the end of the data 

collection phase by sending an email to [email address redacted]. Please note that due to 

participant anonymity, it is not possible to provide you with your individual data, but the 

summary will outline the main discoveries from the study.  

Thank you for participating 

Researcher: Supreet Rai (PhD Student) 

Email: [redacted] 

Support available: 

Sikh helpline 

Website: https://www.sikhhelpline.com 

mailto:s.rai8@wlv.ac.uk
https://www.sikhhelpline.com/
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Telephone: 0845 644 0704 / 07999 00 4363 

Mental health and Well-being Team 

Drop in: MI001 (Alan Turing Building), City Campus 

Email: ssw@wlv.ac.uk 

Telephone: (01902) 321074 

maritans  

Email: jo@smaritains.org  

Telephone: 116 123 – Available 24/7 

Staying safe  

provides useful tips and advice about mental health and offering online resources for 

individuals in distress 

Website: http://connectingwithpeople.org/healthcare-front 

7. Consent form and information sheet for interviews

Title: Investigating the understanding of mental well-being within the Sikh 

Community while exploring attitudes and barriers of seeking professional help 

mailto:ssw@wlv.ac.uk
mailto:jo@smaritains.org
http://connectingwithpeople.org/healthcare-front
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You are being invited to take part in a research study. Before you decide to take part, it is important for you to 

understand why the research is being conducted and what it will involves.  Please take your time to read the 

following information carefully. Thank you for reading this. 

What is the purpose of this study? 

The aim of this research is to explore how Sikhs define the term mental health in English, as there is no current 

definition in the Punjabi language. There is a lot research in the South Asian community which has shown a clear 

association with shame and mental health. Although, research in South Asians has captured data from Punjabi 

communities this does not determine their religious practice. Therefore, this study aims to investigate the 

relationship between shame and mental health, examining how this impacts Sikhs attitudes from seeking 

professional help.  

Why have I been chosen? 

This research involves recruiting Sikhs (both male and female) ages 18+ diagnosed with a mental health conditions 

and UK Sikhs who have no diagnosis in relation to mental health. You are eligible to participate as you are part of 

this population. 

Do I have to take part? 

It is up to you to decide whether to take part – participation is completely voluntary. If you do decide to take part, 

you will be asked to give consent.  If you decide to take part, you are still free to withdraw at any time and without 

giving a reason (using your unique ID). 

What will happen if I decide to take part? 

If you agree to take part, you will be asked to give consent to participate in the interview. This interview will 

approximately take 1hour. 
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Will the study cause you any distress? 

This study is unlikely to cause you any distress; however, you may find the general topic of mental well-being 

distressing even if you have not been affected by it directly. If you find that you become distressed at any stage 

of the interview, you do not have to continue. There will be a debrief form at the end of the interview which 

will provide information about appropriate services and support that you will be able to access if required.  

Will my taking part in the study be kept confidential? 

Yes. Any information or personal details gathered in the course of this study are confidential. All data will be 

anonymised and stored securely, and only the project researchers will have access to the data. After three years, 

raw data will be destroyed. 

What will happen at the end of the study? 

The results will eventually be presented in the research thesis and academic journals, but at no point will your 

identity be divulged. 

If you are interested in receiving a summary of the findings, please send an email to [e-mail address redacted]. 

Please note that due to participant anonymity, it is not possible to provide you with your individual data, but the 

summary will outline the main discoveries from the study.  

What if I have a problem or concern? 

You are welcome to ask any questions or discuss any concerns you might have prior to your participation. You do 

not have to take part unless you are completely happy with what is involved. 

Who has reviewed the study? 

This study has been reviewed and approved by the Faculty of Art and Humanities Ethics Committee. 

Thank you for your time. 

mailto:s.rai8@wlv.ac.uk
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Researcher: Supreet Rai (PhD Student) 

Email: [redacted]

Consent 

Thank you for taking time to read this information sheet. By ticking and signing below, you 

acknowledge that your participation in the study is voluntary, and that you are aware that you 

may choose to terminate your participation in the study at any time and for any reason. 

Yes, I give consent to participate in this research study [   ] 

No, I do not give consent to participate in this research study [   ] 

Signature: Date : 
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8. Interview guide  

 

Interview guide:  

• The interviews will be participant led.   

• Introduction (purpose of study) 

• Consent  

 

Question Guide: 

Definition and views of mental health difficulties:  

• What does mental well-being mean to you? What concepts define well-being? 

• Do you think your family and friends would define mental well-being the me as 

yourself? If different why? 

• What causes mental well-being difficulties? Do you think this is the me for everyone? 

• What do you think has influenced your beliefs around mental well-being? 

 

 

Personal experiences: 

• What are your personal experiences of mental health difficulties?  

• What do you think was the cause of you suffering from MH difficulties? 

• What support did you receive? 
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• What treatment did you receive? Did it help?  

• What factors helped you the most?  

• What factors helped the least?  

• How easy/difficult do you think it is to access services?   

• What were your main concerns about accessing services?   

 

Attitudes towards mental health: 

• What are your attitudes/beliefs towards mental well-being?  

• What are your family and friends attitudes/beliefs towards mental well-being 

• How openly can you discuss mental well-being with your family, friends and 

community 

• What are your view of individuals who have mental health difficulties?  

• Would your family and friends views be the similar or different?  

 

Faith/spirituality: 

• How does your faith shape your views about mental well-being?  

• How does the Sikh community in UK view mental well-being?  

• What religious factors from the Sikh faith stand out to you relating to mental well-

being?   

• What role does the Gurdwara play for individuals who have mental health 

difficulties? 

• How openly can you discuss mental well-being with someone from the Gurdwara? 
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Barriers of seeking professional help: 

• Are you aware of the services which are available for individual who need support for 

mental health difficulties?  

• Have you or your family accessed professional help before?  

• Did/would you tell your family and friends that you received professional help? 

• Do you think as a Sikh individual professional help will be effective? If so how?  

• How easy/difficult do you think it is to access professional help? 

• What you think are the main concerns of accessing professional help?  

• Are the concerns internal or external?  

• What other factors would influence you decision in seeking professional help?  

• Would you prefer talking to HCP of the me religion as you?  

 

Suggestions  

• How can mental well-being services be improved? 

• How can mental well-being be tailored toward Sikh individuals 

 

Ending: Questions/Debriefing  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9. Themes table study 2  

 

Ajit 

 

24 Male 

Sehajdhari 

N.A 

diagnosis 

 

 

“Mental 

health is used 

as a 

scapegoat… 

easy sick 

note” 

 

Hardeep 

 

22 Male 

Sehajdhari 

Diagnosis: 

Depression, 

Anxiety and 

Chronic Stress  

 

“My faith 

resolved my 

anxiety” 

Manpreet 

 

28 Female 

Sehajdhari 

Diagnosis: 

Depression 

 

“Sikh history 

has resulted in 

high 

expectations” 

Daljit 

 

28 Male 

Amritdhari 

Diagnosis: 

Severe 

depression 

 

“Izzat is very 

important to 

my family”  

Simran 

 

42 Female 

Amritdhari  

N.A diagnosis 

 

“No one 

wanted to 

marry my 

sister she had 

been 

diagnosed 

with bipolar”  

 

Parminder 

 

30 Female 

Amritdhari  

N.A diagnosis 

 

“Our Ego 

causes mental 

health 

difficulties”  

Mental Health 

is biological 

 

Concerns 

about external 

Mental health is a 

cognitive deficit 

 

 

Sikhs are warriors 

Mental health is 

just as important 

as physical 

health  

 

Mental health 

is all in our 

heads  

Own 

knowledge 

and 

Mental health is 

caused by 

overthinking 

 

Controlling 

thoughts is 

Mental health is 

caused by our 

ego  
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shame/ others 

perceptions 

 

Sikh History 

 

Chardi-Kala 

 

Mental Health 

can be used as 

a scapegoat 

 

Generational 

beliefs will be 

different 

 

Faith plays an 

important role 

when 

experiencing 

Mental health 

 

Identity is 

important – 

 

Sikh history 

should shape the 

way we 

behave/act/think 

 

No trust/family 

support 

 

Generational 

beliefs will be 

different 

 

The Sikh culture 

has silly 

superstitions and 

silly traditions 

 

Ego is strong 

influence 

 

The Sikh 

community talk 

Our community 

treat those with 

MH like ‘they 

are crazy and 

dangerous’ 

 

Having faith in 

your religion is 

something 

therapy does not 

give you  

 

Gender 

differences still 

hold in the Sikh 

Community  

 

Pride is a big 

issue  

 

Sikh history – 

high 

expectations  

 

experience 

shapes 

attitudes 

towards 

mental health   

Religion 

offers coping 

strategies  

 

“Izzat is very 

important to 

my family” 

 

Being 

Amritdhari 

means you 

have behave, 

think and act 

in a certain 

way  

 

Identity is 

important – 

sense of 

belonging   

important and 

can resolve 

mental health  

 

No trust – 

family or Sikh 

community  

 

Only has faith 

in God 

 

Therapist are a 

money-making 

scheme  

 

Sikh identity is 

key – stages in 

life – The closer 

you are to God 

the less factors 

contribute 

towards mental 

health  

 

Society are not 

helpful  

 

We can find 

answers in 

Gurbani  

 

Sikh history 

tells us how we 

should live our 

life 

 

Chardi- Kala  

 

Only Trust God  

 

Life after being 

taking Amrit 

changed me I 

used to drink as 

a coping 

strategy 

however that 

has no stopped.  
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sense of 

belonging   

 

 

Social media 

has helped to 

raise 

awareness 

 

Religion 

offers coping 

strategies 

like chinse 

whispers 

 

Having a mental 

health condition is 

like a label – 

identity 

 

Meditation helps 

 

Having a mental 

health condition 

will affect if and 

when I get married 

Stigma attached 

to mental health 

is concerning 

 

Chardi- Kala  

 

 

Sikh history  

 

Religion 

dictates your 

life  

 

Generational 

beliefs will be 

different 

 

 

 

If I get 

diagnosed with 

mental health I 

will not get a 

job  

 

Shame can ruin 

my family’s 

reputation  

 

No one wanted 

to marry my 

sister she had 

bipolar  

 

 

Faith plays an 

important role 

when 

experiencing 

Mental health 

 

Religion offers 

coping 

strategies 

 

Meditation  

Table 23: Themes extracted from Study 2 

Key:  

Shame/Izzat/Stigma  

Sikh History 

Chardi-Kala 

Ego/Pride  

Sikh Identity  

Religion offers coping strategies 
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Barriers in seeking professional help 

 

 

 

 

 

 

 

 

 

 


