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[bookmark: _Toc196746503]Abstract 

This research aimed to find out what cultural and social factors affect how Punjabi men think about their mental health. Mental health is a taboo subject in much of South Asia, and nowhere as apparently as among Punjabi men of the UK. There remains a huge gap in knowing what Punjabi men need and what is stopping them from seeking mental health care. The challenges presented by this were explored through qualitative research using the Thematic Analysis approach of Braun and Clarke (2006) for the purposes of this dissertation to investigate Punjabi men’s perceptions of mental health and their experience with mental health services. From the responses of five Punjabi men, taken from semi structured interviews, five themes emerged. They were Cultural Stigma and Shame as a Barrier, Gender Expectations and Masculinity, Help-Seeking Behaviour and Barriers to Access, the Role of Faith and Religion in Coping Strategies and finally, the Need for Culturally Competent Mental Health Interventions. Recommendations and implications of the findings were presented, as the research indicated that more needs to be done towards the provision of mental health services and promotion of psychological well-being for Punjabi men.















[bookmark: _Toc196746504]Chapter 1: Introduction 
[bookmark: _Toc196746505]Background of the Study
[bookmark: _Hlk196744912][bookmark: _Hlk196744958]With the growing importance given to mental health, the world has turned an attention on the issue of mental health, realising its impact on the lives of people and the rest of the world. According to the World Health Organisation WHO (2023), mental health disorders are responsible for an important part of the global disease burden since they interfere with people’s quality of life, well-being, and productivity. While such mental health knowledge is increasing, it remains stigmatised among particular ethnic and cultural groups. Mental health issues are influenced by cultural beliefs, religious ideologies, and social norms as to how it is perceived, discussed, and managed within different societies (Kaur, 2025). Mental health is a taboo subject in much of South Asia, and nowhere as apparently as among Punjabi men of the UK. A typical finding of South Asian population research has also shown South Asian people are less likely to visit the professional mental health community because of cultural stigma, fear of being socially judged as being weak or unwise, and a desire to use alternate methods of coping, such as the family and religion (Dhillon, 2024). A large Punjabi population exists in the UK, and mental health services, along with their availability to them, have been improved in the UK (NHS, 2022). Yet there remains a huge gap in knowing what Punjabi men need and what is stopping them from seeking mental health care. The challenges presented by this are explored through qualitative research using the approaches of this dissertation to investigate Punjabi men’s perceptions of mental health and their experience with mental health services.
[bookmark: _Toc196746506]Research Problem & Rationale
While the campaigns aimed at encouraging mental well-being have been ongoing, ethnic minorities in the UK have not managed to close the gap between the number of mental health services and its services; Chahal (2019) investigates that South Asians use mental health services less than White British people and that even though South Asians experience similar degrees of psychological distress as White British subjects, South Asians are less likely to utilise such services. It signifies that there are cultural, social, and systemic barriers that are barriers to improvement in the use of mental health intervention.
Mann (2019) discusses Punjabi men may be hesitant to seek professional help as they are culturally stigmatised, due to social expectations, and the weakness associated with mental health problems. Additionally, there is currently lacking culturally competent services to support South Asians in reaching formal mental health support systems. Gough and Novikova (2020) analyse that, the challenge of understanding these challenges is crucial to develop mental health policies and conduct tailored interventions per the cultural need of Punjabi men. This study also contributes to talking points in the current ethnic race discourse on ethnic inequalities in mental health care and the need for culturally sensitive services.
[bookmark: _Toc196746507]Research Aim & Objectives
[bookmark: _Hlk196744835]This research aims to find out what cultural and social factors affect how Punjabi men think about their mental health. To look into how the feeling and beliefs surrounding mental health affects Punjabi men's decisions to get help. To suggest interventions that are sensitive to different cultures and may help lessen stigma and encourage people to seek help.
The key objectives are:
1. To examine a literature review on how cultural and social factors affect Punjabi men's mental health stigma.
2. To collect detailed information from participants about their experiences and thoughts on mental health stigma through semi-structured interviews.
3. To examine the findings and come up with culturally appropriate suggestions of ways to help Punjabi males with their mental health issues.
[bookmark: _Toc196746508]Research Questions
To address these objectives, the study seeks to gain information on the following research question:
What social and cultural factors make Punjabi men ages 25 to 45 feel reluctant to talk about their mental health, and how does this make them less likely to get help?
[bookmark: _Toc196746509]Significance of the Study
This research is significant for various reasons, firstly, it contributes to the limited literature surrounding Punjabi men’s mental health experiences in the UK to inform how cultural and psychological factors affect involvement in help-seeking. Secondly, it offers several practical management lessons for policymakers, healthcare professionals, and mental health organisations to develop inclusive and culturally acceptable services. Ethnic minority groups have been shown to achieve a greater engagement and treatment outcome in mental health services, with previous studies indicating that cultural competency in these services plays a decisive role, as per the research of Abid et al. (2023). Since the cultural and societal relevance of Punjabi men’s mental health can be identified, this can be used to formulate tailored interventions with higher accessibility and effectiveness. Furthermore, the research has implications for public health awareness campaigns in ways that illuminate the mechanics of masculinity, stigma, and family expectations in discussions of mental health in South Asian communities. Given that South Asians are a sizeable proportion of the UK population, increasing mental health service use by this population will result in better mental health and decreased healthcare disparities.
[bookmark: _Toc196746510]Structure of the Dissertation
The structure of this dissertation is comprised of five main chapters.
Chapter 1: Introduction
In this chapter, the research topic is introduced to the reader, background information is given, and the study’s research problem, its aims, objectives, and significance of the study are explained. It also specifies the research questions and the dissertation’s structure.
Chapter 2: Literature Review
This chapter reviews research on existing perceptions of mental health, barriers to help-seeking, and how South Asian communities, more generally, and more specifically Punjabi men, are culturally influenced by the mental health stigma. It also features relevant theoretical frameworks and presents gaps in the literature.
Chapter 3: Methodology
The design, methodology and data collection process of this chapter are outlined. It explains the reason that qualitative research and semi-structured interviews were selected, explains the sampling strategy and explains ethical considerations.
Chapter 4: Findings & Discussion
The research findings are presented in this chapter through the results of thematic analysis of the interview data. It then highlights major themes from the interviews that coalesce in the narratives and similarly, compares them to other literature to generate meaningful insights.
Chapter 5: Conclusion & Recommendations
The main conclusions, implications for improving mental health services for Punjabi men, and recommendations are summarised in this chapter. It also comments on the study's limitations and its future research ideas.



[bookmark: _Toc196746511]Chapter 2: Literature Review 
[bookmark: _Toc196746512]Introduction
Public health uncertainties still include mental health in the United Kingdom, and problems are notably identified among ethnic minority groups, such as the Punjabi community. This is because Punjabi men in the UK are affected by unique cultural and systemic barriers that result in under utilisation and an unmet need for mental health services. More importantly, cultural perceptions about mental health in the Punjabi community affect the attitudes toward mental health. Mental health-themed disparities are stigmatised as a loss of family honour, sources of shame, and a loss of honour for the individual. This stigma makes people feel bad about mental health problems and not talk to people openly, so they stay annoyed and keep their struggles (Ieso Digital Health, 2023). Self-respect is so ingrained in the Punjabi man that he is afraid of being judged for seeking help (Sky News, 2021). These challenges are exacerbated by traditional gender roles. Punjabi men, the notion of vulnerability is defined as a weakness, while personal resilience and emotional strength are what they are expected to have. This cultural expectation prevents them from speaking about or seeking professional help when they are emotionally distressed (West Midlands Combined Authority, 2019). Punjabi men have such perceptions about mental health services that they are not willing to avail of them. However, mental health services are not utilised by patients due to systemic barriers. Feeling alienated from the mental health workforce, which has a very low level of cultural sensitivity and representation for Punjabi men (Rethink Mental Illness, 2023). A series of micro experiences of discrimination and institutional exclusion further deters engagement with available services.
[bookmark: _Toc196746513]Mental Health and Cultural Influences
[bookmark: _Toc196746514]Understanding Mental Health in a Cross-Cultural Context
Cultural contexts have a profound impact on mental health, and they impact the 'understanding, expression, and management' of mental health issues quite significantly. Individuals interpret symptoms and cope with their disease according to the cultural framework, the stigma related to mental illness, and the preferred coping mechanisms. For example, in his research, Kirmayer asserts the significance of cultural beliefs and social structures in the formation and treatment of mental disorders and the need for culturally responsive mental health services (Kirmayer, 2019). Jenkins's (2023) research also shows how cultural meanings and lived experiences influence the pathological paths of the illness: both diagnosis and recovery 
[bookmark: _Toc196746515]Asian Perspectives on Mental Health
Mental health among South Asians is typically viewed through a lens of stigma and secrecy. It may also be attributed to supernatural causes or moral failings by traditional beliefs, which make one reluctant to seek professional help. At the same time, the status of men of honour is also stigmatised by the societal expectation to hide the challenges of mental health and preserve family honour, which further renders mental health challenges all the more taboo. Some research indicates that South Asians may experience additional stressors, such as challenges at acculturation and discrimination, both of which could complicate the effects of mental illness. However, help-seeking behaviours are low because of cultural norms that support resilience and self-reliance (Bhugra 2004).
[bookmark: _Toc196746516]Punjabi Men's Cultural Attitudes towards Mental Health
Among Punjabi men, they might face certain cultural pressures and other factors that influence their mental health and their disposition to get therapy. Both traditional and contemporary gender roles depict strength, endurance, and the role of the provider, so emotionally strong and stoic are the expected masculine gender roles. By internalising his or her problems and avoiding the use of mental health services, this cultural expectation can also result in the internalisation of problems. A study that looked at Asian Indian Punjabi immigrants showed those with limited English proficiency to be at moderate risk for mental health challenges as well as to need culturally and linguistically appropriate mental health services to match their specific acquired needs (Jenkins, 2023).
[bookmark: _Toc196746517]Barriers to Mental Health Support among Punjabi Men in the UK
Cultural, social, and systemic barriers in seeking mental health support for Punjabi male people in the United Kingdom. Among those barriers are stigma and shame, gender expectations and norms of masculinity, unawareness and education, communication hurdles, and barriers of a systemic and structural nature.
[bookmark: _Toc196746518]Stigma and Shame 
The concept of honour and how it is upheld amongst the Punjabi community, is paramount in creating social behaviour and perception for many South Asian cultures. It often appears mental health issues are something associated with a sense of shame, not only for the individual, but also for his or her family, therefore there is reluctance in admitting to mental health problems or seeking professional help. The stigma, in this case, is further compounded by the fact that society attaches greater importance to family honour and social standing than to the open discussion of mental health challenges. Studies in the field of research have shown that such perceptions of cultural issues can mean internalising mental health problems that can cause delays in treatment and lead to the exacerbation of symptoms (Howe and Sangar 2018).
[bookmark: _Toc196746519]Gender Expectations and Masculinity
It is also based upon the traditional gender roles that exist in the Punjabi community, where strength, stoicism, and the male as the provider are emphasised. Such expectations close off the taboo for men to be vulnerable, express emotional distress, internalise problems, and avoid seeking mental health services. In this case, it can also become a cultural expectation of problem internalisation and avoidance of mental health services. A study of Asian Indian Punjabi immigrants found that those with limited English proficiency have a moderate risk for mental health issues and require culturally and linguistically appropriate mental health services for this population (Jenkins, 2023). Moreover, social norms that link seeking help with a weakness for Punjabi men exacerbate the reluctance, making it difficult to get the kind of support needed (The Times, 2024).
[bookmark: _Toc196746520]Lack of Awareness and Education
The lack of awareness and education about mental health issues, and the services available for men a major hurdles for mental health support among Punjabi men. Low help-seeking behaviour is also because many people do not have a good understanding of the symptoms of mental illness and or the treatment available. One of the many overlooked aspects of Taylor's work is this knowledge gap which routinely results in people relying on informal support networks like family or religious leaders who are unqualified to tackle mental health issues. British Sikh Report (2018) pointed out that many British Sikhs suffer from stress, and a large proportion do not seek professional help, an indication of a lack of mental health education needs to be targeted at the community.
[bookmark: _Toc196746521]Language and Communication Barriers
Having a solid measure of competence in language does have a significant impact on one's access to mental health services. Punjabi men who have limited English skills may have problems when looking to communicate their needs, understanding of the services available, or transportation to and from the healthcare system. A result of this can create misunderstandings, misdiagnoses, or improper treatment. Also, individuals are further alienated from seeking help due to the absence of culturally sensitive services that cater for linguistic needs. Memon et al. (2016) pointed out that South Asian service users experience institutional racism and cultural dissonance, which marginalises them and that culturally and linguistically appropriate mental health services are warranted.
[bookmark: _Toc196746522]Systemic and Structural Barriers
Systemic issues within the healthcare system also pose significant barriers to mental health support for Punjabi men. Organisations such as the Lack of cultural competence of health care providers, institutional racism, and lack of representation of South Asians in mental health research and policy making are characterised as these. These systemic barriers stem from the ability to feel alienated and disingenuous towards mental health service providers. Furthermore, socioeconomic factors, unemployment, or financial instability can restrict access to quality mental health care. A lasting solution involves making systemic changes that increase the equitable and inclusive supply of mental health services (Rethink Mental Illness, 2023).
[bookmark: _Toc196746523]Theoretical Frameworks
Several theoretical frameworks have to be applied to understand the barriers to mental health support amongst Punjabi men in the UK. The Health Belief Model (HBM), Social Stigma Theory, and Intersectionality Theory lend themselves to the understanding of health behaviour in such a community.
[bookmark: _Toc196746524]Health Belief Model (HBM)
The Health Belief Model (HBM) is a psychological framework for the explanation of health-related behaviours based on what people believe about health conditions. According to this, health behaviour has been suggested to be influenced by the perceiving susceptibility to a condition, the severity of the condition, the perceived benefits of taking action for prevention, the perceived barriers to taking the action, the cue to the action, and the self-efficacy (Rosenstock, 1974). In the case of Punjabi men in the UK, the HBM can explain why many of them might not seek mental health support. Cultural norms can encourage people to not admit to having mental health issues, and perceived susceptibility and severity are often not taken into consideration since they perceive that they are not at risk enough or their symptoms are not severe enough to be noticed. In addition to perceived (modulating) barriers (stigma, shame, lack of culturally appropriate services), help-seeking behaviours are deterred. Low self-efficacy, that is, being unfamiliar with the health system or with language barriers, may hinder people from accessing mental health care.
[image: There are boxes with text and links to show the relationshop between the variables, perceived beliefs, and likelihood of engaging health promoting behavior.]
Figure 1: The health belief model (Pennsylvania State University, 2024)
[bookmark: _Toc196746525]Social Stigma Theory
Social Stigma Theory looks at how the perception of undesirable attributes of the individual and the resulting societal views tend to devalue and discriminate against the individual (Goffman, 1963). Public stigma, self-stigma, and structural stigma that result in stigma can be differentiated, and each uniquely affects mental health. Public stigma is when society assumes that any person with any mental health issue is bad, and as a result, discriminated against and excluded from social implications. The result of self-stigmatisation is that people who internalise these negative beliefs begin to have low self-esteem and will unwillingly decline to seek help. Structural stigma includes institutional policies and practices that hinder more opportunities for the stigmatised groups. Among the Punjabi community, people may associate mental health problems with problems of shame and dishonour, and such stigmas discourage people from reporting and seeking help. Such a cultural context impedes discussions about mental health and prevents people from seeking such support (Corrigan et al., 2014). These issues are compounded by the anticipation of discrimination and prejudice, creating yet another cycle of nonuse of mental health care.
[image: ]
Figure 2: Social Stigma Theory (Bos et al., 2013)
[bookmark: _Toc196746526]Intersectionality Theory
Kimberlé Crenshaw (1989), introduced the theory of intersectionality which is intersectionality concerns the relation between various social identities (race, gender, class, and sexuality) that interact to produce experiences of oppression or privilege. The importance of this framework for having a better grasp of the cumulated obstacles that Punjabi men in the UK can be confronted with in regards to taking care of their mental health. A large number of Punjabi men experience multiple intersecting identities such mintality including ethnicity, masculinity, and immigrant status which affect their mental health journeys. In most cases, it exerts pressure on men to keep their emotions in check, which is supposed to represent cultural expectations concerning maintaining family honour. Racism and other forms of discrimination experienced in the collective society can also affect further marginalisation. Research shows that from one intersection of oppression to another, can also increase stress, and worsen the mental health. For instance, research has revealed that others who experience multiple types of discrimination (racism and heterosexism), pack in greater depressive symptoms, and diminished psychological well-being (Vargas et al., 2020). Intersectionality Theory is applied not only to the discovery of mental health behaviours and care access among Punjabi men but also to how these overlapping identities interact with systemic racism to have a combined effect on them.
[image: https://usercontent.one/wp/www.inclusify.dk/wp-content/uploads/2023/05/image.png?media=1695799654]
Figure 3: Intersectionality Theory (Inclusify, 2025)
[bookmark: _Toc196746527]Mental Health Interventions and Cultural Competency
Mental health interventions need to be intercultural competent, which enables the provision of diverse communities with diverse needs. It is the ability to understand and respect cultural differences, beliefs, and practices to care appropriately and effectively. To improve therapeutic relationships and patient satisfaction and subsequently better mental health outcomes, this approach is useful. Another approach is introducing culturally adjusted interventions. There are interventions through which these existing therapeutic approaches are altered to match the cultural values and norms of a certain community. As an example, the inclusion of traditional healing practices alongside traditional methods of treatment may resonate more with people of some cultural backgrounds resulting in higher participation and better results (Kirmayer, 2019). Task sharing involves using the interventions to be delivered by people who have been trained in delivery but who are not specialists in psychology. 
The model has gained success in many situations, notably in low-resource environments. For instance, in India, Sangath and The Friendship Bench in Zimbabwe have used trained laypersons to deliver mental healthcare and have reached high recovery rates and substantial Returns on Investments (Financial Times, 2023). This approach not only addresses the mental health professional’s shortage but also ensures that interventions are administered by people who are aware of the culture of the patients too. However, culturally competent mental health care also relies on peer support initiatives as a means of ensuring culturally competent care. These programs are where people who have experienced mental health challenges are supporting others in the same situation. Such initiatives can address cultural gulfs as well as provide guidance relevant to a large number of people and create a sense of community and sharing. Nevertheless, time (2023) demonstrates that it must be ensured that peer supporters are adequately trained and supported to keep the care quality and safety (Time, 2023). There is also another critical component to incorporating cultural humility into healthcare practices. In other words, this concept is the healthcare providers' acknowledging their own biases and actively attempting to see through the cultural lenses of their patients. Providers who cultivate mutual respect and mutually open communication do increase trust and better outcomes. As a case in point, a similar approach to cultural humility is taken at the Child and Family Guidance Center in Bridgeport, Connecticut where the staff are bilingual and care is tailored to the cultural background of the patients for a better intervention (CT Insider, 2024).
These also include educational initiatives designed to promote resilience and coping strategies within cultural contexts. Preemptive antecedents to successful mental health intervention include mental health education in community settings or educational institutions. On an example note, cultural competency can provide people with the ability to cope with stress and adversities using strategies and techniques that help to build resilience (The Guardian, 2024). Mental health interventions with culturally competent aspects are essential in facing the requirements of an assorted population. With adaptations of therapeutic approaches and the implementation of task-sharing models, peer support, cultural humility, and cultural relevance in education, mental health services can be embraced to be accessible and effective for all people.
[bookmark: _Toc196746528]Gaps in the Literature
Some notable gaps in current research about mental health among Punjabi men in the UK are identified. Nevertheless, there is a lack of studies on Punjabi men specifically, as most of the literature aggregates or sums datasets by the more general 'South Asian' category. However, this generalisation misses out on the distinctive cultural, religious, and social context of the Punjabi community, which means that there is a narrow understanding of their particular mental health requirements (Bhangu, 2021). Some limited research has endeavoured to understand cultural beliefs and perceptions of mental health across the Punjabi community, although there has been little comprehensive research within this group as to how these beliefs play out in how individuals seek help for problems they may experience or how they engage with mental health service systems. This relationship is important to understand to develop appropriate interventions for this demographic (Kular, 2022). Furthermore, little research exists regarding the efficacy of peer support interventions for Punjabi men. There is a dearth of studies to determine the applicability and impact of peer support in the Punjabi male community, though similar interventions have been tried out in other populations (Taraki, 2023). There is limited study regarding intersectionality and how overlapping identities like ethnicity, gender and socioeconomic position impact mental health experiences among Punjabi men in the UK. Filling this gap could lend a more sophisticated perspective to these challenges among this group, and better culturally informed approaches to mental health care (Kular, 2022).
[bookmark: _Toc196746529]Chapter Summary
This chapter explained the cultural influences on mental health amongst the Punjabi men in the UK and the barriers and theoretical perspectives that impact their experiences. It also investigated how mental perceptions are impacted by help-seeking behaviours of reality, cultural beliefs, stigma, and societal expectations. Barriers included stigma and shame, gender roles, lack of awareness, language challenges, and systemic issues that prevent Punjabi men from seeking mental health services. Insight into why these barriers persist and what the relation between them and the cultural and societal factors is was provided by the theoretical frameworks of the Health Belief Model (HBM), Social Stigma Theory, and Intersectionality Theory. The chapter also points out several gaps in the current literature, particularly an absence of research conducted with the specific intervention on Punjabi men, the effectiveness of culturally specific interventions, and the long-term effects of mental health initiatives. This Gap needs to be filled to develop more inclusive mental health strategies with a higher efficacy. 


[bookmark: _Toc196746530]Chapter 3: Methodology
This research methodology paper outlines the approach used to study the perceptions of mental health and help-seeking behaviour among Punjabi men living in the UK. 
3.1 Research Design
This study adopted a qualitative research design to gain an in-depth understanding of the cultural and social factors that impact mental health perceptions among Punjabi men. Of particular use in qualitative research is the rich, detailed data collection that makes it, in essence, particularly well at exploring complex phenomena within specific contexts (Creswell, 2013). This approach fits with the study's aim to understand personal experiences and cultural proprieties inaccessible to quantitative methods.
[bookmark: _Toc196746531]Sampling Strategy
The study used purposive sampling to select participants who could provide rich and relevant data. According to Patton (2002), purposive sampling involves selecting individuals differently according to the research question. The participants were Punjabi men aged 18 years and above, living in the UK, at various stages of acculturation and socioeconomic status. The concept of data saturation was used to determine the best sample size. Data saturation occurs when further data does not yield additional information that will contribute to the research findings (Guest, Bunce, Johnson, 2006). This study aimed to conduct 5 interviews based on surveys, adjusting as necessary to achieve saturation.
[bookmark: _Toc196746532]Data collection and procedure
The research used semi-structured interviews to gather participant information (Kvale, 1996). These interviews enabled investigators to explore opinions while providing opportunities to engage further in developing themes. A research guide consisting of open-ended inquiries examined the following aspects:
· Perceptions of mental health and illness.
· The cultural identity of participants shaped how they viewed mental health as well as mental illness.
· People's experiences combined with their arrangements regarding seeking mental health assistance.
· Study participants also discussed the challenges and helpful factors for obtaining mental health care assistance.
The interview lasted 30 to 40 minutes, and participants chose between English and Punjabi as their interview language. Please refer to Appendix 1.
Participants responded to an advertisement placed in a community friendship group for Punjabi men in a local area of South Wales. Those who were interested in taking part were asked to contact the researcher in the first instance to find out more information about the purpose of the research and what it would entail. For those participants who decided to take part, a convenient time was arranged for the interviews to take part in a private area of the community space. On arrival, they were firstly given an information sheet outlining the research aims and objectives. They were then provided with a consent form requesting their signature and consent to take part. They were informed of their right to withdraw from the interview at any point and were told that they did not have to answer any questions that they did not wish to talk about. The interviews were voice recorded and participants were assured of their anonymity and confidential storage of their data. The interviews took around 30 -40 minutes, after which they were debriefed, thanked for their time and offered a final opportunity to withdraw their responses. At this point their responses were summarized and relayed to them verbally, in order to check for authenticity. 
[bookmark: _Toc196746533]Data Analysis Procedures
The interview data were analysed using thematic analysis following Braun and Clarke's (2006) six-phase framework.
1. Familiarisation with the data: Transcribing interviews verbatim and reading the transcripts multiple times to immerse in the data.
2. Generating initial codes: Identifying significant features of the data systematically across the entire dataset.
3. Searching for themes: Collating codes into potential themes and gathering relevant data for each theme.
4. Reviewing themes: Checking if themes work to the coded extracts and the entire dataset, generating a thematic map.
5. Defining and naming themes: This involves refining the specifics of each theme and the overall story the analysis tells, generating clear definitions and names for each theme.
6. Producing the report: Select vivid, compelling extract examples and relate the analysis to the research question and literature.
[bookmark: _Toc196746534]Ethical Considerations
Research that addresses sensitive topics, including mental health, must be done with ethical integrity, and this is what is ensured. This study was ethically guided to protect participants’ rights and maintain the confidentiality and integrity of data. Data collection commenced only after obtaining ethical approval from the University's Research Ethics Committee. Please refer to appendix 2. Participants were given a detailed information sheet about the study, its purposes, procedures, possible risks, and benefits (Creswell, 2013). This was done after obtaining informed consent in writing, which implies that people willingly participated with full knowledge of their rights. Reflexivity was maintained throughout the study to mitigate researcher bias, as the researcher continually reflected upon their positionality and the possibility of how the process of data collection and analysis may be influenced. Furthermore, member checking (whether through interviews with participants or through allowing participants to review and confirm their interview transcripts to ensure later that their responses were accurately reflected in these interviews) was used to prevent the participants’ perspectives from being distorted. Following this ethical consideration, the study ensured that respect, integrity, and participant well-being were fulfilled.
[bookmark: _Toc196746535]Justification for Methodological Choices
The study justifies selecting a qualitative approach (specifically, semi-structured interviews). Such a method provides rich, nuanced data that quantitative methods might not provide since participants can express their thoughts and experiences in their own words (Smith 2003). Such sampling is purposive because it ensures that participants experience the phenomena under investigation, which are the study's objectives. Thematic analysis is a flexible yet systematic way of looking for patterns in the data and gives a comprehensive understanding of research questions (Braun and Clarke, 2006). 
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[bookmark: _Toc196746537]Introduction 
It is important to understand mental health perceptions and help-seeking behaviour among Pakistani men in the UK to develop culturally appropriate mental health services. Studies (Bhui et al., 2001) show that cultural beliefs play a big role in symptom presentation and deciding whether to seek help for them. In the Punjabi community, mental health issues are stigmatised and are not discussed in the community, and people are afraid to talk about or seek professional help (Kaur, 2020). 
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[bookmark: _Toc196746539]Table 1
[bookmark: _Toc196746540] Summary Table of Superordinate Themes

	[bookmark: _Toc196746541]Theme
	[bookmark: _Toc196746542]Description
	[bookmark: _Toc196746543]Supporting Literature

	[bookmark: _Toc196746544][bookmark: _Hlk196745270]1. Cultural Stigma and Shame as a Barrier
	[bookmark: _Toc196746545]Fear of bringing shame to the family prevents open discussions about mental health.

	[bookmark: _Toc196746546]Bhugra and Becker (2005)

	[bookmark: _Toc196746547]2. Gender Expectations and  Masculinity
	[bookmark: _Toc196746548]Societal pressure to exhibit strength discourages vulnerability and help-seeking.

	[bookmark: _Toc196746549]Gough and Novikova (2020)

	[bookmark: _Toc196746550]3. Help-Seeking Behavior and Barriers to Access
	[bookmark: _Toc196746551]Preference for familial or spiritual support over professional help due to mistrust and lack of awareness.

	[bookmark: _Toc196746552]Memon et al. (2016)

	[bookmark: _Toc196746553]4. The Role of Faith and  Religion in Coping Strategies
	[bookmark: _Toc196746554]Reliance on religious practices for emotional support potentially hinders medical intervention.

	[bookmark: _Toc196746555]Dein et al. (2020)

	[bookmark: _Toc196746556]5. The Need for Culturally Competent Mental Health Interventions
	[bookmark: _Toc196746557]Integration of cultural elements into services to improve engagement and outcomes.
	[bookmark: _Toc196746558]Bhui et al. (2001)



 
Mental health is conceptualised differently across cultural groups, and Punjabi men in the UK present a complex and nuanced understanding of mental health influenced by traditional beliefs, religious beliefs, and societal expectations. The interview data were analysed, and it was found that some participants had a biomedical understanding of mental health while others saw it as a social or spiritual issue. This is in line with literature on mental health perceptions amongst South Asians that indicate that, amongst other things, South Asians often adopt different perceptions of mental health compared to the Western biomedical model based on the community’s emphasis on emotional resilience and spiritual well-being (Bhui et al., 2001).
In the interview, participants gave varied opinions on mental health. Others saw it as a medical condition that must be intervened in professionally, and others as personal weakness or spiritual imbalance. One participant stated:
`The word 'mental' implies something separate from 'your brain'. It is just stress and anxiety. That happens when people do too much thinking or pray not enough. We do not view it as an illness like a physical disease in our culture` (Interviewee 3)
The responses evoked this misconception about mental health issues deriving from either a failure to meet a normative standard of religious faith, as had been emphasised in the findings of previous research among South Asian communities by Graham et al. (2019), or a personal failure. In addition, several interviewees fail to differentiate between temporary emotional distress and long-term mental illness, which causes them to be unwilling or unable to receive professional support.
Punjabi men develop their mental health interpretation through the strong influence of familial as well as communal expectations. Research participants noted that their families did not habitually discuss mental illnesses and sometimes promoted silence about these topics. One participant explained:
"If you say you have depression, people will just tell you to be strong. My father never talked about such things, so why should I?" (Interviewee 2)
The cultural practice of South Asian families, as described by Bhugra and Becker (2005), involves prioritising communal welfare above individual emotional issues, which results in a lack of mental health discourse. Punjabi men often learn in their environments that showing strength and enduring adversity matter more than emotional expression, which supports their belief that assistance or mental health support is both worthless and disgraceful. This study shows that Punjabi men living in the UK hold various perspectives about mental health, which reflect their cultural background. Most individuals consider mental health a passing emotional state instead of a medical condition, so they avoid getting professional assistance. The individual perspectives about mental health evolve according to cultural standards together with familial background and religious doctrines, thus affirming that personal struggles should stay private. The requirements for resolving these challenges necessitate customised mental health interventions, which include educational and community-driven initiatives to develop mental health knowledge among community members and promote help-seeking conduct.
[bookmark: _Toc196746559]Theme 1: Cultural Stigma and Shame as a Barrier 
Problems with seeking mental health treatment are also influenced by cultural stigma and shame, which prevent Punjabi men from accepting that there is an issue and seeking professional treatment. It stigmatises mental health issues, and the culture develops that it is a bad thing to discuss it, and thus a lot of men in the Punjabi culture are withholding what they are going through. During the interview, participants expressed deep fears of how their families and community would judge them if they sought mental health support. One interviewee stated:
"If people find out you have mental health problems, they start looking at you differently. In our community, it is seen as something shameful. No one will want to marry into your family" (Interviewee 1)
This is congruent with Goffman’s (1963) Social Stigma Theory, whereby people with mental health conditions are typically labelled as a ‘different’ kind of people and socially excluded. Moreover, it also discourages Punjabi men from saying anything about their struggles for fear of being judged as a weak link and thus losing the pressure to appear strong and masculine. Another participant noted:
"According to my father, men do not cry." I do not tell my family because ‘be strong’ is just what they say. It appears that seeking help makes you look weak." (Interviewee 2)
This corresponds with studies that describe gender norms in Punjabi culture as forbidding emotional vulnerability in men (Gough and Novikova, 2020). Seeking mental health support is feared by many participants who feel it will affect a family’s reputation, reinforcing self-stigma and avoidance behaviours (Kaur, 2025). Stigma is found in the literature review to influence help-seeking and also delayed treatment, and worsening mental health outcomes (Corrigan et al., 2014). These challenges must be addressed by implementing community-led awareness campaigns, faith-based interventions, and culturally shaped support services to reduce stigma and help communities commence discussion more freely on matters of mental health.
[bookmark: _Toc196746560]Theme 2: Gender Expectations and Masculinity 
Traditional gender expectations form the attitudes Punjabi men have towards mental health. Often, in Punjabi culture, being a man is associated with strength, resilience, and emotional control, so men are discouraged from speaking of their vulnerability or asking for help for mental health-related issues (Gough and Novikova, 2020). Most here admitted to making their family and society proud and suppressing emotions. One interviewee stated:
"If I tell my friends I feel depressed, they will laugh and say, 'Just be a man.' No one takes it seriously" (Interviewee 5)
Research suggests that avoiding dealing with mental health matters is encouraged by hegemonic masculinity (Courtenay, 2000), and this perspective supports such research. These concerns then need community-led efforts in defining masculinity, which encourages emotional well-being as a sign of strength and not weakness.
[bookmark: _Toc196746561]Theme 3: Help-Seeking Behavior and Barriers to Access 
Despite suffering from mental health issues, many of the Punjabi men living in the UK are reluctant to seek professional help because of stigma, awareness, and distrust of healthcare services. Previous research points to cultural and systemic barriers that prevent South Asians from utilising mental health services (Memon et al., 2016). One interviewee stated:
"We do not go to therapists. If I have a problem, I will talk to my family or pray. "Therapy is only for people who are sick or rich”. (Interviewee 2)
This matches well with the Health Belief Model developed by Rosenstock (1974), which suggests that individuals are less likely to seek help if they do not believe the condition is serious. Moreover, some participants have indicated negative experiences through the system of mental health services; they stated that;
"Doctors do not understand our culture. The only thing they think to do is give medicine and not listen" (Interviewee 3)
This finding is consistent with the research by Bhui et al. (2001), which suggests that South Asian patients commonly feel misunderstood in Western healthcare settings. The barriers to this can be addressed with culturally competent interventions, such as bilingual therapists and community-based mental health education programs.
[bookmark: _Toc196746562]Theme 4: The Role of Faith and Religion in Coping Strategies 
Punjabi men's faith and religion are important in how they conceive and manage mental health challenges. Participants in this study repeatedly mentioned that their main coping strategies are prayer, religious gatherings, and spiritual guidance. One interviewee stated:
“I have a go-to action whenever I feel stressed — I go to the Gurdwara, and I listen to Kirtan. It gives me peace. Talking to the doctor will not make any difference" (Interviewee 4)
This response is in line with what previous studies have illustrated about religious institutions being perceived as alternative sources of mental health support for the South Asian community Kular, (2022). While faith can ease the emotional aspect, over-spiritualising can compel people away from going for medical interventions when required. Another participant noted:
‘We are taught that the Waheguru protects those who pray.’ If I say to my family, they say, 'Do more pray' instead of 'get me therapy'. (Interviewee 1)
This is consistent with Reinert et al. (2024), who found that religious fatalism in some communities leads religious people to avoid help-seeking behaviour. Collaboration among mental health professionals and religious leaders is needed to bring balance back as it relates to mental health.
[bookmark: _Toc196746563]Theme 5: The Need for Culturally Competent Mental Health Interventions 
One major barrier to access to support for Punjabi men is a lack of culturally tailored mental health services. A large number of participants complained about dissatisfaction with the traditional mental health services, stating they had not been treated well by health professionals unfamiliar with their cultural background. Such findings largely align with that of Memon et al. (2016), who reveal cultural incompetence amongst practitioners, resulting in mistrust and disengagement with mental health services. One participant emphasised:
"We do not come from most therapists' backgrounds." They do not speak Punjabi and do not understand why we cannot be open about mental health." (Interviewee 3)
The mental health services must have integrated cultural elements, such as bilingual therapists, faith-based counselling, or community outreach programs, and some interviewees have suggested so. These studies, supported by Bhui et al. (2001), identified that culturally adapted intervention would enhance engagement and therapy duplicates inside South Asian groups. Another participant stated:
"If Gurdwaras worked with mental health professionals, more people would be open to talk." No one trusts them right now." (Interviewee 5)
This aligns with what Kirmayer (2019) has found regarding collaborations between religious institutions and health care providers to improve mental health literacy and reduce stigma. To address these issues, a systemic shift towards culturally inclusive mental health care is needed.
[bookmark: _Toc196746564]Discussion
This study aimed to investigate the perceptions of mental health and help-seeking behaviours among Punjabi men in the UK in six key themes: Cultural Stigma and shame as a barrier, Gender Expectations and Masculinity, Help-seeking behaviour and barriers to access, Role of religion and faith in coping strategies, and the need for culturally competent mental health interventions. The presence of Cultural Stigma and Shame was a major barrier to approaching mental health support. According to Bhugra and Becker (2005), in South Asian communities, mental health issues are commonly perceived as weakness, which is echoed by the participant's concerns about bringing shame to their families. Because of this stigma, mental health discussions are silenced, increasing the existence of negative perceptions, which further contributes to the stigma.
Gender Expectations and Masculinity are important key factors. Punjabi men do not express vulnerability due to society’s pressure to conform to ideals of strength and resilience. Gough and Novikova (2020) found that hegemonic masculinity norms prevent men from discussing mental health; this is consistent with this research. The Help-Seeking Behavior and Barriers to Access showed that stigma, lack of awareness, and lack of trust in health services limit the use of mental health support. Moreover, as per Memon et al. (2016), participants regarded cultural and systemic barriers to professional help and other cultural factors as preferred guidance over professionalism. Many participants use prayer and religious gatherings as their coping strategies, and the Role of Faith and Religion in Coping Strategies mentions this.
On the other hand, Fusar-Poli et al. (2020) stated that faith is a comfort, but reliance on spirits can lead patients to avoid necessary medical treatment because faith is seen as stopping the treatment. None of these themes can be addressed with a one-dimensional approach — community education to break down stigma among the community, changing the masculinity norms to accept emotional expression, increased cultural competency among healthcare providers, and continuing to work with partnerships between religious institutions and mental health professionals are all the necessary components of addressing these themes. Such strategies can facilitate a more inclusive and useful mental health support system for Punjabi men in the United Kingdom. 
Cultural stigma, masculinity norms, and lack of trust in healthcare services are proven to prevent people from accessing mental health support. The participants preferred family, religious, and community-based coping strategies rather than professional interventions. Engagement was improved by discussing the need for culturally competent services (i.e., bilingual therapists and faith-based counseling). Educating, collaborating with the community, and making changes to the system will help change perceptions and result in help-seeking behaviour. 
[bookmark: _Toc196746565]4.4.1 Limitations, implications and recommendations for future research

	The chosen methodology provided depth and context-specific insights, but certain limitations need to be recognised, including Sample Diversity. Even though efforts were made to obtain participants characterised by differing degrees of acculturation and socioeconomic backgrounds, the sample does not necessarily represent the heterogeneity within the Punjabi male population in the UK. Interviews were often conducted in English and Punjabi, which could affect the interpretation somehow. Some cultural subtleties may have been missed while attempts were made to ensure that translation and understanding were accurate. With all self-reported data, participants can produce socially desirable responses, which is more likely in cultures that are stigmatising mental health. As a result it is advisable that the research be conducted at several locations and with a larger sample base in order to provide access to a wider range of experiences and perceptions among Punjabi men. In addition, further research on `Intersectionality in Mental Health` could explore the concentrations of factors, including age, status as a migrant or native, socioeconomic background and whether this varies with other variables. Longitudinal studies could be used to determine the effect culturally competent mental health interventions have (Chatmon, 2020) and examine how second-generation Punjabi men have influenced the changing of traditional mental health attitudes.
	The implications from this research are far-reaching, as and a result many recommendations can be implemented. For example, enhance cultural competence in Mental Health Services: Train mental health professionals in Punjabi cultural, faith, and gender experiences. Furthermore, develop community-based Mental Health education by organising and launch mental health awareness programs in Gurdwaras, community centers, schools, and more. To educate people about mental health and reduce stigma, work with community leaders and religious figures (Jones, 2023). Bilingual resources for Punjabi mental health are distributed in ways that align with the culture and perspectives of the people. Additionally,  services could promote male engagement in Mental Health Initiatives and conduct mentoring programs and support groups for men who can speak freely regarding their mental health in safe spaces. Finally, improve accessibility and affordability of Mental Health Services by increasing funding for the community mental health programs aimed at South Asians. Find ways to produce lower-cost or subsidised therapy options for those who would otherwise not be able to afford it due to financial reasons (Knapp and Wong, 2020). Provide online mental health services in Punjabi and English to open them up to individuals unwilling to seek in-person help.
[bookmark: _Toc196746566]4.5 Conclusion

This study aimed to look at the perceptions and help-seeking behaviours of Punjabi men in the UK for mental health, and it found  high cultural and systemic barriers to mental health support. The results demonstrate that cultural stigma, traditional masculine norms, and mistrust in health services discourage Punjabi men from seeking professional help. Many of the participants preferred to rely on familial and spiritual coping more than clinical interventions. In addition, the lack of culturally competent mental health services was found to be a critical gap that further disengages persons from professional care. These insights suggest the need for targeted interventions that combine elements of cultural understanding, faith based on resources, and feminist views of mental health. Mental health professionals, community leaders, and policymakers have to come together to build a collaborative and suitable mental health framework for Punjabi men. This is required to promote culturally relevant education programs, improve healthcare accessibility, and challenge stigma to promote public awareness of the need for help about mental health within this community.
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[bookmark: _Toc196746569]6.1  Appendix 1: Research guide / interview schedule

Questions for a semi-structured interview adapted from: 
https://openaccess.city.ac.uk/id/eprint/24146/

1. What does the phrase ‘mental health problems’ mean to you?

2. Can you elaborate on how you developed this understanding? 

3. What are your views on mental health problems? 
a) What influenced your views? 

4. What comes to mind when the term ‘mental health services’ is used? 

5. Are mental health and mental health difficulties discussed within your family? 

6. If so, how are mental health and mental health difficulties discussed in your family?
a) Can you provide any examples? 
b) Is this the same for your extended family?
c) Which members (if any) would you feel comfortable discussing mental health issues with? 
d) Would you feel more or less comfortable discussing mental health issue with your friends? Why is that? 

7. Can you think of a time when you felt you needed mental health support or counselling? 
a) Would you be willing to talk about that experience? 

8. Can you think of a time when a family member needed professional help for any mental health issues? 
a) How was that experience for you? 

9.Do you know anybody who has used mental health services? 
a) Can you give any examples of their experience? 
b) How did you perceive them seeking help? 

10.What advice, if any, would you have for someone suffering from a mental health problem? 

11.What obstacles, if any, do you feel exist with seeking professional help? 

12.How would you feel about talking to someone with a mental health condition? 
a) Would you have any concerns? 

13.Do you feel there is a difference in the ways in which mental health is discussed in White/White British communities compared to Pakistani? 
a) Can you describe your feeling on this? 

15.Who would provide the support network for you if it was required? 
a) How would you feel asking for support? 

16.How would you describe the approach of mainstream mental health services towards minority groups? 
a) Can you elaborate? 
b) What changes, if any, do you think are needed?


Thank you for your time.
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APPLICATION FOR ETHICAL APPROVAL

In order for research to result in benefit and minimise risk of harm, it must be conducted ethically. A researcher may not be covered by the University’s insurance if ethical approval has not been obtained prior to commencement.

The University follows the OECD Frascati manual definition of research activity: “creative work undertaken on a systematic basis in order to increase the stock of knowledge, including knowledge of man, culture and society, and the use of this stock of knowledge to devise new applications”. As such this covers activities undertaken by members of staff, postgraduate research students, and both taught postgraduate and undergraduate students working on dissertations/projects.

The individual undertaking the research activity is known as the “principal researcher”.

Ethical approval is not required for routine audits, performance reviews, quality assurance studies, testing within normal educational requirements, and literary or artistic criticism.

Please read the notes for guidance before completing ALL sections of the form.

This form must be completed and approved prior to undertaking any research activity. Please see Checklist for details of process for different categories of application.  

SECTION A: About You (Principal Researcher)
	1
	Full Name:
	Gurpinder Singh

	2
	Tick all boxes that apply:
	Member of staff:
	☐
	Honorary research fellow:
	☐

	
	Undergraduate Student
	☒	Taught Postgraduate Student
	☐	Postgraduate Research Student
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	3
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	For students:

	7
	Student Number:
	2222498
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	Programme of Study:
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	9
	Director of Studies/Supervisor:
	Karen Eaton-Thomas






SECTION B: Approval for Research Activity
	1
	Has the research activity received approval in principle?
(please check the Guidance Notes as to the appropriate approval process for different levels of research by different categories of individual)
	YES
	☒	NO
	☐
	
	
	Date

	2
	If Yes, please indicate source of approval (and date where known): Approval in principle must be obtained from the relevant source prior to seeking ethical approval
	Research Degrees Committee
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	Institute Research Committee
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	Other (write in)
Karen Eaton-Thomas
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SECTION C:  Internal and External Ethical Guidance Materials
	
	Please list the core ethical guidance documents that have been referred to during the completion of this form (including any discipline-specific codes of research ethics, location-specific codes of research ethics, and also any specific ethical guidance relating to the proposed methodology).  Please tick to confirm that your research proposal adheres to these codes and guidelines. You may add rows to this table if needed.

	1
	UWTSD Research Ethics & Integrity Code of Practice
	☒
	2
	UWTSD Research Data Management Policy
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	3
	UWTSD Data Protection and Storage Protocol
	☒

	4
	BPS Code of Ethics and Conduct (July 2018)
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	6
	BPS Conducting  Research with Human participants during Covid-19
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	7
	BPS Data Protection Regulation – Guidance for Researches ( 2018)
	☒

	9
	BPS Ethics Guidelines for Internet –Mediated Research ( June 2021)
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SECTION D: External Collaborative Research Activity
If there are external collaborators then you should gain consent from the contact persons to share their personal data with the university. If there are no external collaborators then leave this section blank and continue to section E.
	1
	Institution
	


	2
	Contact person name
	


	3
	Contact person e-mail address

	

	4
	Is your research externally funded?
	YES
	☐
	NO
	☒

	5
	Are you in receipt of a KESS scholarship?
	YES
	☐
	NO
	☒

	6
	Are you specifically employed to undertake this research in either a paid or voluntary capacity?
	Voluntary
	YES
	☐
	NO
	☒

	7
	
	Employed
	YES
	☐
	NO
	☒

	8
	Is the research being undertaken within an existing UWTSD Athrofa Professional Learning Partnership (APLP)?
	If YES then the permission question below does not need to be answered.
	YES
	☐
	NO
	☒

	9
	Has permission to undertake the research has been provided by the partner organisation?
	(If YES attach copy)
If NO the application cannot continue
	YES
	☐
	NO
	☒




Where research activity is carried out in collaboration with an external organisation
	10
	Does this organisation have its own ethics approval system?
	YES
	☐
	NO
	☐

	
	
If Yes, please attach a copy of any final approval (or interim approval) from the organisation (this may be a copy of an email if appropriate).




SECTION E: Details of Research Activity
	1
	Indicative title:
	"The Stigma of Mental Health Problems within Punjabi Men"

	2
	Proposed start date:
	November 2024
	Proposed end date:
	May 2025

	
	Introduction to the Research (maximum 300 words per section)
Stigma about mental health is still an important contributary reason why people from many countries  do not get the help they need. This is a significant issue in South Asian communities, especially among Punjabi men. In the Punjabi community, traditional norms often link mental health problems with being weak, which makes people avoid mental health services. Men between the ages of 25 and 45 are especially affected because traditional values encourage toughness and stoicism, which makes it hard to admit when one is weak. This stigma, along with social pressures, makes it common for mental health problems to go untreated, which damage both people and communities. Research that has already been conducted shows that cultural norms and societal standards have a large impact on how people think about mental health. Studies have shown that Punjabi men may not want to get help because they are afraid of being judged and want to keep up the respect of their group. 
There are some studies on South Asian mental health in general, but not many studies that focus on Punjabi males in particular. This means that we may not fully understand their unique experiences and problems. This study tries to fill that gap by looking into the things that make Punjabi men feel ashamed of their mental health and how those things affect their decision to get help. Through semi-structured interviews, the study will use qualitative research to obtain a deeper understanding of how the participants feel about mental health stigma. The results will be explored and consider culturally sensitive ways to help mental health professionals, lawmakers, and community leaders deal with stigma in a healthy way. This study is important for making mental health services easier for Punjabi men to get the help that they need whilst respecting their traditional beliefs. This will help their emotional health and make them feel less judged in this group.

	3
	Purpose of Research Activity

The goal of this study is to find out what cultural and social factors make Punjabi men ages 25 to 45 feel reluctant to talking about their mental health. The point of this study is to find out how  their feelings  and beliefs affects their decision to get help for their mental health. The study aims to explore  cultural barriers and perceptions that can help guide culturally relevant interventions that can help reduce stigma, encourage people to seek help, and eventually improve mental health outcomes in this group. This focus on Punjabi guys gives specific information that can help policymakers and mental health professionals make better support systems for this group.

	4
	Research Question

What social and cultural factors make Punjabi men ages 25 to 45 feel reluctant to talk about their mental health, and how does this make them less likely to get help?"

	5
	Aims of Research Activity

The aim of this research is to find out what cultural and social factors affect how Punjabi men think about their mental health. To look into how the feeling and beliefs surrounding mental health affects Punjabi men's decisions to get help. To suggest interventions that are sensitive to different cultures and may help lessen stigma and encourage people to seek help.


	6
	Objectives of Research Activity

1. To examine a literature review on how cultural and social factors affect Punjabi men's mental health stigma.
2. To collect detailed information from participants about their experiences and thoughts on mental health stigma through semi-structured interviews.
1. To examine the findings and come up with culturally appropriate ways to help Punjabi males with their mental health issues.

	
	Proposed methods (maximum 600 words)


	
	This study uses a qualitative method to look at the cultural and social factors that make Punjabi men aged 25 to 45 feel reluctant to talk about their mental health. A qualitative technique is good for getting in-depth views because it lets people share personal and culturally nuanced thoughts on mental health stigma that might be hard to get across with quantitative methods. The main way that data will be gathered is through semi-structured interviews, which give people the freedom to talk about the topic while also making sure that each conversation follows a similar schedule.

Sampling and Recruitment
Purposive sampling will be used to make sure that the people who take part in the study meet certain criteria that are important to the research goal. Punjabi males between the ages of 25 and 45 will be invited to take part. This is a group that has been found to face more stigma because of cultural expectations and social pressures. The study will take place within a local community center in the Punjabi community to recruit people to take part. Prior permission has been sought from the center administrators to place a poster seeking volunteers to take part in the study. The purpose of the study is included on the poster and interested parties are invited to contact the researcher via telephone or email for further information. The poster will be aimed at Punjabi men who may have experienced or seen stigma around mental health in their community. Snowball sampling will also be used, and participants will be asked to suggest other suitable men who might also be interested in sharing their experiences. This method works well for getting in touch with people from cultural groups who are hard to reach or who might not want to take part in mental health research at first.

Data Collection Process
For those participants who are willing to take part, semi-structured interviews will be used to collect data. These can be done in person or through secure video conferencing software, based on the participants' preferences and ease of availability. The interviews will last between 45 and 60 minutes, which is long enough to get a good sense of the participants' points of view without putting time limits on the answers. To make sure that all the conversations are the same, an interview schedule will be used. The main questions will focus on participants perceptions of how people think about mental health, how they might have dealt with stigma in the past, and how their perception of their culture affects an individuals` decision to seek mental health advice.
Participants will be more likely to share their thoughts easily if the questions are open-ended. If needed, follow-up questions can be used to obtain deeper insights. For instance, asking "What do you think keeps people in your community from talking openly about mental health?" or "Can you think of any times when talking about mental health was shunned?" will help obtain a variety of different points of view.

Interview Structure and Recording
Prior to commencing the interviews, participants will be provided with an information sheet detailing what will be the focus of the discussion and the nature of the questions. If they are happy to continue, they will be asked to provide their consent by signing a paper copy of a consent form. The consent form includes details regarding confidentiality, anonymity and participants right to withdraw. Once consent is obtained the interviews may begin. The interviews will be audio-recorded (with participants’ consent) to facilitate accurate transcription and analysis. All recordings will be securely stored on password-protected devices, accessible only to the researcher and supervisor. All recordings will be transcribed within 24 hours of the data being recorded, and the recordings then deleted. The transcriptions will be stored securely on the researchers password protected university OneDrive account. Participants will have the option to request that certain parts of their interviews not be recorded if they feel uncomfortable, to ensure they feel safe sharing sensitive information. Notes will also be taken during interviews to capture non-verbal cues or immediate reflections that may enhance data interpretation.
On completion of the interview, participants will be provided with a paper copy of a debrief which outlines the purpose of the study and includes contact details of the researcher and supervisor for future reference. Participants will also be given a final opportunity to withdraw from the study should they decide to do so.

Data Analysis
Thematic analysis will be used to analyze the data collected. This method is suitable for identifying recurring themes, patterns, and relationships within qualitative data, especially for a topic as context-dependent as mental health stigma in a specific cultural group. After transcription, the data will be coded and organized into themes using a systematic coding framework, beginning with open coding to capture initial insights and gradually moving to axial coding to refine themes. Cultural norms about what it means to be a man, community expectations, personal battles with stigma, and things that make it hard to get help will be part of the interview schedule. 
To protect the privacy of the participants, all transcriptions will use pseudonyms and any information that could be used to identify them will be taken out. The audio recordings will be deleted to protect privacy once the transcription is done. Following the rules set by the university for protecting data, all information will be kept safe on computers that require a password and on the university OneDrive account for security. The researcher and supervisor will be the only ones who can see the data, so the names of the people who took part in the study will remain anonymous for the duration of the study.
Ethical Considerations and Adjustments
Although the study topic could likely involve sensitive issues, ethical concerns will be carefully managed. Prior to the interview, each subject will be given full information about the study and given the option to withdraw at any time. As part of the study, interview questions will be carefully worded and respectfully received so as not to upset the people being interviewed. Individuals will be given details about mental health support services in case any emotional distress arises.

	

	Location of research activity

	8
	Interviews with participants will be done either in person or through secure videoconferencing tools online. If participants decide to participate online, the information sheet and consent from will be emailed to participants and they will be required to return the consent form with their electronic signature. Punjabi men aged 25 to 45 can join thanks to the flexibility and ease of access of this approach. In cases where participants prefer face-to-face interviews, arrangements may be made at community centres or local mental health organizations within areas with significant Punjabi populations, subject to COVID-19 safety protocols and participant convenience. These locations will provide a comfortable, neutral environment conducive to open discussions about mental health.

	
	Research activity outside of the UK
If research activity will take place overseas, you are responsible for ensuring that local ethical considerations are complied with and that the relevant permissions are sought. Specify any local guidelines (e.g. from local professional associations/learned societies/universities) that exist and whether these involve any ethical stipulations beyond those usual in the UK (provide details of any licenses or permissions required). Also specify whether there are any specific ethical issues raised by the local context in which the research activity is taking place, for example, particular cultural and/or legal sensitivities or vulnerabilities of participants. If you live in the country where you will do the research then please state this.

	9
	As the research focuses on Punjabi men aged 25-45, conducting interviews with these participants  will require strict adherence to ethical guidelines, including data privacy laws and culturally sensitive approaches to mental health discussions. In India and Pakistan, mental health remains a sensitive topic, often stigmatized within communities. Special care will be taken to respect cultural norms, ensuring that interview questions are framed thoughtfully to avoid discomfort 
Any location-specific permissions or ethical considerations will be followed as needed to ensure that all research activities meet both UK and local ethical standards.




	10
	Use of documentation not in the public domain: Are any documents NOT publicly available? 

	NO
	☒

	
	
	YES
	☐

	11
	If Yes, please provide details here of how you will gain access to specific documentation that is not in the public domain and that this is in accordance with the current data protection law of the country in question and that of England and Wales.



(this box should expand as you type)



	
	Does your research relate to one or more of the seven aims of the Well-being of Future Generations (Wales) Act 2015?
	
YES
	
NO

	12
	A prosperous Wales
	☐
	☒

	13
	A resilient Wales
	☐
	☒

	14
	A healthier Wales
	☐
	☒

	15
	A more equal Wales
	☐
	☒

	16
	A Wales of cohesive communities
	☐
	☒

	17
	A Wales of vibrant culture and thriving Welsh language
	☐
	☒

	18
	A globally responsible Wales
	☐
	☒

	19
	If YES to any of the above, please give details:

	
	


(this box should expand as you type)



SECTION F: Scope of Research Activity
	
	Will the research activity include:
	YES
	NO

	1
	Use of a questionnaire or similar research instrument?
	☒
	☐

	2
	Use of interviews?
	☒
	☐

	3
	Use of focus groups?
	☐
	☒

	4
	Use of participant diaries? 
	☐
	☒

	5
	Use of video or audio recording?
	☒
	☐

	6
	Use of computer-generated log files?
	☐
	☒

	7
	Participant observation with their knowledge?
	☐
	☒

	8
	Participant observation without their knowledge?
	☐
	☒

	9
	Access to personal or confidential information without the participants’ specific consent?
	☐
	☒

	10
	Administration of any questions, test stimuli, presentation that may be experienced as physically, mentally or emotionally harmful / offensive?
	☐
	☒

	11
	Performance of any acts which may cause embarrassment or affect self-esteem?
	☐
	☒

	12
	Investigation of participants involved in illegal activities?
	☐
	☒

	13
	Use of procedures that involve deception?
	☐
	☒

	14
	Administration of any substance, agent or placebo?
	☐
	☒

	15
	Working with live vertebrate animals?
	☐
	☒

	16
	Procedures that may have a negative impact on the environment?
	☐
	☒

	17
	Other primary data collection methods. Please indicate the type of data collection method(s) below.
	☐
	☒

	
	Details of any other primary data collection method:



(this box should expand as you type)
	
	


If NO to every question, then the research activity is (ethically) low risk and may be exempt from some of the following sections (please refer to Guidance Notes).

If YES to any question, then no research activity should be undertaken until full ethical approval has been obtained. 

SECTION G: Intended Participants
If there are no participants then do not complete this section, but go directly to section H.

	
	Who are the intended participants:
	
YES
	
NO

	1
	Students or staff at the University?
	☒
	☐

	2
	Adults (over the age of 18 and competent to give consent)?
	☒
	☐

	3
	Vulnerable adults?
	☐
	☒

	4
	Children and Young People under the age of 18? (Consent from Parent, Carer or Guardian will be required)
	☐
	☒

	5
	Prisoners?
	☐
	☒

	6
	Young offenders?
	☐
	☒

	7
	Those who could be considered to have a particularly dependent relationship with the investigator or a gatekeeper?
	☐
	☒

	8
	People engaged in illegal activities?
	☐
	☒

	9
	Others. Please indicate the participants below, and specifically any group who may be unable to give consent.

	☐
	☒

	
	Details of any other participant groups:



(this box should expand as you type)
	
	



	
	Participant numbers and source
Provide an estimate of the expected number of participants. How will you identify participants and how will they be recruited? 

	10
	How many participants are expected?

	Six to eight participants will be required to take part in the interviews.


(this box should expand as you type)

	11
	Who will the participants be?

	
Male Punjabi participants aged 25 – 45, who volunteer to take part.

(this box should expand as you type)

	12
	How will you identify the participants?
	
Participants will be male Punjabi volunteers recruited from a local community centre or by snowball sampling referrals from a friend.

(this box should expand as you type)




	
	Information for participants:
	
YES
	NO
	
N/A

	13
	Will you describe the main research procedures to participants in advance, so that they are informed about what to expect?
	☒
	☐
	☐

	14
	Will you tell participants that their participation is voluntary?
	☒
	☐
	☐

	15
	Will you obtain written consent for participation?
	☒
	☐
	☐

	16
	Will you explain to participants that refusal to participate in the research will not affect their treatment or education (if relevant)?
	☒
	☐
	☐

	17
	If the research is observational, will you ask participants for their consent to being observed?
	☐
	☐
	☒

	18
	Will you tell participants that they may withdraw from the research at any time and for any reason?
	☒
	☐
	☐

	19
	With questionnaires, will you give participants the option of omitting questions they do not want to answer?
	☐
	☐
	☒

	20
	Will you tell participants that their data will be treated with full confidentiality and that, if published, it will not be identifiable as theirs?
	☒
	☐
	☐

	21
	Will you debrief participants at the end of their participation, in a way appropriate to the type of research undertaken?
	☒
	☐
	☐

	22
	If NO to any of above questions, please give an explanation 

	
	


(this box should expand as you type)



	
	Information for participants:
	
YES
	NO
	
N/A

	24
	Will participants be paid?
	☐
	☒
	☐

	25
	Is specialist electrical or other equipment to be used with participants?
	☐
	☒
	☐

	26
	Are there any financial or other interests to the investigator or University arising from this study?
	☐
	☒
	☐

	27
	Will the research activity involve deliberately misleading participants in any way, or the partial or full concealment of the specific study aims?
	☐
	☒
	☐

	28
	If YES to any question, please provide full details 

	
	


(this box should expand as you type)



SECTION H: Anticipated Risks

	[bookmark: _Toc196746309][bookmark: _Toc196746455][bookmark: _Toc196746571]
	[bookmark: _Toc196746310][bookmark: _Toc196746456][bookmark: _Toc196746572]
Outline any anticipated risks that may adversely affect any of the participants, the researchers and/or the University, and the steps that will be taken to address them. 

If you have completed a full risk assessment (for example as required by a laboratory, or external research collaborator) you may append that to this form.  

	[bookmark: _Toc196746311][bookmark: _Toc196746457][bookmark: _Toc196746573]1
	[bookmark: _Toc196746312][bookmark: _Toc196746458][bookmark: _Toc196746574]Full risk assessment completed and appended? 
	[bookmark: _Toc196746313][bookmark: _Toc196746459][bookmark: _Toc196746575]Yes 
	☐

	
	
	[bookmark: _Toc196746315][bookmark: _Toc196746461][bookmark: _Toc196746577]No
	☒

	2
	Risks to participants
For example: sector-specific health & safety, emotional distress, financial disclosure, physical harm, transfer of personal data, sensitive organisational information

	
	Risk to participants:

(a) Emotional distress may arise as participants discuss potentially sensitive and stigmatized topics around mental health.

















(b) Participants may be worried that their identity will be revealed during the interview process or on dissemination of the results. 
	How you will mitigate the risk to participants:

(a) To minimize distress, participants will be informed in advance about the interview topics, allowing them to withdraw at any time. Additionally, participants will be provided with information about mental health support services if the discussion triggers any emotional discomfort.
In addition, participants will be given the right to withdraw at any time without giving a reason for doing so. They can also choose not to answer any questions that they prefer not to and can pause the interview at any time. 
The interview schedule will be phrased with cultural sensitivity in mind and participants will be given examples of the types of questions being asked in advance of the interview commencing. This allows them to make an informed decision about whether or not to take part.

(b) Personal participant information will not be sought; individuals will be given a pseudonym in place of their name and any additional information that is disclosed during the interview that may lead to the identification of an individual will be omitted from the transcription. 
Participants will be assured that their data will remain confidential and anonymous. 

	3
	If research activity may include sensitive, embarrassing or upsetting topics (e.g. sexual activity, drug use) or issues likely to disclose information requiring further action (e.g. criminal activity), give details of the procedures to deal with these issues, including any support/advice (e.g. helpline numbers) to be offered to participants. Note that where applicable, consent procedures should make it clear that if something potentially or actually illegal is discovered in the course of a project, it may need to be disclosed to the proper authorities

	
	
The interviews will handle mental health stigma sensitively, and questions will be framed in a non-judgmental and respectful manner. Informed consent will clarify that participants can skip any questions or terminate the interview at any time if they feel uncomfortable.


	4
	Risks to the investigator
For example: personal health & safety, physical harm, emotional distress, risk of accusation of harm/impropriety, conflict of interest

	
	Risk to the investigator:

(a) Given the sensitive nature of the topic, there is a risk of emotional distress for the researcher due to exposure to participants’ personal stories.




(b)Accusation of harm or impropriety from participants if they feel that the researcher has not handled the interview sensitively, respectfully or professionally. 



(c) The researcher may be asked questions that are outside of their scope of knowledge as an undergraduate student.

(d) The researcher`s personal safety may be compromised if in a strange environment, with people that are unknown.

	How you will mitigate the risk to the investigator:

(a) The researcher will have access to supervisor support and seek advice if necessary. As an individual of Punjabi descent, the researcher is familiar with the nature of the topic and has prepared themselves in advance of the likely information that will be revealed.

(b)The researcher will abide by the UWTSD code of conduct, the UWTSD code of research ethics and integrity and the BPS guidance for human research ethics, acting with professionalism, respect and sensitivity at all times.

(c) Any queries that the researcher is unsure of will be passed onto the supervisor for further advice or guidance.

(d) The researcher will ensure that they have continued contact with the supervisor (either via phone or email) at all times during the data collection period, and will inform the supervisor once they have completed the interviews and are home safely.

	5
	University/institutional risks
For example: adverse publicity, financial loss, data protection

	
	Risk to the University:


(a) There is minimal risk to the university. However, the institution’s reputation could be affected if confidentiality is breached.

	How you will mitigate the risk to the University:


(a) All data will be anonymized, securely stored on the university OneDrive account, and handled in strict compliance with data protection regulations (GDPR) to maintain confidentiality.


	6
	Environmental risks
For example: accidental spillage of pollutants, damage to local ecosystems

	
	Risk to the environment:


	How you will mitigate the risk to environment:






	
	Disclosure and Barring Service

	
	If the research activity involves children or vulnerable adults, a Disclosure and Barring Service (DBS) certificate must be obtained before any contact with such participants.
	YES

	NO

	N/A


	7
	Does your research require you to hold a current DBS Certificate?
	☐
	☒
	☐

	8
	If YES, please give the certificate number. If the certificate number is not available please write “Pending”; in this case any ethical approval will be subject to providing the appropriate certificate number.
	



SECTION I: Feedback, Consent and Confidentiality

	1
	Feedback
What de-briefing and feedback will be provided to participants, how will this be done and when? 

	
	After completing the interview, participants will receive a verbal debriefing, summarizing the main purpose of the study and how their responses contribute to the research goals. Participants will also be provided with a paper copy of the debrief which includes contact information of the researcher and supervisor should they have further questions or require follow-up support. If the interviews are conducted online, an electronic copy of the debrief will be emailed to them. Additionally, a summary of the study findings will be made available upon request after the research is concluded.



	2
	Informed consent
Describe the arrangements to inform potential participants, before providing consent, of what is involved in participating. Describe the arrangements for participants to provide full consent before data collection begins. If gaining consent in this way is inappropriate, explain how consent will be obtained and recorded in accordance with prevailing data protection legislation.

	
	Regardless of whether the interviews will be conducted face to face or online, before participation, each potential participant will receive an information sheet outlining the study’s purpose, procedures, and their rights, including the right to withdraw at any time. Participants will be informed about the audio recording and how their data will be used and stored. Written consent will be obtained before any data collection begins, in compliance with data protection legislation, ensuring that all participants fully understand and agree to the terms of their involvement. Physical copies of all documentation will be provided if the interviews take place face to face, and electronic versions of the same documents will be emailed to participants if the interviews are to take place online. Consent forms must be signed either electronically or physically before any data collection takes palce.


	3
	Confidentiality / Anonymity
Set out how anonymity of participants and confidentiality will be ensured in any outputs. If anonymity is not being offered, explain why this is the case. 

	
	
To ensure participant confidentiality and anonymity, pseudonyms will be used in all transcriptions and reporting. Identifying information will be removed, and data will be stored securely on password-protected devices accessible only to the researcher and supervisor via the university OneDrive account. In any published outputs, data will be presented in a way that prevents identification of individual participants, maintaining strict confidentiality throughout.



SECTION J: Data Protection and Storage

	
	Does the research activity involve personal data (as defined by the General Data Protection Regulation 2016 “GDPR” and the Data Protection Act 2018 “DPA”)?
	YES
	NO

	1
	“Personal data” means any information relating to an identified or identifiable natural person (‘data subject’). An identifiable natural person is one who can be identified, directly or indirectly, in particular by reference to an identifier such as a name, an identification number, location data, an online identifier or to one or more factors specific to the physical, physiological, genetic, mental, economic, cultural or social identity of that natural person. Any video or audio recordings of participants is considered to be personal data.
	☐x
	☐

	
	If YES, provide a description of the data and explain why this data needs to be collected:

	2
	
Participants will be assigned a pseudonym in place of their real name. No participants will be required to provide any personally identifiable information. 

(this box should expand as you type)

	
	Does it involve special category data (as defined by the GDPR)?
	YES
	NO

	3
	“Special category data” means sensitive personal data consisting of information as to the data subjects’ –
(a) racial or ethnic origin,
(b) political opinions,
(c ) religious beliefs or other beliefs of a similar nature,
(d) membership of a trade union (within the meaning of the Trade Union and Labour Relations (Consolidation) Act 1992),
(e) physical or mental health or condition,
(f) sexual life,
(g) genetics,
(h) biometric data (as used for ID purposes),
	☐
	☐x

	
	If YES, provide a description of the special category data and explain why this data needs to be collected:

	4
	


(this box should expand as you type)



	
	
Will data from the research activity (collected data, drafts of the thesis, or materials for publication) be stored in any of the following ways?
	YES
	NO

	5
	Manual files (i.e. in paper form)?
	☒
	☐

	6
	University computers?
	☐
	☒

	7
	Private company computers?
	☐
	☒

	8
	Home or other personal computers?
	☒
	☐

	9
	Laptop computers/ CDs/ Portable disk-drives/ memory sticks?
	☒
	☐

	10
	“Cloud” storage or websites?
	☒
	☐

	11
	Other – specify:

	☐
	☒

	12
	For all stored data, explain the measures in place to ensure the security of the data collected, data confidentiality, including details of backup procedures, password protection, encryption, anonymisation and pseudonymisation:

	
	All data collected will be stored on the university OneDrive account, which is encrypted and password protected. This can be securely accessed on the students personal laptop computer. 

(this box should expand as you type)



	
	Data Protection

	
	Will the research activity involve any of the following activities:
	YES
	NO

	13
	Electronic transfer of data in any form?
	☒
	☐

	14
	Sharing of data with others at the University outside of the immediate research team?
	☐
	☒

	15
	Sharing of data with other organisations?
	☐
	☒

	16
	Export of data outside the UK or importing of data from outside the UK?
	☐
	☒

	17
	Use of personal addresses, postcodes, faxes, emails or telephone numbers?
	☐
	☒

	18
	Publication of data that might allow identification of individuals?
	☐
	☒

	19
	Use of data management system?
	☐
	☒

	20
	Data archiving?
	☐
	☒

	21
	If YES to any question, please provide full details, explaining how this will be conducted in accordance with the GDPR and Data Protection Act (2018) (and any international equivalents, where appropriate):

	
	
All data collected will be stored securely on the researchers university Onedrive account which is password protected and only accessible to the researcher. The recordings of the interviews will be transcribed within 48 hours of taking place and the recordings then deleted. 

(this box should expand as you type)

	22
	List all who will have access to the data generated by the research activity:

	
	
Gurpinder Singh – Researcher 
Karen Eaton-Thomas –Supervisor

(this box should expand as you type)

	23
	List who will have control of, and act as custodian(s) for, data generated by the research activity:

	
	
Gurpinder Singh

(this box should expand as you type)

	24
	Give details of data storage arrangements, including security measures in place to protect the data, where data will be stored, how long for, and in what form. Will data be archived – if so how and if not why not.  

	
	
Data will be stored on the university OneDrive account which is encrypted and password protected. On completion of the degree the data will be deleted. The data will not be archived. 

(this box should expand as you type)

	25
	Please indicate if your data will be stored in the UWTSD Research Data Repository (see https://researchdata.uwtsd.ac.uk/ ).   If so please explain. (Most relevant to academic staff) 

	
	
The data will not be stored in the UWTSD Research Data Repository at this point in time.

(this box should expand as you type)

	26
	Confirm that you have read the UWTSD guidance on data management (see https://www.uwtsd.ac.uk/library/research-data-management/)
	YES
	☒

	27
	Confirm that you are aware that you need to keep all data until after your research has completed or the end of your funding
	YES
	☒





SECTION K: Declaration
	
	The information which I have provided is correct and complete to the best of my knowledge. I have attempted to identify any risks and issues related to the research activity and acknowledge my obligations and the rights of the participants.

In submitting this application I hereby confirm that I undertake to ensure that the above named research activity will meet the University’s Research Ethics and Integrity Code of Practice which is published on the website: https://www.uwtsd.ac.uk/research/research-ethics/ 

	1
	Signature of applicant:
	Gurpinder Singh
	Date:
04.11.2024



For STUDENT Submissions:
	2
	Director of Studies/Supervisor:
	Karen Eaton- Thomas
	Date:
13.01.2025

	3
	Signature:
	Karen M. Eaton-Thomas

	



For STAFF Submissions:
	4
	Academic Director/ Assistant Dean:
	
	Date:

	5
	Signature:
	

	



Checklist: Please complete the checklist below to ensure that you have completed the form according to the guidelines and attached any required documentation:
	☒
	I have read the guidance notes supplied before completing the form.

	☒
	I have completed ALL RELEVANT sections of the form in full.
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Participant 1.

Theme

Example quote

1. Cultural Stigma and Shame as a Barrier

If people find out [ (i) -2 mental health
problems, they start looking at you
differently. In our community, it is seen as
something shameful. No one will want to
marry into your family.

2. Gender Expectations and Masculinity

Every time | try to talk to my friends about
feeling low, they just joke around and say
It feels like they don’t really care.

3. Help-Seeking Behavior and Barriers to
Access

Therapy isn’t something we do. When |
face a problem, | either talk to my family
or rely on prayer. For us, therapy is seen
as something for people who are either
very ill or wealthy.

4. The Role of Faith and Religion in
Coping Strategies

We are taught that the Waheguru protects
those who pray. If | say to my family, they
say, ‘Do more pray' instead of 'get me
therapy'.

5. The Need for Culturally Competent
Mental Health Interventions

We grew up with very different values.
Therapists who don’t understand our
community or language can’t really
connect with us — they don’t realize why
being open about mental health is seen
as shameful.
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Participant 2.

Theme

Example quote

1. Cultural Stigma and Shame as a Barrier

According to my father, men do not cry." |
do not tell my family because ‘be strong’
is just what they say. It appears that
seeking help makes you look weak.

2. Gender Expectations and Masculinity

Where | come from, you're expected to
always look strong. Showing any
weakness is seen as embarrassing, so
most of us just keep everything bottled up
and never ask for help.

3. Help-Seeking Behavior and Barriers to
Access

We do not go to therapists. If  have a
problem, | will talk to my family or pray.
"Therapy is only for people who are sick
or rich”.

4.The Role of Faith and Religion in
Coping Strategies

We’re taught that faith alone will heal us.
So when | tell my family I'm struggling,
they just say, ‘Pray harder, instead of
suggesting | get real help like therapy.

5. The Need for Culturally Competent
Mental Health Interventions

Most therapists don’t come from where
we come from. They don’t speak our
language, and they don’t understand why
talking about mental health is such a big
taboo for us.
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Participant 3

Theme

Example quote

1. Cultural Stigma and Shame as a Barrier

In our culture, if people hear that you're
dealing with mental health issues, they
treat you like you're broken. It brings
shame on your whole family, and it can
even ruin marriage prospects for your
brothers and sisters.

2. Gender Expectations and Masculinity

When | open up about feeling low, my
friends just brush it off and tell me to
toughen up. It’s like my feelings don’t
matter atall.

3. Help-Seeking Behavior and Barriers to
Access

Doctors do not understand our culture.
The only thing they think to do is give
medicine and not listen.

4. The Role of Faith and Religion in
Coping Strategies

Whenever | feel stressed, | have my own
way of coping — | take a walk or spend
some quiet time alone. It helps me find
peace. Talking to a doctor doesn’t seem
like it would make a difference.

5. The Need for Culturally Competent
Mental Health Interventions

We do not come from most therapists’
backgrounds." They do not speak Punjabi
and do not understand why we cannot be
open about mental health.
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Participant4

Theme

Example quote

1. Cultural Stigma and Shame as a Barrier

Around here, once someone knows
you’re struggling mentally, they act like
you're weak. It’s a big disgrace for the
family, and no good family would want to
marry their daughter into yours.

2. Gender Expectations and Masculinity

I tried to talk to my friends about feeling
depressed, but they just made jokes and
told me to get over it. It made me feel
even more alone.

3. Help-Seeking Behavior and Barriers to
Access

Most doctors don’t get where we’re
coming from. They just hand out pills
without trying to understand what’s really
going onin our lives.

4. The Role of Faith and Religion in
Coping Strategies

I have a go-to action whenever | feel
stressed — | go to the Gurdwara, and |
listen to Kirtan. It gives me peace. Talking
to the doctor will not make any
difference.

5. The Need for Culturally Competent
Mental Health Interventions

Therapists here don’t get our background.
They don’t know our culture, they don’t
speak Punjabi, and they don’t see why it's
so hard for us to even bring up mental
health issues.
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Participant 5

Theme

Example quote

1. Cultural Stigma and Shame as a Barrier

Mental health problems are a taboo
where | come from. The moment people
find out, they start judging you and your
family. It's seen as a dishongy, and it can
destroy any chances of finding a good
marriage match.

2. Gender Expectations and Masculinity

If 1 tell my friends | feel depressed, they
will laugh and say, 'Just be a man. No one
takes it seriously.

3. Help-Seeking Behavior and Barriers to
Access

‘When you go to the doctor, they don't
take the time to listen to our struggles
properly. They don’t understand our
culture — they just want to prescribe
medicine and move on.

4. The Role of Faith and Religion in
Coping Strategies

In my family, whenever | mention feeling
depressed, they tell me to turn to prayer.
No one talks about therapy — it’s like
seeking professional help isn’t even an
option.

5. The Need for Culturally Competent
Mental Health Interventions

If Gurdwaras worked with mental health
professionals, more people would be
open to talk." No one trusts them right
now.
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Themes

1. Cultural Stigma and Shame as a Barrier

2. Gender Expectations and Masculinity

3. Help-Seeking Behavior and Barriers to Access

4. The Role of Faith and Religion in Coping Strategies

5. The Need for Culturally Competent Mental Health Interventions




