
Structural and Cultural Barriers to Mental Health Access 
Among South Asian Communities in Bradford

EXECUTIVE SUMMARY



Content

Overview

Core Challenges Identified

BCB’s Response and Outcomes

Full Report

1.	 Introduction

2.	 Research Design and Methodology

3.	 Key Findings and Discussions

4.	 Evidence of What Works

5.	 Strategic Recommendations

6.	 Conclusion

3

3

4

5

5

5

6

7

7

7

Page No.

2

Table of Contents



Overview
This report presents the findings of 18 months long, practice-led inquiry conducted by 
Better Communities Bradford (BCB), a grassroots VCSE organisation rooted in one of the most ethnically 
diverse and deprived localities in the UK. It explores the structural, cultural, linguistic, and gendered 
barriers that prevent South Asian communities – including women, men, and neurodivergent individuals 
- from accessing timely and appropriate mental health care.

Our research was internally driven but methodologically structured, combining direct service data from 
over 200 therapy users, interviews with disengaged or never-engaged individuals, and practitioner 
reflections. The evidence base offers a rare view from the inside: how people make decisions about 
mental health, why they avoid statutory services, and what enables them to seek help when offered in 
the right way.

The findings are of strategic importance, particularly in light of recent statutory services considerations 
on developing alternative workforces in the Voluntary, Community and Social Enterprise (VCSE) sector. 
The report offers insight not only into the barriers but also into replicable models of delivery that have 
demonstrated clear and measurable success.

• 	Stigma and Silence: Mental health remains taboo in many South Asian families. Emotional struggles 
	 are often spiritualised, pathologised as weakness, or suppressed to maintain family honour. 
	 This particularly affects women and neurodivergent individuals, whose symptoms are often 
	 minimised or misread. 
• 	Religious Misunderstandings: Within some Muslim communities, there persists a culturally 
	 embedded misconception that mental health challenges are indicative of spiritual weakness or 
	 insufficient religiosity. This perception, however, is not grounded in the theological or ethical 
	 teachings of Islam itself. Rather, it reflects a divergence between cultural attitudes and 
	 religious doctrine. Islamic teachings, as derived from the Qur’an and classical scholarship, 
	 acknowledge the complexity of human emotion and affirm the legitimacy of psychological distress. 
	 The Qur’an references states of sorrow, fear, and anxiety experienced by various prophets, framing 
	 them not as spiritual failures but as natural components of the human condition. Furthermore, Islamic 
	 jurisprudence and ethical thought promote both preventative and responsive care for mental 
	 well-being, endorsing help-seeking behaviour and communal responsibility. The tendency to 		
	 conflate mental illness with weak faith, therefore, stems more from a lack of understanding of Islam’s 
	 nuanced perspective on human psychology than from the religion itself.
•	 Linguistic Exclusion: A significant portion of service users cannot access support without culturally 
	 competent interpretation. Materials are often not just untranslated, but conceptually inaccessible, 
	 failing to reflect the lived realities and expressions of distress in these communities.
•	 Gendered Gatekeeping: South Asian women face multiple intersecting barriers - 
	 family control – often motivated by misplaced ‘protectiveness’ and from inconsiderate 
	 ‘white-saviour’ fears, lack of childcare, and fears of gossip or shame. Meanwhile, men are conditioned 
	 to reject vulnerability – especially by women (a surprising revelation), with no acceptable entry point 
	 for expressing psychological distress.
•	 Statutory Service Disengagement: Where statutory services have been accessed, users describe 
	 them as impersonal, inflexible, and culturally misaligned. This has led to widespread distrust and 
	 disengagement, even among those in clear psychological crisis.

Core Challenges Identified
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BCB’s Response and Outcomes 
•	 BCB embedded therapeutic support into trusted community settings, such as sewing classes, 
	 women’s exercise classes, men’s groups, and wellbeing drop-ins.
•	 84% of participants reported measurable improvement in mental wellbeing.
•	 92% reported reduced isolation, while 94% increased their awareness of available support services.
•	 43% more participants accessed therapy when introduced through vocational or social routes 
	 rather than clinical invitation.
•	 14 women have now transitioned into economic independence through sole-trading or employment 
	 as a direct result of BCB’s integrated mental health and skills model.

These outcomes underscore the power of trust-based, community-embedded, and culturally fluent 
models of delivery. Our model is not an alternative – it is essential infrastructure for equitable access.

The findings in this report closely reflect what NHS England is currently exploring in its review of the 
voluntary sector’s role in mental health crisis support. Better Communities Bradford’s work highlights 
some key points:
•	 Frontline staff in community organisations often need more training to effectively support people 
who are racially minoritised, neurodivergent, or facing financial hardship.
•	 Services work best when they’re designed with the community, not for the community, 
	 especially when they take a trauma-informed approach.
•	 Local voluntary organisations are often the first place people turn to when they’re struggling, 
	 particularly in communities that don’t easily access mainstream services.

This report isn’t just about identifying the problems—it offers real, practical ideas for what can be done 
differently, based on both solid evidence and the real-life experiences of those affected.

1.	 Fund community-led, culturally aware therapy spaces that meet people where they are taking into 
	 account their language, religion, culture, and everyday realities.
2.	Provide specialist training for both community and NHS staff to help them better understand cultural 
	 differences, gender dynamics, and how to recognise and support neurodivergent individuals.
3.	Design gender - sensitive support pathways that reflect the different needs and experiences of men 
	 and women - using community-led, peer-based approaches that reduce stigma for men and 
	 create safe, non-judgemental spaces where women feel respected and understood.
4.	Build stronger links between the NHS and grassroots organisations so people can move more 
	 easily between services, with trusted support at every stage.
5.	Tackle practical barriers that stop people from getting help, such as lack of childcare, 
	 transport issues, digital exclusion, and the hidden costs of accessing support.

If we are to build an equitable mental health system, we must understand that for some communities, 
access is not about service availability—it is about cultural relevance, emotional safety, and trust.
Better Communities Bradford has demonstrated that when services are embedded within community 
life, grounded in cultural knowledge, and driven by relationship, transformation is possible. We invite 
NHS England, commissioners, and policy leaders to engage with these insights and invest in models 
that reflect the realities—and the potential—of our most underserved communities.

Strategic Relevance

Key Recommendations
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Full Report

The underrepresentation of South Asian individuals in mental health service use is well-documented 
in national and regional data. However, less understood are the complex, interwoven factors that 
contribute to this exclusion – and the potential solutions that lie within the communities themselves.
Better Communities Bradford (BCB) has worked at the front line of these realities. As a grassroots, 
women-led VCSE organisation based in one of the most ethnically diverse cities in the UK, our service 
users are overwhelmingly from South Asian backgrounds – many of them first-generation migrants, 
faith-adherent, and living in areas of high deprivation.
Our decision to explore barriers to mental health access was not driven by academic interest, but by 
repeated patterns of disengagement, distress, and silence. This report offers an evidence-informed 
contribution to the national conversation on mental health equity – grounded in practice, shaped by 
lived experience, and pointing toward replicable, systemic solutions.

To examine the issue with both breadth and depth, we used a practice-embedded mixed methods 
approach that aligned with the flow of our work while ensuring analytical rigour.

2.1 Quantitative Insights
We tracked engagement, outcomes, and socio-demographic patterns across 202 individuals who 
accessed our services in 2023 and 2024. Of these:
•	 188 participated in group therapy;
•	 94 received one-to-one therapy (some overlap);
•	 41% required Urdu or Punjabi provision;
•	 Only 6% had previously accessed statutory talking therapy;
•	 Over 30% reported experiences of trauma, family breakdown, or migration-related stress.

We used validated well-being tools (e.g. PHQ-9, GAD-7) alongside in-house sessional feedback to 
measure outcomes.

2.2 Qualitative Perspectives
We conducted 16 semi-structured interviews (9 women, 7 men) to explore personal experiences of 
exclusion, stigma, and coping strategies. These were purposefully sampled to include those who had 
disengaged from, or never accessed, statutory mental health services.

2.3 Reflective Practice
We analysed 18 months of practitioner reflections, including therapist supervision notes, team debriefs, 
and project reports. These offered insight into micro-patterns of distress and service engagement not 
always captured through user-led evaluation.

2.4 Community Engagement
Through drop-ins, sewing groups, men’s forums, and informal gatherings, we collected unstructured 
but highly revealing input. These interactions surfaced ‘cultural truths’—about mental illness, therapy, 
and shame—that are often unspoken in formal settings.

1. Introduction

2. Research Design and Methodology
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3.1 Cultural Framing of Mental Distress
Mental health issues are rarely understood as clinical or psychological in nature. More often, they are 
seen through lenses of faith, moral fortitude, or familial failure. For many participants:
•	 Depression was interpreted as a lack of prayer or gratitude and of strength - especially in men.
•	 Anxiety was minimised as stress or weakness;
•	 Emotional suffering was kept private due to honour-based concerns.
This framing has profound implications. It discourages early help-seeking, isolates those in crisis, and 
suppresses emotional expression – particularly in men. Within group therapy, it took multiple sessions 
for some women to even name their distress as valid.

3.2 Language, Literacy and Access
The language gap is not simply about translation – it is about meaning. Concepts such as “panic 
disorder” or “self-regulation” often fail to land in communities with no shared reference point. Materials 
in Urdu or Punjabi may be linguistically correct but culturally hollow.
Many women in our projects required spoken support to understand therapeutic processes. Written 
referrals or digital booking systems were inaccessible due to both literacy and fear of institutional 
intrusion. This underscores the critical role of in-person relational advocacy in navigating services.

3.3 Gendered Experience and Silencing
For South Asian women, accessing therapy requires navigating:
•	 Domestic expectations and control;
•	 Childcare responsibilities;
•	 Community surveillance and gossip;
•	 Gatekeeping from husbands or elders – often surprisingly, due to lack of trust and understanding of 
what the role of social services actually is. The notion of the destructive ‘white-saviour wannabe’ was 
mentioned repeatedly. 

Men, by contrast, face emotional repression rooted in masculinity norms. Our male participants 
described mental health as a “women’s thing,” or a sign of failure towards the family. Many internalised 
their distress through physical symptoms, avoidance, or substance use.

There are no gender-neutral solutions to these challenges—any serious response must differentiate 
and design accordingly. The biggest instigator of shame towards mental health issues in men were 
considered to be women. Men expressed that they had to ‘be strong’ or they would be shamed by the 
women in their lives – not by other men. A surprising yet frequent revelation. 

3.4 Service Avoidance and System Mistrust
Participants described previous statutory service experiences as:
•	 Alienating (“they don’t understand our lives”);
•	 Bureaucratic (“too many questions, no time to talk”);
•	 Complete disregard of religious importance – which for many people was ‘all important’
•	 Disempowering (“they just gave me pills and sent me home”).
Others feared judgment, misinterpretation, or social services involvement. Even when clinical care was 
competent, the cultural void between client and service often created a wall of silence.

3. Key Findings and Discussions
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BCB’s model offers clear, measurable impact:
•	 84% of therapy participants reported improved mental wellbeing;
•	 92% reported reduced isolation;
•	 94% gained awareness of wider services;
•	 Group-based entry (via sewing classes) led to 43% increase in therapy uptake;
•	 Among 94 women receiving 1:1 therapy, 81 reported significant emotional improvement.

But beyond numbers, our model’s strength lies in how support is delivered:
•	 Therapeutic trust is earned, not assumed – built through sustained contact, culturally attuned staff, 
	 and shared lived experience.
•	 Contextual understanding is key – e.g. acknowledging family dynamics, marriage-related trauma, 
	 religious perspectives.
•	 Therapy is integrated, not isolated – embedded in spaces of learning, creativity, and sisterhood, 
	 not standalone clinics.

4. Evidence of What Works

5.1 Commission Embedded VCSE-Led Mental Health Hubs
Statutory services must recognise that community organisations like BCB are first responders for many 
vulnerable populations. Our success shows that relationally-based, culturally-competent hubs deliver 
outcomes where traditional pathways fail.

5.2 Equip the Crisis Alternative Workforce with Cultural and Neurodivergent Literacy
Training must extend beyond compliance. Frontline staff should understand:
•	 How neurodivergence presents in multilingual, trauma-affected individuals;
•	 How faith and shame interact with help-seeking;
•	 How to hold space for non-Western expressions of distress.

5.3 Gender-Specific Mental Health Pathways
Design targeted entry points for women and men. Support women with childcare, language access, 
and safe spaces. Engage men through peer models, informal groups, and non-clinical language.

5.4 Build Formal Bridges Between NHS and VCSE Services
Establish joint case reviews, warm referral protocols, and liaison posts across sectors. Ensure VCSE 
insight shapes clinical strategy – not as an afterthought, but from inception.

5.5 Invest in Enabling Conditions
If transport, interpretation, childcare, and digital exclusion are not addressed, even the most inclusive 
services will fail to reach those in greatest need.

Mental health inequality in South Asian communities is not the result of indifference, 
but of misalignment – between how services are imagined and how lives are lived. The barriers are 
real, but so are the opportunities.

At Better Communities Bradford, we have shown that access is not just about services – it is about trust, 
relevance, and dignity. We offer this report as both a record of what we have learned and a call to 
collaborative action.

5. Strategic Recommendations

6. Conclusion
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