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Abstract 

In this thesis, I explore factors and strategies that influence and promote mental health and 

wellbeing among children with disabilities.  

Discussion is based on findings from four published articles. Paper 1 presents a scoping review of 

mental health support for deaf and hard of hearing children. Qualitative research in paper 2 explores 

communication, inclusion and mental health among deaf and hard of hearing children in the Gaza 

Strip. Paper 3 outlines the process of developing mental health and psychosocial support guidelines 

for deaf and hard of hearing children in the Gaza Strip. Paper 4 presents qualitative research on the 

experiences of adults and children with intellectual disabilities and their families in England and 

Scotland during the COVID-19 pandemic. 

Using a social-ecological framework, I synthesise and discuss findings in the context of the wider 

literature. I consider factors that influence the mental health and wellbeing of children with 

disabilities across four levels (environment, community, caregivers, child), as well as strategies for 

support, including treatment and methods to promote mental health. Findings show that disability 

inclusion is central to the mental health and wellbeing of children with disabilities, influencing the 

societies in which children live and the systems available to support them. Considering environment, 

government action (and inaction) can marginalise children with disabilities and their families, 

negatively impacting mental health and wellbeing. This was exemplified during the COVID-19 

pandemic. At community-level, stigma and discrimination contribute to exclusion of children with 

disabilities, affecting mental health. At the level of the caregiver, caregiver mental health and 

caregiver knowledge on disability influence child wellbeing. At the individual-level, identity and self-

esteem of children with disabilities influence their mental health and wellbeing. 

This thesis contributes to our understanding of mental health and wellbeing among children with 

disabilities and examines the implications for research, policy and practice. 
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Format of thesis 

This thesis is presented in accordance with the London School of Hygiene & Tropical Medicine 

research degree regulations for the PhD by Publication. 

• Section 1 introduces key concepts relevant to the thesis, including disability, mental health 

and the mental health of children with disabilities.  

• Section 2 provides an overview of the research included in the thesis and four peer-reviewed 

and published journal articles.  

• Section 3 presents the analytic commentary, in which I critically discuss my findings within 

the wider literature.  

• Section 4 gives reflection on my research practice and development.  

• Appendices contain research paper cover sheets and copyright information for my research. 
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1. Introduction to disability and the mental health of children with 

disabilities 

1.1. Defining disability 

The United Nations Convention on the Rights of Persons with Disabilities (UNCRPD) defines persons 

with disabilities as those with “long-term physical, mental, intellectual or sensory impairments which 

in interaction with various barriers may hinder their full and effective participation in society on an 

equal basis with others” [1].  

Conceptualisation of disability is complex and multidimensional, and the UNCRPD definition is an 

evolution of medical and social models [2]. In the medical model, disability is synonymous with 

impairment in functioning. In this model, impairment restricts participation in daily activities, such as 

education and employment, causing disability [2]. The medical model would assert that a Deaf 

person cannot participate in society on an equal basis to hearing peers as a result of their hearing 

loss, which restricts oral communication with the majority of the population and limits response to 

auditory environmental cues. Under this model, medical interventions are recommended to alleviate 

disability. For example, hearing aids or a Cochlear implant to improve an individual’s hearing. The 

social model of disability rejected this concept. Under this model, disability is a result of barriers in 

society, rather than an individual’s impairment [2]. For example, a Deaf person may have difficulty 

communicating with a health professional, not because they cannot hear, but because the health 

facility does not provide a sign language interpreter. If environmental, attitudinal and institutional 

barriers are removed, then people with disabilities can participate in society on an equal basis as 

people without disabilities. This social model was a major leap forward in the conceptualisation of 

disability and supported global disability activism. However, the social model has been critiqued for 

being too simple and for undermining the impact of impairment on disability.  

More recently, the World Health Organization (WHO) International Classification of Functioning, 

Disability and Health (ICF) biopsychosocial model of disability integrates concepts from both the 

medical and social model [3]. In line with the UNCRPD, the ICF framework (Figure 1) conceptualises 

disability through the interaction of a health condition, personal factors and environmental factors.  
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Figure 1. The International Classification of Functioning, Disability and Health (ICF) 

 

In this model, a health condition (e.g. depression) can lead to an impairment in functioning (e.g. 

cognitive function), which can contribute to activity limitations (e.g. difficulty completing tasks) and 

thus participation restrictions (e.g. employment). The extent of activity and participation restriction 

is influenced by environmental factors (e.g. attitude of employer) and personal factors (e.g. family 

support). The components of the ICF model interact with one another to influence the extent to 

which a person will experience disability. In this thesis, I use the UNCRPD definition and the ICF 

framework when describing disability and children with disabilities.   

1.2. People with disabilities globally 

Approximately 16% of the global population (1.3 billion) has a disability [4]. Nearly 10% of children 

(240 million) have a disability [5]. Estimates indicate that 80% of people with disabilities live in low- 

and middle-income countries (LMICs), with prevalence higher in LMICs compared to high-income 

countries [6]. For instance, the prevalence in West and Central Africa (15%) and Middle East and 

North Africa (13%) is more than double-that of Europe and Central Asia (6%). Disability is more 

common in LMICs due to a combination of factors, including increased malnutrition and infectious 

diseases, poorer sanitation and greater exposure to environmental hazards, and lower availability of 

healthcare services [6]. 

Disability can have a major impact on people’s lives. People with disabilities are more likely to live in 

poverty [7], less likely to be employed [8], and are more likely to experience violence and abuse [9]. 

Children with disabilities experience exclusion and deprivation. Compared to peers without 

disabilities, children with disabilities are 34% more likely to be stunted, 49% more likely to never 

have attended school, 41% more likely to feel discriminated against, 51% more likely to be unhappy 

and 20% less likely to have expectations of a better life [10].  
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1.3. Disability and health 

Article 25 of the UNCRPD states that “persons with disabilities have the right to the enjoyment of 

the highest attainable standard of health without discrimination on the basis of disability” [1]. 

Although important to note that they are not a homogenous group, people with disabilities typically 

have greater healthcare needs than people without disabilities [4]. They may be at greater risk of 

poor health as a result of an underlying health condition. For example, someone who is blind as a 

result of diabetic retinopathy will have diabetes, which may increase the risk of stroke. People with 

disabilities may also need additional support for their disability, such as rehabilitation services or 

assistive technology. Despite this greater need, barriers in society, such as inaccessible health 

facilities or stigma from health professionals, mean that people with disabilities are less likely to 

access healthcare services [4, 11]. Poorer access to health service results in poorer health. With 

greater health needs, limited access to healthcare exacerbates health inequity for people with 

disabilities [4]. Health inequities mean that people with disabilities have higher mortality and 

morbidity. Mortality among people with disabilities is 2.4 times higher than people without 

disabilities, people with disabilities have a life expectancy that is 10 to 20 years lower, and children 

with disabilities have five times the odds of being seriously ill in the last year [12, 13]. In the context 

of the global agenda, this inequity limits achievement of Sustainable Development Goal 3, Good 

Health and Wellbeing and the policy of “leave no-one behind” [14]. The WHO has called for renewed 

efforts to promote disability inclusion in the health sector to alleviate health inequalities [4].  

1.4. Mental health 

Mental health conditions can negatively impact a person’s ability to participate in all aspects of life, 

including school, work and local communities. The 2019 Global Burden of Diseases, Injuries, and Risk 

Factors Study found depression and anxiety to be the two most common and disabling mental 

health conditions globally; they were among the 25 leading causes of health-related burden [15]. 

Mental health conditions accounted for 125.3 million years lived with disability, and between 1990 

and 2019, mental health conditions were the second leading cause of years lived with disability 

globally [15]. In 2019, 21.5 million children and adolescents (<20 years) experienced a mental health 

condition [16]. Between 1990 and 2019, the prevalence of depression and anxiety increased by 

48.1% [15]. It is expected that prevalence will continue to increase as the global population grows. 

Health systems must be able to address the mental health needs of a growing population, but across 

the world, including high-income countries such as the UK, provision, quality of care and access to 

services is often poor [17, 18]. Service provision is particularly low in LMICs [19, 20]. Key challenges 
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include inadequate policy and legislation, limited resources and funding (including limited trained 

mental health specialists), and limited availability of contextually and culturally adapted evidence-

based mental health interventions [20]. The field of ‘Global Mental Health’ developed in the early 

2000s to address the mental health treatment gap in low-resource settings. At the time, 80% of 

people in LMICs needing mental health support did not access services [21]. Ten years on from the 

2007 Lancet Series on Global Mental Health, the 2018 Lancet Commission on Global Mental Health 

and Sustainable Development called for continued expansion of mental health within global health 

priorities in order to achieve the Sustainable Development Goals [19]. The Commission called for 

continued efforts to reduce the treatment gap, as well as gaps in prevention and quality of care.  

Global Mental Health has traditionally focused on a medical approach to mental health. Given the 

gap in service provision, treatment and intervention have been prioritised. However, in recent years, 

the field of Global Mental Health has shifted towards human rights approaches, many of which are 

founded in the principles of the UNCRPD [19]. Approaches in Global Mental Health are shifting to 

address social determinants of mental health conditions, value human rights and better engage 

people with lived experience. The QualityRights initiative highlights this recent shift. This global 

initiative aims to provide training and guidance on developing health systems that are person-

centred and based on human-rights, in line with the UNCRPD [22].  

In this thesis, I will discuss mental health systems across both high and low-resource settings. Two of 

the included papers in this thesis are from a low-resource setting. One of my included papers is 

conducted in the UK and another is a global systematic review (of which much of the included 

research comes from high-income settings). However, my wider research experience has largely 

been conducted in LMICs and I hold an MSc in Global Mental Health. Thus, my reflections in this 

thesis may at times lean towards discussion in the context of Global Mental Health and low-resource 

settings, although I aim to present reflections applicable to diverse contexts. 

1.5. Mental health and wellbeing of children with disabilities 

The UNCRPD definition of disability includes people with long-term mental health conditions 

experiencing psychosocial disability. Mental health conditions are a substantial impact in and of 

themselves, but they are also associated with comorbid presentation of health conditions [23]. It is 

on this group that this thesis is focused. I present and discuss findings relevant to the mental health 

and wellbeing of children with physical, sensory and intellectual disabilities. I do not discuss children 

with mental health conditions or psychosocial disability that do not have a co-morbid physical, 

sensory or intellectual disability.  
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Evidence suggests that children with disabilities have a higher prevalence of mental health 

conditions than children without disabilities [24-29]. The Lancet Commission on Global Mental 

Health and Sustainable Development calls for directed action to address the needs of people with 

disabilities, who may be at increased risk due to marginalisation, discrimination, isolation and a lack 

of access to fundamental rights and services [19]. The Commission notes children and adolescents 

with disabilities, and in particular children with intellectual disabilities, who are at risk of forced 

detention and denial of mental health care. Although growing, current evidence on the mental 

health of children with disabilities is of low quality, there is limited literature from LMICs, and there 

is limited research into the social and environmental factors that influence poor mental health in this 

population [24-29].  

1.6. Terminology 

For the purposes of this thesis, I use the following definitions and conceptualisations regarding 

mental health and wellbeing: 

• Mental health: The World Health Organization defines mental health as a “state of mental 

well-being that enables people to cope with the stresses of life, realize their abilities, learn 

well and work well, and contribute to their community” [30].  

• Mental health conditions: Mental health conditions can be described as “common” (e.g. 

mild depression and anxiety) and “severe” (e.g. moderate to severe depression, bipolar 

disorder, schizophrenia) [31]. Severe mental health conditions are less prevalent and may 

result in more severe impairment. I use the term “conditions”, although other terms are 

common in the literature, including “disorders”, “illnesses” and “problems”. I have aimed to 

be consistent in my use of mental health conditions, as other language may be inappropriate 

or stigmatising. 

• Wellbeing: The World Health Organization defines wellbeing (or well-being) as a “positive 

state experienced by individuals and societies. Similar to health, it is a resource for daily life 

and is determined by social, economic and environmental conditions. Wellbeing 

encompasses quality of life and the ability of people and societies to contribute to the world 

with a sense of meaning and purpose” [32]. 

In this thesis, I use mental health in the context of alleviating mental health conditions or promoting 

good mental health. The range of mental health conditions is broad and diverse, but in this thesis, I 

use the term to refer to common mental health conditions, including depression and anxiety, rather 

than severe conditions, such as psychotic disorders. Severe mental health conditions are important 
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to consider, but they have not been the focus of my research and are not discussed in detail. I use 

wellbeing to describe a state of psychosocial wellbeing that encompasses good mental health and 

positive emotions, as well as feelings of self-acceptance, purpose, autonomy and positive 

relationships.  

2. Overview of thesis  

2.1. Aim of thesis 

In this thesis, I present a portfolio of four published articles that explore mental health and wellbeing 

among children with disabilities [33-36]. The four articles were derived from two research projects 

conducted in the Gaza Strip and the UK during COVID-19. The analytic commentary presented 

alongside these articles synthesises the findings and presents my discussion of the research in the 

context of existing literature. In this analytic commentary, I examine factors that contribute to the 

mental health and wellbeing of children with disabilities and I discuss how my research has 

contributed to understanding on this topic. I highlight gaps in the evidence and directions for future 

research, policy and practice.  

It is important to note that my research focused on deaf and hard of hearing children and youth with 

intellectual disabilities. Portions of my discussion will focus primarily on these groups, although I 

present discussion and draw from relevant literature on children with disabilities more broadly.  

2.2. Research presented in the thesis 

This thesis includes the following first-authored, peer-reviewed articles: 

• Paper 1 [33]: Scherer N, Bright T, Musendo DJ, O'Fallon T, Kubwimana C, Eaton J, Kakuma R, 

Smythe T, Polack S. Mental health support for children and adolescents with hearing loss: 

scoping review. BJPsych Open (2021) 8 (1), e9 10.1192/bjo.2021.1045 

• Paper 2 [35]: Scherer N, Smythe T, Hussein R, Wapling L, Hameed S, Eaton J, Kabaja N, 

Kakuma R, Polack S. Communication, inclusion and psychological wellbeing among deaf and 

hard of hearing children: A qualitative study in the Gaza Strip. PLOS Global Public Health 

(2023) 3 (6), e0001635 10.1371/journal.pgph.0001635 

• Paper 3 [34]: Scherer N, Hussein R, Eaton J, Kabaja N, Kakuma R, Smythe T, Polack S. 

Development of mental health and psychosocial support (MHPSS) guidelines for deaf and 

hard of hearing children in the Gaza Strip. PLOS Global Public Health (2023) 3 (10), e0002427 

10.1371/journal.pgph.0002427 
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• Paper 4 [36]: Scherer N, Wiseman P, Watson N, Brunner R, Cullingworth J, Hameed S, 

Pearson C, Shakespeare T. 'Do they ever think about people like us?': The experiences of 

people with learning disabilities in England and Scotland during the COVID-19 pandemic. 

Critical Social Policy (2022) 43 (3), 423-447, 10.1177/02610183221109147 

Sections 2.2.1. and 2.2.2. provide an overview of the two research projects that these papers relate 

to. The published articles are presented immediately after, before the analytic commentary. 

2.2.1. Mental health support for deaf and hard of hearing children in the Gaza Strip 

There are 70 million deaf and hard of hearing children worldwide [37]. Deaf and hard of hearing 

children are at increased risk of mental health conditions [38, 39], but there is a dearth of high-

quality evidence examining this relationship and intervention/promotion strategies, particularly in 

LMICs [28].  

Papers 1-3 come from a collaborative research project in the Gaza Strip between 2020-2022, on 

which I was lead researcher. This project aimed to understand the factors that influence mental 

health and wellbeing among deaf and hard of hearing children in the Gaza Strip, explore mental 

health and psychosocial support (MHPSS) strategies and develop school-based guidelines on MHPSS 

for deaf and hard of hearing children. The project was conducted by the London School of Hygiene & 

Tropical Medicine (LSHTM), Atfaluna Society for Deaf Children and CBM International. I was lead 

researcher at LSHTM. The Gaza Strip is a Palestinian Territory under Israeli occupation. At the time of 

study, available evidence showed that youth in the Gaza Strip experienced high rates of depression, 

anxiety and post-traumatic stress disorder, yet faced difficulties accessing services [40, 41]. In a 2019 

Multiple Indicator Cluster Survey (MICS), disability prevalence among children aged 5-17 in the Gaza 

Strip was estimated to be high at 12.8%; 7.4% had anxiety and 0.8% (~50,000 children) had difficulty 

hearing [42].  

The process to develop the guidelines was collaborative and participatory. With local partners, we 

formed a local steering committee, comprised of Deaf adults, family members, members of an 

organisation of deaf and hard of hearing people, teachers, mental health specialists and government 

officials. I worked with this committee and Atfaluna to develop the research priorities and methods, 

to analyse and interpret findings, and to develop guideline content. Consultation with local Deaf 

leaders, international deaf and hard of hearing people with expertise on mental health, and the 

World Federation of the Deaf further supported development of these evidence-based guidelines. 

Research to inform the guidelines included systematic review (paper 1), qualitative research (paper 

2) and pilot study (paper 3).  
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Paper 1 presents a systematic review of mental health support for deaf and hard of hearing children 

worldwide [33]. Findings identify MHPSS strategies and considerations for inclusive service 

provision. This was the first global review to synthesise evidence on mental health support for deaf 

and hard of hearing children. Paper 2 used qualitative methods to understand factors that influence 

the mental health and wellbeing of deaf and hard of hearing children in the Gaza Strip. In-depth 

interviews were conducted with deaf and hard of hearing children, caregivers and teachers in 

mainstream and special schools [35]. Factors that negatively influenced mental health and wellbeing 

included lack of accessible communication, social exclusion, and negative attitudes. Paper 3 

describes the process of developing the MHPSS guidelines, including information on co-

development, additional findings from the qualitative research and results from two pilot studies 

[34]. Briefly, the pilot studies demonstrated feasibility and acceptability of the guidelines. Teachers 

said they would need support from the school administration to implement over the long-term. The 

research project was conducted during the COVID-19 pandemic, impacting data collection methods, 

as described in papers 2 and 3. The guidelines are freely available online in English and Arabic. 

At the time of writing this thesis, there is major crisis and conflict in the Gaza Strip. When conducting 

our research in 2020, the Gaza Strip was a humanitarian setting, given the occupation and blockade 

by Israel, which limited economic opportunities and access to daily needs [43]. However, the region 

had not experienced major armed conflict for some years, certainly not at the current level. Armed 

conflict was not reported by partners and participants as a major influence in relation to the mental 

health of deaf and hard of hearing children. Findings in papers 1-3 and reflections in the analytic 

commentary are relevant to the time of our research (2020-2022) and the data obtained. Discussion 

in this thesis may not be relevant to the current context in the Gaza Strip, where children and 

families are experiencing increased conflict, trauma and psychological stress. 

2.2.2. Children with intellectual disabilities and their caregivers in the UK during COVID-19 

In the UK, people with disabilities were three times more likely to die during the COVID-19 pandemic 

than people without disabilities [44]. Risk of death involving COVID-19 was 1.4-1.6 greater for people 

with disabilities [44], and people with intellectual disabilities experienced a 7.2-8.2-fold higher rate 

of COVID-related death [45].  

Paper 4 presents qualitative research into the experiences of adults and children with learning 

disabilities (globally termed intellectual disability) and their caregivers in England and Scotland 

during the COVID-19 pandemic [36]. The research was conducted in collaboration with the 

University of Glasgow in response to rapid funding calls at the start of the pandemic. Findings 

showed that adults and children with intellectual disabilities and caregivers felt abandoned by the 

https://www.lshtm.ac.uk/sites/default/files/2023-07/English%20version_0.pdf
https://www.lshtm.ac.uk/sites/default/files/2023-07/Arabic%20version_1.pdf
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government. As a result, children and caregivers experienced strain on their mental health and 

wellbeing. The project elicited other published works, to which I am co-author and to which I refer to 

throughout the thesis [46-48]. The research findings have been used by disability researchers and 

advocates in the UK COVID-19 Inquiry, outlining the structural inequalities that contributed to 

increased risk of mortality, morbidity and hardship for people with disabilities during the pandemic 

[49]. The pandemic exacerbated existing exclusion and inequities for people with disabilities. As 

such, there have been calls for a post-pandemic response that better includes people with 

disabilities in policy and programme development and implementation [50]. 

Note that paper 4 focuses on both adults and children with intellectual disabilities. The sample 

comprised of adults with intellectual disabilities, caregivers and family members of adults and 

children with intellectual disabilities, and representatives from organisations supporting adults and 

children with intellectual disabilities. In the analytic commentary, I draw on findings relevant 

specifically to children with intellectual disabilities and their family members. 
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2.3. Key concepts in the analytic commentary 

To guide the analytic commentary, I have utilised a social-ecological model of mental health. I did 

not use a social-ecological framework to guide my research in papers 1-4, but I have applied it in this 

thesis to structure my synthesis and discussion of the findings. 

First proposed by Bronfenbrenner in the 1970s and formalised by McLeroy et al. in the 1980s, the 

social-ecological approach aims to understand the personal and environmental factors that 

contribute to development, health and wellbeing, including individual, family, community, systems 

and wider societal components [51-56]. Social-ecological models and approaches have often been 

utilised to guide international health. For example, the Ottawa Charter for Health Promotion is 

founded in social-ecological principles [57]. The Charter holds that peace, shelter, education, food, 

income, stable ecosystems, sustainable resources, social justice and equity are prerequisites for 

health. 

In 2022, the United Nations Children’s Fund (UNICEF) launched the Global Multisectoral Operational 

Framework for Mental Health and Psychosocial Support of Children, Adolescents and Caregivers 

Across Settings [58]. MHPSS is a “composite term used to describe any type of local or outside 

support that aims to protect or promote psychosocial wellbeing or prevent or treat mental 

disorders” [58]. The UNICEF framework utilises a social-ecological framework (Figure 2), life-course 

approach and the Inter-Agency Standing Committee (IASC) MHPSS intervention pyramid to 

understand mental health conditions in children across the world and to inform support, including 

prevention, promotion and treatment services.  

 

 

Figure 2. Social-ecological framework of mental health and psychosocial support 
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In this social-ecological framework, child wellbeing is conceptualised across four levels. At the centre 

is the child, where individual characteristics and experiences influence wellbeing, including identity, 

self-esteem, coping skills and exposure to trauma. Support for children at this level may include 

psychoeducation, access to nurturing and safe spaces, early child development activities and 

personalised psychological interventions. Next comes caregivers, primarily parents and family 

members, as well as teachers, social workers and others influential in a child’s development. Risk 

and protective factors include family functioning, parental support, home environment, household 

socio-economic status, abuse and neglect. Caregivers’ own mental health and wellbeing may also 

influence the child’s wellbeing and mental health. Support for caregivers may include caregiver 

mental health services, peer-support groups, caregiver-skills training, and fostering collaboration 

between parents and teachers. The community level reflects the community environment in which a 

child lives, including community attitudes and culture, as well as the availability of accessible 

community-led MHPSS activities and multisectoral care systems across primary health care, social 

welfare and education. Support across this sphere may include anti-stigma campaigns, strengthened 

social care systems, and participation of children in community improvement and service activities. 

Influencing all of these factors is an enabling environment that provides the policies, systems and 

structures to support mental health and wellbeing. Important at this level is financing, appropriate 

MHPSS policies and legislation, government implementation strategies, workforce development, and 

research and evidence. 

UNICEF have used a social-ecological framework to operationalise their global action for child mental 

health. In this analytic commentary, I aim to start discussion on how to operationalise the literature 

for action on MHPSS for children with disabilities. UNICEF include a short segment on disability and 

inclusion within MHPSS programming, but information on operationalising the framework for 

children with disabilities is limited. Social-ecological frameworks have been used to understand the 

experiences of people with disabilities [59, 60], but, to the best of my knowledge, they have not 

been used to understand the mental health and wellbeing of children with disabilities. In the analytic 

commentary, I apply the framework to synthesise my findings and discuss the implications of these 

findings in the context of the wider literature with regards to gaps in evidence and future action for 

research, policy and practice.  

The analytic commentary incorporates critical reflection on papers 1-4, as well as broader literature, 

including those to which I am first or co-author. I reflect on factors influencing mental health and 

wellbeing among children with disabilities, including risk and protective factors associated with the 

four levels of the social-ecological framework. The topics listed at each level of the framework are 

not exhaustive. They are informed by my research in paper 1-4. There will be factors that influence 
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mental health and wellbeing among children with disabilities in the wider literature that I have not 

had scope to explore. I begin my discussion at the macro-level of an enabling environment, 

progressing through each level to individual child experiences. This order is different to UNICEF’s 

presentation of the social-ecological framework. Each level of the framework is affected by the 

policy environment and national systems and starting at the macro-level helped me to reflect on 

policy and national systems at each subsequent level.  

Often, factors discussed relate to the social determinants of health [61]. These are non-biological 

factors that influence health outcomes, and are associated often with the conditions in which 

children grow, including access to care, environment, housing, discrimination, education and 

household income. In addition to discussion on factors that influence mental health and wellbeing, I 

examine MHPSS strategies that may support children with disabilities. My discussion includes focus 

on low-level interventions that can be delivered by non-specialised personnel that are trained and 

supported by specialist mental health professionals. This process, task-sharing, is often deployed 

where there are low numbers of mental health professionals to provide support, especially in LMICs 

and in the field of Global Mental Health [62].  

3. Analytic commentary 

3.1. Vulnerability and mental health 

To start the analytic commentary, I want to reflect on some of the language used in the social-

ecological framework and my published work. The framework used by UNICEF frequently makes use 

of the term ‘vulnerable’ when describing MHPSS for certain children across the world. But is this 

language always useful for children with disabilities?  

In paper 4 I discussed the concept of vulnerability, with reference to the work of Martha Fineman 

[36, 63] and the social determinants of health [61, 64]. I argued that UK government action (and 

inaction), including inaccessible health information and removal of social care, made people with 

disabilities vulnerable. However, in this article, I did not consider the appropriateness of vulnerability 

as a term. 

People with disabilities are often classified as vulnerable in legal, political and societal discourse, 

although the term is not used consistently across countries and context [65-68]. Proponents of this 

term argue that it stimulates State actors to provide special protection and care for groups that need 

additional support. This may include social protection or priority medical support. In the UK, this 

terminology likely played a role in providing people with disabilities priority vaccination. However, 
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there are critics of the term in disability studies [65, 66]. Many consider the term disempowering 

and one that promotes the medical model of disability. The language places risk on the individual 

and ignores the wider determinants of health associated with systems and environments. Further, 

the term vulnerable has become synonymous with fragility and weakness and can promote stigma 

and discrimination towards people with disabilities. The term can therefore support systems that 

deprive people with disabilities of their autonomy, agency and decision-making. In a 2011 review of 

adult social care in the UK, the Law Commission recommended that the UK social care sector move 

away from the term vulnerable, as it was “stigmatising, dated, negative and disempowering” [69]. 

The Care Act 2014 subsequently referred to ‘adults at risk’ and did not use the term vulnerable.  

Despite this criticism, the term vulnerable was used extensively to refer to people with disabilities 

during the COVID-19 pandemic in the UK. Often the term ‘clinically vulnerable’ was used. 

Classification as vulnerable provided priority groceries, medication and access to other needs, and 

some people with disabilities, including participants in paper 4, described themselves as vulnerable 

[36]. Yet, research has shown that many people with disabilities in the UK felt embarrassed by the 

term and believed that it contributed to people with disabilities being perceived differently and as 

‘other’ [70]. Many people with disabilities were also deemed ‘not vulnerable enough’ to receive 

priority support and there was widespread confusion over use of the terminology and changing 

classifications [71, 72]. 

I argue that the term ‘vulnerable’ should only be used in the context of children with disabilities and 

mental health when clearly defined as it relates to social vulnerability, as rooted in the social 

determinants of health and mental health [61, 73, 74]. In the analytic commentary, I do not use the 

term vulnerable. I aim to use language that highlights the environmental and structural conditions 

that exclude and marginalise children with disabilities to negatively impact mental health. 

3.2. Social-ecological framework of mental health: enabling environment 

In this section, I discuss the macro-level of the social-ecological framework and consider the value of 

an enabling environment across policy, systems and society. 

3.2.1. Government policy and action 

Disability inclusion paves the foundation from which to promote the mental health of children with 

disabilities. My findings from the Gaza Strip and the UK underline the negative impact of exclusion in 

community, school and government support on mental health and wellbeing. Local and national 

government policy and strategy is vital to ensure disability inclusion. The UNCRPD has been ratified 

by 185 UN Member States, but evidence has demonstrated widespread failings in implementation 
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[75-79]. Many countries have developed new disability policies and taken positive action, but limited 

knowledge on disability inclusion at government-level, limited resource allocation and gaps in 

monitoring compliance have led to low levels of implementation, nearly two decades on from the 

UNCRPD [75-79].  

These failings are highlighted in papers 2 and 4 [35, 36]. Families in the Gaza Strip and in the UK did 

not hold trust in government support for children with disabilities. Organisations of persons with 

disabilities (OPDs) in the Gaza Strip felt that disability inclusion within government was “talk with no 

action” [35], and families of children with intellectual disabilities felt abandoned by the UK 

government during COVID-19 [36]. Limited and insufficient inclusion in government strategy, even in 

a well-resourced country such as the UK, have resulted in systems that negatively impact on the 

mental health and wellbeing of children with disabilities [35, 36]. My findings demonstrate systemic 

failures in governmental support for children with disabilities across diverse settings. They 

underscore the urgent need for robust policy reforms and enhanced political commitment to 

address deficiencies and promote the inclusion and wellbeing of children with disabilities, especially 

during times of crisis, such as the COVID-19 pandemic. Failure to act perpetuates systemic injustices 

and exacerbates the challenges faced by an excluded and marginalised group.  

Failings in implementing the UNCRPD include limited engagement with persons with disabilities, 

caregivers and OPDs in policy-development and implementation [76, 78-80]. Globally, OPDs have 

reported dissatisfaction with the extent and quality of their participation [81]. Paper 4 and 

associated articles are consistent with these findings [36, 46-48]. My research highlighted the limited 

involvement of persons with disabilities, family members and OPDs in developing COVID-19 

strategies, resulting in inappropriate action that effected poorer health, mental health and social 

outcomes [36, 47]. Where government failed during the pandemic, OPDs stepped in, providing 

information and support to children (and adults) with disabilities and their families, including mental 

health support [36, 46]. Limited collaboration with OPDs and people with lived experience is not 

limited to the pandemic. In 2022, the UK’s new National Disability Strategy was ruled unlawful 

because it had not been developed with appropriate consultation from people with disabilities. This 

decision has since been overturned, although this has been criticised by disability rights 

organisations [82, 83]. Well-resourced countries such as the UK should be paving the way for 

collaborative, participatory practice to promote disability inclusion, but failings remain. Continued 

avoidance of effective collaboration by government will entrench systems that exclude and 

marginalise child and adults with disabilities, negatively impacting their mental health and wellbeing, 

as well as education, employment, mortality and morbidity.  
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Collaboration and partnership between researchers, government, civil society and people with lived 

experience is essential for disability inclusion and promoting the mental health and wellbeing of 

children with disabilities. Although findings in the Gaza Strip indicated limited government action on 

disability inclusion, partnership between researchers, OPDs, people with lived experience and 

government was central to our research project [34]. Partnership and shared ownership from the 

outset increased government engagement and the quality of the guidelines developed. Opportunity 

to collaboratively discuss research findings with people with lived experience and in the context of 

practical considerations for government implementation promoted evidence-based, feasible and 

actionable MHPSS guidelines. This partnership and collaboration likely contributed to government 

commitment to implementation of the MHPSS guidelines across all schools in the Gaza Strip, 

although the longer-term sustained implementation and impact has not been assessed.  

Collaboration can promote translation of research into policy and practice. Translation of research 

into policy and practice is often perceived to follow a linear model, in which government are 

expected to take action from research alone [84]. This does not always work in complex, real-world 

environments, where stakeholders have different priorities, timelines and conflicting interests. 

Translating research into practice is a well-recognised challenge [84]. Getting Research into Policy 

and Practice (GRIPP) is an important topic area, with funders, researchers and policymakers trying to 

find effective strategies [85, 86]. Dissemination alone may have little impact on policy and practice, 

although this is often the most common activity by researchers [86]. There are a number of 

strategies to promote GRIPP beyond the scope of this thesis to explore, but drawing on my 

experience in the Gaza Strip, and congruous with the literature [85, 86], effective collaboration 

between stakeholders and participatory approaches can promote the uptake of evidence-based 

policy and practice. Engagement and partnership early in our process ensured that research 

questions were relevant to real-world need and increased the likelihood of uptake by national 

stakeholders. However, time can be a limiting factor. Research funding is short-term, insecure and 

project-based. Longer-term research funding is needed to promote translation of research to 

practice [85, 86]. It can allow sustained partnership between stakeholders to promote evidence-

based action and allow for researchers to more meaningfully impact policy [85, 86]. In the Gaza 

Strip, longer-term funding would have enabled in-depth evaluation of the MHPSS guidelines to 

promote uptake and sustainable practice, drawing on implementation science, such as the Medical 

Research Council and the National Institute for Health and Care Research guidance on evaluating 

complex interventions [87]. Longer-term funding would also have provided research capacity to 

support and monitor implementation, as well as additional opportunities for shared learning 

between the project partners. Longer-term funding is not guaranteed to result in greater impact or 
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progress on GRIPP, but funders should consider long-term funding to promote evidence for systems 

building. 

3.2.2. MHPSS systems for children with disabilities 

Globally, and in LMICs in particular, mental health service provision is low [20] and the treatment 

gap globally remains substantial [19]. For children with disabilities, the treatment gap is exacerbated 

by a lack of access to health services [11], including barriers to mental health services specifically 

[88, 89]. In paper 4, for example, children with intellectual disabilities were unable to access online 

mental health support during the pandemic because of digital poverty and limited digital literacy 

[36].  

In settings with limited human resources, innovative low-cost solutions have been developed for 

mental health treatment, such as the WHO Mental Health Gap Action Programme (mhGAP) [90]. 

However, scale-up of these mental health interventions presents a major challenge [19]. Limited 

resources (including finance and expertise), limited infrastructure, and stigma towards mental health 

limit implementation of innovative interventions [19, 91]. Considering disability-inclusive mental 

health interventions now, whilst developing solutions at scale, presents opportunity. Paper 1 

indicates that many interventions for children with disabilities are adapted from interventions 

developed for the general population [33]. Including reasonable accommodations and guidance for 

disability inclusion in MHPSS means that children with disabilities will not be left behind in efforts to 

promote mental health and wellbeing. This process is beginning, as demonstrated in the newest 

mhGAP guidelines, released in 2023, which include information on psychosocial support for children 

with disabilities [90]. Specifically, the guidelines contain the section titled, “What is the effectiveness 

of psychosocial interventions (apart from caregiver skills training) to improve development, 

wellbeing, functioning and school participation in children and adolescents with 

neurodevelopmental delays and disabilities?”. The section provides an overview of evidence and 

suggested actions to promote wellbeing and address mental health conditions among children with 

disabilities. This is not limited to addressing mental health conditions but also promoting social skills, 

communication and academic performance. Gaps in research are also presented. It is encouraging to 

see a mainstream tool from a multilateral organisation such as WHO meaningfully include children 

with disabilities. The guidelines could be further strengthened with more in-depth guidance on 

recommendations for reasonable accommodation, as a lay worker with limited knowledge on 

disability may currently struggle to interpret and implement the guidance. Interestingly, much of the 

research presented is focused on neurodevelopmental disabilities, such as autism and attention 

deficit hyperactivity disorder (ADHD). Children with intellectual disabilities are only referenced with 
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relation to interventions that improve communication. No information is presented on deaf and 

hard of hearing children or children with a visual impairment. This is not a criticism of the tool; these 

omissions reflect gaps in the literature and evidence base that should be addressed. Findings from 

paper 1 reflect this limited literature, specifically for deaf and hard of hearing children [33].  

Further, paper 1 highlights that evaluation research on MHPSS for deaf and hard of hearing children 

is often small-scale and quasi-experimental [33]. Larger-scale randomised controlled trials (RCTs) are 

needed to inform evidence-based policy and practice. These should be accompanied by process 

evaluations to understand facilitators and barriers to implementation. Understanding and 

addressing barriers to implementation should be underpinned by collaboration and partnership 

between researchers, policymakers and OPDs, to facilitate contextually appropriate solutions to 

implementation challenges for iterative adaptation and evaluation. Formative research, as I 

conducted in the Gaza Strip [34], is also needed to inform evidence-based development of MHPSS. 

Without formative and evaluation research, interventions may remain siloed, small-scale projects 

that fail to reach desired impact at scale. This is an issue consistent in health intervention research 

and delivery for people with disabilities [92]. This is also a limitation of my research in the Gaza Strip. 

The pilot studies in paper 3 were small-scale and a larger RCT is needed.  

Disability-inclusive MHPSS interventions and systems can only exist in a disability-inclusive health 

system. People with disabilities experience health inequity and challenges to healthcare access [4, 

12]. Health systems worldwide are failing to provide disability-inclusive services. Global efforts and 

multisectoral action are required to improve disability inclusion. In the Global report on health equity 

for persons with disabilities, WHO outline needed action in political commitment, policy, health 

financing, physical infrastructure and human resources [4]. The Missing Billion Initiative also provide 

a framework for disability-inclusive health systems [12]. Action to develop disability-inclusive MHPSS 

will need to be situated and contextualised within action for disability-inclusive health systems. 

Disability-inclusive MHPSS is intrinsically tied to a broader disability-inclusive health system. 

Increased efforts are needed on both, but disability-inclusive MHPSS may not be possible until core 

health systems are inclusive. To promote disability-inclusive MHPSS systems, it may be beneficial to 

adapt frameworks such as that of the Missing Billion Initiative to the specifics of MHPSS for adults 

and children with disabilities. The framework outlines action needed at system level and service 

delivery and has previously been adapted to the needs of people with intellectual and 

developmental disabilities. A similar process could adapt the framework for disability-inclusive 

MHPSS systems.  
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In this section, I have primarily discussed intervention services, but MHPSS systems for children with 

disabilities should not focus solely on treatment. Too narrow a focus on treatment has been a 

criticism of scale-up in mental health support and the field of Global Mental Health specifically [93]. 

Intervention services and manualised tools, such as mhGap, are needed to identify and treat mental 

health conditions, but MHPSS systems that support the mental health and wellbeing of children with 

disabilities will need to extend to environments that promote inclusion, quality of life and wellbeing. 

This principle forms a central pillar of my discussion throughout this thesis. Disability inclusion and 

action to promote mental health and wellbeing are needed to support children with disabilities. 

3.2.3. Crisis and complex settings 

Given the contexts in which my research was conducted, it is important to consider the impact of 

crisis on the mental health and wellbeing of children with disabilities. Children and adolescents in 

times of emergency and crisis are at increased risk of mental health conditions [94-96]. In paper 4, 

children with disabilities experienced isolation and poor mental health during COVID-19, created in 

large by the removal of support and exclusion from government policies [36]. These findings are 

consistent with the broader literature [36, 97-99]. These failings reflect widespread failings across 

disability-inclusive disaster management, disability-inclusive emergency preparedness and disaster 

risk reduction, where limited awareness on disability inclusion, lack of prioritisation of disability 

inclusion and lack of partnership with persons with disabilities has resulted in exclusion of people 

with disabilities in emergency response [100]. These are important findings in the context of future 

crises. Based on learnings from COVID-19, the PREparedness, REsponse and SySTemic transformation 

(PRE-RE-SyST) model for disability-inclusive pandemic responses may provide strategic direction for 

future emergencies [101]. The model provides recommended action to address health and social 

disparities experienced by people with disabilities in a pandemic, including actions that address key 

challenges highlighted in paper 4, including the need to maintain essential services during 

lockdowns, provide accessible health information and engage with disability advocates. Specific note 

is given in the model to psychological support for children with disabilities. As well as actions in 

response to a pandemic emergency, the model supports the argument that governments need to 

address the root, structural and systemic causes of inequities experienced by children with 

disabilities. Evidence from paper 4 and the wider literature emphasise the importance of responding 

to a crisis from a basis of strength; i.e. a system that is inclusive and supportive of children with 

disabilities [36]. Crises expose existing frailties and these are exacerbated by an inadequate 

government response. In the UK, government response largely forgot children with disabilities and 

their families [36]. Taking lessons from the pandemic, the UK government and governments globally, 

in collaboration with people with lived experience, researchers and civil society, need to address first 
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the systems that exclude children with disabilities, in conjunction with crisis response strategies that 

are disability-inclusive. Without action, children with disabilities will again experience poor mental 

health during future crises. 

Although my research in the Gaza Strip did not focus on the impact of conflict and humanitarian 

settings on mental health, the current situation in the Gaza Strip necessitates attention. Children 

with disabilities are particularly at risk to the impact of conflict and displacement, including greater 

risk of psychological impact [102, 103]. MHPSS is founded in humanitarian crises and the IASC have 

recently developed an information note on disability and inclusion in MHPSS in humanitarian 

settings, including provisions for children with disabilities [104]. These guidelines are long overdue, 

with the original IASC MHPSS guidance released in 2007. They provide a comprehensive guide to 

disability inclusion in MHPSS and were developed using participatory methods. The IASC is the global 

leader in MHPSS in humanitarian settings and this hopefully spells optimism for disability-inclusive 

MHPSS in humanitarian crises moving forwards.  

3.3. Social-ecological framework of mental health: community 

Community-level factors can include community MHPSS strategies, but emerging strongly from my 

research was the role of stigma in limiting community inclusion and participation, and the negative 

impact of this on wellbeing. In this section I discuss findings related to stigma experienced by 

children with disabilities. 

3.3.1. Stigma, discrimination and social exclusion 

Children with disabilities are more likely to experience loneliness and isolation than peers without a 

disability [26]. Deaf and hard of hearing children in the Gaza Strip experienced exclusion at school 

and in the community [35]. Social exclusion is a major influence on poor mental health [105], and as 

with deaf and hard of hearing children in the Gaza Strip, children with invisible disabilities can often 

be at greater risk of peer rejection [106]. Social exclusion and limited opportunity for social 

interaction can inhibit the development of social skills, further entrenching social exclusion when 

opportunities do arise.  

Stigma is a major driver of social exclusion [107]. Deaf and hard of hearing children and caregivers 

experienced stigma and discrimination in the Gaza Strip [35], consistent with previous literature 

[108]. In the Gaza Strip, stigma and discrimination was driven by limited knowledge on deafness and 

disability, where knowledge was often centred on medical models of disability, rather than social 

and rights-based models. This is consistent with the wider literature. Stigma and discrimination 
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towards disability often arises from misconceptions about the cause and nature of disability, as well 

as limited expectations on the capability of people with disabilities [107, 108]. Stigma is typically 

greater towards those with more severe impairment, as they are seen to be more ‘other’ and less 

able to contribute to their community [108]. As a result of community stigma, parents and children 

in the Gaza Strip demonstrated internalised stigma and some families denied their child’s disability 

[35]. As a result, many deaf and hard of hearing children were excluded from support they needed 

(e.g. sign language) by their families. These findings suggest a pervasive pattern wherein public 

stigma and internalised stigma impedes access to essential support services for children with 

disabilities.  

For children, school offers opportunity for inclusion [106]. However, it is also an environment in 

which children with disabilities are at increased risk of discrimination and bullying. In the Gaza Strip, 

this dichotomy in school experiences was shown. Some deaf and hard of hearing children in 

mainstream schools thrived, whereas others experienced bullying and exclusion from peers. 

Addressing stigma and improving knowledge on disability and deafness was a key component of the 

MHPSS guidelines in the Gaza Strip, consistent with evidence highlighting the promise of school-

based interventions to reduce disability-stigma in LMICs [109]. However, more high-quality research 

is needed on school-based interventions, including rigorous evaluation. In the Gaza Strip, teachers 

noted that limited time and capacity to implement the MHPSS guidelines presented a barrier. Impact 

evaluations of school-based interventions should always be complimented by process evaluations to 

understand such barriers to long-term sustainability.  

In the context of MHPSS, it is important to note that mental health in children is also a stigmatised 

condition [110]. Children often do not seek mental health care as a result of stigma, prolonging the 

negative impact on physical and mental health [111]. Mental health stigma reduction interventions, 

largely conducted in schools, have shown long-term improvement in child and adolescent mental 

health literacy and reduction in stigma towards mental health [112]. In the context of MHPSS for 

children with disabilities, anti-stigma campaigns should thus tackle two issues; disability stigma and 

mental health stigma. Incorporating disability inclusion and disability stigma within anti-stigma 

campaigns on mental health for the general population may be beneficial. Such actions are central 

to mainstreaming disability inclusion and this deserves further attention.  

3.4. Social-ecological framework of mental health: caregivers  

Caregivers are those who are influential in a child’s development. This includes family members, as 

well as primary caregivers at school (e.g. teachers) and child services (e.g. social workers). In this 

section, I focus on parents and family members. Caregivers need support to provide children with 
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disabilities with a safe and nurturing environment. This section explores the mental health of family 

caregivers and caregiver knowledge on disability.  

3.4.1. Mental health and wellbeing among caregivers of children with disabilities 

Parents and family members of children with disabilities are at increased risk of stress and mental 

health conditions [113, 114]. This is true in ‘normal’ times and was exacerbated during the COVID-19 

pandemic. Stressors during the pandemic increased the risk of poor mental health, as presented in 

paper 4 [36]. Findings of paper 4 are consistent with a recent meta-analysis which found 37% of 

family caregivers of children with neurodevelopmental disorders experienced anxiety during COVID-

19, 41% experienced depression and 59% stress [115]. Paper 4 highlighted how worry, isolation and 

increased caregiver demands contributed to this increased risk. 

It is important to understand and address the mental health of caregivers in order to support their 

quality of life. It is also important to consider the impact of poor caregiver mental health on children 

with disabilities. Caregiver mental health is associated with child development and mental health, 

including cognitive development and behavioural disorders [116, 117]. It may also influence secure 

parent-child attachment and nurturing care, vital to a child’s wellbeing [118]. Caregiver mental 

health also influences access to mental health services by children with disabilities [27]. Thus, 

understanding and addressing the mechanisms of caregiver stress and mental health may contribute 

to improved wellbeing, development and behavioural outcomes among children with disabilities. 

Considering specifically the mental health of caregivers of children with disabilities during COVID-19, 

we can reflect on the findings of paper 4, as well as other studies published from the same project, 

to which I am co-author [36, 46, 48]. During the pandemic, children with disabilities experienced 

negative impacts on their mental and physical wellbeing, including increased behaviours that 

challenge, isolation, depression and lost developmental skills [36, 48]. This placed strain on 

caregivers, increasing worry and caregiver demands. This strain was exacerbated by the withdrawal 

of social support, reducing the resources available to caregivers and increasing demands upon them. 

My findings in the UK were consistent with other countries [119, 120]. These findings are not 

necessarily unique to COVID-19 and are congruent with findings for caregivers of children with 

disabilities in normal times [113, 121]. However, findings from the pandemic highlight that crisis and 

the distress response is not static and changes as time progresses. Coping strategies and support 

provided prior to the pandemic (e.g. family, friends, formal care) may not have been available during 

and in the period after the pandemic. Caregivers may have had to develop new coping strategies 

based on these new conditions in order to adapt to the stressors of the pandemic. As society 

continues to recover from the pandemic, it may be appropriate to investigate these coping 
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strategies outside of the immediate crisis. For example, during the pandemic, peer-support provided 

a source of support when formal care failed [122]. The value of peer-support is not a new concept, 

but evaluation research is limited for caregivers of children with disabilities [123]. Evaluating this and 

other coping strategies that expanded or newly developed during COVID-19 may unearth novel 

coping strategies and systems that can be adopted in the post-pandemic era. This requires further 

attention as countries look to build back better.  

In addition, it would be valuable to investigate caregiver mental health and coping strategies in 

humanitarian settings. My research in the Gaza Strip focused on the wellbeing of children and did 

not explicitly explore caregiver mental health. Further research is needed to explore the mental 

health of caregivers in this and other humanitarian settings. For example, paper 2 and 3 highlight the 

limited formal support available for deaf and hard of hearing children in the Gaza Strip, which 

negatively impacted their mental health wellbeing [34, 35]. Limited formal support may also impact 

the mental health and wellbeing of caregivers in this setting. Research is needed to explore the 

unique factors that influence caregiver wellbeing in similar humanitarian settings.  

3.4.2. Caregiver confidence, knowledge and skills 

Family knowledge on disability influences the wellbeing of children with disabilities. In the Gaza 

Strip, many families had little information on disability and how to support their child [34, 35]. The 

vast majority of deaf and hard of hearing children are born into hearing families who often have 

limited knowledge on deafness and Deaf culture [124]. Although many caregivers in the Gaza Strip 

still supported their child, limited information contributed to low acceptance and internalised stigma 

among some. Interventions for caregivers of children with disabilities, often skills-based training 

programmes, can improve parental knowledge and skills, resulting in positive child outcomes, 

including development, educational outcomes and behavioural outcomes [125]. These interventions 

also improve caregiver self-efficacy [126]. Caregiver self-efficacy is associated with more positive 

caregiver-child relationships, more effective parenting styles and improved child development 

outcomes [127]. Self-efficacy is further associated with resilience and improved mental health 

among caregivers of children with disabilities [128]. Caregiver training programmes also provide 

peer-support, providing a platform for caregivers to share experiences and foster social relationships 

[122]. The majority of impact evaluations of caregiver programmes have small sample sizes and 

larger-scale evaluations are needed [125].  

Although the MHPSS guidelines I developed in the Gaza Strip were designed for teachers, family 

caregivers in the steering committee and as study participants requested information for families. 

Thus, in the guidelines teachers are encouraged to work with families to jointly improve knowledge, 
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promoting consistent support at home and school. The guidelines were developed in collaboration 

with family caregivers and future research should adapt the guidelines for family caregivers in the 

Gaza Strip. They receive limited information on disability or mental health and guidance would be 

valuable. In addition to adapting the guidelines, adapting existing caregiver training programmes for 

families in the Gaza Strip may be beneficial. Evaluation of such programmes in this context is 

needed. 

3.5. Social-ecological framework of mental health: children with disabilities 

At the centre of the social-ecological model is the child. My research and wider literature identify a 

number of risk and protective factors at the level of the child that will influence the mental health 

and wellbeing of children with disabilities.  

3.5.1. Access to education 

Education is a fundamental human right. Access to education is important for child development and 

long-term outcomes, including health, mental health, wellbeing and future socio-economic status 

[19, 129, 130]. Schools are an important setting for promoting mental health, and inversely, a setting 

that can present stress and negatively impact mental health. The UNICEF MHPSS framework 

recognises the need for safe and supportive education environments to promote child mental health 

[58]. However, children with disabilities have poorer access to education. In a study of 15 LMICs, 

disability reduced the probability of being in school by a median of 30.9% [131]. Neither individual, 

socioeconomic or household characteristics explained this inequity. Inaccessible school 

environments likely played a substantial role in inequitable access. Barriers in school environments 

include the physical architecture (e.g. no ramps) and inaccessible learning materials (e.g. no braille) 

[132-134]. 

This is consistent with my findings in the Gaza Strip [35]. Deaf and hard of hearing children in 

mainstream schools experienced inaccessible learning environments and discrimination at school. 

This included a lack of accessible language. Inaccessible environments negatively impacted on the 

quality of their education and their wellbeing. In 2019, only 14.6% of children with disabilities in the 

Gaza Strip attended school [42]. In my research, I did not interview deaf and hard of hearing children 

that were not attending school. All participants attended either a mainstream or special school. 

Research is needed to understand the barriers that prevent children with disabilities in the Gaza 

Strip, and other settings, from attending school. It will also be valuable to compare the mental 

health of children with disabilities attending school versus children not attending. This research is 

not currently possible in the Gaza Strip given the current context. 
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Inclusive education has been a major global effort in recent decades, particularly after The 

Salamanca Statement and Framework for Action on Special Needs Education, published in 1994 

[135]. Evidence has demonstrated the positive impact of inclusive education on academic and social 

skill outcomes [136], however, most mainstream schools are not sufficiently inclusive of children 

with disabilities [137, 138], as my research demonstrates in the Gaza Strip. Thus, inclusive education 

is debated within disability studies. An in-depth exploration of this complex topic is beyond the 

scope of this thesis. The research in the Gaza Strip highlights some of the key complexities. Children 

with disabilities are not a homogenous group, and as evident in the Gaza Strip, children and parents 

will have different preferences and different experiences within available education systems [35]. 

Some children with disabilities thrive in a mainstream school when the environment is supportive 

and accessible. Others prefer a specialist school, where they are surrounded by peers of a similar 

experience in an accessible setting, with specialised resources and trained teachers. In the Gaza 

Strip, children with disabilities attending special schools appeared to have better wellbeing, because 

inclusion and support was superior compared to the majority of mainstream environments [35]. 

Calls for inclusive-education only may place some children at risk of psychological distress, if 

mainstream school environments are not fully accessible and inclusive. Ideally, children with 

disabilities and their families would have a choice. Either a fully accessible mainstream school that 

provides no difficulties with access, or a well-equipped specialist school.  

It is important to consider the role of teacher knowledge and confidence in education for children 

with disabilities. Evidence shows that limited teacher training is a major barrier to implementation of 

inclusive education [139, 140]. Appropriate quality training is important to improve inclusive 

education practices, knowledge on disability and teacher attitudes [139]. In the Gaza Strip, teachers 

supported inclusive education. The MHPSS guidelines improved their knowledge of disability, 

improving disability inclusion in their classrooms. However, teachers reported concerns about their 

capacity to implement new measures for disability inclusion. Teachers need support and resources 

to support children with disabilities and encourage schools as a setting to promote wellbeing. 

Support for teachers is underpinned by assistance from school management [141]. Assistance from 

school management is underpinned by support from government, disability-inclusive education 

policies and appropriate funding. As with previous discussion on policy, inclusive-education and 

alleviating barriers to education for children with disabilities requires a collaborative, participatory 

approach [138].  
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3.5.2. Identity, self-esteem and wellbeing 

Investigating social identity and self-esteem may provide further insight into the risk and protective 

factors that influence the mental health and wellbeing of children with disabilities. Self-esteem is 

vital for a child’s mental health. Children with higher levels of self-esteem have higher levels of 

wellbeing, lower instances of mental health conditions and better social relationships [142-145]. 

Social identity theory can help us understand self-esteem, linking our understanding and value of 

self to our social identity [146, 147]. Social identity is often developed through group and cultural 

membership, in which supportive, stable groups nurture social identity and build self-esteem, 

promoting mental health and wellbeing [148]. In developing social identity, an individual may self-

categorise to a group, based on their knowledge of that group, how they connect to others in the 

group and how they ultimately associate with the group identity [146]. Developing social identity is 

not a static process, and we grow and respond to different cultural contexts and variables in our 

lived environment. Our social identity is thus influenced by our own internal perceptions, as well as 

external pressures and stimuli [146]. Social identity and a sense of belonging offers protection to 

life’s stressors and the onset of psychological distress [148]. Social identity and group membership 

can provide social support and a coping resource in times of difficulty. Inversely, those without a 

strong sense of social identity can experience isolation and loneliness, increasing the risk of poor 

mental health [148]. In the following paragraphs, I explore the association between self-esteem, 

social identity and mental health among deaf and hard of hearing children, drawing on findings from 

paper 2 and 3. This discussion links topics previously discussed, such as education and stigma. 

Amongst deaf and hard of hearing people, a component of social identity revolves around deaf 

identity. In 1993, Glickman developed the Deaf Identity Development Model of four deaf identities 

and the psychological process by which these identities are acquired [149, 150]. The first, “hearing 

identity”, applies to deaf and hard of hearing people that strongly identify with the majority hearing 

culture who maintain or adopt hearing norms and behaviours in their daily life, including oral 

communication. People with a hearing identity may consider deafness and hearing loss as an 

impairment only arising from medical pathology. Next, “marginal identity” refers to deaf and hard of 

hearing people that associate with neither hearing or Deaf cultures and norms. “Immersion” or 

“Deaf identity”, describes those that align with and identify with Deaf culture and the wider Deaf 

community, including language, history and other cultural attributes. People with a Deaf identity 

may view hearing values as audist, in that the values of the hearing world are regarded by the 

majority of the world’s population as more important. Hearing culture may be viewed negatively by 

people Deaf identity. People with a “bicultural identity” will freely associate with both hearing and 
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Deaf communities and values. Often people with a bicultural identity are comfortable 

communicating in both oral and sign language.  

Evidence has shown that people with hearing, Deaf and bicultural identity have better mental health 

and wellbeing than those with a marginal identity [151-153]. The majority of evidence on this topic is 

from high-income settings. My research in the Gaza Strip allows exploration of this phenomenon in a 

LMIC [35]. I did not explicitly assess participants’ deaf identity, but have assumed probable identity, 

based on their communication preferences and experiences in the community and school. Children 

in special school environments commonly used sign language, engaged with deaf and hard of 

hearing peers and received specialist support. Their caregivers were well-informed on the support 

available, on hearing loss, on deafness and on deaf and hard of hearing rights. These children would 

likely identify with a Deaf or bicultural identity. They were reported at lower risk of mental health 

issues. Children in mainstream environments were most likely to feel included if they used oral 

communication. These children had hearing friends and generally positive experiences in the 

community. They tended to have milder hearing loss and/or used a hearing aid or cochlear implant. 

They are likely to associate with a bicultural or hearing identity. They did not often report 

experiences of psychological distress, related to fewer challenges in daily life and feeling part of the 

wider community. Consistent with previous literature, interviews with participants in the Gaza Strip 

indicated that children most at risk of poor mental health were those experiencing language 

deprivation and social exclusion, especially those who were in a mainstream schooling environment 

with limited oral communication skills. These children likely experienced marginal identity. This 

would be consistent with the literature from high-income countries and requires further attention in 

the Gaza Strip and other LMICs. Marginal identity may represent a transitional stage in forming 

social identity, especially in younger children, and examining identity and wellbeing over the long-

term may be beneficial. 

Furthering discussion in section 3.3.1., from a social identity theory the association of stigma and 

discrimination with poorer health and wellbeing may represent the negative internalised opinions of 

people associated with stigmatised identities, from which they may subsequently develop lower self-

esteem and poor psychological wellbeing. However, members of stigmatised populations, when 

connecting their identity to a group, can experience psychological support from others in the 

stigmatised group [154]. Thus, deaf and hard of hearing children who identify with the Deaf 

community, and importantly interact with and receive support from this community, may benefit 

from the psychological resources provided by group membership and protection from the negative 

impact of discrimination, if experienced. This is consistent with findings in the Gaza Strip, where deaf 

and hard of hearing children experienced stigma and discrimination [34, 35]. Those in special 
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schools, who likely had Deaf or bicultural identity, engaged with other deaf and hard of hearing 

children and received support within a deaf and hard of hearing space, offering protection from 

stigma and discrimination, contributing to improved wellbeing. Many children with a marginal 

identity in mainstream schools had little interaction with other deaf and hard of hearing children and 

would have limited support from group membership when experiencing discrimination and bullying 

from hearing peers. Thus, they would be at risk of poor mental health, as reported. Strengthening 

the presence and visibility of disability organisations and groups within local communities to provide 

children with disabilities opportunity to engage with disabled peers and group membership. 

Strengthening disability organisations also has the potential to improve their capacity to collaborate 

in research, policy and programmes. 

Among deaf and hard of hearing people, language and communication are associated with self-

esteem, social identity and mental health [155]. However, many deaf and hard of hearing children 

experience language deprivation, resulting from a lack of access to oral or signed languages. This 

may arise, for instance, when a child is encouraged to focus on spoken language, at the expense of 

natural sign language, even if their hearing loss prevents access to oral communication [156]. 

Language deprivation can often occur when a family’s language environment does not correspond to 

the child’s natural form of communication. Language deprivation is associated with developmental 

delay and poorer mental health outcomes among deaf and hard of hearing populations [156]. 

Communication further influences a child’s interaction with services, community and friends, and 

thus, language deprivation can lead to social isolation and poorer mental health. Communication 

with family is of particular importance for deaf and hard of hearing children. Deaf and hard of 

hearing children who cannot communicate with their family are more likely to experience a mental 

health condition [157]. Deaf and hard of hearing adults who use sign language are more likely to 

hold a Deaf identity and have better wellbeing [152, 158]. Communication and sign language are 

central to a positive identity and psychological wellbeing [159]. In the Gaza Strip, language 

deprivation resulted in isolation of deaf and hard of hearing children at school and in the 

community, negatively impacting wellbeing [35]. Deaf and hard of hearing assumed to have a 

marginal identity often had moderate or severe hearing loss, yet many families did not support them 

to learn sign language, despite their limited capacity for oral communication, associated with 

caregiver knowledge previously discussed. Other families did not have sign language services 

available in their local community, speaking further to the need for a multi-sectoral response to 

promote the mental health and wellbeing of children with disabilities. Within the context of a 

MHPSS system for children with disabilities, language and appreciation of a child’s natural language 

is vital. This includes accessible communication for children with differing needs, whether that is sign 
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language, braille or simplified language. This supports community participation (with both disabled 

and non-disabled peers), social identity and self-esteem. For deaf and hard of hearing children, more 

value needs to be placed of sign language internationally. Only 41 countries recognise sign language 

as an official language; 26 of these are in Europe [160]. What message does this send to children 

with disabilities and their families, especially in the context of identity? Without international and 

national recognition, policy and legislature will not promote sign language use among deaf and hard 

of hearing children, nor sign language provision in schools and healthcare. Again, this brings us back 

to disability inclusion. It is an example of continued exclusionary cultural and political practices that 

marginalise and alienate, contributing to poor mental health and wellbeing. 

The literature on deaf identity and wellbeing is growing but is currently limited in low- and middle-

income settings. Here, I present a start in understanding the association between deaf identity and 

wellbeing in these settings, and the broader topic of disability identity, self-esteem and wellbeing for 

children with disabilities. Developing identity and self-esteem is associated with all facets of the 

social-ecological model and should be a primary focus of MHPSS. In this, it is important to value the 

role that families and caregivers play in developing a child’s identity. As discussed in section 3.4.2. 

families need training and support to help children with disabilities develop a strong sense of self in 

support of their mental health and wellbeing.  

3.5.3. Resilience and self-management 

Coping style is a major component of the social-ecological framework, including resilience and self-

management. Resilience is associated with protection from mental health conditions [161, 162]. 

Resilience training has been found suitable and effective for children in various settings, including 

children with disabilities [163, 164]. Paper 1 and the wider literature indicate that resilience training 

may improve mental health outcomes and self-esteem among children with disabilities [33, 165].  

This deserves attention in the context of MHPSS intervention. Evaluation research is needed on 

resilience training for children with disabilities, as the available evidence is limited by small sample 

sizes and limited geographic scope. 

It may also be appropriate to consider self-management and self-care practices of mental health, 

especially for settings with limited MHPSS, whether that be in a low-resource setting or when 

services are removed during a crisis, as seen in the COVID-19 pandemic. Self-management and self-

care techniques have been used with youth to manage emotional challenges [166, 167]. While the 

quality of evidence is relatively poor, self-management techniques have been used by children with 

disabilities to manage their disability and health [168, 169]. Future research could adapt effective 
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self-care and self-management approaches to children with disabilities. Adapting self-management 

techniques for times of crisis, such as the pandemic, also merits attention. 

3.6. Social-ecological framework of mental health: summary 

Disability inclusion is needed to reduce discrimination, promote education, social inclusion, self-

esteem and identity among children with disabilities. Factors that influence the mental health and 

wellbeing of children with disabilities are thus grounded in disability-inclusive systems and societies. 

Increased efforts are needed to implement the UNCRPD globally. As well as disability inclusion in 

global, national and local communities, children with disabilities need access to disability-inclusive 

MHPSS services and interventions. Disability-inclusive MHPSS services and interventions are not 

simple to implement, particularly in resource-constrained settings, and large-scale evaluation 

research is needed to inform policy and practice at scale. 

In this thesis, I have used a social-ecological framework of mental health to examine factors that 

influence the mental health and wellbeing of children with disabilities, as well as suitable MHPSS 

strategies. The framework provides a clear, simple model with which to conceptualise MHPSS for 

children with disabilities. Exploration across different levels (environment, community, caregiver, 

child) provides salient direction and structure. The framework I used in this thesis was derived from 

the UNICEF Global Multisectoral Operational Framework for Mental Health and Psychosocial Support 

of Children, Adolescents and Caregivers Across Settings [58]. The UNICEF guidance includes a short 

section on disability and inclusion, and guidance on operationalising the framework includes 

reference to disability inclusion. However, reference is rare and recommendations are often generic 

and ill-defined. Taking lessons from this thesis and proposed future research, the UNICEF framework 

and guidance would be strengthened by clear, replicable actions for including children with 

disabilities in the actions currently suggested, including reasonable accommodations and other 

strategies to increase accessibility. Strengthening disability inclusion in the guidance would better 

mainstream disability as a priority in efforts to support the mental health and wellbeing of children 

worldwide. This would encourage mainstreaming of disability into actions for all children within the 

MHPSS social-ecological framework, including safe and hygienic housing, nutrition and protection 

from harm. In addition, a supplementary, standalone framework of MHPSS for children with 

disabilities may be suitable to provide finer information where necessary, including actions specific 

to children with disabilities only. A standalone framework will help strengthen direct, targeted action 

for children with disabilities, but it should not be used in lieu of their inclusion within mainstream 

activities.   
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My analytic commentary has explored factors that can be applied to the MHPSS framework, but I 

have been limited by the scope of my included research and this thesis. My research was conducted 

in two contexts only and focused on deaf and hard of hearing children and children with intellectual 

disabilities. Future work should build on this analytic commentary to explore components of the 

social-ecological framework of mental health and wellbeing among children with other disability 

types and in different contexts, whether that is in an LMIC or during a global pandemic. Figure 3 on 

the next page begins this process, mapping the factors discussed in the analytic commentary to the 

social-ecological framework. There are numerous other topics for future research to explore and add 

to this social-ecological framework, which I have not had scope to discuss within the context of my 

research and this thesis. 
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Figure 3. Adapted social-ecological framework of mental health and psychosocial support for children with disabilities 
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Although the social-ecological framework has been a useful model to structure my analytic 

commentary, there are considerations to take forward when aiming to adapt and operationalise the 

framework to MHPSS for children with disabilities. Throughout the analytic commentary, it is evident 

that components of the social-ecological framework interact. For example, access to education 

influences the mental health and wellbeing of children with disabilities, but this access is affected by 

policy, school resources, environmental barriers, community attitudes, caregiver knowledge and 

teacher training. Such interaction indicates need for holistic, multi-sectoral action. Social-ecological 

models are designed to understand the interacting and reinforcing nature of components at 

different levels of the framework [53], and although the four levels of a MHPSS framework for 

children with disabilities are useful to consider independently, understanding the interactions of key 

components will enable strategic policy decisions that make best use of resources. This said, 

interaction between components is not immediately obvious in the MHPSS framework presented by 

UNICEF (including the accompanying guidance) and the framework presented for children with 

disabilities in Figure 3. Guidance on a framework of MHPSS for children with disabilities will be 

strengthened by mapping the interactions across components, as well as the sectors and diverse 

actors that are involved. Such mapping will also help identify opportunities for collaboration and 

partnership. This will be a challenging exercise to complete for a global framework, given the 

different health and education systems, institutions and actors that would need to be represented. It 

may be sensible to provide guidance within a global framework on how to contextualise to local 

systems. Guidance on mapping key stakeholders, sectors and interactions across components would 

be useful for local leadership to develop a nationally contextualised framework. Contextually 

adapting the framework to the culture, resources and systems will require collaboration between 

government, researchers and disability stakeholders (such as OPDs). Contextualising the framework 

nationally will likely require additional research into mental health and wellbeing of children with 

disabilities in the country, given the paucity of evidence on this topic. 

3.7. Recommendations for policy and research 

To finalise discussion on the mental health and wellbeing of children with disabilities, I summarise 

below brief recommendations for global, national and local stakeholders. 

3.7.1. Policy 

• Disability inclusion is central to promoting the mental health and wellbeing of children with 

disabilities. Implementation of the UNCRPD needs to improve worldwide. Children and 

families cannot be forgotten. 
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• Governments must value and meaningfully collaborate with persons with disabilities, OPDs 

and civil society to promote disability inclusion. 

• Mental health policy, including in the field of Global Mental Health, must contain clear, 

actionable recommendations to support the mental health and wellbeing of children with 

disabilities. 

• Disaster and emergency response policies need to include strategies to support children 

with disabilities and their families at times of crisis. 

• Language in policy is important and should respect human-rights. 

3.7.2. Research 

• Evaluation research is needed to promote evidence-based MHPSS for children with 

disabilities. Large-scale, high-quality RCTs are needed, with associated process evaluation. 

• Specifically, the MHPSS guidelines developed in the Gaza Strip need longer-term evaluation. 

Future research could also explore adapting the guidelines to other contexts. 

• There is a need for more long-term funding to promote translation of research into policy 

and practice. 

• Continued research on the mental health and wellbeing of children with disabilities is 

needed in diverse contexts, including LMICs and humanitarian settings. 

4. Discussion and personal reflections 

In this section, I reflect on the research practices in papers 1-4 and my experience as an early career 

researcher. To end, I consider my positionality within the field of global disability and mental health 

research. 

4.1.  Discussion on my research  

My research in this thesis was undoubtedly influenced by COVID-19. In the Gaza Strip, the process of 

developing the MHPSS guidelines was conducted remotely because of international travel 

restrictions. Regarding the qualitative research, all training and supervision were conducted via 

WhatsApp and Zoom. The local researcher had not previously conducted qualitative research, and 

the level of support I was able to provide was lower than I could have provided in-person and lower 

than I would have liked. This was compounded by a condensed timeline, as we looked to complete 

interviews in-person after local lockdown restrictions had lifted. We did not know when lockdown 

restrictions would be re-introduced and we thus worked to a tighter time than would be ideal. This 

condensed timeline limited our pilot phase, including discussion on the questions and interview 
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techniques. The condensed timeline also limited transcription during data collection. This restricted 

our capacity to explore emerging codes during data collection and to iteratively reflect on and adapt 

the interview guides, although we held daily debriefs to mitigate this limitation. Additionally, my 

attending the interviews remotely rather than in-person limited my understanding of interview 

quality and limited advice I could provide, especially without ongoing transcription. My being 

present remotely during interviews may also have impacted participant comfort and response. 

Although I introduced myself and remained visible on screen, they may have been suspicious that 

others were listening in on the interview. In the UK, I conducted interviews remotely but this 

excluded participants for whom remote interviews were inaccessible and impacted interviewer-

interviewee dynamics, potentially influencing depth of data and data quality. These challenges were 

not unique to my experience. Projects in health research worldwide experienced similar challenges 

and good practice has emerged, presenting opportunities for the future [170]. Improved video-

conferencing technologies and artificial intelligence may help conduct qualitative research in diverse 

settings at lower cost and within shorter timeframes. I agree, but I believe that we have a way to go 

before online forums should replace in-person research. We need to understand how to best use 

these technologies without compromising relationships and data quality. Online technologies are 

often inaccessible for people with disabilities and may not work well in contexts with lower internet 

capacity and different languages. Collaboration between international and local researchers is also 

more difficult via remote technologies. Online qualitative research methodologies will continue 

improving as we gain more experience, but stakeholders, and especially funders, should not now 

consider in-person research support obsolete. 

With regards to paper 1, there are two limitations to consider. First, there were limitations in the 

search strategy. I used only three databases and did not search Web of Science and LMIC databases, 

such as Africa-Wide Information. To overcome time-constraints, I used findings of a study of 

database combinations to inform a strategy that would maximise results in the least time [171]. 

However, excluding databases may have resulted in under-identification of relevant studies. In 

systematic reviews that I’ve conducted since, I’ve included a broader range of databases and will 

continue to do so in order to capture all possible results. Second, I consider now whether it would 

have been beneficial to expand the search in this scoping review to all children with disabilities. The 

review was undertaken specifically within a research project to develop MHPSS guidelines for deaf 

and hard of hearing children, and this narrower focus has its own benefits in terms of presentation 

and interpretation, but given the efforts expended on the literature search, expanding to children 

with disabilities may have been a valuable use of resources. Findings from this broader criterion 

could have uncovered additional elements for disability-inclusive MHPSS strategies to improve 
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content of the MHPSS guidelines, contribute to discussion in this thesis and provide a useful addition 

to the wider literature. The search strategy could now be adapted to encompass other disability 

types and may be a useful step in developing a disability-inclusive social-ecological MHPSS 

framework for children with disabilities. 

Considering paper 4, a major limitation in the context of this thesis is the limited participation of 

children with disabilities. Although caregivers were included, along with the reflections of disability 

organisations supporting children, the exclusion of children themselves limits our understanding. 

Children with disabilities are often excluded from qualitative health research [172] and we 

perpetuated this exclusion. Given the lockdown measures in the UK at the time of our research, we 

conducted remote interviews. These would have been inaccessible to some children with disabilities 

and there will have remained a population we could not reach. However, interviewing children with 

disabilities would have enabled better understanding of their personal experience. This was a 

strength of my work in the Gaza Strip and would have benefitted our research in the UK.  

4.2. Reflexivity 

In the context of this thesis, it is important to reflect on my position in the field of global disability 

and mental health research. I am not a person with a disability nor am I from an LMIC. Interestingly, 

this thesis presents findings from my home country and an LMIC in which I had no experience or 

prior knowledge. My experiences then are both as an ‘insider’ and an ‘outsider’. Both positions have 

their strengths and limitations. In the Gaza Strip, I held no prior contextual knowledge. This may 

have limited my analysis and interpretation. On the other hand, it may have promoted objectivity 

and deep-dive into contextual factors to which I had no prior knowledge. In the UK, my familiarity 

with the context and culture, including information on available services and systems, may have 

helped me gain the trust and acceptance of participants. However, there is risk of losing objectivity 

or methodological rigour. For example, there is risk that I ‘glossed over’ important contextual factors 

because of my existing knowledge. In both research projects, I would be considered an outsider 

because I am not a person with a disability. Even in the UK, I was an outsider in the research context 

as I do not have lived experience of disability. I have worked with people with disabilities and their 

families in the UK, but I myself have not used social care systems, applied for Personal Independence 

Payment or experienced barriers to healthcare. I may have been aware of the theoretical workings 

of systems in the UK, but I did not have an individual experience. I thus cannot fully understand 

experiences that I myself do not have. 

This is a regular argument in qualitative research. Is the insider/outsider dichotomy useful? Many 

consider it overly simplistic [173]. No researcher can be fully an insider or an outsider. All 
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researchers shift throughout the research process, depending on the situation, as we all have 

similarities and differences with participants, whether that is disability, race, religion, gender or 

sexuality. In my experience in the UK and the Gaza Strip, our diverse, collaborative teams helped us 

to navigate differing positionality and the relative strengths and challenges. The research teams 

included people from high-income/low-income settings, disabled/non-disabled researchers and 

diverse organisations. Analysis and interpretation were further aided by steering committees and 

workshops with people with lived experience and topic experts. These collaborative structures 

promoted reflexivity and collaborative solutions to mitigate risks. As a non-disabled researcher, 

collaboration with people with disabilities will always be needed. This may include collaboration 

with disabled researchers or collaboration with OPDs and people with lived experience to develop 

research aims and methods, and to interpret findings. 

Working in global disability and mental health research, it is also important to continually and 

critically reflect on power dynamics and perpetuating inequities within research [174, 175]. This is 

pertinent reflection for my research in the Gaza Strip. The research was conducted within the 

infrastructure of an existing partnership and project between Atfaluna and CBM. Building on from a 

global stakeholder workshop, the need for evidence-based MHPSS guidelines were identified within 

the Gaza Strip and situated within a larger body of work implemented by Atfaluna and CBM. Our role 

at LSHTM was to conduct research and develop the guidelines in collaboration with Atfaluna. 

Throughout, we sought to avoid inequitable power dynamics by promoting shared learning and 

building research capacity. For instance, this was my first research project with deaf and hard of 

hearing children (or adults) and Atfaluna shared their experience working with this group, whilst I 

helped build the organisation’s research capacity, including research methods and analysis. We 

aimed to develop a locally owned resource, driven by our engagement with people with lived 

experience, disability organisations and government. Approaches to ensure the voices of people 

with disabilities and families were central. Ultimately, though, LSHTM were accountable for the 

research funding and adhering to funder expectations. This may have created inequities. 

Collaboration was made more challenging by remote working during COVID-19 and time-pressures 

arising from the pandemic. Remote working restricted relationship building and limited 

opportunities for collaboration and shared learning. 

It is also important to reflect on the role and influence of research funders. In the Gaza Strip, our 

local research partners and I asked the funder to delay the project at the start of COVID-19, in order 

to minimise the impact on the research and development process. The funders denied this and 

stated that we must continue. This highlighted issues relevant to uneven power dynamics in 

research. Funders are able to influence how research is conducted, potentially jeopardising quality. 
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This dynamic is clear within research funding calls, where topics for funding are often based on a 

funder’s own agenda of priority themes, rather than local need. In my research, OPDs also reported 

that they are constrained in their activities by funder priorities. Although my research is a small 

example within a major topic area, it demonstrates the need for funders to be more receptive and 

flexible in order to address local research needs [175]. 

5. Conclusion 

Children with disabilities are at increased risk of mental health conditions. My research and this 

thesis use a social-ecological framework to contribute evidence on the factors that influence and 

promote mental health and wellbeing. The mental health and wellbeing of children with disabilities 

is influenced by a variety of factors. Central to all is disability inclusion. Disability inclusion is needed 

across all aspects of life to improve the mental health and wellbeing of children with disabilities. 

Research is needed to continue investigation into the factors that influence mental health and 

wellbeing among children with disabilities and evaluation research is needed to inform evidence-

based disability-inclusive MHPSS systems.  
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