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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 άƭƻƴƎ-term physical, mental, intellectual or sensory impairments which 

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

Ŝǉǳŀƭ ōŀǎƛǎ ǿƛǘƘ ƻǘƘŜǊǎέ [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 ƛƳǇǊƻǾŜ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ƘŜŀǊƛƴƎΦ ¢ƘŜ 

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

ǎƻŎƛŜǘȅΣ ǊŀǘƘŜǊ ǘƘŀƴ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ƛƳǇŀƛǊƳŜƴǘ [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.  

 



10 
 

 

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]. 

5ƛǎŀōƛƭƛǘȅ Ŏŀƴ ƘŀǾŜ ŀ ƳŀƧƻǊ ƛƳǇŀŎǘ ƻƴ ǇŜƻǇƭŜΩǎ ƭƛǾŜǎΦ tŜƻǇƭŜ ǿƛǘƘ ŘƛǎŀōƛƭƛǘƛŜǎ ŀǊŜ ƳƻǊŜ ƭƛƪŜƭȅ ǘƻ ƭƛǾŜ ƛƴ 

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 ǎǘŀǘŜǎ ǘƘŀǘ άǇŜǊǎƻƴǎ ǿƛǘƘ ŘƛǎŀōƛƭƛǘƛŜǎ ƘŀǾŜ ǘƘŜ ǊƛƎƘǘ ǘƻ ǘƘŜ ŜƴƧƻȅƳŜƴǘ ƻŦ 

ǘƘŜ ƘƛƎƘŜǎǘ ŀǘǘŀƛƴŀōƭŜ ǎǘŀƴŘŀǊŘ ƻŦ ƘŜŀƭǘƘ ǿƛǘƘƻǳǘ ŘƛǎŎǊƛƳƛƴŀǘƛƻƴ ƻƴ ǘƘŜ ōŀǎƛǎ ƻŦ Řƛǎŀōƛƭƛǘȅέ [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 ŀƴŘ ǘƘŜ ǇƻƭƛŎȅ ƻŦ άƭŜŀǾŜ ƴƻ-ƻƴŜ ōŜƘƛƴŘέ [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 ŀ ǇŜǊǎƻƴΩǎ ŀōƛƭƛǘȅ ǘƻ ǇŀǊǘƛŎƛǇŀǘŜ ƛƴ ŀƭƭ ŀǎǇŜŎǘǎ ƻŦ ƭƛŦŜΣ 

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 ΨGlobal Mental HealthΩ 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: 

¶ aŜƴǘŀƭ ƘŜŀƭǘƘΥ ¢ƘŜ ²ƻǊƭŘ IŜŀƭǘƘ hǊƎŀƴƛȊŀǘƛƻƴ ŘŜŦƛƴŜǎ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ŀǎ ŀ άǎǘŀǘŜ ƻŦ ƳŜƴǘŀƭ 

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

ǿŜƭƭ ŀƴŘ ǿƻǊƪ ǿŜƭƭΣ ŀƴŘ ŎƻƴǘǊƛōǳǘŜ ǘƻ ǘƘŜƛǊ ŎƻƳƳǳƴƛǘȅέ [30].  

¶ aŜƴǘŀƭ ƘŜŀƭǘƘ ŎƻƴŘƛǘƛƻƴǎΥ aŜƴǘŀƭ ƘŜŀƭǘƘ ŎƻƴŘƛǘƛƻƴǎ Ŏŀƴ ōŜ ŘŜǎŎǊƛōŜŘ ŀǎ άŎƻƳƳƻƴέ όŜΦƎΦ 

ƳƛƭŘ ŘŜǇǊŜǎǎƛƻƴ ŀƴŘ ŀƴȄƛŜǘȅύ ŀƴŘ άǎŜǾŜǊŜέ όŜΦƎΦ ƳƻŘŜǊŀǘŜ ǘƻ ǎŜǾŜǊŜ ŘŜǇǊŜǎǎƛƻƴΣ ōƛǇƻƭŀǊ 

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

ǊŜǎǳƭǘ ƛƴ ƳƻǊŜ ǎŜǾŜǊŜ ƛƳǇŀƛǊƳŜƴǘΦ L ǳǎŜ ǘƘŜ ǘŜǊƳ άŎƻƴŘƛǘƛƻƴǎέΣ ŀƭǘƘƻǳƎƘ ƻǘƘŜǊ ǘŜǊƳǎ ŀǊŜ 

ŎƻƳƳƻƴ ƛƴ ǘƘŜ ƭƛǘŜǊŀǘǳǊŜΣ ƛƴŎƭǳŘƛƴƎ άŘƛǎƻǊŘŜǊǎέΣ άƛƭƭƴŜǎǎŜǎέ ŀƴŘ άǇǊƻōƭŜƳǎέΦ L ƘŀǾŜ ŀƛƳŜŘ ǘƻ 

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-ōŜƛƴƎύ ŀǎ ŀ άǇƻǎƛǘƛǾŜ 

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 

ǿƛǘƘ ŀ ǎŜƴǎŜ ƻŦ ƳŜŀƴƛƴƎ ŀƴŘ ǇǳǊǇƻǎŜέ [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


17 
 

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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