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Abstract 

Background: Disabled people are disproportionately affected by inequalities in engaging 

mental healthcare, including inaccessibility, ableism, and exclusion. Some research has 

indicated that this may mean that Disabled people do not receive care until the point of mental 

health crisis, yet specific barriers with acute mental health services (AMHS) may further 

exclude those most in need. Despite this, research focused on barriers to and facilitators of 

disability-affirmative AMH care is relatively sparse.   

Objective: The present research aimed to explore how Disabled people with physical 

disabilities (DPPD) experience and navigate AMHS. 

Methods: Through purposive sampling, eight DPPD with direct experience of AMHS and four 

disability advocates with indirect experience were recruited. All participants engaged in semi-

structured interviews focused on the experiences of DPPD in navigating AMHS. 

Results: Through Reflexive Thematic Analysis, five themes and six subthemes were 

generated. The five themes were: Barriers to access, inflexibility and exclusion in acute mental 

health care; Lack of holistic care: integrating physical and mental health; Silencing and 

epistemic injustice; Discrimination, intersectionality, and identity; and Disability competence 

and professional avoidance. 

Conclusion: AMHS can play a vital role in supporting DPPD experiencing acute mental health 

(AMH) needs, however interpersonal and structural ableism often means that this care is 

inadequate, and indeed may cause further harm. Based on these findings, several clinical 

recommendations can be made for systemic changes within AMHS to improve accessibility, 

beyond basic service availability, and facilitate more disability-affirmative care for DPPD.    
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Common and Frequently Used Acronyms 

Table 1 

Common and Frequently Used Acronyms 

Acronym Phrase or word related to an abbreviation 

DPPD Disabled people with physical disabilities 

MHS / MH Mental health service (s) / mental health 

AMHS / AMH 

Acute mental health service (s) / acute mental 

health 

MHP Mental health professional 

RTA Reflexive thematic analysis 
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Chapter One: Introduction 

Chapter Overview 

This first chapter aims to introduce the key frameworks and research literature in which 

this thesis exists. This includes an outline of the historical, theoretical, clinical, and legal 

context relevant to disability studies, Disabled people’s mental health – with particular 

attention given to acute mental health settings/services (AMHS; e.g. crisis teams, inpatient 

units, 136 suites, etc.). Finally, this chapter concludes by presenting a rationale for the 

systematic literature review presented in the proceeding chapter. Taken together, the 

introduction and systematic review aim to justify the current research’s aims which centre on 

the experiences of Disabled people with physical disabilities (DPPD) within UK AMHS. 

Understanding Disability 

Definition 

In the United Kingdom, the Disabled population is growing, comprising approximately 

22% of the population (Department for Work and Pensions, 2022). There is no consistent 

approach to defining disability (Nario-Redmond, 2020), as the Disabled population is highly 

heterogeneous (Annamma et al., 2013), with notable differences in experiences across 

impairment type, severity, co-occurring impairment, psychosocial factors, and multiple 

marginalisation. For example, physical disability alone may be congenital or acquired, static 

or progressive, visible or invisible. For the purposes of the present research, physical disability 

refers to chronic illnesses or long-term medical conditions, mobility or sensory impairments, 

or self-identification with the label ‘physical disability’ (Conner et al., 2023). 
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Notably, some people, although accepting of their impairments, prefer not to be labelled 

as ‘disabled’ (Retief & Letsosa, 2018), perhaps due to the sociocultural devaluing of disability 

(Banas et al., 2019). Despite this, labels have often been externally imposed by those in 

positions of power (e.g. medical professionals, institutions, the state; Shakespeare, 2013). 

Therefore, it is important to understand the frameworks which have shaped how disability is 

conceptualised and responded to within healthcare services and society more broadly. 

Models of Disability 

Medical Model. Historically, the structures of the NHS, including mental health 

services (MHS), have largely drawn on the medical model of disability (Barnes et al., 2022; 

Beresford, 2002). This frames disability as a defect or failure of the body (Olkin, 1999; Retief 

& Letsosa, 2018). Through this, Disabled people are conceptualised as inherently abnormal 

and pitiable (Carlson, 2009). As such, the medical model has also been termed the ‘personal 

tragedy’ model (Thomas & Woods, 2003), in which Disabled people are perceived as inferior 

to non-disabled people (Johnstone, 2012), subsequently disregarding the social and 

environmental factors that may interact with impairment (Kasser & Lytle, 2005) and impact 

Disabled people’s lives as a whole (Woods, & Thomas 2003).  
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This fundamentally negative framing of disability has significant consequences for 

healthcare, which often centre on attempts to prevent, rehabilitate, or cure disability (Carlson, 

2009; Oliver, 1992). This places an expectation upon Disabled people to adopt the ‘sick role’ 

(Oliver, 1992; Parsons, 1951), however, as many impairments are not amenable to ‘cures’, 

Disabled people are labelled as non-compliant or uncooperative patients (Pfeiffer, 2003; Retief 

& Letsosa, 2018). In contrast, health care professionals are positioned as the primary decision-

makers and experts (Thomas & Woods, 2003). Whilst clinical training and knowledge can be 

beneficial (e.g. offering pathways for responsibility; Barnes et al., 2022), this power imbalance 

has historically enabled abuses of power, particularly against Disabled people (Retief & 

Letsosa, 2018).  

In the present, power imbalances continue to manifest in coercive mental health care 

practices, for example, involuntary admissions, restraint, and non-consensual treatment 

(Beresford, 2002). Moreover, it has been argued that the medical model underpins the structural 

and financial separation of various health services and organisations on the basis of diagnosis 

and treatment (Wade & Halligan, 2017). Within inpatient MHS, clinicians have acknowledged 

the continued structural dominance of and dependency on the medical model, which obscures 

relevant psychosocial factors (Barnes et al., 2022). Subsequently, a desire for more person-

centred, integrated, and multidisciplinary MHS has been reported, indicating emerging shifts 

in institutional culture (Barnes et al., 2022).  
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Social Model. In response to the harms and disempowerment Disabled people 

experienced under the medical model, the Social Model of Disability (Union of the Physically 

Impaired Against Segregation (UPIAS), 1976) was developed by those with lived experience. 

This model distinguishes physical impairment from disability, in that people are disabled by 

an inaccessible society, designed around a non-disabled ‘normate’ (Hamraie, 2017), rather than 

the perceived limitations of their own bodies (Oliver, 2013). Subsequently, the model suggests 

that disadvantages are constructed by structural inaccessibility and ableism at the societal, 

political, and cultural level (Jóhannsdóttir et al., 2022; Oliver, 1981; 2013). However, critics 

argue that this framing risks overlooking the often painful lived experiences of impairment 

(Retief & Letsosa, 2018) as well as the individual emotional experience of oppression (Thomas, 

1999). Thus, a holistic approach to Disability requires consideration of factors at both the 

individual and social level. 
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Considering this, the social model could provide a valuable lens for understanding how 

standard practices within MHS can function as disabling. For example, biased attitudes, 

inaccessible information, or practices and policies based on ‘cures’ (Beresford, 2002; Reeve, 

2006). As Beresford (2002, p.583) highlights, these standards in practice and policy “often fit 

poorly with the actual wants and circumstances of mental health service users”. Instead, 

application of the social model within mental health care would necessitate that services focus 

on non-medical support to address barriers to participation arising from ableist social and 

environmental factors (Beresford, 2002). In consideration of the model’s stance, for change to 

be meaningful, the focus must be at the societal/structural, rather than individual, level (Barnes 

et al., 2010; Retief & Letsosa, 2018). Practically, this necessitates that Disabled people are 

empowered to assume control over their own lives and that those who seek to help them should 

be committed to facilitating this power shift (UPIAS, 1976). Thus, application of the social 

model to AMHS could enable care that considers the intersectional identities, strength and 

power of Disabled people (Garland-Thomson, 2017; Gillborn, 2015).  

Biopsychosocial Model. The biopsychosocial model (Engel, 1977) attempts to 

integrate medical and social frameworks by positing that disability and psychological distress 

arise from the interaction of biological, psychological and social factors (Petasis, 2019). As 

such, the model may provide a more holistic conceptualisation of disability (Bath et al., 2014) 

and is widely adopted within the NHS, where it has been used to develop infrastructure, 

practices, and policies aimed at equity and inclusion for Disabled people (Shakespeare et al., 

2017; Van Oudenhove & Cuypers, 2014). Despite this, the practical application of the model 

has been critiqued, as MHS have continued to approach care individualistically, with limited 

impact on structural barriers or facilitating systemic change (Pilgrim, 2015; Wade & Halligan, 

2017) – a key focus of the social model. 
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Human Rights/Social Justice Model. The human rights model of disability 

emphasises the human dignity of Disabled people and provides a theoretical framework for 

disability policy (Degener, 2017; Retief & Letsosa, 2018). This framework encompasses 

human civil, political, economic, social, and cultural rights. Additionally, the human rights 

model argues that disability justice theories should consider Disabled people’s pain and 

suffering (Degener, 2017). This is relevant within the context of AMHS, where, as noted above, 

Disabled people’s suffering may be overlooked (Gibson & O’Connor, 2010) and their rights 

restricted (Beresford, 2002; Retief & Letsosa, 2018).  

The human rights model is highly relevant to mental health policy and services more 

broadly, particularly as the framework it provides can be used to develop ethical and practical 

proposals for improving the lives of Disabled people (Degener, 2017). Notably, the human 

rights model provides a basis for these proposals to meet the diverse needs of Disabled people 

by recognising various minority and cultural identities. This is evident within lived experience 

and survivor-led movements in research (e.g. Critical Disability & MAD studies, etc.) and 

AMHS (e.g. Crisis Houses). Thus, human rights model-led services offer an opportunity for 

the development of more inclusive, ethical, and empowering care that aligns with the 

overlapping principles of disability justice (Sins Invalid, 2017) and the UN Convention on the 

Rights of Persons with Disabilities (UNCRPD; United Nations, 2008). Specifically, this would 

include services that prioritise: respect and dignity, non-discrimination and intersectionality, 

and collective access, participation, and liberation. 

Critical Disability Perspectives. While the social and human rights models of 

disability have led to advancements in how disability is understood within a sociopolitical 

context, critical disability theory extends these frameworks by critically examining how 

ableism is maintained through structural power, cultural norms, and institutional designs 

(Hosking, 2008; Meekosha & Shuttleworth, 2009). Indeed, critical disability approaches 
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critique traditional approaches to disability research as minimising Disabled people’s pain and 

suffering (Mollow, 2017), adopting reductionist understandings of physical disability 

(Meekosha & Shuttleworth, 2009), and connected to other systems of oppression (e.g. classism, 

patriarchy, and white supremacy; Hall, 2019).  

Through this, critical disability perspectives seek to shift emphasis away from medical 

model frameworks, which require Disabled people to conform to ableist ideals, towards how 

dominant systems, including healthcare, construct notions of normalcy, foster rigidity, and 

respond to issues at the intersection of multiple marginalised identities (Hosking, 2008; Linton, 

2005). As such, within mental health settings a critical disability perspective seeks to 

investigate how ableism is embedded within service designs and operating procedures, and 

clinical practice. Crucially, critical disability approaches seek to centre lived experience and 

challenge power hierarchies that position professionals as the sole experts (Hall, 2019). Thus, 

applying a critical disability lens to an AMHS context enables an examination beyond simply 

the accessibility of these services to understand how institutional structures, priorities, and 

knowledge hierarchies contribute to disablism.  
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 Relevance to the present study. Primarily, this research aims to contribute to the 

existing body of critical disability studies, a radical and reflexive approach that seeks to critique 

dominant systems and power structures through centring lived experience (Hosking, 2008; 

Meekosha & Shuttleworth, 2009). Subsequently, this thesis is informed by both the Social 

(UPIAS, 1976) and Human Rights (Degener, 2017) models of disability through the 

examination of how AMHS might act as disabling or affirming.  

In line with these frameworks, this thesis chooses to use identity-first language, 

referring to “Disabled people” rather than “people with disabilities”. This decision aligns with 

the social model of disability and the preferences expressed by many activists and academics 

within the Disability Rights movement (Oliver, 1990). Using identity-first language reflects 

the present research’s critique of the medical model and acknowledges the systemic and 

societal oppression of Disabled people, as well as their acts of resistance (UPIAS, 1976). 

Epistemic Injustice 

The theoretical lens of epistemic injustice (Fricker, 2007) is also highly relevant to the 

study of disability and mental healthcare experiences. Epistemic injustice refers to forms of 

inequality that occur when individuals are dismissed in their capacity as knowers or holders of 

knowledge. Specifically, Fricker distinguishes between testimonial and hermeneutical 

injustice, through which marginalised groups are perceived as less credible, lacking capacity, 

or are denied equitable access to shared interpretive resources when making sense of their 

experiences (Carel & Kidd, 2014; Fricker, 2007; Hunt & Blease, 2024). Thus, this concept 

aligns with critical disability research by centring lived experience and exposing power 

relations as a means of understanding how Disabled people may be marginalised, particularly 

in medical systems. 
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Within mental healthcare, epistemic injustice has been used to understand how service 

users’ accounts may be dismissed, minimised, or misinterpreted through dominant biomedical 

frameworks (Hultman & Hultman, 2023). Consistent with this, Disabled people accessing these 

services have reported experiencing both implicit and explicit epistemic injustice, including 

the legitimacy of their needs being questioned (access, physical and mental health), 

pathologisation of disability, diagnostic overshadowing, and gaslighting (Conner et al., 2023; 

Gerke, 2017; Olkin & Gomez, 2024; Powers, 2024; Wang et al., 2024). These injustices may 

arise and be compounded through ableist assumptions about competence, capacity, and 

dependence related to both physical disability and mental health. For example, those with 

disputed or invisible disabilities may be perceived as “phony or fools” (Fitzgerald & Paterson, 

1995), and thereby their experiential knowledge is devalued or dismissed (Carel & Kidd, 2014). 

Similarly, in other healthcare settings, the narratives of patients with co-occurring mental 

health diagnoses were frequently disbelieved due to implicit assumptions of emotionality, 

irrationality, or unreliability (Carel & Kidd, 2014). Considering this, there may be an increased 

likelihood of epistemic injustice occurring within AMHS, where distress can often be 

conceptualised through diagnostic categories and risk management prioritised. 

Disability, Ableism and Mental Health 
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In comparison to non-disabled people, Disabled adults have been found to have poorer 

wellbeing and higher levels of anxiety (Office for National Statistics, 2022). This is consistent 

with other findings that Disabled adults more frequently reported depression, anxiety, stress, 

emotional distress, reduced access to healthcare, and risk behaviours related to health (Cree et 

al., 2020; Dawood et al., 2022). Concerningly, a recent qualitative study reported that 55% of 

Disabled adults who participated disclosed having experienced suicidal ideation within the past 

two years (Glasgow Disability Alliance (GDA), 2022). Additionally, emotional distress was 

most frequently reported by those with both cognitive and mobility disabilities, who had unmet 

health needs related to financial cost, were unemployed, identified as LGBTQ+, and reported 

adverse health behaviours (e.g., smoking or physical inactivity; Cree et al., 2020; GDA, 2022).  
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Evidence has shown that Disabled people are at greater risk of experiencing health 

inequalities (Sakellariou & Rotarou, 2017), which have been theorised to arise from 

sociocultural and systemic circumstances, including stigma, discrimination, poverty, and social 

exclusion (Emerson et al., 2012; World Health Organisation (WHO), 2023). These patterns 

reflect a system of marginalisation identified as ableism (King et al., 2019). Ableism is defined 

as “prejudice and discrimination toward individuals simply because they are classified as 

disabled – regardless of whether their impairments are physical or mental, visible or 

invisible.” (Nario-Redmond, 2020, p. 6). Research has shown that ableism is a significant 

factor in understanding the experiences of Disabled people, with complex social, physical, and 

psychological impacts (Jóhannsdóttir et al., 2022). For example, being subject to ableist 

microaggressions decreased positive mental health outcomes and increased somatic symptoms 

(Conner et al., 2023; Kattari, 2020). Similarly, internalised ableism had negative consequences 

for identity and health (Jóhannsdóttir et al., 2022), including anxiety, depression, social 

isolation, feelings of powerlessness and inferiority, and problems with body image (David, 

2013). This represents a phenomenon termed psycho-emotional disablism (Thomas, 1999), 

through which sociocultural attitudes and responses towards impairment marginalise Disabled 

people and cause psychological and emotional harm.  
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Additionally, not only has ableism been linked to increased psychological distress, but 

this association was most pronounced amongst those who were labelled with psychological 

disabilities (Brown & Ciciurkaite, 2022). Furthermore, those with more visible, complex or 

severe impairments, or intersecting marginalised identities (e.g. associated with race, gender, 

etc.) were more likely to experience unmet health needs and discrimination (Conner et al., 

2023; Kattari, 2020; King et al., 2019; Reeve, 2006; Sakellariou & Rotarou, 2017; Wang et al., 

2024). For example, visible disability has been associated with paternalistic ableism, whilst 

invisible disability is more closely linked to invalidation and disbelief (Fitzgerald & Paterson, 

1995; Nario-Redmond et al., 2019). Notably, this compounded discrimination has been argued 

to create a ‘chain of dismissal’ which negatively impacts both physical and psychological 

health (Tinner & Curbelo, 2024). Thus, the importance of accounting for the effects of multiple 

marginalisation, difference and layered discrimination on the mental health of Disabled people 

is indicated (Dispenza et al., 2017; Tinner & Curbelo, 2024). 
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Notably, unmet healthcare needs were found to be particularly problematic in mental 

healthcare, where cost was a primary barrier to access (e.g. seeing a psychiatrist/psychologist 

or collecting prescribed medication), even in the context of UK NHS services (Sakellariou & 

Rotarou, 2017). Given that Disabled people are more likely to be ‘economically inactive’ 

(Kirk-Wade et al., 2024), alongside the recent planned cuts to disability-related benefits and 

ongoing austerity measures in the UK, consideration of cost as a barrier to care is of high 

importance. Concerningly, research has argued that ableism creates interpersonal and structural 

barriers for Disabled people across their interactions with MHS (Conner et al., 2023; Wang et 

al., 2024), which broadly present as physical, attitudinal, transportation, and informational 

barriers. Subsequently, inaccessibility and exclusion from MHS can be argued to extend 

beyond ableism, to reflect structural disablism, defined as systems that disadvantage Disabled 

people and privilege non-disabled people, policies, and sociocultural norms (Lundberg & 

Chen, 2024). In line with this, it is argued that Disabled people are frequently excluded from 

services when they cannot conform to the inflexible and ableist expectations centred around 

non-disabled norms (Hamraie, 2017; Campbell, 2009).  

Experiences of Mental Health Services 

Research regarding Disabled people’s experiences of MHS or treatment is limited 

(Foley-Nicpon & Lee, 2012), however illustrates concerning findings, including physical and 

procedural inaccessibility, a lack of reasonable adjustments, and unmet health needs – all of 

which exacerbated psychological distress (Conner et al., 2023; Chrysikou, 2013; Wang et al., 

2024).  For example, Disabled people have reported experiences of rights violations, dismissal, 

distrust, stigma, and delayed support and crisis interventions (GDA, 2022). Repeated 

experiences of micro-aggressions and discrimination within interactions with MHS and 

psychological therapies were also reported (Jóhannsdóttir et al., 2021), which was associated 

with reports of increased anxiety, depression, and pessimism about the world (GDA, 2022). 
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Similarly, ableism within U.S. MHS was characterised by diagnostic overshadowing, medical 

gaslighting, a lack of disability competence, inaccessibility, and interpersonal and systemic 

discrimination (Conner et al., 2023; Wang et al., 2024). Notably, this can impede Disabled 

people’s ability to develop a positive relationship with their identity (Jóhannsdóttir et al., 2021).  

In regard to physical disability, research has highlighted compounded marginalisation, 

a lack of cultural competency, dismissal of identity and disability-related topics, physical and 

attitudinal barriers, lack of knowledge and willingness to self-educate, and the positive impact 

of affirmative practice (Conner et al., 2023; Hunt et al., 2006). Subsequently, Disabled people 

have reported mistrusting and avoiding formal MHS, often relying instead on self-advocacy, 

family, friends, and third-sector or community organisations for mental health support, even 

when in mental health crisis (GDA, 2022; Wang et al., 2024). These negative experiences of 

care may discourage future help-seeking from MHS, known as ‘recursivity’ (GDA, 2022; 

Lowther-Payne et al., 2023; Petrin et al., 2020). This not only disadvantages and burdens 

Disabled people, but can also increase strain on family and other caregivers (WHO, 2023). 

The recent COVID-19 pandemic further complicated Disabled people’s access to MHS 

(McBride-Henry et al., 2023). Increased levels of distress and despair were reported in relation 

to the pandemic and the resulting lockdown (Hall et al., 2022; Sage et al., 2022). This was 

particularly significant for Disabled people with multiple marginalised identities, including 

age, ethnic background, and geographical location (LaVela et al., 2022; McBride-Henry et al., 

2023). For example, whilst online/virtual services were helpful for some, this also further 

highlighted inequalities and issues with access (e.g. digital poverty; McBride-Henry et al., 

2023). Subsequently, some Disabled people reported feeling they had no route to access 

psychological support. This aligns with the findings of a UK systematic mapping review, which 

identified key barriers as Disabled people’s ‘ability to seek’ (e.g. discrimination, stigma) and 

‘ability to reach’ (e.g. service availability) MHS (Lowther-Payne et al., 2023).  
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Acute Mental Health Services 

In the UK, acute mental healthcare is primarily delivered by the NHS, comprising 

inpatient and community or A&E-based mental health crisis services (Lamb et al., 2019; 

Johnson et al., 2022). These services aim to provide intensive, typically short-term support to 

individuals experiencing mental health crises. Specifically, crisis services aim to prevent 

hospital admission, whilst acute inpatient wards support those requiring close monitoring and 

risk management. For individuals deemed to be at significant risk towards themselves and/or 

others, care within these settings occurs under detention through the Mental Health Act (1983, 

amended 2007). As such, acute mental healthcare is often characterised by stabilisation, risk 

containment, and rapid discharge (Lamb et al., 2019).   

Although these services are reportedly of high importance for service users, carers and 

professionals, care within these settings is often described as traumatic, coercive, or failing to 

evidence sustained improvements (Johnson et al., 2022). Inpatient MHS in particular have been 

associated with limited access to psychological therapies, coercion and compulsory treatment, 

discrimination, inadequate staffing numbers, and overly restricted care (Staniszewska et al., 

2019; Sweeney et al., 2015; Walsh & Boyle, 2009). These concerns are often related to broader 

systemic pressures, specifically a lack of resources to meet demand (e.g. overcrowding, 

understaffing, and bed shortages), emphasis on risk management over therapy, the use of 

restrictive measures, and poor continuity of care (Johnson et al., 2022). As such, several reports 

have called for necessary improvements in UK crisis care (e.g. Care Quality Commission 2017; 

Commission on Acute Adult Psychiatric Care, 2016; etc.) Whilst no single model of acute 

mental healthcare is optimal, flexible systems which prioritise co-production, autonomy, 

safety, and relational practice have been identified as offering potential for improvements in 

experience and outcomes (Johnson et al., 2022).  
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These systemic issues may be further compounded for Disabled people who experience 

acute mental healthcare. For example, those who experienced inpatient mental healthcare 

expressed feeling that staff support was biased towards their non-disabled peers and a lack of 

understanding of their needs, particularly in relation to mental health (Parr, 2019). These 

experiences had adverse effects on willingness to seek help, risked Disabled people being 

subject to increased restrictions, and contributed to physical and mental health deterioration 

(Chrysikou, 2013; Staniszewska et al., 2019; Sweeney et al., 2015). Within crisis services, 

challenges have been reported in accessing timely and adequate support when experiencing 

crisis (GDA, 2022; Morris, 2004). Crisis services have been argued to frequently fail to 

understand the specific needs of Disabled people (Morris, 2004) or recognise the seriousness 

of their crises (GDA, 2022). In some instances, interventions were reportedly only offered 

following a suicide attempt, despite prior disclosures of suicidal ideation and repeated help-

seeking attempts. Subsequently, many participants reported exacerbated feelings of 

hopelessness, isolation, and distress. Additionally, Disabled adults reported concerns regarding 

long waiting times and limited availability of support from crisis services (Morris, 2004). This 

perhaps reflects a shift away from preventative care in crisis services operating in the context 

of increased strain (GDA, 2022). Subsequently, the inadequacy of crisis services frequently 

left Disabled people dependent on community organisations, particularly when statutory 

services halted during the pandemic (GDA, 2022). In these circumstances, the need for 

improved services, including options for residential crisis support (Morris, 2004), is clear.  
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Instead, it is recommended that effective mental health support for Disabled people 

requires accessible environments, personal assistance, and comprehensive training for MHPs 

to meet the complex needs of this population (Morris, 2004). This extends recommendations 

for good practice within the general population accessing inpatient mental healthcare, which 

was found to be facilitated through strong therapeutic relationships (e.g. characterised by 

respect, empathy, trust, reliability, helpfulness, and good communication), efforts to counteract 

negative experiences of coercion (e.g. professional interactions with staff, explanation of the 

reasons for coercion, clear communication about consent, medication, and use of seclusion, 

etc.), a physically and socially safe environment (e.g. peer support, regular contact with family 

and friends, access to outside space and a place of worship, feeling empowered to make 

decisions), and authentic person-centred care (e.g. shared decision making, sensitivity to 

protected characteristics and intersectional identities, provision of information about their 

care/diagnoses and rights, and being seen as an individual; Eldal et al., 2019; Staniszewska et 

al., 2019). 

Physical Health in Mental Health Settings 
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Disabled people admitted to inpatient mental health settings may be likely to require 

ongoing physical healthcare, and it is the responsibility of services to provide this to a good 

standard (General Medical Council, 2001). However, research has evidenced difficulties in 

understanding and managing physical health conditions within mental healthcare settings. For 

example, The Royal College of Psychiatrists (2009) has reported that the skills to manage 

general healthcare may be lacking among psychiatrists, as they have specialised in mental 

healthcare. Similarly, issues have been found within the routine physical health practices of 

inpatient services, such as an absence of physical health care planning, a lack of records and 

documentation, and limited communication with physical health providers (NCEPOD, 2022; 

Rodgers et al., 2018). Furthermore, diagnostic overshadowing, in which physical symptoms 

are overlooked or misunderstood (Jones et al., 2008), has been highlighted as a barrier to 

effective care for those with both physical and mental health needs (Molloy et al., 2023). 

Considering this, it may be unsurprising that mental healthcare staff have reported lacking 

confidence and competence in supporting patients with long-term physical health conditions 

and subsequently have highlighted a need for further training (NCEPOD, 2022).    

In comparison, good practice in relation to physical healthcare has been found to be 

facilitated through organisations having a clear and specific physical health strategy, which 

emphasised communication with patients and family/carers (NCEPOD, 2022). This included 

accurate electronic records, sharing information across physical and mental healthcare services, 

regular physical health reviews, and facilitating regular access to primary care and specialist 

services (NCEPOD, 2022; RCP, 2009; Welthagen et al., 2004). Notably, healthcare providers 

should also be aware of health inequalities relating to protected characteristics that are 

associated with mental and physical health, access, and interactions with health services (RCP, 

2009).  

Standards and Policies 
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The UK Equality Act (2010) mandates legal protections from discrimination (direct or 

indirect), harassment, and victimisation, on the basis of protected characteristics (e.g. age, 

disability, race, etc.). The act also makes explicit the duty of services to provide reasonable 

adjustments to facilitate equity and inclusion of Disabled people. Alongside this, The Royal 

College of Psychiatrists Standards for Inpatient Mental Health Services (Perry et al., 2017) set 

out the following standards relevant to disability: patients and carers should be treated with 

compassion, dignity, and respect, including in respect of protective characteristics; information 

for patients and carers should be available in accessible formats for people with 

sight/hearing/cognitive difficulties including audio, video, symbolic, pictorial, and signers as 

necessary; and that the environment should comply with the Equality Act (2010) legislation on 

disability access including assistive technology and equipment.  

Unfortunately, research has suggested that despite legal requirements, reasonably 

adjusted and person-centred care is not consistently provided (Read et al., 2018), indicating a 

gap between policy and practice. This may be due to NHS pressures to deliver effective, time-

limited, and affordable services in a context where resources are limited (Staniszewska et al., 

2014). Consistent with this, it has been argued that NHS policies designed to facilitate equality 

focus heavily on the availability of services, rather than other aspects of service operation or 

accessibility, including differences in the resources people have available to them (Sakellariou 

& Rotarou, 2017).  

Disability-Affirmative Approaches 

 Disability-affirmative practice refers to a therapeutic and systemic approach which 

recognises disability as a valued aspect of human diversity, rather than a deficit or pathology 

(Olkin, 2007; 2017). In contrast to traditional medicalised approaches within MHS which may 

conceptualise difficulties as primarily related to individual deficits, disability-affirmative 
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approaches in mental healthcare are characterised by an affirming and constructivist stance 

toward disability. These approaches are designed specifically to avoid over-inflation or under-

estimation of the role of disability within Disabled people’s lives (Conner et al., 2023; Olkin, 

2007; 2017), by advocating for individual experiences to be understood within the broader 

context of ableism, microaggressions, intersectionality, and disability culture (Olkin, 2007; 

2017).  

Disability-affirmative approaches necessitate validation of Disabled people’s lived 

experiences and acknowledgement of disability as a social and political identity. This stance 

necessitates that mental health professionals (MHPs) critically examine their own assumptions, 

biases, and gaps in disability competence (Olkin, 2007; 2017), and through this develop a 

reflexive ‘affirmative consciousness’ that can enhance accessibility and inclusion in therapy 

(Dispenza et al., 2017; Nash, 2013). Crucially, disability-affirmative therapy (D-AT; Olkin, 

2007; 2017) provides a lens which can be integrated within any therapeutic model, and thus, 

this presents an opportunity for the framework to be applied within AMHS.  

Aligned with this, the APA (2022) and GDA (2022) have both published 

recommendations for improved mental health care for Disabled people. These broadly relate 

to centring Disabled people’s voices; accessibility of services; knowledge and awareness of 

clinicians; training and education; disability and diversity-affirming language and behaviour; 

addressing gaps in services; and upholding Disabled people’s human rights. Despite this 

guidance, mental health professionals (MHPs) have often been found to lack disability 

competence and training, and indeed may not recognise the need for further professional 

development in this area. As such, this may present a barrier to the integration of D-AT and 

further the risk of poor outcomes and disengagement from services (Artman & Daniels, 2010; 

Olkin & Taliaferro, 2006; Wang et al., 2024). However, due to the lack of psychological 
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research on disability and mental health (Artman & Daniels, 2010), it is unclear if professional 

standards are being met with AMHS. 

Chapter Summary 

This chapter has outlined the key historical, theoretical, and legal frameworks, as well 

as the body of research, in which the study is grounded, particularly focusing on the experiences 

of Disabled people with physical disabilities (DPPD) in navigating acute mental health services 

(AMHS). Limited previous research has explored Disabled experiences of mental healthcare 

and treatment more broadly, and from the perspective of other disability sub-types (Conner et 

al., 2023). This reflects a lack of data collection or analysis focused on disability within health 

services (McBride-Henry et al., 2024). Subsequently, a systematic literature review is 

presented in Chapter 2, with the aim of synthesising the existing literature and identifying gaps 

in knowledge relating to DPPD’s experience of mental healthcare.  
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Chapter Two: Systematic Literature Review 

Chapter Overview 

This chapter presents a further exploration of the existing research literature through a 

detailed systematic review of empirical studies examining experiences of mental healthcare 

amongst Disabled people with physical disabilities (DPPD). The findings of several research 

studies selected for review are integrated, evaluated, and analysed. Through this process, gaps 

within the existing literature are identified and discussed in relation to the rationale and 

research questions of the present study. 

Introduction 

Systematic literature reviews are a core component of academic research, offering a 

structured and rigorous approach to synthesising evidence from the existing research (Booth, 

2016). By examining the breadth and depth of relevant literature, systematic reviews facilitate 

the identification of key themes, highlight gaps in current knowledge, and provide 

recommendations for future research and clinical practice (Thomas & Harden, 2008; Garside, 

2014). This makes them particularly useful within applied disciplines such as clinical 

psychology, where policy and practice are increasingly informed by lived experience and 

service-user perspectives (Hannes & Macaitis, 2012). 
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The present review utilised a qualitative thematic synthesis approach (TS; Thomas & 

Harden, 2008), as it enables a comprehensive overview of existing empirical work while 

remaining grounded in participants' lived experiences. TS offers a transparent and systematic 

approach to coding qualitative data, developing analytical themes, and drawing conclusions 

grounded in participant narratives. This approach was considered more appropriate than 

alternative qualitative synthesis methods such as meta-ethnography (Noblit & Hare, 1988), 

which are more interpretive in nature and primarily used to generate new conceptual models or 

theoretical frameworks (France et al., 2019).  

The initial search identified a published scoping review protocol exploring Disabled 

adults’ experiences of accessing mental health counselling and psychotherapy (Longhurst & 

Full, 2023). A further search found no evidence that this protocol had been completed, 

indicating that this area remains under-examined. Subsequently, this protocol was read in full 

to ensure the novelty of the present review.  

Objective 

The current review aims to develop a greater understanding of the experiences of DPPD 

within mental healthcare broadly, specifically focusing on their unmet needs, experiences of 

discrimination, and recommendations for affirmative practice. It is hoped that this will 

highlight gaps in mental health care for DPPD, with implications for the development of 

effective, inclusive, and accessible systems. The following research questions were developed 

for the present review: 

• How do DPPD navigate mental healthcare, and how do these experiences impact 

their wellbeing? 

• What factors present barriers to or enable DPPD’s engagement with mental health 

care? 
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• How do DPPD’s experiences of mental health care vary alongside intersecting 

marginalised identities?  

• What recommendations do DPPD and Disability advocates have for improving 

existing mental health care systems? 

Method 

A qualitative design was applied within the review, as it was deemed that this would 

most effectively capture the in-depth and diverse accounts of DPPD’s experiences of mental 

healthcare. Meta-synthesis was conducted using Thomas and Harden’s (2008) TS method, as 

it was designed to facilitate examinations of the effectiveness of current healthcare practices 

(Barnett-Page & Thomas, 2009), and therefore aligned with the aims of the present review. The 

Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) guidelines 

(Moher et al., 2009) were followed, and a PRISMA Flow Diagram is presented below (Figure 

1).  
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Literature Search Strategy 

A scoping search of the literature was conducted, including the Cochrane Library and 

the Centre for Reviews and Dissemination databases. This aimed to identify any existing 

reviews centred on the selected topic area. Following this, in January 2025, an electronic search 

was performed of the databases PsycINFO, PsycArticles, CINAHL-Ultimate, Web of Science, 

and Scopus. The strategy involved searching for journal articles using the options ‘Title’, 

‘Abstract’ and ‘Keywords’. Database searches used various related terms associated with 

concepts significant to the research questions: physical disability, mental healthcare, 

experiences, access, and ableism. Through further exploration of relevant research and 

consultation with an academic librarian, additional search terms were identified and included 

within the search strategy. To facilitate the identification of all relevant literature, search terms 

were truncated (e.g., disab* = disabled, disability) and Boolean operator functions applied 

(‘AND’/‘OR’/‘NOT’). The specific search terms used are summarised in Table 2. 

Date limitations were set on the database searches to return articles published from 1 

January 2010 to January 2025. This limitation was set to focus the review on research relevant 

to and reflective of current practices within mental healthcare. Furthermore, the date limitation 

is reflective of the introduction of Disability legislation relevant to mental health service 

provision, for example, the UK’s Equality Act (2010) and the United Nations Convention on 

the Rights of Persons with Disabilities (2008).  
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Table 2 

Database search strategy  

1. disab* OR “chronic* ill*” OR “chronic health” OR “physical* disab*” OR “physical* 

impair*” OR “mobility impair*” OR blind* OR “visual* impair*” OR “neurological 

disorder*” OR “musculoskeletal disorder*” OR deaf OR "hard of hearing" OR "hearing 

impair*" OR ableism OR ableist  

2. “mental health service*” OR “psychiatr* service*” OR “mental healthcare” OR 

“psychiatr* care” OR "mental health treatment” OR “mental health act” OR “psycholog* 

service*” OR “psycholog* care” OR “psychology* support” OR “psychological therap*” 

OR “mental health counselling” OR “community mental health” OR “inpatient mental 

health” OR “inpatient psychiatr*” OR “mental health hospital*” OR “psychiatric 

hospital*” OR “in-patient mental health” OR “in-patient psychiat*” 

3. experience* OR perspective* OR perception* OR attitude* OR opinion* OR view* OR 

satisfaction OR barriers OR “access to care” OR qualitative OR ethnograph* OR 

interview* OR narrative* OR theme* OR NVivo OR MaxQDA 

4. “development* disab*” OR “learning disab*” OR “cognitive* disab*” OR “intellectual* 

disab” OR “learning disorder*” OR “autis*” OR “adhd” OR “attention deficit 

hyperactivity disorder” OR “attention deficit disorder” OR infant* OR child* OR 

adolescen* OR teen* 

5. 1 AND 2 AND 3 AND NOT 4 
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Selection Criteria for Studies 

Eligibility criteria for selecting studies were guided by the SPIDER method (Table 3) 

against which articles were screened to determine relevance to the present review. Studies 

including children (<18 years old) and sub-types of disability not classified as relating to 

physical impairment were excluded (e.g. developmental, intellectual, or neurodiversity), except 

for psychiatric disability. The term ‘psychiatric disability’ was not used as an exclusion 

criterion, given the focus of the review on the intersection between physical and psychiatric 

disability. Accordingly, articles that included reference to psychiatric disability without 

physical disability/impairment were excluded. Only qualitative and mixed methods designs, in 

which qualitative data could be extracted from overall findings, were deemed eligible for 

inclusion in meta-synthesis. Subsequently, research using quantitative, experimental, and 

observational methods, as well as review articles, was excluded. Lastly, the present review 

permitted the inclusion of grey literature (e.g. theses, dissertations, conference papers, etc.) to 

capture a broader range of perspectives (Mahood et al., 2014) and identify gaps within the 

existing research literature (Adams et al., 2016).  
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Notably, whilst designing and conducting the review, the researcher was aware of 

ongoing debate concerning whether disability research should include Deaf participants (e.g. 

Scully, 2019). The Social Model of Disability (UPIAS, 1976) recognises that the Deaf and 

Disabled communities share socio-political experiences of oppression, marginalisation, and 

injustice (Kenny, 2004). Conversely, others perceive Deaf people as having a unique cultural-

linguistic identity, distinct from those who identify as ‘hearing’ and Disabled (Ladd, 2003). To 

determine appropriate selection criteria, the researcher considered key disability frameworks, 

as outlined above, as well as the review’s aims and research questions. It can be argued that, 

whilst Deaf individuals may hold a distinct cultural-linguistic identity, they are likely to 

experience similar systemic barriers to access and quality mental health care to other Disabled 

populations, including limited access to MHS and poorer mental health outcomes than the non-

disabled hearing population (McDonnall et al., 2017; Rogers et al., 2024; Vernon, 2007). Thus, 

it was deemed appropriate to include Deaf people’s narratives within the review to facilitate a 

more comprehensive exploration of structural barriers (Scully, 2019).   
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Table 3 

SPIDER-informed Inclusion and Exclusion Criteria  

 Inclusion criteria Exclusion criteria 

S: Sample Physically Disabled adults (>18 

years old), Disability advocates, 

and/or healthcare professionals 

with experience working with 

Disabled people. 

 

Disabled children (<18 years old), 

disabilities not classified as 

physical (e.g. intellectual, 

developmental, etc.). 

P/I: Phenomenon-of-Interest Experiences of mental healthcare 

since 2010. 

Experiences of other health 

services (e.g. primary care, general 

health services), and experiences 

of mental health services before 

2010. 

D: Design Interview, focus group, 

questionnaire or survey (where 

open-ended questions were 

included). 

 

Experimental, observational, or 

quantitative design. 

 

 

E: Evaluation Experiences, perspectives, 

perceptions, attitudes, opinions, or 

views. 

 

Quantitative measures. 

R: Research Type Qualitative or mixed-methods 

(where the method used to 

examine the experiences of 

Disabled adults was qualitative). 

Quantitative or review. 
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Data Extraction and Synthesis  

The papers selected for analysis were imported into NVivo Software Version 15. 

Following this, the three-stage process of thematic synthesis (Thomas & Harden, 2008) was 

followed: (1) open line-by-line coding of primary findings to identify key concepts and create 

free codes, (2) organisation of free codes into descriptive themes through examination of 

similarities and differences, and finally (3) the generation of analytic themes to ‘go beyond’ 

the interpretations of the original studies and answer the review questions.  

Descriptive information and a summary of each article’s key findings were extracted 

into Table-3, including: lead authors, primary focus of the study, research location, sample 

description, research and data analysis method, and a summary of main qualitative findings. 

 

Reflexivity  

As a non-disabled person, I am mindful that my position as an outsider may limit my 

understanding of the nuanced experiences of Disabled people. Subsequently, I aimed to 

approach this review with an awareness of how my privilege influenced my interpretations and 

assumptions. Accordingly, I discuss my positioning in relation to the review rationale and 

development of themes.  
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Whilst conducting the review, I was working as a trainee clinical psychologist within a 

specialist clinical health psychology setting, which involved direct therapeutic work with 

Disabled people and people with long-term health conditions, as well as consultation with 

medical professionals. Before entering this setting, I had previous professional experience 

working within NHS MHS, both with Disabled and non-disabled individuals, including within 

secure inpatient and intellectual disability settings. Subsequently, my knowledge and 

assumptions were likely shaped by the dominant narratives of Disability within healthcare and 

clinical psychology training curriculum. My individual experiences working directly with 

Disabled people will also have shaped my understanding, particularly of the accessibility of 

services and working cross-culturally with Disabled people as a non-Disabled professional. 

Similarly, my experiences as a relative of Disabled family members mean that I also have 

personal and relational influences upon my understanding of Disabled people’s experiences 

navigating services. Overall, my experiences are likely to have influenced the way I have 

engaged with and interpreted the data, including the development and presentation of the 

review findings.  
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Results 

Search Results 

All results from the database searches were exported to the reference management program 

Zotero. A total of 7595 articles were sourced from database searches. Following this, 3882 

duplicates were removed automatically and manually. As discussed above, eligibility criteria 

for selecting studies were guided by the SPIDER method (Table 3) against which the titles and 

abstracts of the 3713 remaining articles were screened. Through this process, a total of 3674 

articles were excluded, resulting in 39 articles. Of this, one article was unable to be retrieved. 

36 articles were read in full, and 24 were excluded for not meeting the inclusion criteria. The 

reference lists of selected studies were searched, from which one further study was retrieved, 

but was excluded after being read. Finally, twelve articles were selected for meta-synthesis 

(Braakman & Sterkenburg, 2023; Conner et al., 2023; De Clerck & Willems, 2023; Dispenza 

et al., 2017; Gerke, 2017; Methley et al., 2017; Olkin & Gomez, 2024; Powers, 2024; Rintell 

et al., 2012; Thurston, 2010; Wang et al., 2024; Zhang-Hampton et al., 2011). 
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Characteristics of Included Studies 

All studies broadly explored the experiences of DPPD receiving mental healthcare or 

treatment from the perspective of Disabled people, disability advocates, carers, and/or 

healthcare professionals. Six studies focused on psychological treatments, including 

psychotherapy and counselling (Braakman & Sterkenburg, 2023; Conner et al., 2023; Dispenza 

et al., 2017; Olkin & Gomez, 2024; Powers, 2024; Thurston, 2010). The remaining six studies 

focused on mental healthcare or services more broadly (De Clerck & Willems, 2023; Gerke, 

2017; Methley et al., 2017; Rintell et al., 2012; Wang et al., 2024; Zhang-Hampton et al., 2011). 

Ten studies used a qualitative methodology and two employed a mixed-methods approach. 

Methods of data collection included nine studies, which used interviews, two which used 

surveys, and one which used a focus group. Approaches to data analysis included thematic 

analysis, consensual qualitative research, content analysis, phenomenological methodology, 

constant comparative analysis, and grounded theory. Further details on key study 

characteristics for all 12 papers are presented in Appendix A. 
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Sample sizes ranged from 7 to 63, and across studies there were 391 participants. This 

included DPPD with and without direct experience of mental healthcare (Braakman & 

Sterkenburg, 2023; Conner et al., 2023; De Clerck & Willems, 2023; Gerke, 2017; Methley et 

al., 2017; Olkin & Gomez, 2024; Powers, 2024; Rintell et al., 2012; Thurston, 2010; Wang et 

al., 2024; Zhang-Hampton et al., 2011), health and social care professionals (e.g. psychologists, 

psychiatrists, psychiatric nurses; physicians; social workers, etc.; Braakman & Sterkenburg, 

2023; De Clerck & Willems, 2023; Dispenza et al., 2017; Methley et al., 2017), and relatives 

of Disabled people (Braakman & Sterkenburg, 2023). The Disabled participants in the selected 

studies reported a range of physical disabilities and/or long-term health conditions, including: 

blindness or vision loss, deafness or hearing impairment, multiple sclerosis, spina bifida, spinal 

cord injury, diabetes, Graves’ disease, mobility impairment, brain injury, or multiple 

disabilities. One study (Powers, 2024) also collected data from Disabled people who reported 

‘psychological/emotional’ and ‘neurodivergent’ disabilities without co-occurring physical 

disability, however only data collected from participants with physical disabilities was included 

in the present analysis. Geographical locations of studies included Belgium (1), the Netherlands 

(1), the UK (2), and the USA (8). 

Critical Appraisal of Studies 

The twelve studies selected for the present review were critically assessed for quality 

using the Critical-Appraisal-Skills-Programme qualitative tool (CASP, 2018). The CASP-tool 

comprises nine checklist-style items and one open-ended question to be used in the quality 

assessment of qualitative research. The CASP qualitative tool does not use a numerical scoring 

system through which studies can be categorised, instead the tool was used to highlight any 

limitations of the included studies and support the weighting of synthesis towards articles 

assessed to be of higher quality (Long et al., 2020). CASP ratings are provided in Appendix B. 
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One limitation of the included studies relates to the composition and representativeness 

of the samples. Participants across studies primarily consisted of cisgender women, with few 

cisgender male participants. Similarly, the samples were largely White and lacking racial and 

ethnic diversity. Additionally, most samples were recruited from specific geographic regions, 

potentially making their findings less applicable to broader populations. Two studies included 

the perspectives of non-disabled healthcare professionals, including one which exclusively 

sampled professionals (Dispenza et al., 2017). Given the aim of this review to centre the 

experiences of DPPD, the inclusion of non-disabled participants may reduce the 

representativeness of the findings and risk the influence of unconscious ableist biases. 

The CASP tool also highlighted variability in the extent to which the included studies 

considered researcher positionality and the researcher-participant relationship. Five studies did 

not clearly describe how positionality was considered, making it difficult to assess how 

researcher characteristics may have influenced data collection or analysis (Braakman & 

Sterkenburg, 2023; DeClerck & Willems, 2023; Methley et al., 2017; Rintell et al., 2012; 

Zhang-Hampton et al., 2011). This represents a notable limitation, as non-disabled researcher 

status may have affected interview dynamics and interpretation of narratives (Conner et al., 

2023). Similarly, Gerke (2017) described challenges associated with their outsider status in the 

Deaf community, which may have influenced participant disclosure levels. Despite this, six of 

the twelve included studies reported procedures to support the reliability of findings (Conner 

et al., 2023; Dispenza et al., 2017; Gerke, 2017; Powers, 2024; Thurston, 2010; Wang et al., 

2024), such as involving multiple researchers in the data analysis process and reaching 

consensus on emerging themes. 
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Finally, four studies used thematic analysis as their primary research method 

(Braakman & Sterkenburg, 2023; De Clerck & Willems, 2023; Powers, 2024 Wang et al., 

2024), which, although appropriate for capturing experiential data, can limit the 

generalisability of findings due to typically small sample sizes and reliance on subjective 

interpretation Finally, two of the included studies were theses sourced from grey literature 

(Gerke, 2017; Powers, 2024) and as such have not been subject to peer review, which could 

potentially limit the methodological rigour of the findings. 

Meta-synthesis of Main Findings 

The process of free coding produced a total of 181 codes. To organise these codes into 

descriptive themes, conceptual similarities and differences between free codes were 

considered. Finally, the descriptive themes were applied to the research questions and aims of 

the present review to develop four analytic themes: Exclusion and pathologisation of Disabled 

experiences; Barriers to mental healthcare are systemic, not individual; Navigating mental 

healthcare with physical disability; Reimagining mental healthcare as Disability affirmative. 

Seven subthemes were also identified. The themes and sub-themes are presented in Table 6.  
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Table 6 

Table of Themes developed from Thematic Synthesis 

Analytic Themes Sub-themes 

Exclusion and pathologisation of Disabled 

people’s experiences 

 

 Barriers to mental healthcare are 

systemic, not individual 

   

Systemic exclusion: physical and procedural 

inaccessibility 

 

The consequences of inadequate disability 

training 

 

Iatrogenic harm arising from systemic 

ableism  

 

Navigating mental healthcare with 

physical disability 

Intersectional identities and multiple 

marginalisation  

 

The role of professionals’ lived experience 

Reimagining mental healthcare as 

Disability affirmative 

Embedding disability competence into 

professional training  

 

From individual adjustments to systemic 

inclusion 
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Theme 1: Exclusion and Pathologisation of Disabled People’s Experiences. Across 10 of 

the 12 studies, DPPD described a tendency for MHS to view disability through a deficit or 

pathological lens, ignoring broader social, political, and environmental contexts. This included 

experiences where disability was misinterpreted, dismissed, or pathologised, leading to 

misdiagnosis, inappropriate treatment, and psychological harm (Conner et al., 2023; De Clerck 

& Willems, 2023; Gerke, 2017; Methley et al., 2017; Olkin & Gomez, 2024; Powers, 2024; 

Rintell et al., 2012; Thurston, 2010; Wang et al., 2024; Zhang-Hampton et al., 2011). These 

findings evidence a fundamental disconnection between mental health care and disability-

affirmative practice, primarily the dominance of a medical model framing of disability. 
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Disability was misinterpreted in two related but opposing ways within mental 

healthcare (Conner et al., 2023; Gerke, 2017; Methley et al., 2017; Olkin & Gomez, 2024; 

Powers, 2024; Rintell et al., 2012; Wang et al., 2024). Some participants reported that the role 

of disability in their mental health was dismissed or overlooked, resulting in professionals 

failing to recognise the impact of physical impairments, chronic pain, and systemic barriers on 

psychological well-being (Conner et al., 2023; Olkin & Gomez, 2024; Powers, 2024; Rintell 

et al., 2012; Wang et al., 2024). Others described the opposite, where disability was assumed 

to be the sole cause of psychological distress, leading to the neglect of other significant external 

or contextual factors (Gerke, 2017; Methley et al., 2017; Olkin & Gomez, 2024; Powers, 2024; 

Wang et al., 2024). Through this, DPPD experienced a ‘double-bind’ where disability was 

either erased or overemphasised, meaning that their intersectional experiences were not 

understood in context. In Powers (2024, p.57), this was described as a failure to meaningfully 

“centre the salience of disability-related issues”, where MHPs either underestimated its 

relevance or overfocused on it at the expense of other sources of distress. Methley et al. (2017) 

found that even though healthcare professionals were aware of the potential influence of 

structural inequalities upon DPPD’s mental health, they felt ill-equipped to navigate this in 

practice. This reflects a broader analytic pattern of the pathologisation of disability, through 

which DPPD were excluded rather than understood through a holistic and intersectional lens. 
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Theme 2: Barriers are Systemic, not Individual. All 12 studies evidenced how DPPD 

encountered practical, attitudinal, and structural barriers to mental healthcare (Braakman & 

Sterkenburg, 2023; Conner et al., 2023; De Clerck & Willems, 2023; Dispenza et al., 2017; 

Gerke, 2017; Methley et al., 2017; Olkin & Gomez, 2024; Powers, 2024; Rintell et al., 2012; 

Thurston, 2010; Wang et al., 2024; Zhang-Hampton et al., 2011). These barriers were not 

individual but embedded within the design and delivery of MHS. Within this analytical theme, 

three interrelated sub-themes capturing Disabled people’s experiences of systemic barriers 

within mental healthcare are identified: 1. Systemic exclusion: physical and procedural 

inaccessibility; 2. The consequences of inadequate disability training; 3. Iatrogenic harm 

arising from systemic ableism. 

 

Sub-theme: Systemic exclusion: physical and procedural inaccessibility. The notion 

that Disabled people experience physical and procedural barriers which structurally exclude 

them from mental healthcare was supported by 11 articles (Braakman & Sterkenburg, 2023; 

Conner et al., 2023; De Clerck & Willems, 2023; Gerke, 2017; Methley et al., 2017; Olkin & 

Gomez, 2024; Powers, 2024; Rintell et al., 2012; Thurston, 2010; Wang et al., 2024; Zhang-

Hampton et al., 2011).  

 



53 

      

   

 

Eight studies highlighted that physical and environmental inaccessibility was a major 

issue, with inaccessible buildings, unsuitable therapy spaces, and geographically distant 

services limiting DPPD’s ability to engage with healthcare (Braakman & Sterkenburg, 2023; 

Conner et al., 2023; Gerke, 2017; Olkin & Gomez, 2024; Powers, 2024; Rintell et al., 2012; 

Wang et al., 2024; Zhang-Hampton et al., 2011). Even when reasonable adjustments were 

available, these were often inconsistently provided (Conner et al., 2023; Wang et al., 2024), 

reinforcing exclusion and inequity in mental healthcare. Beyond physical inaccessibility, five 

studies highlighted how rigid policies and procedures created further barriers to DPPD 

engaging with mental healthcare (Conner et al., 2023; De Clerck & Willems, 2023; Methley et 

al., 2017; Olkin & Gomez, 2024; Rintell et al., 2012; Wang et al., 2024). This included long 

waiting lists, inflexible appointment systems, and bureaucratic eligibility criteria. These 

procedural barriers appear to reinforce the systemic exclusion of DPPD, rather than 

accommodating their diverse needs. Indeed, Conner et al. (2023, p.994) described physical and 

procedural inaccessibility as “harmful” and “oppressive” in the way it acted to reinforce 

“overt ableism”. In summary, these studies evidence Disabled people’s systemic exclusion 

from mental healthcare through physical, procedural, and policy-related barriers.  
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Subtheme: The consequences of inadequate disability training. Of the 12 studies, 10 

illustrated gaps in MHPs’ training in disability-related issues (Braakman & Sterkenburg, 2023; 

Conner et al., 2023; De Clerck & Willems, 2023; Gerke, 2017; Methley et al., 2017; Olkin & 

Gomez, 2024; Powers, 2024; Rintell et al., 2012; Wang et al., 2024; Zhang-Hampton et al., 

2011). Consistently across studies, participants emphasised the need for MHPs to develop both 

general disability knowledge as well as an understanding of service users’ specific conditions, 

particularly in relation to how this interacts with their mental health and daily lives. For Deaf 

participants, additional barriers emerged when MHPs also lacked awareness of Deaf culture 

and language (De Clerck & Willems, 2023; Gerke, 2017). Common amongst both Disabled 

and Deaf participants were reports of having to educate their MHP themselves to be adequately 

understood. This was described as an exhausting and frustrating burden that created further 

barriers to engagement (De Clerck & Willems, 2023; Gerke, 2017; Rintell et al., 2012; Wang 

et al., 2024).  
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Beyond knowledge gaps, some MHPs demonstrated a reluctance or unwillingness to 

educate themselves on disability or make access accommodations (Conner et al., 2023; Gerke, 

2017; Methley et al., 2017; Wang et al., 2024). This implicitly communicated that disability 

was either insignificant, shameful, or unworthy of clinical attention (Conner et al., 2023). 

Participants described MHPs as having “unchecked biases” (Powers, 2024, p. 45) and 

remaining in the "zone of unawareness" (Gerke, 2017, p.50), characterised by an absence of 

reflexivity and an avoidance of discussing disability. Despite this, there were instances 

described where MHPs demonstrated curiosity and a willingness to learn about disability. In 

Conner et al. (2023, p. 993), this is described as "disability comfort", in which professionals 

exhibited openness and ease in working with disability-related issues. It was emphasised that 

genuine reflexivity, initiative, and ongoing learning were key to reducing the burden of 

education placed on DPPD. Thus, this supports the notion that MHPs’ inadequate training in 

disability contributed to a sense of ‘disability discomfort’ leading to an avoidance of disability-

related concerns or self-reflection on ableist assumptions. 

The absence of disability competence was not solely an individual failing but a systemic 

issue. MHPs themselves acknowledged gaps in knowledge and expressed a desire for further 

training (De Clerck & Willems, 2023). However, Olkin and Gomez (2024) highlight that 

existing clinical training programs largely lack education on disability competency, with 

minimal focus on the intersections between disability and mental health. As Powers (2024, 

p.76) described, the lack of disability training represents an "institutional barrier" rather than 

an individual deficit. Zhang-Hampton et al. (2011) argued that MHPs need to become 

“disability literate” to provide competent care, while Conner et al. (2023) highlighted the need 

for formal disability-competence training, including mind-body interventions tailored to 

DPPD. These findings suggest that the mental healthcare system reinforces inaccessibility, 

leaving both MHPs and service users without adequate resources to enable equitable care.  
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Sub-theme: Iatrogenic harm arising from systemic ableism. Across eight studies 

(Conner et al., 2023; De Clerck & Willems, 2023; Gerke, 2017; Olkin & Gomez, 2024; Powers, 

2024; Rintell et al., 2012; Wang et al., 2024; Zhang-Hampton et al., 2011), participants 

described how MHPs and services reinforced systemic ableism and actively contributed to 

iatrogenic harm – the harm caused through interactions with healthcare services. This included 

standard therapeutic approaches that frequently failed to accommodate DPPD’s specific 

physical and psychological needs, leading to inappropriate or harmful interventions (Conner et 

al., 2023; Olkin & Gomez, 2024; Gerke, 2017; Powers, 2024; Wang et al., 2024). For example, 

Conner et al. (2023) noted that commonly used interventions could worsen both physical pain 

and psychological distress.  

Another key theme across studies was the systemic dismissal of DPPD’s lived 

experiences and bodily knowledge, which resulted in feelings of invalidation and distress. 

Participants described MHPs questioning the legitimacy of their access needs or minimising 

the severity of their physical symptoms (Conner et al., 2023; Gerke, 2017; Olkin & Gomez, 

2024; Powers, 2024; Wang et al., 2024). These interactions appear to reinforce existing power 

imbalances in which non-disabled MHPs’ interpretations are privileged and DPPD’s expertise 

is marginalised. Wang et al. (2024, p. 4) conceptualised these interactions as a form of 

“gaslighting” through which DPPD’s realities are denied, thereby eroding their sense of self-

trust when seeking care.  
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Beyond invalidation, six studies highlighted prejudicial or patronising attitudes from 

MHPs (Conner et al., 2023; Gerke, 2017; Olkin & Gomez, 2024; Powers, 2024; Wang et al., 

2024; Zhang-Hampton et al., 2011). Conner et al. (2023, p.994) discussed that MHPs were 

“not immune” to these “negative judgements” about disability, nor enacting “harmful 

practices that reinforced ableism”. Some participants reported that clinicians displayed both 

explicit and implicit discomfort in working with DPPD (Conner et al., 2023; Gerke, 2017). For 

example, some professionals were described as engaging in irrelevant and intrusive questioning 

about disability that served no therapeutic purpose. Gerke (2017, p. 50) argued this was linked 

to professionals “satisfying a personal need” rather than a genuine interest in providing 

appropriate care. These interactions contributed to a sense that DPPD were perceived as either 

too complex to accommodate or ineligible for mental health support.   

The effect of these experiences was a loss of confidence in mental healthcare, with 

participants reporting that negative therapeutic interactions led them to feel physically and 

psychologically unsafe (Conner et al., 2023; Olkin & Gomez, 2024; Rintell et al., 2012; Wang 

et al., 2024). Moreover, ableist microaggressions within mental healthcare reinforced existing 

experiences of internalised and systemic ableism (Conner et al., 2023). For example, both 

Conner et al. (2023) and Gerke (2017) discussed how the cumulative impact of negative 

therapeutic interactions and broader sociocultural experiences of ableism led DPPD to 

anticipate future discrimination within mental healthcare settings. As a consequence of this, 

participants reported fear, a reluctance to disclose disability-related issues, and intentions to 

avoid services altogether (Conner et al., 2023; Gerke, 2017).  
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Theme 3: Navigating mental healthcare with physical disability. Of the 12 studies, 

11 described how Disabled participants faced distinct challenges in navigating mental 

healthcare due to the intersection of their physical and mental health needs (Braakman & 

Sterkenburg, 2023; Conner et al., 2023; De Clerck & Willems, 2023; Dispenza et al., 2017; 

Gerke, 2017; Olkin & Gomez, 2024; Powers, 2024; Rintell et al., 2012; Thurston, 2010; Wang 

et al., 2024; Zhang-Hampton et al., 2011). This included layered experiences of discrimination, 

which increased cognitive load and necessitated self-advocacy. The articles also highlighted 

the nuanced role of MHP’s lived experiences with disability, which could both facilitate and 

create specific barriers to care. This analytic theme is explored through three interrelated sub-

themes, which capture Disabled people’s experiences of negotiating mental healthcare: 1. 

Intersectional identities and multiple marginalisation, and 2. The role of professionals’ lived 

experience.  
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Sub-theme: Intersectional identities and multiple marginalisation. Nine articles 

supported the notion that DPPD with multiple marginalised identities faced heightened 

systemic ableism (e.g., disability, gender, race, sexuality), which shaped DPPD’s experiences 

of mental healthcare (Braakman & Sterkenburg, 2023; Conner et al., 2023; Dispenza et al., 

2017; Methley et al., 2017; Powers, 2024; Rintell et al., 2012; Thurston, 2010; Wang et al., 

2024; Zhang-Hampton et al., 2011). Disabled participants in Powers (2024, p. 71) highlighted 

the “unique needs” of service users whose disability identity was “intertwined” with other 

marginalised identities. Several studies identified additional barriers to accessing mental 

healthcare for DPPD who also experienced racialisation, low levels of education, financial 

difficulties, chronic pain, mobility impairments, complex medical histories, or un- or under 

employed (Conner et al., 2023; Wang et al., 2024; Zhang-Hampton et al., 2011). Participants 

described how complex “intersectional discrimination” created an additional emotional and 

cognitive burden of “interpreting” layered experiences of marginalisation within mental 

healthcare settings (Wang et al., 2024, p.6). Subsequently, this prevented them from bringing 

their full, “integrated” identity to their mental healthcare interactions (Wang et al., 2024, p.6). 

Thus, multiple marginalisation meant that Disabled participants were effectively excluded 

from accessing affirmative mental healthcare. 



60 

      

   

 

Six papers also explored the role of diverse Disability identities in shaping mental 

healthcare experiences (Braakman & Sterkenburg, 2023; Conner et al., 2023; Methley et al., 

2017; Powers, 2024; Rintell et al., 2012; Thurston, 2010). Key factors included disability type, 

onset (e.g. developmental, congenital, or acquired), and the individuals’ acceptance or denial 

of their disability (Powers, 2024). For instance, participants in Powers (2024, p. 45) described 

how the emergence of Disability identity within mental healthcare was influenced by “the 

nature and salience of the disability” in relation to both their mental health and wider lives. 

For example, participants with acquired disabilities emphasized the importance of MHS 

addressing transition and loss (Methley et al., 2017; Powers; Thurston, 2010). In Thurston 

(2010, p.7), participants described sight loss as triggering a “changed perception of self” and 

the formation of a disability identity. Thus, participants in Rintell et al. (2012, p. 607) 

highlighted the importance of MHPs accepting and validating where service users were in the 

“process of adapting” to Disability. Individualised, disability-competent mental healthcare 

was described by participants as facilitating a unique opportunity for Disabled service users to 

explore, understand, and form an affirmative disability identity (Conner et al., 2023; Powers, 

2024; Wang et al., 2024). However, participants described that MHPs’ assumptions and lack 

of competence in disability identity development created barriers to engagement (Powers, 

2024; Rintell et al., 2012).  
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Encouragingly, the features of culturally competent and affirmative mental healthcare 

were discussed in two papers (Dispenza et al., 2017; Powers, 2024). In Dispenza et al. (2017, 

p. 139), MHPs emphasised the importance of “competence in intersectionality” and care that 

“intentionally assess[ed] the confluence” of multiple marginalisation. Participants in this study 

highlighted that affirmative mental healthcare was facilitated by professionals who 

demonstrated an awareness of identity development, stigma, institutional power, internalised 

oppression, and minority stress (Dispenza et al., 2017). Furthermore, culturally competent 

MHPs were described as possessing an “affirmative consciousness” through which they 

intentionally reflected on unconscious biases to “critically resist” ableism and intersectional 

discrimination. (Dispenza et al., 2017, p.140). Disabled participants in Powers (2024, p. 72) 

described the positive effects of this approach as facilitating a “unique relief” that “created 

room for unique needs to be met, disability-related or otherwise”.  

Sub-theme: The role of professionals’ lived experience. The idea that the MHPs’ 

identity and lived experience with Disability influenced mental healthcare was supported in 

five studies (Conner et al., 2023; Gerke, 2017; Powers, 2024; Thurston, 2010; Wang et al., 

2024). Findings suggested that the MHPs’ identity, including their own marginalisation or 

privilege, could act as either a facilitator or barrier to affirmative care.  



62 

      

   

 

In Conner et al (2023, p.985), MHPs’ “self-disclosure of disabilities” was described by 

participants as facilitating connection, validation, and safety. Unfortunately, Powers (2024) 

described how a lack of diverse representation within MHS “added complexity” (p.46) and 

“created additional burdens” (p.70) for multiply marginalised DPPD. This aligns with a theme 

of “scepticism” identified by Thurston (2010, p.8), where participants expressed doubts about 

non-disabled MHPs’ ability to understand the lived experience of disability. Similarly, in Gerke 

(2017, p.54), participants described that assumed shared experiences with a Disabled MHP 

lessened the burden on service users to educate professionals about disability-related cultural 

issues. This allowed them to "proceed at the heart of the issue” and focus directly on their 

mental health concerns, rather than first having to establish the MHP’s disability competence. 

Furthermore, participants in Wang et al. (2024, p.6) highlighted that working with a Disabled 

MHP could facilitate a sense of understanding and “mitigate” their lived experiences of 

systemic “ableism and sanism” in MHS. 
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Despite the potential positive implications of working with Disabled MHPs, 

participants in three studies indicated that lived experience of disability did not necessarily 

translate into disability-affirming care (Conner et al., 2023; Powers, 2024; Wang et al., 2024). 

For example, participants in Wang et al. (2024, p.6) described that despite an assumption of 

shared experience, being a Disabled MHP did not “automatically preclude one from enacting 

systematic forms of ableism”. They related this to the heterogeneity of the Disabled population, 

arguing that some working MHPs may be relatively “privilege[d]” and “shelter[ed]” from the 

harms of systemic ableism (Wang et al., 2024, p.6). Subsequently, both Wang et al. (2024) and 

Conner et al. (2023) described the potential for Disabled MHPs to inadvertently perpetuate 

“internalised ableism” (Conner et al., 2023, p.992), thereby limiting their ability to fully 

comprehend “the various layers of privilege and oppression facing their disabled clients” 

(Wang et al., 2024, p.7). Thus, it is reasonable to suggest that where differences between 

Disabled MHPs and service users are overlooked, this may result in ineffective mental 

healthcare. For example, over-identification and projection of personal experiences may lead 

to inappropriate assumptions and recommendations. To address these challenges, Conner et al. 

(2023, p.973) suggest that all MHPs would benefit from adopting a “disability culture 

framework” (Gill, 1995) to facilitate critical self-reflection, cultural competency, and 

affirmative mental healthcare.  
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Theme 4: Reimagining mental healthcare as disability affirmative. This final theme 

reflects a vision present across all 12 studies of how mental healthcare could be transformed 

from exclusionary to inclusive and affirmative of DPPD (Braakman & Sterkenburg, 2023; 

Conner et al., 2023; De Clerck & Willems, 2023; Dispenza et al., 2017; Gerke, 2017; Methley 

et al., 2017; Olkin & Gomez, 2024; Powers, 2024; Rintell et al., 2012; Thurston, 2010; Wang 

et al., 2024; Zhang-Hampton et al., 2011). Rather than continuing practices which position 

DPPD as outliers, participants imagined systemic shifts for mental healthcare designed with 

disability in mind. This theme is explored through two interrelated subthemes: (1) Embedding 

disability competence into professional training, and (2) Shifting from individual 

accommodations to systemic inclusion. 

Sub-theme: Embedding disability competency into professional training. Across 

several studies, participants discussed how these shortfalls in MHP disability competence and 

comfort might be addressed through reforms to education and training (Braakman & 

Sterkenburg, 2023; Conner et al., 2023; De Clerck & Willems, 2023; Dispenza et al., 2017; 

Gerke, 2017; Methley et al., 2017; Olkin & Gomez, 2024; Powers, 2024; Rintell et al., 2012; 

Wang et al., 2024; Zhang-Hampton et al., 2011). As documented above, a lack of competence 

was identified as a significant barrier to affirmative mental health care.  
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The necessity of MHP disability training being embedded as a foundational component 

of clinical training, rather than an optional or tokenistic addition, was emphasised (Dispenza et 

al., 2017; Gerke, 2017; Olkin & Gomez, 2024; Wang et al., 2024).  Several studies argued for 

the inclusion of a critical understanding of the social model of disability, awareness of systemic 

ableism, and engagement with Disabled people as experts in their own lives (Conner et al., 

2023; Olkin & Gomez, 2024; Wang et al., 2024). Through this, improving disability 

competence can be seen as multifaceted, involving technical skill development and an 

attitudinal shift away from impairment-based models to affirmative frameworks that value 

disability. To further facilitate this, several studies emphasised that training centres should 

proactively recruit Disabled people to positions within mental healthcare, education/training, 

and research (Conner et al., 2023; Wang et al., 2024). Through this increased representation, 

institutionally-held stereotypes and biases about who is positioned as ‘expert’ may be 

challenged (Conner et al., 2023; Wang et al., 2024). This could move towards co-producing 

services that reflect and respect diverse lived experiences. 
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Several studies recognised the significance of Disability-Affirmative Therapy (D-AT; 

Olkin, 2007) in challenging impairment-based models and developing inclusive, responsive, 

and rights-based mental healthcare. As Wang et al. (2024) noted, affirmative practice requires 

a willingness to unlearn internalised biases and make space for ongoing conversations about 

disability in therapy. Similarly, MHPs interviewed in Dispenza et al. (2017, p.140) highlighted 

that embedding disability competency involved evolving an “affirmative consciousness” 

characterised by a willingness to critically examine personal and professional biases, engage 

in advocacy, and integrate # intersectionality. As Conner et al. (2023) suggest, this requires 

MHPs to understand “minority stress” (p.997) and align their practice with “disability cultural 

values” (p.992), such as interdependence, flexibility, and adaptation. Through this, MHPs may 

better account for the contextual and sociocultural factors influencing DPPD’s distress (Conner 

et al., 2023), and tailor care to individual needs (Braakman & Sterkenburg, 2023; Powers, 2024; 

Wang et al., 2024). In this model, both individual and structural influences on distress are 

approached collaboratively and flexibly.  
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Sub-theme: Shifting from individual adjustments to systemic inclusion. Five studies 

highlighted the widespread expectation that DPPD must request individual accommodations, 

rather than these being embedded as standard in mental healthcare (Conner et al., 2023; 

Dispenza et al., 2017; Gerke, 2017; Powers, 2024; Wang et al., 2024). This dynamic placed a 

burden on DPPD to self-advocate, identify and justify their accessibility needs to 

MHPs/services with limited disability competence. While adjustments were sometimes 

accommodated, this reactive model led to delays, inconsistency, and additional emotional 

labour for DPPD. Participants advocate for a shift towards frameworks in which accessibility 

is co-designed and embedded throughout services. This system-level change reflects a shift 

from the medical to the social model of disability, which conceptualises exclusion as a result 

of sociocultural, institutional, and attitudinal barriers. A key aspect of this involves the co-

production of the policies, procedures, and physical environments of MHS by DPPD and 

mental health systems. Through this, accessibility is framed not as a reactive legal requirement, 

but a proactive practice of accountability. This is reflected in the statements of Braakman and 

Sterkenburg (2023, p.8) that mental healthcare overall should be proactively “accessible to 

all”, whilst individual MHPs should work collaboratively with service users to “fine-tune” 

care to their specific needs. Powers (2024, p.76) evidenced how this approach proactively 

“accommodated” and “matched” DPPD’s, thereby reducing barriers and facilitating 

engagement and trust.  
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Importantly, structural inclusion counteracts one-size-fits-all models by enabling 

systems that are capable of responding to diverse needs. This includes physical modifications 

(e.g., ramp access, quiet rooms) and procedural flexibility (e.g., session length, cancellation 

policies, communication style). For example, Conner et al. (2023) described that MHPs who 

were “mindful” (p.994), “willing” (p.993), and open to finding individual “creative solutions” 

(p.994) contributed to a sense of partnership that may not be present in traditional service 

models. Furthermore, participants emphasised that structural accessibility must also involve 

attitudinal and cultural inclusion. As Wang et al. (2024) note, “accessibility considerations 

should not be limited” to environmental modifications alone (p.5), but instead should 

encompass broader systemic and attitudinal shifts. In line with this, Dispenza et al. (2017, 

p.141) advocate for an “affirmative intersectionality” approach that integrates awareness of 

multiple marginalisation into access considerations.  

Clinical Implications of Findings 

This is the first known systematic review to specifically focus on DPPD’s experiences 

of mental healthcare, offering a novel contribution to the literature. The review highlights the 

pervasive impact of implicit and explicit ableism on DPPD’s access to and experiences within 

MHS. The review suggests that DPPD experience cumulative discrimination and exclusion 

from mental health systems that are often inflexible and unprepared to accommodate their 

needs. This marginalisation reflected broad systemic barriers that adversely impacted DPPD’s 

mental and physical wellbeing. These barriers were amplified for DPPD with intersecting 

marginalised identities who faced layered exclusion and poorer access to affirming care.  
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Meta-synthesis also highlighted examples of affirmative and inclusive mental health 

care. While these were less commonly reported, they highlight the potential for MHS to better 

meet the needs of DPPD through collaborative, identity-affirming, and flexible care. MHPs 

who acknowledged clients’ lived experiences of ableism and adapted their practice to 

accommodate disability-related needs were seen as facilitating effective care. These findings 

indicate the need for training and systemic change within services to promote affirmative 

practice, reduce exclusion, and improve outcomes for DPPD. 

Synthesis with Existing Literature and Policy 

The findings of the present review align with and extend the existing evidence base outlined 

in Chapter One by centring the experiences of people with physical disabilities in navigating 

mental health care. The results also highlight persistent gaps between research, policy, and the 

lived experiences of DPPD.  

Across studies, disability was frequently interpreted through reductive, pathologising and 

deficit-based frameworks, rather than a social identity shaped by navigating structural barriers 

and discrimination. This was evident through dismissal, diagnostic overshadowing, and micro-

aggressions through which DPPD’s marginalisation was exacerbated. This echoes the findings 

of previous research on ableism in mental healthcare (e.g., Conner et al., 2023; Jóhannsdóttir 

et al., 2021; Wang et al., 2024) by reflecting the dominance of medicalised conceptualisations 

of disability in which distress is located within the individual, instead of as an understandable 

response to systemic exclusion, inaccessibility, and unmet needs. 
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In contrast, consistent with the social and human rights models of disability, the present 

thematic synthesis evidences that barriers to mental healthcare are primarily systemic, not a 

result of individual failings on the part of DPPD, professionals, or specific services. DPPD’s 

access to care was repeatedly constrained by dismissal of lived experience, physical and 

procedural inaccessibility, inflexibility, and reactive or inconsistent provision of reasonable 

adjustments. This supports findings that ableism exists within service designs, creating 

“harmful” and “oppressive” conditions (Conner et al., 2023) which constrain Disabled people’s 

ability to both seek and reach mental health services (Lowther-Payne et al., 2023). 

Subsequently, despite individual efforts, professionals are ill-equipped to respond to 

inequalities and ableism is reinforced, leaving DPPD fearful, reluctant or unwilling to seek care 

(e.g. Wang et al., 2024). These pervasive barriers exist despite the implementation of the (e.g. 

the UK’s Equality Act (2010) or the US’ Americans with Disabilities Act, 1990) and 

professional standards (e.g. APA, 2022; Royal College of Psychiatrists Standards for Inpatient 

Mental Health, 2017), which mandate the provision of anticipatory reasonable adjustments, 

accessible environments, and equitable mental healthcare. As such, the persistence of 

inaccessibility identified within the present systematic review suggests a substantial gap 

between intention and implementation, in which policy commitments are undermined by 

service designs that prioritise efficiency and time-limited interventions in the context of limited 

resource (Staniszewska et al., 2014). 
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The present review also highlights inadequate training in disability amongst mental health 

professionals (MHPs) as both a consequence and reproducer of systemic inequality and 

ableism. Consistent with the existing literature (e.g. Artman & Daniels, 2010; Olkin, 2007), a 

lack of disability competence, even if inadvertent, contributed not only to exclusion but also to 

iatrogenic harm due to exacerbated distress, delayed support, and disengagement with services. 

Subsequently, service structures that fail to account for disability, reinforced mistrust and 

patterns of recursivity in DPPD’s help-seeking. These findings align with critiques of equality 

policies within UK NHS services, as primarily focused on service availability rather than 

broader aspects of accessibility and inclusion (Sakellariou & Rotarou, 2017).  

In addition, the synthesis extends existing evidence illustrating how marginalisation related 

to physical disability interacts with other identities, creating distinct challenges to care which 

thereby compound exclusion. As discussed in Chapter One, the COVID-19 pandemic created 

distinct circumstances that amplified these inequities, for example, by highlighting both the 

potential and limitations of alternative approaches to service delivery (McBride-Henry et al., 

2023). For example, remote care increased access for some, but reinforced exclusion for those 

experiencing digital poverty. In regard to identity factors, the present review also highlights 

the facilitative power involving professionals with lived experience of disability in the 

provision and design of services, including fostering trust, accessibility, and relational safety. 

Although individual MHP factors alone could not guarantee affirmative care, systemic 

inclusion of Disabled professionals has the potential to challenge dominant medical-model 

assumptions of neutrality and emphasises the importance of lived experience within mental 

healthcare. 
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In contrast to the exclusionary practices identified in the existing literature and 

confirmed within the present review, the findings highlight that disability-affirmative 

frameworks are possible within mental healthcare. As discussed, whilst current policies 

tend to emphasise individual reasonable adjustments and service often approach these in a 

reactive manner which requires DPPD to request equitable care. Instead, the synthesis 

suggests that meaningful inclusion necessitates a systemic shift towards anticipatory 

service designs in which disability competence is embedded. Such a shift would seek to 

address the structural conditions that produce and reinforce exclusion and harm within 

DPPD’s mental healthcare. As such, the findings strongly align with the social and human 

rights models by evidencing the need for services to move away from the medical model, 

and instead centre lived experience and conceptualise Disabled people’s distress within the 

context of systemic ableism, marginalisation, and inequity rather than individual pathology 

(Olkin, 2007; 2017). This also aligns with key recommendations from the American 

Medical Association (2022) and Glasgow Disability Alliance (2022).  

Evaluation and Conclusions of the Systematic Literature Review 
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Several limitations of the present review were identified. Firstly, the cultural and 

temporal contexts of the included studies varied, with data drawn from four countries over 15 

years. Differences in national policies, health service structures, and cultural beliefs concerning 

disability and mental health may have influenced the content of the studies. For example, 

understandings of disability rights, availability of MHS, and social attitudes may differ across 

time and place. Thus, this may potentially limit the generalisability of the findings. There was 

also limited exploration within the included studies of how different types and severities of 

disability influenced mental healthcare experiences. This is relevant as DPPD with visible 

disabilities may face different forms of discrimination compared to those with invisible 

disabilities (Ysasi et al., 2018). The findings of the review will also likely have been influenced 

by the underrepresentation of specific populations in the included studies, primarily the 

perspectives of Disabled older adults and men. This will perhaps have limited the review’s 

insight into how age, gender identity and related sociocultural factors intersect with disability 

in mental health contexts. This limits the conclusions that can be drawn about these groups' 

specific needs or barriers to care. 
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Methodologically, the review was limited by the search strategy, which was confined 

to five databases due to time and resource constraints. This may have unintentionally omitted 

relevant literature. Additionally, only qualitative data was included. While this aligned with the 

aim of capturing lived experiences, it excluded potentially valuable insights from quantitative 

research that could have contextualised or extended the findings. For example, Brucker et al. 

(2023) used a quantitative design to explore LGBT Disabled people’s mental health and 

treatment needs, which found simultaneously high rates of mental health service use and unmet 

needs among this population. This highlights the complexity of service access and demand, 

strengthening the argument that DPPD experience systemic barriers to care that may not have 

been fully captured within the present review. Additionally, a small number of included studies 

gathered perspectives from clinicians, rather than solely Disabled service users (Braakman & 

Sterkenburg, 2023; De Clerck & Willems, 2023; Dispenza et al., 2017; Methley et al., 2017). 

Whilst valuable, these accounts may have been shaped by professional or personal biases, 

including conscious or unconscious ableism. 

 

Future Research 

Through this review, several gaps in the literature were identified, highlighting the need 

for further research to address the complexity of Disabled people’s mental healthcare 

experiences. Firstly, there is a need for research that samples underrepresented populations, 

particularly cisgender men and older adults. Research situated in a UK context is also 

underrepresented in the current evidence base. Indeed, of the 12 studies included in this review, 

only two were UK-based, with a limited focus on NHS MHS. Given specific NHS systems and 

policies, including ongoing reforms related to equality and accessibility, future UK-based 

studies are necessary to understand how systemic ableism manifests within MHS and what 

disability-affirmative care could look like in practice.  
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Finally, experiences of acute mental health services (AMHS; e.g., inpatient, crisis, and 

home treatment teams) remain underexplored. The review revealed that many DPPD felt the 

need to self-advocate in mental health settings, which was significantly more difficult during 

periods of acute distress. Thus, research is needed to explore how Disabled people navigate 

mental health crises, including their interactions with AMHS. Additionally, although some 

studies touched on the misunderstanding of DPPD’s physical health needs, none explored how 

these are managed within mental health settings, particularly inpatient services. This is 

particularly important, as these contexts may present specific barriers. 

 

Rationale for Present Research  

The present study aims to explore how Disabled people with physical disability (DPPD) 

and/or chronic health conditions experience acute mental health services/settings (AMHS). 

Additionally, the research aims to provide an insight into how AMHS meet, or fail to meet, the 

mental health needs of DPPD. A further objective is to explore how DPPD’s physical health 

needs are understood and managed within AMHS. Finally, the research aims to present clinical 

implications for AMHS, which might facilitate improvements in accessibility, inclusion, and 

affirmative practice.  

 

 Research Questions 

 The research aimed to explore how DPPD experience AMHS through three questions: 

• How do Disabled people with physical disabilities make sense of their experiences of 

navigating acute mental health services?  

• How do acute mental health services meet, or fail to meet, the mental health needs of 

Disabled people with physical disabilities?  
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• How are the physical health needs of Disabled people with physical disabilities 

understood and addressed within acute mental health services? 
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Chapter Three: Methods 

Chapter Overview  

This chapter outlines the methodological process of the present research, including a 

description of the ontological and epistemological positions which underpin the research, as 

well as a justification for the assumptions and research approach used. Additionally, this 

chapter aims to provide a transparent reflective account of the lead researcher’s professional 

and personal positioning in relation to the research topic. Following this, the procedure for 

participant recruitment and conducting interviews is summarised. Finally, the chapter will 

discuss the ethical issues pertinent to the research. 

Philosophical Paradigm 

Outlining the philosophical foundations and framework of the research methodology is 

important to understand how research decisions are influenced and to justify the 

methodological approach chosen for investigation (Hiller, 2016). The present research is 

grounded in a qualitative research paradigm that emphasises the importance of aligning 

epistemological, ontological, and methodological assumptions. A research paradigm 

encompasses the theoretical assumptions through which knowledge is produced (Howell, 

2013). Identifying these foundations facilitates transparency and coherence across the research 

design (Moon & Blackman, 2014), particularly in work involving marginalised groups where 

the researcher's positioning can have epistemic and ethical implications (Jacobson & Mustafa, 

2019; Willig, 2013). 

Aligned with these principles, the present research adopts a relativist ontology and 

interpretivist epistemology. This is informed by the lead researcher’s values and positionality 

and by the study’s overarching aim to explore the subjective experiences of Disabled people 

with physical disabilities (DPPD) in acute mental health services (AMHS). These foundations 

are further elaborated below. 
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Epistemological Positioning and Justification of Methodology  

Epistemology can broadly be understood as the theory of knowledge and how 

knowledge can come to be known (Hiller, 2016), specifically it is concerned with “the nature, 

sources, and limits of knowledge” (Pascale, 2010, p. 4). The present study adopts an 

interpretivist and contextualist epistemology, which posits that knowledge is constructed 

through individual, context-bound experiences, shaped by sociocultural and historical 

influences (Greene et al., 2010; Hiller, 2016). Accordingly, an interpretivist stance views 

meaning as co-constructed through the interaction between researcher and participant 

(Schwandt, 2003). An interpretivist approach emphasises that for a phenomenon or experience 

to be understood, research must focus on the meanings participants construct for or derive from 

these situations (Pascale, 2010; Schwandt, 2003). This positioning aligns with the study’s 

relativist ontology, in which reality is viewed as subjective and context-dependent (Braun & 

Clarke, 2013; Ritchie & Lewis, 2003). The focus was therefore not on establishing 

generalisable truths, but understanding the unique and diverse meanings that participants 

attributed to their experiences of AMHS (Ritchie & Lewis, 2003; Thomas, 2017). 
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This stance is particularly important in disability research, as the philosophical lens of 

the research is argued to have the power “either to subjugate or to emancipate individual 

experience” (Smith-Chandler & Swart, 2014, p.1). This has particular consequences for 

psychological research, as it is documented Disabled people have frequently been positioned 

as passive subjects in research that privileges clinical or professional expertise over lived 

experience (Kitchin, 2000). Furthermore, it is likely that this will have limited the impact of 

research in providing valid insights and improving the lives of Disabled people (Oliver & 

Barnes, 2006). Without critical engagement with epistemology, research risks perpetuating 

ableist knowledge structures and contributing to stigma and misrepresentation (Brown & 

Ciciurkaite, 2022; Reynolds, 2017). Thus, the research was informed by the social model of 

disability, critical disability theory, and interpretivism. These approaches challenge epistemic 

injustice and ableist research paradigms by valuing Disabled participants as knowledge-holders 

and central contributors to the research process (Inckle et al., 2023; McBride-Henry et al., 

2023).  
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In line with this, the research process aimed to include collaboration and reflexivity. 

The research aimed to consult Disabled people and disability advocates to provide input to the 

research process. This consultation aimed to mitigate the risk of privileging researcher or 

institutional perspectives and strengthen the credibility and relevance of the findings 

(Woodward & Tzur, 2017). This aligns with the principles of the disability rights movement 

of "nothing about us without us" or "no participation without representation" (Kichen, 2000; 

Oliver, 1992), in which Disabled people resist engaging with research that is not representative 

of their interests or lived experiences (Inckle et al., 2023). Additionally, this is consistent with 

recommended practice in line with BPS standards on ethical disability-inclusive research 

(Oates et al., 2021). The lead researcher engaged in ongoing reflexivity, recognising that their 

own identity – as a non-disabled, white, cisgender woman – inevitably shaped the research 

process. The researcher’s position and self-reflexivity will be discussed later in this chapter. 

Adopting a critical, interpretivist stance required transparency about this positioning and an 

explicit rejection of ableist power structures that can be embedded within traditional research 

paradigms (Hiller, 2016; Sullivan, 2019). 

Consideration of Alternative Methodologies 

Alternative methodological paradigms, such as realist and positivist approaches, were 

considered but ultimately rejected as incompatible with the aims and values of the present 

research. A realist ontology assumes the existence of a single objective reality, while a 

positivist epistemology seeks to uncover that reality through detached, value-free observation 

and generalisable measurement (Cohen et al., 2007; Sullivan, 2019). While such paradigms 

may be appropriate in certain psychological research contexts, they risk marginalising the 

complex, lived realities of Disabled people by reducing them to variables or diagnostic 

categories (Reynolds, 2017). 
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Given that the purpose of the present study was to explore how DPPD make sense of 

their experiences within AMHS, rather than to test hypotheses or quantify effects, a quantitative 

positivist approach may have constrained the knowledge that could be generated. It could also 

have contributed to the epistemic marginalisation of participants by privileging researcher 

interpretations and "objective" truths over subjective meaning (Oliver & Barnes, 2006). 

Instead, a relativist and interpretivist paradigm enabled exploration of multiple 

perspectives and a disability-affirmative research design. This decision reflects growing 

recognition within critical disability studies that traditional research methodologies often fail 

to account for the interpersonal, cultural, and structural dynamics that shape Disabled people's 

lives (Smith-Chandler & Swart, 2014). Furthermore, experiences of marginalisation can be 

perpetuated through the application of ableist research designs, which do not involve Disabled 

people or critically evaluate the epistemological positioning and power dynamics within the 

study (Brown & Ciciurkaite, 2022; McBride-Henry et al., 2023). Without a critical evaluation 

of disability and the researcher’s positioning, there is a risk that research will actively, yet 

unwittingly, contribute to ableism and the misrepresentation of Disabled people (Reynolds, 

2017). 

In consideration of the above, a relativist ontological paradigm was appropriate to the 

present research design due to the exploratory nature of the research, which aimed to 

understand the subjective lived experiences of DPPD in how they perceive AMH care. Due to 

the research aims, in conjunction with the novel and small-scale nature of the study, it was 

deemed important to acknowledge and explore the multiple truths of DPPD as equally valid. 

Accordingly, this research aimed to generate insights into participants’ experiences in a way 

that challenged dominant narratives about disability. Through this, the research aimed to 

produce knowledge in a manner that was more inclusive, epistemically just, and contextually 

grounded. 
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Methodology 

Consultation 

Given the historical exclusion and misrepresentation of Disabled people within research 

(Oliver, 1992), consultation with individuals with lived experience of disability was an ethical 

and epistemological priority in this study. As a non-Disabled researcher, and with supervisory 

input from non-Disabled academics, the inclusion of experts by experience was essential to 

mitigate the risk of reproducing ableist assumptions or knowledge hierarchies (Fricker, 2007; 

Reynolds, 2017). This was influenced by the ethos of Participatory Action Research (PAR; 

Baum et al., 2006; Berghs et al., 2016; INVOLVE, 2012), which promotes collaboration and 

power-sharing in the research process. PAR seeks to democratise knowledge production and 

centre participant voices in the development and direction of research. Unfortunately, a fully 

participatory or co-produced approach was not feasible within the constraints of a time-limited 

clinical psychology doctoral programme. This may present an avenue for future research. The 

researcher was critically aware of the limitations of their position as a non-Disabled trainee 

clinical psychologist, therefore the study sought to engage consultants with lived experience of 

disability, including both Disabled people and disability advocates, to inform the project. 

Drawing on PAR principles for inclusive research, the researcher aimed to incorporate 

consultation throughout the research process, including the development of the research focus, 

materials, and approach to data analysis.  
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To incorporate lived expertise into the study, the researcher recruited two disability 

advocates to provide consultation on the research design and methodology (Mazanderani et al., 

2020). These early consultations were also valuable in generating awareness of the project 

among potential future participants. Consultants were identified through outreach on social 

media platforms (e.g., Facebook, Instagram, X), via third sector organisations, and the 

University of Essex’s Service User Reference Group. Additionally, in March 2024, a 

consultation session took place with Healthwatch Essex’s Research Ambassador Group. This 

group included researchers, members of the public with an interest in health research, and lived 

experience experts. This session provided an opportunity for the researcher to share early ideas 

and findings from the literature, as well as to discuss the rationale, questions, and proposed 

design of the current study. Both experts by experience and research ambassador group 

members offered critical reflections informed by their personal, professional, and academic 

experiences. Their feedback contributed to refining the research approach and confirmed the 

relevance of the study focus. In total, three one-hour consultation meetings were held, while 

the intention was to hold additional sessions, practical constraints and logistical challenges 

restricted further meetings.  
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The researcher recognised the possible ethical concerns of asking Disabled people to 

contribute without appropriate recognition of or reimbursement for their time and expertise. 

This issue has been identified in the literature as a recurrent form of exploitation, particularly 

as Disabled individuals and advocacy organisations are frequently called upon to contribute to 

public sector initiatives without compensation (Beresford, 2013; INVOLVE, 2012). To address 

this, all consultants and participants were offered financial reimbursement, supported by a 

research fund from the University of Essex. Funding had been secured to support up to 15 hours 

of consultation, and although only a portion of this was used for formal sessions, some informal 

input was also gathered through brief exchanges via email and social media messaging 

platforms. 

Design 

Research methodology may be understood as a framework or rationale that guides 

research design, data collection, and analysis (Giacomini, 2010; Hiller, 2016). Following the 

ontological and epistemological foundations of the present research, the methodological 

approach selected as the most appropriate to investigate DPPD’s experiences of AMHS was 

qualitative and phenomenologically informed. A phenomenological approach to research seeks 

to understand the lived experiences and meanings that emerge as individuals encounter 

phenomena in the world (Hiller, 2016). As the present research sought to capture and 

understand the rich accounts of DPPD regarding their experiences and perceptions of AMHS, 

an interpretive, qualitative, and phenomenological approach was deemed most appropriate. 
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In consideration of this, and as the experiences of DPPD within AMHS had not 

previously been explored within the research literature, the approach selected for the present 

research was Reflexive Thematic Analysis (RTA; Clarke & Braun, 2013; Braun & Clarke, 

2021). Reflexive thematic analysis is an approach to developing and interpreting patterns 

across qualitative data (Braun & Clarke, 2019). This approach is systematic and rigorous, but 

also accessible and theoretically flexible. Subsequently, RTA is a highly suitable approach to 

qualitative research exploring under-researched phenomena and the lived experiences of 

participants (Clarke & Braun, 2013; Braun & Clarke, 2021; Willig, 2013). Furthermore, RTA 

was chosen over other approaches, such as Interpretive Phenomenological Analysis (IPA; 

Smith et al., 2009), as it explores how individual experiences are related to wider sociocultural 

contexts (Braun & Clarke, 2021) and can be applied to a range of sample sizes (Clarke & Braun, 

2013). As the present research was exploratory and aimed to involve as many participants as 

possible, RTA offered greater flexibility than other approaches, including IPA, which utilises 

small sample sizes (Noon, 2018). 

Additionally, RTA requires the researcher to be reflexive by drawing on and critically 

interrogating their experiences, pre-existing knowledge, and social position (e.g. ethnicity, 

race, gender, class, ability, etc.; Braun & Clarke, 2019). Through this process, the researcher 

considers how their background influences how they interpret and make sense of the research.  

 

Participant Inclusion Criteria 

The research sought to recruit both DPPD with direct experience of AMHS and 

disability advocates with indirect experience. 
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DPPD with direct experience of AMHS were eligible if they met the following 

inclusion criteria. To participate, they needed to have been in contact with UK adult AMHS 

(e.g. crisis, home treatment teams, specialist hospital liaison, inpatient, 136 suites, etc.) at least 

once within the last 10 years. The research also required that participants self-identified as 

having a physical disability or chronic health condition at the time of their engagement with 

these services. Additionally, the inclusion criteria specified that participants were not in an 

acute phase of mental distress at the time of their participation, and thus, could provide 

informed consent to participate in the research. Other types of disability (e.g. intellectual, 

neurodivergence, psychological, etc.) in addition to physical disability, were not considered 

exclusion criteria. This was determined to be appropriate due to the high prevalence of 

overlapping diagnoses (e.g. Cooper et al., 2015; Khachadourian et al., 2023). Participants were 

not required to disclose their specific disability or physical health condition.  

In relation to disability advocates, the population for the study included individuals who 

were 18 years old or above; lived in the UK; and had experience advocating for the rights/needs 

of Disabled people. This included participants who were a) Disabled, b) family members of 

Disabled people, and/or c) people who worked with Disabled people in a professional or 

voluntary capacity. Disability advocate participants were not required to have direct lived 

experience of care within AMHS, however knowledge of these services in some capacity was 

considered necessary. 

Measures 
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Development of Interview Topic Guide. Two semi-structured interview topic guides 

were developed: one for DPPD with direct experience of AMHS, and another for disability 

advocates. Each guide was structured around five broad thematic areas intended to elicit rich, 

detailed accounts and allow flexibility in how topics were explored. Differences between the 

two guides reflect the distinct positions of those with direct experience of AMHS and those 

offering an advocacy perspective. The guides maintained a shared thematic structure to support 

comparability. The final versions of both interview schedules are included in Appendices C 

and D. 

The topic guides were informed by the research aim and shaped by a review of relevant 

literature on both Disabled and non-disabled people’s experiences of mental health care, with 

particular attention to acute services. Feedback gathered during the consultation phase of the 

research helped shape the content and framing of questions to enhance their relevance, 

sensitivity and accessibility. The researcher made efforts to use clear and accessible language 

and designed the questions to be open-ended and flexible, allowing participants to shape the 

direction of the conversation. Subsequently, the order in which topics were covered was not 

rigidly adhered to and was responsive to each participant. Where responses were brief or 

unclear, the interviewer used follow-up or clarifying questions to explore participants' 

perspectives in more depth. 

Each guide included open-ended questions and suggested prompts to support further 

exploration, which aimed to enable participants to share their experiences in their own words. 

The five overarching topic areas included: 

1. Referral and/or admission experiences – including how DPPD accessed services and 

any barriers encountered; 

2. Experiences of care – such as interpersonal, physical, or psychological aspects of care; 
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3. Integration of physical and mental healthcare – exploring how well participants felt 

their/DPPD’s holistic needs were acknowledged, understood, and met; 

4. Discharge and follow-up care – including continuity of care and how transitions were 

managed; 

5. Perspectives on ideal care and service design – allowing space for participants to share 

their views on how services could be improved or reimagined. 

Procedure 

Sampling and Recruitment Strategy 

A target of 12–15 participants was set, in line with University of Essex guidance for 

doctoral-level qualitative research. Determining an adequate sample size in qualitative research 

is complex and debated (Malterud et al., 2016). The concept of "information power" can be 

used to guide decisions around sample size, which suggests that the amount of data needed is 

influenced by factors such as the specificity of the sample, the focus of the research aim, the 

use of theory, the quality of dialogue, and the type of analysis conducted. The present research 

focused specifically on the experiences of DPPD in AMHS, which is an area with limited 

existing research. Participants’ relevant experiences of this phenomenon and the clearly 

defined research aim suggest a smaller sample could still find meaningful data (Malterud et al., 

2016). Examining the existing qualitative research on similar topics was also used as a means 

of determining appropriate sample size. For example, a review of the studies included in the 

literature review (Chapter Two) that used thematic analysis showed that sample sizes ranged 

from seven (Powers, 2024) to 20 (Wang et al., 2024). 
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The study was advertised from May 2024 via social media platforms such as Instagram, 

Facebook, and Twitter, using both the researcher's personal accounts and targeted 

forums/groups aimed at Disabled people. The initial recruitment strategy focused on 

identifying DPPD with direct experiences of inpatient mental healthcare. The study advert (see 

Appendix D) included the researcher’s contact details, inviting potential participants to get in 

touch via email to discuss participation further. Recruitment materials were disseminated via 

social media (e.g., Instagram, Facebook, X). A dedicated social media presence was created to 

increase visibility and allow for accessible communication with potential participants. 

Purposive sampling (Patton, 2002), in which participants are intentionally selected 

based on specific characteristics relevant to the research aims, was used to ensure that all 

participants met the inclusion criteria and had relevant lived or professional experience of the 

phenomenon under investigation (Rappaport, 1987). Snowball sampling (Parker et al., 2010) 

was also used, based on the expectation that some participants may be connected with others 

who also met the criteria. 

Despite this approach, recruitment progressed more slowly than hoped. Feedback 

through supervision and professional networks suggested several potential reasons for this. For 

example, some individuals may have been denied access to inpatient MHS due to the 

accessibility barriers that this study sought to explore. Others may have experienced significant 

iatrogenic harm within services, and indeed potentially from participating in psychological 

research, and may therefore have understandably felt reluctant to revisit or discuss these 

experiences in detail.  
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In response to these recruitment challenges, an amendment to the ethics application was 

submitted in June and approved in August 2024 to broaden the inclusion criteria. This allowed 

the recruitment of individuals who had accessed other forms of AMH care (e.g., crisis teams, 

home treatment teams, Section 136 suites or places of safety, etc.), as well as disability 

advocates who had indirect or vicarious knowledge of the barriers facing DPPD in these 

settings. Following this amendment, in addition to the aforementioned online platforms, the 

study was also advertised through third-sector and voluntary organisations supporting Disabled 

adults (e.g. Healthwatch, Mind), and an online Disability magazine (Crip Life). Recruitment 

continued via these channels, as well as through social media and word-of-mouth, until the 

study closed to new participants. See Appendix E and F for the amended study adverts. 

Interested individuals were invited to contact the lead researcher to express interest or 

ask further questions. They were then provided with a participant information pack (Appendix 

G) and a written or oral consent form (Appendices H & I). All participants returned the written 

consent form via email prior to meeting for the interview. A minimum ‘cooling-off’ period of 

72 hours was observed between receiving consent and conducting interviews, allowing 

participants time to reflect and withdraw should they wish. 

Following consent and the cooling-off period, participants were sent a short 

demographic questionnaire (Appendix J) and invited to indicate their availability for an 

interview. The demographic questions were used to contextualise the qualitative data and 

included participant age, gender, ethnicity, area of functioning impacted by 

impairment/disability/health condition, employment status, and year and duration of contact 

with AMHS (if applicable).  



91 

      

   

 

At the point of arranging interviews, participants were invited to share any access needs 

or adjustments that could help ensure the interview was inclusive and accessible. Informed 

consent was obtained from all participants in advance of the interview, with several individuals 

choosing to ask questions or seek clarification before returning the signed consent form. 

Recruitment was formally closed at the end of January 2025, after 12 interviews had been 

completed. This decision was made to ensure sufficient time for data analysis and completion 

of the thesis write-up within the project timeline. Of the 12 participants interviewed, 

recruitment sources included word of mouth (n = 2), a university-based disability forum (n = 

2), third sector or voluntary organisations (n = 3), and social media platforms such as Instagram 

and Twitter (n = 5). A small number of other individuals expressed initial interest in 

participating, but either did not respond to follow-up communication or were unable to take 

part due to scheduling difficulties or other personal commitments. 

Data Collection 
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Data was collected through semi-structured interviews. Individual interviews were 

offered, instead of group interviews, to facilitate participants’ ability to discuss their 

experiences freely and openly (Morgan, 1997). Interviews were semi-structured, a qualitative 

approach to data collection which utilises prepared open-ended questions, but with flexibility 

to explore unplanned topics based upon the interviewees' responses (Karatsareas, 2022). This 

method supports a deeper understanding of participants’ experiences of the phenomena of 

study, rather than a generalised perspective (Adeoye-Olatunde & Olenik, 2020). Participants 

who were geographically close enough for the researcher to practically offer a face-to-face 

interview were given this option, along with video or telephone calls. The rationale for 

proposing different means of conducting interviews was to ensure the research was accessible 

to those with differing access needs. Ultimately, one interview was conducted face-to-face, and 

the remaining 10 were conducted by video call via Microsoft Teams. With participants’ 

consent, interviews were digitally recorded and automatically transcribed using the recording 

function on Microsoft Teams. Recorded data and interview transcriptions were stored securely 

on an encrypted Box account provided by the University of Essex. Following transcription, 

video/audio files were deleted. All identifiable information was excluded from transcription. 

Flexible interview duration (e.g. shorter or split interviews) was offered to support 

access. Interviews were scheduled at times that best suited each individual, with an intended 

duration of approximately one hour. This timeframe was chosen to balance the need for in-

depth and meaningful exploration of experiences with the need to avoid unnecessary burden 

on participants or the researcher. The actual duration of the interviews ranged from 50 to 90 

minutes. 
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As outlined in the recruitment section, participants were provided with the study 

information sheet and consent form prior to the interview. Immediately prior to the interview, 

key aspects of the information sheet were repeated verbally. Particular attention was given to 

the potential emotional impact of discussing distressing experiences, the limited likelihood of 

direct personal benefit, available sources of support, the voluntary nature of participation, and 

the confidentiality of responses (including its boundaries). Participants were invited to ask any 

final questions before the interview began, and verbal confirmation was sought before 

commencing the video/audio recording. 

As described above, the interviews followed a semi-structured format, allowing for both 

consistency in key questions and flexibility to follow participants’ individual narratives. 

Questions from the topic guide were used as a framework but were not asked in a fixed order, 

with follow-up questions responsive to participants’ answers. At the end of each interview, 

participants were encouraged to share anything further they felt was important. They were also 

asked to confirm they were comfortable with the recording being stopped. 

On conclusion of the interview, participants were debriefed and given an opportunity 

to reflect or raise any concerns. Although no participants appeared visibly distressed during the 

interviews, sources of support were reiterated as a precaution. Participants were reminded of 

their right to withdraw their data, within the agreed timeframe and were informed of how to 

contact the researcher should they wish to do so. Each participant was thanked for their time 

and contribution. Immediately after the interview, the researcher saved the video/audio 

recording in a secure, password-protected online cloud storage (Box), where it was stored until 

transcription could be completed. 

 

Data Analysis 
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Interview data were analysed using Braun and Clarke’s (2006; 2019; 2022) procedures 

for conducting Reflexive Thematic Analysis (RTA). This approach sets out clear guidelines 

that involve six steps for qualitative data analysis (Table 7). The process of performing these 

steps may not be linear, and the researcher may repeat previous steps as necessary throughout 

the analysis (Campbell et al., 2021). This repetition of stages aims to ensure that the data and 

emerging themes are rigorously analysed and adequately reflect the meaning of the original 

data (Braun & Clarke, 2019). An extended period of time was used to complete these phases, 

to facilitate thorough and in-depth analysis of the data (Connelly & Peltzer, 2016). Throughout 

this process, the lead researcher also practised reflexivity in reflecting on and considering their 

own experiences, perspectives, and relationship to the topic, as outlined in the statement of 

researcher positionality later in the chapter. 

 

Table 7 

Six Phases of Reflexive Thematic Analysis (Braun & Clarke, 2006, 2022) 
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Analysis Steps Analysis Steps 

Phase 1: 

Familiarisation with 

the data 

Initial reflections were noted by hand following the interviews, 

including some initial ideas of emerging codes and themes. The 

interview recordings were listened to, and the automatically 

generated transcripts were checked and read several times as part 

of the familiarisation process. Familiarisation was enhanced by 

annotating each transcript with reflections on initial codes or 

themes. This process was then repeated for the data set as a whole. 

Phase 2: Generating 

initial codes 

In this phase, the process of coding was conducted, characterised 

by labelling data extracts with descriptive meaning, to generate 

initial codes. The researcher examined each interview transcript in 

a systematic manner, coding any extracts of data that appeared 

pertinent to the research aims. Through this process, both semantic 

(explicit meaning) and latent (implicit meaning) codes were 

captured. The codes were added as Microsoft Word comments on 

the transcripts. An example of a coded transcript is provided in 

Appendix M). To support thorough data analysis each transcript 

was reviewed at least twice.  
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Phase 3: Generating 

initial themes 

The entire data set of codes was then reviewed and organised into 

more distinct and specific categories. This was achieved through 

printing and cutting out each code label to physically organise them 

into initial themes. This process enabled the researcher to explore 

potential grouping and see all emerging themes simultaneously. 

Once the initial candidate themes were generated, the researcher 

further refined them by reviewing the coded data extracts again. 

 

Phase 4: Developing 

and reviewing 

themes 

At this stage, the initial candidate themes were grouped by 

perceived connection or shared meanings. This was supported by 

the researcher returning to and re-reading the coded data extracts 

and the data set as a whole, to assess the strength of the connection 

between grouped themes. Through this process, some candidate 

themes were merged, and some were split into sub-themes, 

depending on the distinctiveness of meaning. 

 

As a result, five superordinate themes and 6 subthemes were 

developed. 
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Phase 5: Refining, 

defining and naming 

themes 

In conjunction with the previous phase, the clarity and 

distinctiveness of the organising concepts underlying the themes 

were considered. Following this, the key organising concepts were 

used in determining names for themes.  

 

All participants were offered the opportunity and consented to 

engage in member checking, specifically respondent validation 

(Torrence, 2012). This was achieved through sharing an accessible 

summary of the main research findings (Appendix O) with 

participants via email and offering an opportunity to provide 

feedback on how accurately this reflected their experiences. 

Participants were given the option to provide feedback via email, 

video or telephone call. Of the 12 participants, three provided 

feedback on the themes, with two agreeing that the findings aligned 

with their experiences. One participant provided feedback that the 

summary did not fully communicate the urgency for systemic 

change conveyed within the experiences they had shared and 

offered recommendations for amendments before the results were 

circulated more widely (e.g. inclusion of exemplar quotes and 

clinical implications).  
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Phase 6: Writing the 

report 

The process of writing the present report enabled further 

interpretation of participant narratives in line with the research 

aims. Exemplar quotes were selected to illustrate the researcher’s 

analytic narrative and the complex experiences conveyed by 

participants. These findings are presented in Chapter 4 and then 

discussed in the context of existing research in Chapter 5. Within 

this final chapter, the clinical and research implications of the 

findings are also discussed. 
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Ethical Considerations 

A formal application for ethical approval was submitted to the University of Essex 

Ethics Committee on the 13th November 2023, and approval was granted on the 15th April 

2024 (Appendix K). No participants were approached until ethical approval had been obtained. 

An amendment was submitted on the 29th June 2024 and approved on the 5th August 2024 

(Appendix L). This amendment expanded the study's focus from inpatient MHS to encompass 

AMHS more broadly, including crisis and home treatment teams. It also enabled the inclusion 

of disability advocates, in addition to DPPD, with direct experience of AMHS.  

Ethical decisions in this study were guided by institutional, relational and accessibility 

considerations, as it has been argued that conventional ethics procedures often overlook the 

specific needs and rights of Disabled participants (Inckle et al. 2023). Thus, adaptations were 

made collaboratively to ensure participants could participate in a way that aligned with their 

needs. 

Informed Consent 
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Informed consent ensures that participants are provided with sufficient information 

(e.g. purpose, data storage, right to withdraw, etc.) to enable them to make a free and informed 

decision to volunteer, decline, or withdraw from the research (Oates et al., 2021). The process 

for achieving this was outlined above within the procedure section. All participants received 

an information sheet (Appendix G) outlining the research aims, procedures, potential risks and 

benefits, voluntary nature of participation, and how their data would be stored and handled. 

Written consent was obtained from all participants via a consent form (Appendix H), though 

participants could also provide oral consent via an audio-recorded phone call using a prepared 

script (Appendix I), which was also made available to accommodate accessibility needs. 

Additionally, verbal consent was sought at the beginning of each interview to confirm 

participants’ agreement to the audio recording.  

Confidentiality and Anonymity  

In accordance with BPS guidance (Oates et al., 2021), efforts were made to protect 

participant confidentiality and anonymise all personal data. Demographic characteristics are 

reported collectively across the sample to ensure they are not identifiable. Participants were 

assigned pseudonyms and research ID codes, and any identifiable information within 

transcripts was redacted. Identifiable data were stored separately from interview recordings and 

transcripts. All data were held securely as encrypted electronic files on password-protected 

systems (Box). 

Right to Withdraw 

Participants were informed that taking part was entirely voluntary and that they retained 

the right to withdraw at any point prior to data being anonymised and integrated into the wider 

dataset. It was emphasised that participants did not need to provide a reason for withdrawal. 

Risk of Harm  
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It was recognised that reflecting on experiences of AMHS could elicit emotional 

distress for participants, particularly when discussing ableism and multiple marginalisation. 

Prior to each interview, the participant and researcher collaboratively agreed on a plan for how 

distress would be managed if it arose during the discussion. Participants were also given the 

option to be accompanied by a chosen support person during the interview (e.g., friend, family 

member, care assistant, etc.). If a support person was present, the participant and researcher 

discussed and agreed upon the nature of their involvement beforehand to ensure that the 

participant remained the central focus of the interview. Of the 12 participants, only one had a 

supporter present during the interview. Participants were also reminded at the outset of their 

right to skip questions or end the interview at any time without explanation.  

To support accessibility, particularly in consideration of the potential limitations of 

communicating over video call, the researcher made use of regular pauses and offered 

participants the option to receive questions via the Microsoft Teams chat function. This gave 

participants additional time and flexibility to process and respond to questions. A debrief was 

offered at the end of each interview to allow space for reflection or discussion of any concerns. 

The researcher also acknowledged the potential for participants to feel judged or 

misunderstood when discussing negative experiences of AMHS, particularly given the 

researcher’s position as a non-Disabled trainee psychologist. Basic clinical skills were used to 

foster an empathetic and non-judgemental tone, while maintaining appropriate researcher 

boundaries. Consideration was also given to the potential emotional impacts on the researcher 

arising from hearing distressing accounts, as well as when reflecting on how they themselves 

implicitly reinforced ableist clinical and/or research practices. The risk of moral injury or 

vicarious distress was mitigated through regular supervision and the use of a reflective diary. 

Critical Appraisal and Researcher Positionality 
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The following section presents a quality appraisal of the current study alongside a 

reflexive account of the researcher’s positionality and influence within the research process. 

Critical Appraisal of the Present Study 

Traditional criteria of validity, reliability, and replicability are not appropriate for 

qualitative research, which is underpinned by distinct epistemological assumptions (Smith, 

2024). Instead, this study was evaluated using the qualitative Critical Appraisal Skills 

Programme (CASP, 2018) criteria, the same framework used in the earlier systematic review. 

A summary of this appraisal is presented in Table 8, with a more detailed critique of the 

methodology and research design provided in Chapter Five. 
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Table 8 

Critical Appraisal of the Present Research using the CASP (2018) Tool 

Qualitative Appraisal Criteria Criteria Met? 

Key: ✓= Yes ✗= 

No ?= Cannot tell 

Evidence for meeting the CASP criteria 

1. Is there a clear statement of the aims of 

the research? 

✓ The aims and research questions of this study, to explore how Disabled 

people with physical disabilities (DPPD) experience acute mental health 

services (AMHS), were clearly stated in Chapter Two. 

2. Is a qualitative methodology 

appropriate? 

✓ A qualitative methodology was appropriate for exploring DPPD’s and 

disability advocates’ experiences through the use of explorative and open-

ended interviews. This approach enabled flexibility during data collection 

and analysis, supporting the development of nuanced, in-depth accounts 

of a complex and under-researched topic. 

3. Was the research design appropriate to 

address the aims of the research? 

✓ 

 

A qualitative design was well-suited to addressing the research aims, given 

the limited existing literature exploring the specific experiences of DPPD 
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in AMHS. Reflexive thematic analysis (RTA) was chosen due to its 

flexible and transparent approach, which aligned with the key frameworks 

guiding the study (the social model of disability and critical disability 

theory). Although limited, consultation with experts by experience also 

supported the decision to adopt a qualitative design. 

4. Was the recruitment strategy 

appropriate to the aims of the research? 

? Purposive and snowball sampling were used to recruit participants with 

relevant direct or advocacy experience. Recruitment through third-sector 

organisations and social media helped build trust in the research/researcher 

and improve engagement. While NHS recruitment was not pursued due to 

the time constraints of the DClinPsy programme, this decision may have 

limited the range of participants and thus perspectives included in the data. 

5. Was the data collected in a way that 

addressed the research issue? 

✓ Data was collected through semi-structured interviews, conducted via 

video call or face-to-face, depending on participant preference. This 

flexible approach supported accessibility and enabled the participation of 

participants from across the UK. Interviews followed topic guides 

developed using the existing literature, with some limited consultation 
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input. This aimed to enhance the relevance and clarity of the interview 

questions for participants. Further details about the data collection process 

are outlined earlier in this chapter. 

6. Has the relationship between the 

researcher and participants been 

adequately considered? 

✓ The researcher reflected on their position as a non-Disabled trainee clinical 

psychologist, with consciousness of potential power and lived experiences 

differences. Reflexivity was embedded throughout the research process 

through the use of a reflective diary, regular supervision, and consultation. 

The researcher’s positionality is explored further in the “Reflexivity and 

Positionality” section of this thesis (see Chapters 2 and 5 for further 

reflexive considerations). 

7. Have ethical issues been taken into 

consideration? 

✓ Ethical issues were considered throughout the project, as outlined in the 

“Ethical Considerations” section of this chapter. A full risk assessment 

was completed and approved by the University Ethics Committee (see 

Appendices K & L). Key areas of consideration included informed 

consent, participant wellbeing, and accessibility. 
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8. Was the data analysis sufficiently 

rigorous? 

✓ The analysis process was iterative and rigorous, as outlined in the results 

chapter. RTA was conducted following Braun and Clarke’s (2006) six-

phase process. Coding was inductive and theory-informed. Illustrative 

exemplar quotes were used to support transparency. Reflexive journaling 

and supervision supported critical engagement with the data. Reflective 

member checking was somewhat attempted through sharing a summary of 

the study’s main findings with participants via email and offering the 

opportunity to provide feedback via a variety of means (e.g. email, video 

or phone call, etc.). Although only a limited number of participants 

responded, those who did largely shared that the findings overall were 

representative of and consistent with their experiences. 

9. Is there a clear statement of findings? ✓ A summary of key findings in relation to the research questions is 

presented at the start of the Discussion chapter, with detailed analysis in 

Chapter Four. 

10. How valuable is this research? ✓ This is the first known qualitative study to explore DPPD’s experiences of 

AMHS in the UK. By primarily centring Disabled people’s voices, the 
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 research contributes to an underdeveloped area of literature that is often 

dominated by non-Disabled perspectives. The findings have important 

implications for mental health clinician training, service delivery, and 

policy. In particular, the implications relate to cultivating structural 

accessibility and disability-affirmative practice into standard mental health 

care.  
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Researcher Positionality and Self-Reflexivity 

Qualitative research has been critiqued as it has been argued that data and resulting 

analyses can be impacted by subjectivity and bias (Denzin & Lincoln, 2011). Due to the 

researcher’s involvement in qualitative research, some subjectivity is anticipated, and it can be 

argued that true objectivity is not possible (Dodgson, 2019; Jootun et al., 2009). Subsequently, 

credible and trustworthy qualitative research requires researchers to be transparent about their 

position relative to the phenomenon being studied through a process of reflexivity (Dodgson, 

2019; Teh & Lek, 2018). Instead of attempting a false sense of neutrality, reflexivity 

encourages researchers to be explicit in considering how their positioning may influence the 

research process as a whole (Berger, 2015; Dodgson, 2019). Reflexivity functions as a 

methodological and ethical process by encouraging transparency and critical self-awareness in 

how knowledge is produced. Throughout this project, I engaged in reflexivity through 

reflective journaling, regular supervision, and ongoing critical engagement with the concepts 

of power and positionality. 

I approached the research as a non-Disabled trainee clinical psychologist, conscious of 

the power and privilege embedded in my position. Despite my intention to deconstruct and 

resist systemic ableism within the present research, I have not experienced the lived realities 

of DPPD either within AMHS or the world more broadly. Nonetheless, my perspective has 

been shaped by personal and professional experiences aligned with exclusion and systemic 

injustice. This section aims to build on the self-reflexive statement detailed in Chapter 2, the 

content of which will not be repeated. 
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I pursued clinical psychology following significant experiences of distress in 

childhood, which were connected to bereavement and feeling that my family did not receive 

the support we needed from health and social care services. This felt connected to both 

gendered and class-based assumptions, such as the expectation that women should cope quietly 

with loss, or that our family did not need or would not benefit from professional support. 

Through these experiences, I developed a strong sense of injustice about who institutions 

acknowledged, supported, or overlooked. In retrospect, I now link these experiences to my 

interest in access, equity, and the influence of systemic/societal factors on psychological 

wellbeing.  
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Alongside my personal experiences, my awareness of the barriers faced by Disabled 

people in navigating mental health settings further developed through my professional 

experiences. Whilst employed within a secure inpatient mental health setting, I encountered a 

disconnect between physical accessibility and meaningful inclusion. In this context, I noticed 

a lack of procedural flexibility, adaptation, and uncertainty about how to support Disabled 

patients. The secure nature of the service also imposed additional barriers for Disabled people, 

for example, accessibility aids were sometimes perceived as risk items. Subsequently, I noticed 

that a narrative often emerged that these patients would be better served in more “specialist” 

services, which often meant being moved further from home and restarting their care journeys. 

Within my subsequent role in a community learning disability service, I noticed a greater 

emphasis on reasonable adjustments and procedural flexibility. However, in this setting, issues 

with physical accessibility were more apparent, for example, service users using mobility aids 

forced to navigate narrow corridors, heavy doors, and cluttered therapy rooms. Whilst on 

training placements, I worked with people with a range of disabled identities, who had been 

impacted by both explicit and implicit ableism (e.g. disbelief about the legitimacy of physical 

pain). In conjunction with my clinical education, these experiences deepened my understanding 

of interpersonal and systemic ableism. Through this, I became more attuned to the influence of 

the medical model in pathologising Disabled people’s psychological distress and overlooking 

systemic factors. 
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Across my professional roles, I recall feeling ethically conflicted by inaccessibility, but 

unequipped to mitigate systemically ableist practices. These experiences inspired my interest 

in disability, access, and epistemic justice. Throughout this research, I was aware of how my 

experiences, particularly the powerlessness and frustration I felt in inaccessible institutions, 

might predispose me to focus on accounts of services failing to meet people’s needs. With this 

in mind, I was conscious of remaining open to more positive or affirmative experiences, in an 

effort to source balanced and nuanced perspectives. Nonetheless, it’s important to be clear that 

I understand issues of ableism in mental healthcare as widespread and reflective of broader 

sociocultural power structures.  

As discussed above, I was transparent with participants about my position as a non-

Disabled trainee psychologist, my interest in the topic, as well as my prior work with Disabled 

people in healthcare settings. I hoped my openness, in conjunction with my professional 

experience, would support the development of rapport and trust. I also aimed to mitigate power 

imbalances by integrating reflexivity, participant feedback, offering flexible interview formats, 

and giving participants some control in how their experiences were represented (e.g. checking 

in during interviews, inviting reflections on preliminary findings). Nonetheless, I acknowledge 

the persisting limits of my perspective and the potential for unhelpful responses (conscious or 

unconscious) when encountering stories of systemic failure in services similar to those I have 

worked and trained in. For example, defensiveness, complicity, or justification.  
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Aligned with the reflections of both Disabled and non-disabled disability researchers 

(e.g. Inckle et al., 2023), I engaged with critiques which question whether non-disabled 

researchers can conduct truly emancipatory disability research (Branfield, 1998). With this in 

mind, I felt it was important to actively reflect on my own internalised ableism alongside the 

dominant norms that shape healthcare and research. Through this, I have aimed to move 

towards developing a more critically informed "disability consciousness" (Dispenza et al., 

2017). I hope this reflexive stance helped reduce any (understandable) participant scepticism 

or mistrust around my positionality, and instead facilitated rapport, empathy, and mutual 

respect. Therefore, where any discomfort arose, I tried to frame it as a valuable opportunity to 

learn, rather than something to avoid. 

Dissemination Plan 

The findings of this study are intended to be shared with a range of stakeholders. Firstly, 

all participants were offered and opted to receive an electronic summary of the results upon 

completion of the research. A concise and accessible summary will be created and distributed 

to participants as well as the third-sector organisations that expressed an interest during the 

recruitment process.  
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To circulate the research within academic and professional contexts, the researcher 

aims to write up the study for submission to a peer-reviewed journal. One potential option is 

Disability & Society, a critical and multidisciplinary journal focusing on disability rights, 

policy, and practice. Another option is Disability and Health, which focuses on 

multidisciplinary advancements in knowledge relating to disability and health. These journals 

align well with the present research. Other publications or magazines aimed at professionals 

working with Disabled people will also be pursued, such as The Psychologist, published by the 

British Psychological Society. The researcher also hopes to present the findings at relevant 

academic or professional conferences, such as the International Conference on Disability and 

Diversity (ICDD).  

For further dissemination, the researcher could also develop accessible resources, such 

as an infographic. This could be shared via online platforms with NHS trusts, local councils, 

professional groups, and relevant third-sector organisations. Using these mediums could enable 

the findings to reach both members of the public and professionals who use these resources to 

inform their practice. Finally, the findings may be relevant at a national-level in informing 

efforts to improve accessibility and inclusion in MHS. For example, policy bodies such as the 

UK Government’s Disability Unit, the Department of Health and Social Care, or NHS England.   
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Chapter Four: Results 

Chapter Overview 

This chapter aims to summarise the results of the study, which identified five 

superordinate themes and six subordinate themes. First, the demographic characteristics of the 

sample are presented to contextualise the results and participants’ experiences. Following this, 

the results from the reflexive thematic analysis (RTA) are presented, alongside exemplar quotes 

extracted from participant transcripts to illustrate each theme.  

Sample Characteristics 

The sample comprised 12 participants, 11 of whom identified as Disabled, resulting in 

15 hours of interview data. Participants ranged in age from 20 to 59, with a mean age of 41.1 

years. In regard to gender, the sample was unevenly distributed with eight women, two men, 

and two non-binary people taking part. Two-thirds of the sample identified as White British, 

one Asian British, one Black British, one mixed and multiple ethnic groups, and one White 

Irish. In regard to employment, a third of the sample reported being a student, three as self-

employed, three as employed part-time, one as employed full-time, one as a full-time carer, 

and one as unable to work. Half of the participants reported identifying as heterosexual, three 

as lesbian, two as asexual, one as gay, and one as pansexual. Participants reported a variety of 

ways in which they were impacted by their disability and/or health conditions, including 

mobility, dexterity, concentration, memory, stamina, fatigue, pain, hearing, vision, mental 

health, speech, sensory issues, social and/or behavioural. Participant demographics are reported 

in Table 9 below. Participants were not required to disclose the exact nature of their physical 

disability or chronic health condition; however, some participants chose to provide the 

following information regarding their health: diabetes, cerebral palsy, Ehler’s Danlos 

syndrome, gene deletion, mild speech impairment, spinal cord injury, endometriosis, 
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fibromyalgia, ME, arthritis, and nerve damage. Five participants reported they also identified 

as neurodivergent (autism, dyspraxia, dyslexia) in addition to their physical disability. 

Eight participants reported having direct contact with acute mental health services 

(AMHS) between 2014 and 2024. This included two who had experienced crisis services alone 

and six who had experienced care in both crisis and inpatient MHS. Four participants were 

disability advocates with no direct experience of AMHS. Four participants reported contact 

with AMHS prior to 2010 and consequently were asked to focus on more recent experiences 

of care during the interview. Participants reported receiving AMH care from NHS (N = 8), 

private (N = 4), and third-sector (N = 6) organisations. The duration of contact with these 

services ranged from one day to four years (Mean = 301.75 days, Median = 30 days). 

Contextual and experiential information is reported in Table 10.  

All participants reported not currently experiencing mental health crises, with the most 

recent contact with a crisis or inpatient MHS occurring in early 2024. All participants have 

been randomly assigned a pseudonym to protect their anonymity and confidentiality.  
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Table 9 

Demographic Characteristics of Participants 

Demographic  Frequency 

Gender Female 8 

 Male 2 

 Non-binary 2 

Ethnicity Asian or Asian British 1 

 Black British 1 

 Mixed and Multiple ethnic groups 1 

 White British 8 

 White Irish 1 

Age 18 – 25 years old 2 

 26 – 34 years old 2 

 35 – 44 years old 3 

 45 – 54 years old 2 

 55 – 64 years old 3 

Sexual Orientation Asexual 2 

 Gay 1 

 Heterosexual 6 

 Lesbian 3 

 Pansexual 1 

Employment  Full-time employment  1 

 Part-time employment 3 

 Full-time carer 1 

 Student 4 

 Self-employed 3 

 Unable to work 1 
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Note. (N= 12), however sexuality, employment, and area of functioning figures show that participants held multiple identity 

status.

Area of functioning impacted by disability or 

chronic health condition(s) 

  

 Dexterity 4 

 Hearing 1 

 Learning, understanding or concentrating 7 

 Memory 2 

 Mental health 8 

 Mobility 7 

 Pain 7 

 Sensory issues 4 

 Social or behaviour (e.g. autism and/or attention 

deficit hyperactivity disorder) 

5 

 Stamina or breathing, or fatigue 5 

 Vision 1 

 Other 

Mild speech impairment 

Arthritis 

2 
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Table 10 

Contextual and Experiential Information  

Pseudonym Accessed 

inpatient 

mental health 

services 

Accessed 

mental health 

crisis services 

Accessed 

NHS 

services 

Accessed 

private 

services 

Accessed 

third-sector 

services 

Disability 

Advocate 

(indirect 

experience) 

Year(s) in 

which 

contact 

occurred 

Total 

duration of 

contact with 

service(s) 

Ash X X X  X  2020 8 days 

Hannah X X X X   2020, 2021 25+ days 

Ellie  X X  X  2018, 2020 35 days, on 

the second 

occasion, care 

was refused by 

the service 

Daniel X X X X X  2018, 2019 18 months 

Zahra      X   
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Sophie      X   

Tom      X   

Riley  X X X X  2023 1 day 

Laura X X X X X  2014 - 2022 4 years 

Emma X X X    2018 - 2024 11 months 

Tess X X X  X  2014 - 2022 2 days 

Grace      X   
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Overview of Findings 

The five superordinate and six subordinate themes developed through reflexive 

thematic analysis are summarised in Table 11. These include: Barriers to access, inflexibility 

and exclusion in acute mental health care; Lack of holistic care: integrating physical and 

mental health; Silencing and epistemic injustice; Disability Competence and professional 

avoidance; Discrimination, intersectionality, and identity. A cross-comparison of participants 

by each of the themes is then presented in Table 12 (Appendix N).  

Table 11 

Superordinate and subordinate themes 

Themes Sub-themes 

 

Barriers to access, inflexibility and 

exclusion in acute mental health care 

Physical and procedural inaccessibility and 

inflexibility 

Access barriers cause iatrogenic harm and 

protective avoidance of services 

 

Lack of holistic care: integrating physical 

and mental health 

 

 

Silencing and epistemic injustice 

Devaluing lived experience and self-

knowledge 

Self-advocacy and self-silencing 

 

Discrimination, intersectionality, and 

identity 

 

Ableism and attitudinal barriers 

Intersecting and multiple marginalisation 

 



  121 

 

 

   

 

 

Disability Competence and professional 

avoidance  

 

 

 

 

Theme One: Barriers to access, inflexibility and exclusion in acute mental health care 

This theme illustrates the barriers Disabled people with physical disabilities (DPPD) 

encountered whilst navigating access to AMHS. This theme comprises two subthemes. The 

first, physical and procedural inaccessibility and inflexibility, describes the systemic barriers 

to access Disabled people face in their engagement with AMHS and the missed opportunities 

to provide collaborative reasonable adjustments. The second, access barriers cause iatrogenic 

harm and protective avoidance of services, explores the impact of experiencing these barriers 

on DPPD mental and physical health, as well as their willingness to engage with services when 

experiencing AMH needs.  

Sub-theme: Physical and procedural inaccessibility and inflexibility  

This first subtheme concentrates on how the design of AMHS often excluded DPPD 

through both physical (e.g. inaccessible buildings, inadequate facilities, etc.) and procedural 

(e.g. standardised risk policies, medication procedures, etc.) inaccessibility. Participants 

described that the presence of these barriers meant services frequently failed to meet their 

needs, undermined their autonomy, and framed them as problems. These experiences 

demonstrate evidence of institutional and systemic ableism characterised by a failure to meet 
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the standards of reasonable adjustments required by law. Participants shared numerous 

examples of physical inaccessibility within AMHS: 

There was only one because the bath was broken, which obviously meant you had to 

be a little bit more timed with when you could shower, which, for someone with a 

disability, isn't always possible. Umm, for me, I have a window to shower, and if I don't 

do it then it's not gonna happen… obviously, unless I had the support of someone else, 

but obviously, in hospital, you don't have that option – Hannah 

Getting in there was an absolute nightmare. The access was completely nonstarter 

really. It's over steps, I had to bring in a ramp of my own and the angle to get down the 

steps was… I don't think the health and safety inspector would have been terribly 

impressed. – Tom 

 

Some participants described how inaccessible AMHS could create a sense of 

entrapment and compound the loss of agency they already experienced in MH crisis. This 

highlights how inaccessible environments go beyond logistical issues and actively contribute 

to psychological distress. For example, Ellie described how the design of the crisis service 

building contributed to her feeling imprisoned and undermined her sense of safety: 

Sometimes they were tiny, tiny rooms and like the one building I went to must have 

had six heavy fire doors in the corridor to get to the room and helpfully, the woman that 

I was seeing opened them for me, but I felt very trapped. Like and if I was a non-

disabled person and I wanted to leave a room, I could get out and walk out, but I know 

that I can't do that and when you're adding like six more fire doors, it just like 

compounds that trappedness. – Ellie  
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Beyond the physical environment, participants highlighted how standardised processes 

and procedures used within AMHS failed to accommodate DPPD’s needs. They described a 

myriad of areas in which rigid procedural inaccessibility presented barriers to both physical 

and mental healthcare. This included experiences of being denied access to their regular 

medications and self-management tools due to inflexible ward procedures. For example, Ash 

reported how the medication they brought with them to the inpatient unit was confiscated, 

despite the services’ inability to facilitate a new prescription:  

[they] wouldn't let me take in packets of the meds either, although the last time I brought 

it in anyway and they took it straight off me, locked it away, and then never went back 

to it. It will still be “Oh, we're waiting for your medication to come over from the regular 

hospital”. And I’d just say, but you locked it away in that cupboard and I'd be pointing 

at the cupboard. “No, no, we can't use those”. – Ash  

Additionally, two of the participants who were wheelchair users also described 

experiences of their wheelchairs being framed as barriers to accessing AMHS, whilst systemic 

inaccessibility went unacknowledged:  

Being referred to inpatient services, one. there’s normally a wait, a massive wait, and 

two. because I use a wheelchair, it's finding somewhere that can accommodate the 

wheelchair – which I bloody hate. So it tends to take a lot longer than it has done for 

like my friends who don't use a wheelchair or anything other like that… Yeah and you 

don't get anywhere. You're like, how long's the bed gonna be? And they're like, well, 

we referred you to here and here and here but they can't accept you because of the 

wheelchair. And I'm like, OK, great, that makes me feel 10 times better. – Emma  

Conversely, participants with invisible disabilities shared experiences of their access 

needs being dismissed or overlooked entirely. Tess’ statements reflect the tension associated 
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with the perceived visibility of disability, in that invisibility could lead to access needs being 

side-lined, whilst increased visibility resulted in recognition and adjustment, but risked over-

emphasis. This was experienced as particularly problematic in the context of acute 

psychological distress and treatment by psychiatric medication, which could mean it was 

challenging for participants to communicate their access needs. 

Accessibility wise, sometimes it would be like they wouldn't even ask. Sometimes it 

would be ignored, but then other times, particularly for people with visible disabilities, 

it would be, yeah, put forward. But I guess that's the issue with invisible disabilities, 

they're not seen, so they aren't seen as important. Yeah, so there's that risk of again, 

that's like kind of focusing on too much or being overlooked. – Tess 

Whilst standard physical environments and procedures in and of themselves were 

highlighted as problematic, many participants identified a further barrier arising from the 

inability or unwillingness of services to respond flexibly and adapt to meet their needs. 

Subsequently, many participants reported that they had been expected to provide their own 

solutions to inaccessibility to make up for service failings. Ellie reflected on how failures to 

adapt standard crisis support had made her feel dismissed and, in contrast, acknowledged the 

flexibility of her private therapist in making reasonable adjustments:  

They’re always quite lost with me on regulations, because of my [cerebral palsy], my 

speech, and my breathing, I can't do a lot of the breath like calming exercises. And so, 

my private therapist has like worked hard to find alternatives, whereas they’re like oh 

you can’t do them, and that was it […] And it goes back to the whole medical model 

thing, that I'm the problem and it’s not their service. And to be fair, I was left with that 

feeling, feeling too complex. – Ellie  
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Unfortunately, Laura described that even where efforts to facilitate reasonable adjustments 

were made, structural inaccessibility created barriers to adaptation: 

They tried to facilitate moving me downstairs. There were only two rooms for females 

downstairs at the time, unfortunately one of the ones, the patient in there couldn't be 

moved out as it would have been the more accessible bathroom for the girl who had the 

stoma bag […] for her needs, there was definitely absolutely no way that she could be 

moved out and due to her mental health […] And unfortunately, the other bedroom 

downstairs, we couldn't fit the shower chair into the bathroom the ensuite was too small. 

– Laura 

Several participants described the necessity of services being flexible, responsive and 

collaborative to DPPD’s lived experiences. This included co-developed, dynamic and evolving 

care plans that accounted for disability-related needs: 

It was what skills do you need to progress and move on? You know, what do you need? 

What needs to happen in your life for you to move on? And so do you have to change 

your job? Do you have to change your friends? Do you need to have a hobby? – Daniel  

Mindfulness and sort of focusing in on my body doesn't work with me because I then 

feel all the pain that is in my body. And so having the sort of [options] if that doesn't 

work, these are the things that could work. – Hannah 

Participants also described how disability-affirmative practice could be embedded 

throughout contact with AMHS, from admission to discharge. For example, Hannah described 

the importance of a holistic intake assessment as an opportunity to not only document access 

needs, but also to think flexibly about how this could be achieved in the context of standardised 

procedures:  
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The initial kind of conversation that they have with you is what physical health needs 

do you have? What can we do? Obviously, if some things aren't gonna be allowed, like 

hot water bottles are a health and safety risk, but what can we do that’s different? – 

Hannah 

Significantly, inaccessibility was identified not as an isolated phenomenon, but as a 

reflection of wider systemic and structural failures to include DPPD across the health and social 

care system. Sophie’s comments emphasise the broader need for services to engage 

meaningfully with the concept and practical provision of reasonable adjustments to facilitate 

DPPD to AMHS, rather than perceiving them as optional or troublesome afterthoughts. 

Sophie's comments took this further, to suggest how a proactive and transparent stance could 

signal safety even prior to initial contact:  

Have something on your website that says you understand iatrogenic harm, you 

understand the social model of disability, and that your distress is often caused by 

others, not your impairment. You know, give more information around what reasonable 

adjustments are available, are possible, that you are able to have a discussion about it. 

– Sophie  

Sub-theme: Access barriers cause iatrogenic harm and protective avoidance of services  

The second subtheme focuses on the consequences of inaccessibility and exclusion 

within AMHS for DPPD experiencing mental health crises. Participants reported that 

experiences of exclusion from services contributed to an exacerbation of their existing AMH 

needs. Subsequently, participants reported losing trust in and avoiding AMHS as a means of 

protecting themselves from further harm. However, whilst avoidance was described on the one 

hand as protective, it was also acknowledged that this left DPPD feeling stuck with no avenues 

for support. 
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When I was having the blood test again I was in a crisis, so I was even more upset, and 

the nurse who was doing it, like, hit me, it wasn't like really hard or anything, but over 

the back of the head, and she called me a baby. And I thought like I can just imagine 

someone who is, you know, very deep in a crisis, just experiencing that, that could be 

the final push. – Tess  

Similarly, exclusion from services was identified as compounding the sense of isolation 

felt whilst admitted to inpatient MHS. For example, participants reported that a lack of local 

accessible beds often meant they would be geographically displaced from their homes and 

support networks. These moves were noted to be based on systemic failures to make reasonable 

adjustments, rather than clinical need for specialist services. Emma illustrated this 

displacement and the potential emotional consequences for DPPD, through describing both her 

personal experiences and an encounter with a d/Deaf peer whilst admitted to an inpatient MH 

service: 

None of the staff spoke sign language. So how are they going to get treatment? I don't 

know what happened because she was transferred somewhere not in this country. I think 

they transferred her to somewhere in Europe that did do sign language […] Like I [was 

transferred nearly 300 miles] because it's the only wheelchair accessible bed they could 

find and I thought that was bad [...] It just made you even more isolated and lonely than 

you were before 'cause mental illness in itself is quite isolating. – Emma  

Some participants highlighted that inflexible risk procedures could be experienced as 

punitive and discriminatory. This sense was particularly heightened for DPPD using mobility 

aids. Wheelchairs, for example, were described as being framed by services as safety risks, 

rather than essential supports, and subjected to safeguarding procedures to justify their 
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removal. Emma shared how having her wheelchair removed following incidents of self-harm 

reduced her agency, increased her vulnerability, and exacerbated her distress: 

What if there's a fire? What if I feel trapped? What if I need the loo? They're like, “we'll 

get it for you if you need it”. And I'm like, what if that member of staff doesn't get it 

for me? […] which makes my mental health worse and it's just a bit of a nightmare. – 

Emma  

Additionally, some participants reflected that procedural and physical inaccessibility 

within AMHS negatively impacted not only their mental health, but their physical health as 

well. Hannah reported how environmental neglect, lack of reasonable adjustment, and 

provision of physical healthcare triggered her ME and left her feeling that she needed to fight 

to have her needs met: 

I have Raynaud's syndrome, it is not disabling for me personally most of the time, but 

the window was broken in my room, so it couldn't shut. And obviously the bedding 

they give you is not the thickest, it's not the most warm. And so that was really triggered, 

like my hands were in so much pain, I couldn't sleep. My joints sort of seized up and 

that then triggers my ME. So that felt like a lot of a struggle of saying, I know I can't 

move rooms cause you're full, but is there anything that you can do to sort of make this 

a little bit easier for me? And they also couldn't get my Raynaud’s medication for me 

because it wasn't a... their pharmacy didn't usually have it in stock and they had to wait 

for the main hospital to send it to them or my mum to bring in a full packet that was 

fully sealed, which I didn't have. So it did feel a little bit like I was fighting an uphill 

battle with all these things. – Hannah  

This illustrates the need for AMHS to be responsive and flexible in the care of DPPD 

to reduce the iatrogenic harm that heightens the strain on physical and mental health. In the 
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context of these harmful experiences of inaccessibility and exclusion, the majority of 

participants with direct experience reported a wish to avoid AMHS in the future. Laura 

described weighing her mental health needs against the perceived risk of accessing services: 

If I was on crutches and I knew that, I don't know, I couldn't have a shower seat that 

fitted in the shower because I couldn't stand in the shower at the time. Or you know, if 

I knew that I wasn't going to be able to live comfortably in you know in a hospital ward. 

Would I jeopardise my mental health and avoid seeking help because I thought they 

weren't going to be able to cater for my needs? I think I probably would. – Laura 

Laura’s statements illustrate how exclusionary service designs created unique pressures 

and risks for DPPD, which could lead to them risking further deterioration in their mental 

health. Subsequently, several participants reported avoiding statutory AMHS and accessing 

alternative mental health supports. Indeed, Ellie reported that her engagement with crisis 

services created additional mental health needs requiring private psychological support to 

repair iatrogenic harm: 

I'm still working with the therapist that I had during that time, she was there alongside 

me throughout all that and I don't think she would ever refer me again either, because 

we then spent about six months trying to put me back together. They did so much 

damage – Ellie 

This excerpt highlights that protective avoidance of services following exclusion 

extended beyond the DPPD with direct experience, to those in their wider support. 

Theme Two: Lack of holistic care: integrating physical and mental health 

This theme concentrates on the separation of physical and mental healthcare within 

AMHS, specifically how services understood and engaged with physical health needs. 
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Participants described how their physical health needs were overlooked, misunderstood, or 

inadequately addressed during AMH care. This lack of integration and artificial separation of 

physical and mental health were seen as particularly harmful for DPPD, for whom these needs 

are often deeply connected. Experiences under this theme highlight how fragmentation of 

services led to deterioration in overall health and contributed to loss of trust in both physical 

and mental healthcare systems. 

Participants described the direct way in which their admission to AMHS worsened both 

their physical and mental health, particularly due to a lack of access to specialist physical 

healthcare:  

You had no access to any physical healthcare other than the ward doctor, who was a 

ward doctor for eating disorders, they dealt with things like anaemia and stuff like that. 

They didn't deal with complex pain management and stuff like that, which, when you're 

inpatient so far away, and I was there for almost a year, having no access to any of the 

like physio and pain management and etcetera, etcetera, etcetera, it makes your physical 

health worse, which therefore makes your mental health worse, which just makes it all 

worse. – Emma  

Furthermore, Emma’s experiences illustrate a broader theme that the 

compartmentalisation of health services contributed to a vicious cycle of deterioration, 

particularly for DPPD with complex, rare, or chronic conditions. Similarly, several participants 

described an absence of communication between physical and MHS, which disrupted ongoing 

physical healthcare and required DPPD to act as their own care coordinators. This task was 

reported to be exhausting, especially in the context of AMH needs, for example, Hannah 

described the experience of navigating her physical healthcare whilst in inpatient MH services:  
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The physical health teams, they had a real struggle trying to communicate with any 

mental health team, whether that was inpatient or outpatient. Umm, because I think one 

of my doctors needed information about how my mental health medication would 

impact physical and all of this, and it was a really big struggle trying to get them to talk 

to each other. – Hannah 

The assumption that physical and mental health could be treated separately was 

repeatedly challenged by participants. For example, Riley described the bidirectional 

relationship between their physical health, emotional, and cognitive functioning: 

So many things do feedback off each other, like if your mental health is bad, then your 

physical health is worse, if your physical health is worse then your mental health is, 

you know, strained. So like for me, if I'm if I'm having a flare-up, then my kind of 

capacity mentally is a lot lower. And so it takes less to trigger more if that makes sense. 

– Riley 

This further illustrates a failure of services to understand the interrelationship between 

and practically integrate physical and mental healthcare. This lack of understanding was 

highlighted to lead to pathologising responses: 

They'd treat like maybe like high blood sugars, which can be caused by stress and illness 

as though it was me just being difficult […] it was just kind of, I guess, weird at the 

time. But interesting to me now how it was always blamed on me, whether it was like 

the type one diabetes on my mental health or me on the type one diabetes. – Tess   

Subsequently, this misunderstanding was recognised as harmful and creating missed 

opportunities to move beyond narrow treatment models, towards more personalised and 

responsive care. Concerningly, fragmentation of services was emphasised to have potentially 
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life-threatening consequences for DPPD with complex physical health needs. Tom and Ash 

described the high risk of an inpatient MH admission due to the lack of provision for essential 

physical healthcare: 

I did actually ask my daughter whatever would happen if I was admitted to the mental 

health unit, she said I’d be better off dead [...] She said it would be a death sentence for 

me because there wouldn't be the backup I need. – Tom  

the very first time I went into a mental health hospital, I’d had an operation a couple of 

weeks beforehand – I had to have an emergency hysterectomy. So I still had like the 

dressings on and again they didn't know how to put dressings on they didn't know 

anything about it. They didn't call anyone from the physical hospital to come over and 

you know, redress the wounds or anything, they just left it to get infected and 

everything. And I don't know. I don't understand why there is just such a lack of joined-

upness between the physical and mental. – Ash 

Furthermore, this highlights how, for some DPPD, physical aspects of health could not 

be separated from the psychological. In contrast, some participants reported experiences of 

integrated physical and mental healthcare, which both validated their experiences and provided 

practical support. Laura described how procedural flexibility in AMHS enabled her physical 

health needs to be met, which in turn created a sense of safety and reassurance: 

Just knowing those things are there, but also knowing that you're going to be connected 

with the physical healthcare you need, you know, knowing that you're going to be put 

in touch with somebody if you need it. If for whatever reason you need to […] You 

know, being allowed physio bands, you know, the assessment goes ‘well, are you are 

you a ligature risk?’ Fortunately, I wasn't, therefore I was allowed physio bands in my 

room to do my physio […] So it's yeah, it's not just the facilities and the accessibility, 
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it's knowing that A, you're going to be put in touch with the right specialist when you 

need it? And B, are you going to be allowed the right equipment that you need? – Laura 

 

Another key component of affirmative AMH care highlighted by participants involved open, 

respectful conversations about how physical disability intersected with psychological distress. 

This was described as validating participants' lived experiences and avoiding pathologising 

responses, for example, Tom stated, “Being willing to listen to their physical needs as well as 

the as well as the mental needs really. It's no separation between mental and physical health 

needs, because it's a continuum, because we're people”. 

Overall, participants expressed a desire for holistic and integrated healthcare systems, 

able to acknowledge and respond to the needs of the whole person. This challenges the 

dominant medical model framing of physical and mental health as separable by symptoms and 

diagnoses.  

 

Theme Three: Silencing and epistemic injustice  

This theme captures how DPPD’s self-knowledge was disbelieved or silenced within 

AMHS. This theme comprises two interrelated subthemes. The first, devaluing lived 

experience and self-knowledge, focuses on how DPPD’s accounts were overridden by the 

assumptions of professionals or standardised care, thereby restricting their agency and voices. 

The second, self-advocacy and self-silencing, examines how DPPD were frequently required 

to advocate for their needs to be recognised and met. This was often described as having 

significant emotional and cognitive costs.  
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Sub-theme: Devaluing lived experience and self-knowledge 

The first subtheme examines how DPPD’s lived experience and self-knowledge were 

dismissed, disbelieved, or undervalued in AMHS. Participants shared that whilst their 

perspective was overlooked, the views of professionals and/or services appeared to be assigned 

more importance. Through this, participants described experiencing harm to both their physical 

and mental health, as well as their ability to engage in treatment. This delegitimisation of lived 

experience evidences a clear failure to uphold Disabled people’s rights. For example, Daniel 

described feeling unheard and a sense that his needs were superficially engaged with, whilst 

service objectives were prioritised:  

I didn't think I was being listened to; I think I was just being placated, if that makes 

sense. So we're going to medicate you, you're going to be here, and then at some point 

you're going to leave. And it took a while for me to think, actually somebody is 

listening, but initially it was all about alright how can we get him out of here quicker? 

– Daniel 

These comments illustrate a lack of collaboration in AMHS, rather than working 

together to fully understand DPPD’s needs. Furthermore, the privileging of standard service 

procedures over DPPD’s needs disempowered participants and overlooked their lived 

experiences. Some participants reported frustrating experiences of their disability being 

pathologised or attributed to mental health causes. Emma described that a lack of understanding 

of the fluctuating nature of health conditions contributed to assumptions that her physical 

symptoms, in this case, pain, were reflections of her mental state:  

They thought it was all in my head. I wasn't in pain, nothing was wrong with me and it 

was all my mental health. They took away all my painkillers. They took away basically 

all my meds and thought that would go well because they were like, yeah, it's going to 
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help you realise it's all in your head. And I was like, it's not in my head. I've been 

diagnosed by a specialist before I got here. You just don't believe me because you're 

seeing it all through your own eyes and what you want to believe. – Emma 

These experiences appear to constitute a form of gaslighting, in which DPPD’s bodily 

knowledge was dismissed and argued to be “all in [their] head”. She described that this 

occurred in spite of her disability being documented by specialist physical health professionals. 

Emma went on to describe how this impacted her ability to engage in treatment: “I couldn't 

attend therapy and I couldn't engage with group therapy or anything like that because I was in 

too much pain the whole time”. 

For several participants, epistemic injustice in AMHS also put their physical health at 

risk. Hannah described how intersectional assumptions about her physical and mental health 

diagnoses contributed to a devaluing of her account of her need for pain management and left 

her feeling judged:   

It definitely felt like they were assuming I was looking for drugs. I have no history of 

drug abuse, so I was a little bit confused as to why they were sort of suggesting that. I 

mean, I understand that not everyone presents the same way, but it did feel a little bit 

like you can access my notes, I’m happy for you to go and speak to the gynaecologist 

at the main hospital, and I'm happy for you to speak to my parents because my parents 

are able to give them the information as well. So it did feel a little bit like I was being 

judged just […] because I was a mental health patient. – Hannah 

Hannah’s experiences also echo the statements of Emma documented above, in that she 

was put in a position of needing to justify her physical health needs and subsequently felt 

judged and dismissed. These experiences further illustrate the presence of diagnostic 

overshadowing in DPPD’s encounters with AMHS and how this positioned participants to have 



  136 

 

 

   

 

to ‘prove’ the legitimacy of their physical health needs. Conversely, other participants reported 

that assumptions about their disability meant the acuity of their mental health needs was 

doubted. Ellie described how this increased risk and jeopardised her safety: 

I think my therapist got told at one point by the crisis team that I couldn't take my life 

because I'm disabled and so it wasn't like a high priority safety concern for them. [...] 

And like my therapist said because of her disability she kind of has a higher chance of 

succeeding in that than a non-disabled person would be. […] But they were just taking 

it on face value and their assumptions. – Ellie 

Ellie’s concerning experience highlights an ableist and patronising disbelief in DPPD’s 

agency and capabilities, which led to a dangerous mis-assessment of risk. Ellie went on to 

explain how, at the point of mental health crisis, the injustice of this disbelief, assumptions, 

and denial of care exacerbated psychological distress: “all my inhibition had gone by then and 

part of me was like, well I’ll just kill myself and prove something to you”  

These reports underscore the need for collaborative AMHS that centres the voices and 

rights of DPPD. Aligned with this, several participants described experiences when they had 

been treated as equal participants in their care, particularly in relation to the management of 

their physical health:  

It was something that was discussed with [the service manager] and the GP in sort of 

depth as to you know OK look we need to think about this this you know how we need 

to manage it. What do you think? And there was a lot of sort of asking your opinion on 

how you felt things. It wasn't just right we're going to cut this [medication]. – Laura 

[AMHS need to] actually have the people involved that are going through [crisis], that 

have experienced it, that have come out of it, all of us sitting together around the table 
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and sharing that with the professionals. I think that as professionals because they do it 

day in, day out, they can become tunnel-visioned. – Zahra 

Both Laura and Zahra’s comments emphasise the importance of services approaching 

communication in a way that involves DPPD as key stakeholders in decision-making around 

their care. In particular, Zahra highlighted that involving DPPD and their support networks 

enabled a more holistic approach to care planning rooted in lived expertise, rather than 

assumptions. Furthermore, participants recognised that having their perspective listened to and 

validated also reduced the feelings of self-doubt and internalised stigma caused by earlier 

epistemic injustice. For example, Tess and Riley described how AMHS, which asked respectful 

questions and listened to their perspective on the interconnection between their physical and 

mental health supported them to feel seen:  

So it means that I feel seen rather than having to kind of try and pigeonhole how I’m 

feeling into the boxes that are expected which makes me feel like I'm censoring myself, 

which is in itself triggering […] So it's, I hate the phrase, but I haven't found another 

one that expresses it quite as well, but it makes me feel less crazy. Because it's like, oh, 

actually, I shared all of this that is new and scary and somebody else was like, yeah, 

that makes sense. Yeah, just generally it's it just feels less alone. – Riley 

There's nothing wrong with asking them like do you think this is having an impact on 

your mental health? But then, compare that to either ignoring it completely or pretty 

much insisting it is having an impact even though you've said it's not. – Tess  

Overall, the experiences described under this theme illustrate that with regard to AMH 

care, self-determination, control, and autonomy are concerns specific to DPPD. Thus, services 

should value the lived experiences of DPPD as a source of expertise and knowledge necessary 

to affirmative mental healthcare. Other participants named survivor-led alternatives to statutory 



  138 

 

 

   

 

care, such as crisis houses or peer-led support, which were perceived as responding to distress 

in a more attuned, less medicalised way. Both Ellie and Sophie illustrate how this could work 

towards redressing the power imbalance between DPPD and non-disabled professionals:  

I really like that ethos and that power dynamic. And I do think there's so much we could 

gain from, like the survivor community, but it’s just silenced and trodden down by these 

quite paternal professionals that are like, no, no, we know that. […]  Yeah, I mean when 

you’re disabled that’s even more important, because your whole life is dominated by 

services and professionals. – Ellie 

Sub-theme: Self-advocacy and self-silencing 

The second subtheme explores how DPPD navigated and resisted the inaccessibility, 

epistemic injustice and silencing they encountered in their contact with AMHS. Participants 

reported that they were frequently positioned to have to advocate for their intersectional needs 

to be acknowledged and met. Notably, this self-advocacy often occurred in the context of AMH 

needs in which cognitive and emotional capacities were already strained. Subsequently, the 

responsibility to justify or fight for their needs could become an additional burden. In response 

to this dynamic, some participants described resisting by consciously silencing themselves as 

a means of avoiding further judgment, harm, or disbelief.  

Participants consistently described the experience of repeatedly justifying or 

advocating for their needs in AMH settings. Similarly, other participants described how they 

were positioned as untrustworthy in their own care, yet were forced to challenge decisions 

when AMHS failed to adequately meet their needs. For example, Ash described how they 

advocated for their needs when their medication was confiscated, yet they were blamed for 

mismanaging their blood sugars and their self-knowledge was dismissed:  
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I struggled with the diabetes for decades and I just kind of started to get a handle on 

things. And then they’re just screwing it up and then testing my blood and saying, “oh, 

your sugar levels are really high”. And I'd be thinking, yes, because you haven't given 

me my meds. You haven't managed to get hold of it, you know. And I'd have like again 

on my phone a list of my all my diagnosis and they’d be asking me “what does that 

mean?” – Ash 

Ash’s experiences also highlighted a contradiction between how the service monitored their 

physical health but did not support them to manage it, thereby creating a need for them to self-

advocate for their needs to be met. The impact of this enforced self-advocacy was described as 

creating additional burdens for DPPD experiencing AMH needs: 

At such a vulnerable time, I had to advocate again for what I needed. And like it’s a 

weird like juxtaposition where you had like no self-worth, but at the same time you're 

having to advocate for what you need and I was exhausted by then. – Ellie 

Considering this, acknowledgement and meaningful engagement with DPPD’s lived 

narratives was emphasised as important to prevent emotional and cognitive exhaustion. This 

was argued to require a collaborative understanding of the interplay of physical and mental 

health, how this may influence engagement with assessment/treatment, and practical 

adaptations. For example, Hannah reflected how her ability to self-advocate during a mental 

health act assessment had been compromised by cognitive fatigue (e.g. forgetting words) 

associated with her health condition, which made it difficult to meaningfully participate, 

increasing the risk of miscommunication and misrepresentation: 

So I think that was the biggest issue was I was really struggling to keep up with them 

and I’d get lost on my train of thought and I've been sat there thinking I don't even know 

what just said to you, which I feel was quite concerning because I could have just said 
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something was completely untrue because I've completely mixed my words up and I 

don't know because I find they don't really reiterate back what you've said. – Hannah 

Hannah’s comments also highlight the necessity of clear communication, particularly 

in the context of power imbalances, to centre Disabled rather than institutional voices. In 

response to these dynamics, participants described ways in which they resisted imposed 

institutional silencing. For example, Zahra described the impact of AMHS not meaningfully 

hearing her perspective as an advocate and how this ultimately led them to disengage from 

services:  

It was like you're wasting my time. You know you're not, you're not even listening to 

what I'm saying […] So, it is from my own self– that going out and looking for things 

to make sure that I've got the right things in place rather than someone helping me. – 

Zahra 

These experiences illustrate that epistemic injustice simultaneously triggers yet silences 

DPPD’s attempts to self-advocate. Subsequently, finding themselves caught in this dynamic, 

participants refused care as a means of resisting. In Zahra’s case, she reported that feeling 

unheard when seeking crisis support for a Disabled family member had triggered a need for 

self-reliance. This forced self-reliance arising from dismissive interactions with AMHS was 

also recognised by other participants, but, in contrast, they described it as reinforcing their 

resilience and personal efforts to reduce their emotional burden: 

That switch kind of flipped. It was really weird because it just went back to being 

hopeful because I was like, OK, I can try it on my own then and I went back to being 

hopeful and it did end up working and I think it was probably better for me because I'd 

been all like trying to rely on people all this time and I didn't have that stress anymore 

of being disappointed or let down. – Tess 
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Whilst Tess described an increased sense of resilience arising from her experience of 

being dismissed, other participants described feeling conflicted between the drive to self-

advocate or self-silence as a means of protection. Daniel described this tension and resulting 

self-silencing when he felt unable to assert his needs in AMHS, which led to further distress:  

You have to either fight your corner or be quiet and quite often I’d just be quiet. […]  

Then I'll just let them get on with it and you know, let them shout about their concerns 

and their priorities rather than my own, which sometimes it then means I end up being 

very unwell. – Daniel 

Daniel’s reflections illustrate the emotional toll of navigating the dynamic between 

assertive self-advocacy or withdrawal and self-silencing. Notably, participants explained that 

the act of self-silencing was a response that had likely been reinforced repeatedly through 

DPPD’s lives, as a means of self-protection in the context of relational power imbalances. 

Through this, whilst self-silencing could on the one hand be conceptualised as resistance and 

self-protection, on the other, it likely contributed to an internalised sense of disempowerment 

and inhibited self-advocacy. Sophie described how encounters with AMHS could reinforce this 

pattern through undermining DPPD’s confidence to assert their needs and encouraging 

compliance:   

You always have to encourage someone to be honest because they're so used to hiding, 

hiding their true selves for lots of different reasons and being compliant too. Particularly 

when you need physical support, you know you're too scared to say anything in case 

your support leaves or gets violent or aggressive. So definitely I think that that is a big 

issue, that [Disabled people] are very compliant and so don't speak up, aren’t very 

assertive and don't have a lot of self-esteem, which is all the things you need in those 

types of situations to challenge services. – Sophie 
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In particular, Sophie’s comments highlight that the experience of epistemic injustice, 

self-advocacy and self-silencing is not isolated to contact with AMHS, but a repeated 

experience in DPPD’s healthcare more broadly. As Sophie comments, DPPD’s experiences of 

epistemic injustice and dismissal begin early in development, particularly for those with 

invisible or progressive conditions (e.g. fibromyalgia, EDS), which can discourage them from 

addressing their psychological needs.  

So there’s, you know, something not happening right in services about how they talk 

about those physical symptoms that then means a lot of Disabled people are even shut 

down from exploring their mental health. And so like, my job is often to say, you know, 

even though they the NHS weren't saying in the right way to you, there is a 

psychological component to how you experience your impairment, your pain. – Sophie 

Due to these dynamics and the nature of mental health crises, other participants 

suggested that carers, advocates, or people in the wider support network could be included to 

address power imbalances and ensure effective and safe information sharing. Zahra highlighted 

that including her as an advocate enabled collaborative and person-centred care. Similarly, 

Grace suggested that where DPPD did not have existing advocates or people they wanted 

involved in their care, this provision could be embedded in service design, facilitating 

communication of access needs, trust and safety, and centring DPPD’s voices:  

She wasn't pushy, she wasn't, you know, saying, oh, this medication, you know, you 

have to take it, there was no pressure, […] I think that approach was better because it 

gave us time to really look into, you know, what steps we’d be taking, what the side 

effects may be because […] I have to advocate, so I had to make sure that I was doing 

the right thing right for them, not for myself, not for the professionals, not for anybody 

else. – Zahra  
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having [advocates] just available, kind of like translators, […] so like you enter you’re 

assigned an advocate, you can choose whether or not to use that person. But I guess 

with the comfort, the knowledge that in a crisis they will actually have your notes, they 

will actually be able to advocate for you, but also just give your wishes. – Grace 

Overall, participants’ experiences illustrate the complex tensions between institutional 

silencing, self-advocacy, and self-protection. Sophie’s statements in particular demonstrate 

how Disabled people’s experiences of epistemic injustice are both situational and 

developmental, both rooted in early experiences and repeated across interactions with health 

services. This recurring systemic disempowerment created a tension for DPPD in acute 

distress, either to resist and advocate for themselves, or comply and self-silence.  

Theme Four: Discrimination, intersectionality, and identity 

This theme explores biases in how DPPD’s multi-faceted identities were understood 

and responded to. This theme comprises two interrelated subthemes. The first, ableism and 

attitudinal barriers, focuses on participants’ experiences of both explicit and implicit ableism 

within AMH settings. The second, intersecting and multiple marginalisation, examines how 

experiences of ableism interacted with discrimination based on other aspects of identity, 

including gender, age, race and neurodiversity.  

Sub-theme: Ableism and attitudinal barriers 

This first subtheme examines how ableism manifested both explicitly and implicitly 

within AMHS. Several participants reported encountering ableist attitudes from professionals 

within AMH settings. This presented as assumptions about Disabled people’s capacity, 

dependency, or agency. Participants described how this influenced their interactions with 

services, including how they were treated and whether they were included or excluded, in 

decisions about their mental healthcare. 
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Participants highlighted being subject to objectifying, condescending or patronising 

attitudes. Hannah, for example, reported biases and assumptions around her invisible physical 

health needs, whereas Emma described experiencing objectification associated with her 

wheelchair:  

I was trying to stay to my sleep schedule as outside of hospital and that wasn't, I think 

because for them my schedule seemed ridiculous, that I was sleeping at least 12 hours. 

That was at the time what I needed for the ME and they didn't see that as healthy, 

whereas for me I knew I needed that amount of sleep because I was really struggling. – 

Hannah 

One of my biggest bug bears, people moving my wheelchair because I'm in the way. 

[…] I'm a person, just 'cause I'm in a wheelchair doesn't mean you can just move me. 

You don't pick up a person and move them unless they're a kid or a baby. – Emma 

These comments illustrate appearance-based biases related to the visibility of disability, 

which contributed to an invalidation of both physical and AMH needs. Emma’s experiences 

also evidence overt ableism, which presented through an infantilising violation of her personal 

boundaries and bodily autonomy. Similarly, Emma further elaborated on incidents where her 

mobility and dignity were compromised through oppressive lenses that reduced her to 

diagnostic labels or viewed mobility aids with suspicion:   

They just seen the words ‘wheelchair user’. That's all they see. And I’m like I'm not 

just a wheelchair user, I'm a person, and they really didn’t see that. They saw me as a 

problem because of the aids and adaptions I use to help me with my life rather than… 

Like they were all like the wheelchair’s awful, […] And I'm like, but it helps me live 

my life, I love my wheelchair. […], but they always saw it as a barrier rather than a 

solution. – Emma 
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These experiences again illustrate explicit ableism in how assistive devices were 

perceived as problems or representations of limitation, rather than tools to empower DPPD. 

Emma elaborated that these oppressive attitudes compounded a sense of difference and 

internalised ableism and shame: “I'm not different, I'm the same as you or someone down the 

corridor who's not got a disability, but I use a wheelchair”. 

Patronising attitudes were reflected in imposed minority status and assumptions that 

DPPD are inherently vulnerable. This created a risk of professionals making decisions for, 

rather than with, DPPD, particularly in AMHS, in which acute distress also influenced 

presumptions of capacity. This was evidenced by both Sophie and Grace:  

Disabled people are classed as vulnerable adults and so automatically, as a professional, 

you supposedly have more say about what you do because they're ‘vulnerable’. But 

obviously, a lot of disabled people don't see themselves as vulnerable and hate it, you 

know, because they have full capacity. – Sophie  

[AMHS] just fall into this trap that if someone is disabled, they automatically need 

certain things, and that's not true. Most Disabled people are very capable, but just 

sometimes need adjustments. But you have to ask them what those adjustments are not 

assume XY and Z isn't a needed thing. – Grace  

In this context, whilst the provision of assumed adjustments was intended as helpful, it 

also illustrates benevolent ableism through which assumptions about DPPD’s needs were 

imposed rather than arrived at collaboratively.  

Stigmatising attitudes were also reported in how reasonable adjustments were 

perceived, often as burdensome demands or inconveniences. Sophie highlighted that 
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institutional pressures could influence this framing, indicating both the interpersonal and 

systemic nature of ableist biases: 

When the staff are stressed themselves and they’re underfunded and all of that, I think 

they see a lot of Disabled people's reasonable adjustments as unreasonable adjustments 

and they're just being demanding or attention seeking. – Sophie     

Sophie’s comments highlight how ableist tropes of DPPD as ‘difficult patients’ were 

associated with a denial of their legal rights. Ellie illustrated this in her experience of how 

ableist biases and assumptions about her speech impairment led to dismissal and denial of 

AMH care: 

I phoned the crisis line for support during the day and I was in quite a bad way and 

because of my speech impairment, which I’d already requested was flagged up on the 

notes so it was the first thing they read, despite that the call handlers still said um “I'm 

not gonna talk to you while you're drunk, ring back when you’re sober” and literally 

put the phone down on me before I had chance to even say like I have cerebral palsy. I 

never phoned back again and I never would.  – Ellie 

Notably, this discriminatory misattribution occurred despite clear documentation of 

Ellie’s need for reasonable adjustments. Overall, Sophie reflected that DPPD were subject to 

dual-discrimination and stigma relating to both disability and mental health, which 

compounded marginalisation. This included fatalistic and ableist assumptions about the 

relationship between disability and psychological distress, which subsequently prevented 

DPPD from seeking care for their mental health: 

There's a massive hurdle to even disclose that you've got mental health, and then when 

you do disclose it, generally, health professionals either say, well, of course you're 
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going to be anxious, depressed or suicidal, because I would be if I was disabled [...] I 

think their consensus for most disabled clients has been that... you know, either there's 

this brushing off or they’re to blame because they haven't accepted their impairment or 

they're not trying hard enough, or they're crazy. – Sophie 

Sub-theme: Intersecting and multiple marginalisation 

This subtheme explores how ableism in AMHS intersected with other marginalised 

aspects of DPPD’s identities, including gender, race, age, body size, and sexuality. Whilst only 

four of the 12 participants spoke directly to this intersecting marginalisation, their narratives 

were felt to be qualitatively rich and indicative of broader systemic dynamics worthy of further 

exploration. Their experiences are suggestive of difficulties in recognising or responding to 

multiple identities within AMH care, leading to fragmented or inadequate care. 

Some participants reflected on the intersection between disability and gender-based 

discrimination. For example, Hannah described how her endometriosis and associated pain 

were misunderstood, which subsequently limited her access to necessary physical healthcare:  

I felt like I was being judged for asking for treatment because usually at home I wouldn't 

need codeine, because obviously I could take my regular medication, but I'd have the 

hot water bottle, I’d have my tens machine, I'd have a lot of different options, but they 

weren't available […] also because I didn't have any products with me, like pads or 

tampons, purely because I wasn't expecting my period. I felt like the nurses were sort 

of [saying] “Are you actually, you know, you actually on your period?” I felt like I had 

to prove myself to them – Hannah 

These statements highlight how gendered assumptions about menstruation, pain, and 

women’s health conditions led to the dismissal of Hannah’s physical health needs. These 
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experiences are indicative of gendered and disability related medical gaslighting, through 

which the legitimacy of her symptoms was questioned due to stereotypes about women’s health 

and self-management. Additionally, Ash described experiencing gendered and fatphobic 

objectification, which resulted in the erasure of their other identities, including their disability:  

When most people look at me, when most cis-het people look at me, they'll see a fat 

black woman […] And you know the other parts of me, the part of me that's... um that's 

non-binary, a part of me that's queer, the part of me that is fat. But also, you know that 

has got disabilities just completely ignored. – Ash 

Ash’s comments illustrate a reduction of their identity to visible characteristics (e.g. 

race, body size, perceived gender) and a subsequent overlooking of their full identity. This lack 

of holistic recognition led to depersonalised and mismatched care. Indeed, Ash added that this 

focus on their assumed identities led to overshadowing and the adoption of a narrow, 

pathologising approach to their AMH care. Similarly, another participant spoke about their 

experience of appearance-based assumptions, though these related to age. Hannah discussed 

how these assumptions interacted and influenced how her disability was perceived, particularly 

regarding the legitimacy of her needs: 

There is a lot of bias towards younger people and them having disabilities, like it just 

doesn't happen or you're making it up, it's not that bad […] I know the older ladies that 

were there, they would get the treatment they needed because it was assumed, you 

know, they have arthritis or they have any other form of disability. – Hannah 

The interaction of ageism and ableism noted by Hannah indicates that younger DDPD’s 

needs are dismissed, doubted or delegitimised in AMH based on appearance-based 

assumptions. Whilst this experience was only shared by Hannah, it is a noteworthy reflection 

that may offer avenues for further exploration. 
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A further intersection highlighted by participants involved the dual marginalisation of 

physical disability and neurodiversity. For example, Riley and Daniel reflected on how the 

interaction of physical discomfort, overstimulating environments and acute distress limited 

their ability to engage in AMH care: 

I was in a state by the time I spoke to them, and it meant that I was very, because of 

having to be in, like, the loud noise and everything, because I’m autistic as well. So, 

like all of that loudness and all of the people and the waiting and the anxiety meant that 

I was very dissociated and very shut down by the time I got into the appointment. So it 

was like, so yeah, it wasn't. It definitely did not help my ability to engage at all. – Riley  

Similarly, Daniel highlighted that inaccessibility for neurodiversity positioned him to 

“just say yes to anything because I didn't understand”. These statements illustrate how a lack 

of neuroaffirmative practice and recognition of multiple identities created barriers to support 

and triggered protective responses, including masking and dissociation. 

Overall, experiences under this theme illustrated how AMHS appeared overwhelmed 

by and ill-equipped to work with intersectionality. Participants described feeling that only one 

aspect of their identity could be responded to at a time, whilst their integrated self was erased 

or overlooked: 

I think I got also got the impression that I had too many identities. You know you're 

black and queer and non-binary and disabled and old and without family. You know, 

it's like, you know, maybe they could handle partially the black part but not all the 

others. – Ash 

Ash’s comments reflect how experiences of narrow care and a lack of cultural 

competence contributed to an internalised sense of being too complex for services. In line with 
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this, Grace reflected on the services’ capacity and the feasibility of providing truly holistic care 

that integrated all aspects of identity, including Disability: 

Like when you're looking at someone who's disabled, who maybe has gender dysphoria 

and then has, like, a mental health problem on top of that. What do you tackle first? 

And then who can tackle it? Is there one service? I guess one professional that could 

tackle all three? […] So you might have then you know your [mental health] issue dealt 

with, but not from a disabled and accessible standpoint – Grace 

Grace’s statements question whether a lack of integrated engagement is attributable to 

broader systemic failings, rather than isolated instances of exclusion. In particular, these 

comments align with the experiences shared by Hannah and Ash of fragmented care in which 

only one aspect of their identity, often the one most visible, was acknowledged, undermining 

the effectiveness of care. This led to experiences of erasure and a sense that AMHS were not 

designed with DPPD in mind.   

Theme 5: Disability Competence and professional avoidance  

This theme explores experiences with AMHS and professionals who lacked knowledge 

and competency in working with disability and/or long-term conditions. As a result of this 

training gap, participants described an undermining of trust, increased emotional labour, and a 

risk of direct harm. The emotional complexity involved in negotiating affirmative and 

disability-competent care is also illustrated, particularly in relation to the need for responsive 

and reflexive practice. Several participants reflected on how a lack of knowledge and 

competence meant that AMH professionals were unable to understand or provide holistic 

healthcare:  

There's just a lack of training amongst healthcare professionals generally, including 

mental health workers, about how to work in an empowering way with Disabled people. 
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And you know, of course, I think the challenge is the NHS is particularly has a very 

medical view of disability and so most people's experiences are that any involvement 

with any health services is actually damaging. – Sophie  

These statements illustrate how institutionally embedded gaps in professional 

competence left AMHS unprepared to support or empower DPPD. As noted by Sophie, 

participants further elaborated that a lack of knowledge and competence could risk serious 

physical and psychological harm during contact with AMHS: 

And he said, well, you know, when you're there, it's a very acute life and death matter, 

and you can't afford to be arguing with the consultant about what his view of spinal 

injury happens to be compared to the truth. – Tom  

I was kind of made to feel like shame about my diabetes, I'd assume when you're 

training as a medical professional or in mental health, that would be the first thing you're 

taught not to make people feel. So […] the training needs to be revamped to stop 

professionals putting those feelings on people. – Tess  

These comments, in conjunction with other participants’ accounts, highlight the links 

between a deficit in disability competence and iatrogenic harm, including internalised ableism 

and extending to a risk to life. This issue of competence was argued to persist despite the 

existence of guidance, training, and information, which appeared to be underutilised. Many 

participants emphasised the availability of a variety of different sources of information:  

If I can open up the search engine and go to the NHS website, which will list all the 

meds that I put in, and say what they’re for, you know other people can do it instead of 

having to have me, who’s had a breakdown, to have to go through every single thing 

and explain what that is. It was just so distressing. – Ash  
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Ash’s comments highlight that where professional knowledge and curiosity were 

lacking, they were expected to provide education at a cognitive and emotional cost. This 

highlights a lack of proactivity amongst professionals to source their own learning and 

education. In contrast, Emma described how basic professional initiative and willingness to 

educate themselves validated her lived experience and enabled care: 

I love it when people say, “I’ve googled your condition, I know everything about it”, 

and I'm like, yes, it's not that hard to Google […] But some hospitals don't seem to have 

the initiative to go away and Google it, go away and research it and stuff like that. I had 

one psychiatrist […] who went away and dedicated like a good week to understanding 

everything about my condition and […] then he was like, I get it, I get what's going on. 

– Emma 

Emma’s comments illustrate the power of her psychiatrist’s steps to self-educate, which 

facilitated holistic understanding and strengthened the therapeutic relationship. Additionally, 

Emma further described that training should be both proactive and responsive, including basic 

training on disability as well as on-demand education when new needs arose:   

I think just one general training on different disabilities, ambulatory wheelchair users, 

that they exist, and then just the general outline. […] Like I understand, if you've never 

had someone in that service before, who’s blind or visually impaired, that you've never 

had training on it before. But I think it's important that if someone was coming in and 

was visually impaired, then training should be sought for the staff in order to help that 

person. – Emma 

Embedding this model of responsive care was seen to be a way of enabling DPPD’s 

needs to be met. Similarly, participants reflected that training could enable care and improve 
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competence, not only through increased awareness of physical health conditions, but also by 

reducing intersectional, unconscious biases and epistemic injustice: 

[training] just builds that relationship with and it builds that level of trust, I think 

between the patient and the staff. I mean, […] I don't ever remember having to explain 

to people what I had done, why I was in pain, why I was hunched over. […] I don't 

recall ever having to explain to anybody. – Laura 

Whilst training and disability competence were desired, several participants 

acknowledged structural and systemic barriers to achieving this, including service demand, 

professional burnout, and the typically short duration of contact during crisis care. Despite this, 

other participants reported a lack of perceived organisational barriers to basic training, 

particularly when a solution-focused approach was taken. As Emma stated, “It's not that hard 

to deliver a two-hour session to all your staff in one go […] or even online sessions or whatever 

they need to train people in different disabilities”.  

In considering Emma’s comments, this indicates that barriers to training extended 

beyond structural barriers, which could be overcome. Some participants discussed professional 

avoidance and discomfort as a barrier to engaging with and developing competence in working 

with disability. For example, Ellie described her experience of crisis team professionals 

psychologically and physically distancing themselves from her care, for example, by avoiding 

difficult conversations, shifting focus to trivial topics (e.g. her service dog), or refusing AMH 

care:  

Out of nowhere, the worker that I did get on with went to leave at the end of the visit 

and said to my dog, my assistance dog, she said “Oh, I’ll really miss seeing you. We're 

not gonna see you again”. And I asked her about that and she was like, “oh we’re 

discharging you next week”. And like I was no better than when they began, because 
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of all the overwhelm that they kind of made worse. And my therapist like contacted 

them and they said they’d done a risk assessment and I was no longer suicidal, but like 

they were not letting me talk about suicidal thoughts and I wasn’t aware of a risk 

assessment being done – Ellie  

This insensitive communication of Ellie’s discharge from AMHS despite her continued 

need for crisis care illustrates the harm caused by professional avoidance or reluctance to 

engage with disability. Similarly, Sophie reflected that for non-disabled MHPs, physical 

disability provoked unique anxieties associated with unconscious fears concerning bodily 

decline and mortality. Subsequently, unable to contain these feelings of overwhelm, Sophie 

noted that this could be projected onto DPPD, resulting in psychological distancing, harmful 

stereotyping, and exclusion from care: 

Disability is the one minority that any of us can end up belonging to. […] unless you, 

as the professional have done some work around that, your body is going to fail at some 

point and you're going to die and there's things you can't control, and what happens is 

you're just projecting that onto that person that disabled client […] then you either get 

this kind of distancing effect of “I can't deal with that, what you represent to me, so I 

won’t offer you a service” […] or you get the other way of, “I'm gonna try and force 

my stuff onto you because, you need to be fixed or I need to see you as an inspiration 

or a ‘super-crip'. […] so you get silenced in both ways.  – Sophie  

Sophie’s statements highlight that, through these psychological defences, 

professionals’ emotional comfort was prioritised over DPPD’s lived experience and AMH 

needs. Subsequently, Sophie emphasised that disability affirmative AMH care required 

professionals to be reflexive and willing to examine their unconscious processes and biases 

towards disability. For example, through reflective practice, supervision, and continued 
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professional development. However, others highlighted that training around disability needed 

to be considered and designed carefully, as this was identified as a potential site for continued 

transmission of ableist biases:   

When you're trained, you're trained to look out for certain things, but that's become 

problematic with physical disabilities […], to not make presumptions, not assume that 

someone needs something just because you know your ten other patients with the same 

condition require that you know, like you really have to focus in on the individual. – 

Grace  

Through these comments, Grace reinforces the need for training to emphasise 

individualised over standardised care when working with DPPD. Notably, both personalised 

care and reflexive practice require professionals to exert emotional labour and a willingness to 

recognise personal biases. Unfortunately, several participants indicated that there could be both 

personal and cultural resistance to accountability and learning embedded particularly in NHS 

institutions: 

They've never had to deal with complex spinal injury, and they literally don't want know 

what to do. So instead of being sensible and calling a colleague or asking for the carers 

and patients input, they have hysterics because they're upset and embarrassed and 

angry. – Tom 

If they're honestly saying I really don't know about it and they're doing it in a genuine 

way, not just 'cause they're lazy and they can't be bothered to look at something you 

know, then I'm happy to talk about it. But, yeah, there was no admitting they didn't 

know about something, but that's something with the NHS anyway, they’ll put up a wall 

of silence rather than admit that anything's wrong. – Ash  
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These statements illustrate that meaningful inclusion requires authentic openness to 

adaptation and a willingness to learn from DPPD and their networks. The impact of this on 

accessibility was captured in Riley’s statement: “they can't know everything about everything, 

but if they’re open to saying, you know, “what would help?”, that would make it a lot more 

accessible”.  To counteract resistance and bias, Zahra highlighted the facilitative power of 

involving lived experience experts, both DPPD and their networks, in the design and delivery 

of AMH training:  

I think people like myself to be able to be within their teaching, you know, going in, 

sharing our experiences, our fears, our anxieties and how important communication is, 

you know, at all levels, you know, because I don't want people to stereotype, I don't 

want people to have hidden you know, biases […] so that's the sort of thing we can 

relate back to and work together. – Zahra 

Zahra’s comments indicate that participatory and collaborative training could enable 

challenging of stereotypes and implicit bias present in standard institutional training and 

broader society. Similarly, Ellie’s comments illustrate that specific knowledge and expertise in 

disability, trauma, and long-term conditions enabled power sharing and validation of her lived 

experience. She described receiving this more affirmative and disability informed care through 

the third sector or private services, which, whilst not universally accessible, were often 

perceived as safer, more flexible, and better attuned to participants' needs:  

My private therapist actually specialises in disability and trauma. […] She totally gets 

all the microaggressions that you get every day and fighting for services. [She] sends 

me my notes after the session […] if anything is inaccurate, I can email back and say 

and she’ll change it. […] The last thing I had to do, she actually let me write the whole 
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report and then she, like, added her bit for like strength and signed it and put it on her 

letterhead. – Ellie 
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Chapter Five: Discussion 

Chapter Overview  

This final chapter aims to summarise the findings of the present research and situate 

them in the context of the existing research literature examining Disabled people’s experiences 

of mental healthcare. The strengths and limitations of the research methodology and design are 

considered, as well as implications arising for future research, practice, and policy. Lastly, the 

researcher presents their final self-reflexive reflections with respect to the complete research 

process. 

Summary of findings  

The present research explored the experiences of Disabled people with physical 

disabilities (DPPD) in acute mental health services (AMHS) from the perspective of those with 

direct and indirect experience. Whilst Disabled people’s experiences of MHS have been 

examined before in both the U.K. (Glasgow Disability Alliance, 2022) and the U.S. (Hunt et 

al., 2006; Wang et al., 2024), to the researcher’s knowledge, this is the first study specifically 

focusing on this disability group within AMHS (e.g. crisis services, home treatment teams, 

inpatient).  

Using Reflexive Thematic Analysis (RTA; Braun & Clark, 2022), five superordinate 

themes were developed: barriers to access, inflexibility and exclusion in acute mental health 

care; lack of holistic care: integrating physical and mental health; silencing and epistemic 

injustice; discrimination, intersectionality, and identity; and disability competence and 

professional avoidance. 
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Barriers to access, inflexibility and exclusion in acute mental health care illustrate 

DPPD’s encounters with inaccessibility and inflexibility within AMHS, and how this 

effectively excluded them from care. The theme encompasses two sub-themes, the first, 

physical and procedural inaccessibility and inflexibility, explores the ways in which rigid 

standardised models of care in AMHS were inaccessible and exclusionary for DPPD. The 

second subtheme, access barriers cause iatrogenic harm and protective avoidance of services, 

describes how exclusion caused harm in the domains of both physical and mental health, 

leading to avoidance of AMHS.  

The second theme, lack of holistic care: integrating physical and mental health, explores 

how AMHS understood and practically provided for DPPD’s integrated needs. It describes how 

the artificial separation of physical and mental health was experienced by participants and how 

this impacted their mental health and engagement with services.  

The theme of silencing and epistemic injustice captures how the lived experiences and 

truths of DPPD were devalued or dismissed, and the varied responses this elicited. It is 

comprised of two subthemes, the first of which, devaluing lived experience and self-

knowledge, focuses on DPPD’s experiences of epistemic injustice and power imbalances 

within AMHS, whilst the second, the burden of advocacy and self-silencing, examines the 

emotional and cognitive costs of self-advocacy within systems that devalue DPPD voices and 

self-silencing as a protective mechanism.  
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The fourth theme, discrimination, intersectionality, and identity, describes how AMHS 

understood and integrated the multiple identities of DPPD, including experiences of bias and 

discrimination. It is divided into two subthemes. The first, ableism and attitudinal barriers, 

explores how ableism presented both implicitly and explicitly in DPPD’s interactions within 

AMHS. The second, intersecting and multiple marginalisation, illustrates how DPPD with 

multiple marginalised identities experienced layered intersecting biases and assumptions. 

The final theme, disability competence and professional avoidance, explores the dearth 

of knowledge and experience within AMHS to work with DPPD in an empowering and 

affirming way. This theme also describes some of the challenges to addressing knowledge gaps, 

including professional discomfort and avoidance of disability. 

Relation of study findings to previous literature  

The present research contributes to a developing body of literature broadly exploring 

Disabled people’s experiences of mental healthcare and how these services can most 

effectively support this population. This section will discuss how the results align with and 

extend the findings of the existing literature, as well as any areas of difference.  

Barriers to access, inflexibility and exclusion in acute mental health care 
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This theme and both subthemes correspond with existing literature in that they describe 

how Disabled people frequently have to navigate inaccessibility when accessing mental 

healthcare, leading to unmet mental health needs and a deepening of psychological distress 

(Conner et al., 2023; Gerke, 2016; Olkin & Gomez, 2024; Rintell et al., 2012; Wang et al., 

2024; Zhang-Hampton et al., 2011). The present study is also consistent with findings 

regarding Disabled people’s access to health services (Sakellariou & Rotarou, 2017). Some of 

the physical and procedural barriers to access described in the present study have also been 

identified in the existing literature, such as inaccessible settings, bureaucratic processes, and a 

lack of reasonable adjustments (Chrysikou, 2013; Conner et al., 2023; Olkin & Gomez, 2024; 

Gerke, 2016; Powers, 2024; Wang et al., 2024). Consistent with previous research, participants 

in the present study described that, as a result of barriers to access and inflexibility, their 

engagement with AMHS created a “tradeoff” through which their mental health needs were 

not fully met (Powers, 2024, p. 76). This also aligns with Wang et al.’s (2024) findings that 

negotiating reasonable adjustments when accessing mental healthcare was experienced as 

burdensome and overwhelming, particularly for those with complex MH needs, and caused 

delays in treatment.   
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A particular procedural barrier highlighted in the present research involved inflexible 

risk management processes, which framed assistive devices, particularly mobility aids, as 

presenting increased risk and restricted access to these items. Whilst there appears to be little 

research in this specific area, Chrysikou (2013) found that MHPs reported valid fears around 

the ligature risks presented by universal accessibility devices, such as handrails. Importantly, 

Chrysikou’s research highlights that ignoring either individual patient access issues or service-

related concerns (e.g. staffing, safety/security fears, and models of care) is likely to lead to 

unsuitable facilities requiring reactive modifications, procedures, or rules, which then further 

compromise access as well as patient and staff wellbeing. In conjunction with the present 

research, this indicates the need for a shift in how mental healthcare is designed, to ensure that 

whilst environments are safe, secure, and accessible, they do not place unnecessary or 

unjustified restrictions on Disabled service users. 
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Within the second subtheme, access barriers cause iatrogenic harm and protective 

avoidance of services, participants’ experiences in the present study resonate with Illich’s 

(1976) concept of iatrogenic harm, defined as the unintended harm caused by healthcare 

interventions or systems. Similarly, Wang et al. (2014) found that due to structural and 

interpersonal ableism, as well as a lack of reasonable adjustments, Disabled people mistrusted 

and avoided formal MHS. The current research conceptualised this avoidance as a protective 

strategy adopted by DPPD to evade the psychological harm and cognitive demands caused by 

service contact. Within the general population of mental health service users, non-contact with 

services was found to be associated with fears of being subject to compulsory treatment, 

discrimination, and stigma (Sweeney et al., 2015). Notably, some participants in Sweeney et 

al.’s study also reported serious consequences arising from the conjunction of not being 

believed and inaccessibility, including exclusion, a reluctance to seek help, as well as physical 

and mental health deterioration.  
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Whilst Sweeney’s study focused on a general population of mental health service users, 

these findings may also align with the present study focusing DPPD, particularly to the themes 

concerning inaccessibility, iatrogenic harm and epistemic injustice. Indeed, it may be 

reasonable to suggest that the effects found by Sweeney et al. may be magnified for participants 

in the present study due to factors such as interpersonal and structural ableism. This is 

concerning, as research has found due to repeated negative experiences of care, Disabled 

people or people with long-term conditions are more reluctant to seek healthcare and likely to 

avoid services (Hunter et al., 2013; Shaw et al., 2008). Consistent with the present study, Petrin 

et al. (2020) found that negative experiences of care led to the choice to seek help becoming a 

‘cost-benefit’ calculation, leading some to self-treat, seek alternative care, or delay seeking 

care until crises emerged. This pattern, described as ‘recursivity’ (a feedback loop between past 

and future help-seeking), was also evident within participant accounts in the current study.  
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These findings also align with the work of Campbell (2009), who argued that Disabled 

people are frequently excluded from services when they cannot conform to inflexible and 

ableist expectations based on non-disabled norms, for example, around communication, 

presentation, or perceived compliance with treatment. Alongside this, the findings of the 

current study contribute to the evidence base on structural disablism within health services. 

Structural disablism is defined as systems that disadvantage Disabled people and privilege non-

disabled people, rooted in historical and current institutions, policies, and sociocultural norms 

(Lundberg & Chen, 2024). Notably, the continued efforts of participants in the present study 

to persistently navigate AMHS despite these barriers align with the values of disability cultural 

identity, particularly resilience, humour, and future-orientation (Gill, 1995; Powers, 2024). 

DPPD’s active resistance and resilience were also evident in the strategies they developed to 

meet their AMH needs where services failed, including independently developing crisis plans 

and identifying survivor-led services as alternative supports.  

Lack of holistic care: Integration of physical and mental health  
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The second theme extends the findings of the existing literature that MHS have 

difficulties in understanding and managing physical health conditions (NCEPOD, 2022; Royal 

College of Psychiatrists, 2009). Indeed, mental health service users in the general population 

have been found to have poorer physical health outcomes due to barriers linked to stigma, 

diagnostic overshadowing, and a lack of physical health knowledge and skill in mental health 

practitioners (Healthcare Commission, 2007; Nash, 2013). Of particular relevance to this 

theme, participant experiences in the current study closely aligned with the concept of 

diagnostic overshadowing (Jones et al., 2008), which describes how physical symptoms are 

misunderstood or minimised within mental health settings. This phenomenon has been widely 

explored in healthcare services internationally, including a systematic literature review of 24 

studies, which identified that service users with both physical and mental health needs were 

likely to experience their needs being attributed solely to their mental health, leading to delayed 

and inadequate physical care (Molloy et al., 2023).  

In the context of the present research, DPPD were at risk of experiencing dual 

overshadowing through which their physical symptoms were ascribed to their mental health, 

and vice versa. This dual overshadowing was further compounded by stigma and stereotypes 

associated with the visibility, perceived severity, and complexity of participants’ disabilities. 

Similar factors have been associated with diagnostic overshadowing for people with mental 

health needs accessing physical healthcare, including healthcare provider stigma, inadequate 

assessment, and lack of training, which were related to premature closure and negative 

experiences of care (Hallyburton & Allison-Jones, 2023). Consistent with this, other research 

has evidenced compounded barriers to mental healthcare for Disabled people who experienced 

chronic pain, mobility impairments, and complex medical histories (Conner et al., 2023; Wang 

et al., 2024; Zhang-Hampton et al., 2011).  



  167 

 

 

   

 

Importantly, the lack of integration between physical and mental health found in the 

present research was evident not only in individual clinician biases, but rooted in the 

organisational culture and structural systems of mental health organisations. The findings of 

existing research indicate that fragmented service models impede effective integrated care, due 

to poor communication between services, ill-defined responsibilities, a lack of shared 

electronic systems, and financial barriers (Rodgers et al., 2018). Consistent with this, 

participants in the present study reported difficulties with the continuity of their physical 

healthcare and communication between services whilst under AMHS. Subsequently, DPPD in 

the present study reported direct links between the fragmentation of services and worsening 

physical and/or mental health outcomes, which created a pressure to advocate for their 

intersecting needs.  

Whilst the current research primarily highlighted persistent failures to integrate care in 

AMHS, research in other healthcare contexts has evidenced that integration between physical 

and mental healthcare is possible, can improve outcomes and may mitigate barriers such as 

gaps in care and fragmentation (Druss et al., 2010; Rodgers et al., 2018). Taken together, this 

may reflect systemic differences between services and specific challenges for providing care 

in AMHS. Indeed, through the findings of the current study, AMHS could be argued to reflect 

Goffman’s (1961) concept of the ‘total institution’ through which institutional structures and 

power dynamics diminish service users’ identities into a single mental health narrative, and 

thereby neglect their holistic needs. This highlights the need for integration between physical 

and AMHS, particularly for DPPD, whose physical needs were overlooked, misinterpreted, or 

deprioritised in the present study (Gibson & O’Connor, 2010). 

Silencing and epistemic injustice  
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The finding of diagnostic overshadowing also intersects with the third theme, which 

discusses how DPPD were subject to epistemic injustice in AMHS. This corresponds with the 

existing literature, which has evidenced both implicit and explicit forms of epistemic injustice, 

including questioning or minimisation the legitimacy of needs (access, physical and mental 

health), pathologising disability, and gaslighting in psychiatric contexts (Conner et al., 2023; 

Gerke, 2017; Olkin & Gomez, 2024; Powers, 2024; Wang et al., 2024). Specifically, the results 

of the current study align with Fricker’s (2007) epistemic concepts of testimonial and 

hermeneutical injustice. Firstly, testimonial injustice describes how Disabled people are 

perceived as less credible or lacking capacity due to ableist stereotypes and prejudice (Hunt & 

Blease, 2024; Fricker, 2007). In the current research, testimonial injustice was evident in the 

experiences of participants' self-knowledge of both their physical and mental health being 

disbelieved or delegitimised in AMHS, which then impeded their engagement with psychiatric 

treatment or resulted in disengagement from services altogether. For example, in Hannah and 

Emma’s experiences, their physical health knowledge was rejected, despite documented 

diagnoses, leading to the withdrawal or denial of pain medication. These examples parallel 

findings in other healthcare settings in which patient narratives were frequently disbelieved, 

particularly when co-occurring mental health diagnoses contributed to implicit assumptions of 

emotionality, irrationality, or unreliability (Carel & Kidd, 2014).  
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Additionally, testimonial injustice was compounded by hermeneutical injustice (Carel 

& Kidd, 2014; Fricker, 2007), which describes a lack of shared interpretive resources (e.g. 

concepts and terms) between marginalised people/groups and those in power to describe social 

experiences. In the present study, this was evident through incidents of participants’ ways of 

understanding and expressing their experiences not aligning with the dominant biomedical 

frameworks of AMHS. For example, participants described how their attempts to articulate 

their experiences were dismissed , as demonstrated in Riley’s account of the relationship 

between their physical symptoms and PTSD. Overall, this reflects a failure of AMHS to value, 

interpret, and accommodate DPPD’s embodied knowledge of their distress. This also links to 

Carel and Kidd’s (2014) extension of the concept of epistemic injustice to include 

informational prejudice, in which patients’ experiential knowledge is systematically devalued 

and deemed subjective in healthcare settings. This was found to particularly impact those with 

invisible or disputed conditions. This was evident in the present study as participants described 

how efforts to articulate their physical health needs, pain, fear, or the impact of inaccessibility 

were either dismissed, reduced to mental health aetiologies, or framed as non-compliance. 

Furthermore, the theme of devaluing lived experience and self-knowledge reflects broader 

systemic dynamics and structural discrimination of DPPD in AMHS, in which their capacity 

as ‘knowers’ is marginalised and professional knowledge is privileged. These power 

imbalances were argued to be further intensified by the looming threat of compulsory 

treatment, creating a climate of fear in which participants were both surveilled and silenced 

(Sweeney et al., 2015).  



  170 

 

 

   

 

Consequently, participants described losing confidence in the ability of services to 

understand or engage with their needs, leading to reluctance to seek help or self-silencing either 

to appear compliant or avoid punitive responses. This was described as as further compounding 

psychological distress. For example, the present research is also consistent with the concept of 

epistemic objectification (Dohmen, 2016), which describes how institutional frameworks 

systemically exclude people’s accounts, thereby positioning them as passive recipients of 

knowledge, rather than experts capable of contributing to the sharing and development of 

knowledge. Subsequently, the narratives of DPPD were disbelieved or erased, particularly 

those with invisible conditions who Fitzgerald & Paterson (1995) described may be perceived 

as “phony or fools”.  
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Despite these dynamics, several participants in the present study described engaging in 

self-advocacy as a means to assert their knowledge and the validity of their experiences – 

described in the subtheme self-advocacy and self-silencing. For some participants, this 

facilitated a sense of agency, self-reliance and resilience that has continued to benefit them in 

coping with emotional distress and disempowering environments. Consistent with this, 

research has found that self-advocacy may empower some Disabled people with intellectual 

disabilities, through celebrating resilience, creating identity shifts from passive recipients to 

actively engaged in care, and building confidence (Goodley, 2005). Although the present study 

focused on DPPD, similar effects were observed, which can be suggested to have supported 

participants to effectively navigate fragmented healthcare systems, despite barriers. 

Nonetheless, other participants described that responding to institutional disbelief came at a 

psychological cost and exhaustion, particularly during times of AMH need. Similarly, Disabled 

people with mobility disabilities, as well as people with chronic illnesses, have described 

feelings of stress, overwhelm, and emotional and cognitive burden associated with self-

advocacy (Wilkenfeld & Thomas, 2023; VanPuymbrouck, 2024). These findings emphasise 

the need for epistemically just practices in AMHS, where DPPD’s experiential knowledge is 

treated as clinically valid and integral to care. 

Discrimination, intersectionality, and identity 
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The dynamics of epistemic injustice are also linked to this theme, which illustrates the 

presence of intersecting forms of marginalisation within DPPD’s encounters with AMHS. 

Specific to the sub-theme of ableism and attitudinal barriers, the present research contributes 

to growing evidence that interpersonal and systemic ableism are embedded in mental 

healthcare interactions, training, and service structures (Conner et al., 2023; De Clerck & 

Willems, 2023; Gerke, 2017; Olkin & Gomez, 2024; Powers, 2024; Rintell et al., 2012; Wang 

et al., 2024; Zhang-Hampton et al., 2011). In the current study, ableism manifested in various 

forms within DPPD’s interactions with AMHS, for example, assumptions about capacity and 

stigmatising attitudes towards disability, reasonable adjustments, and assistive devices. Ellie 

reported how paternalistic disbelief in her agency placed her at increased risk, whilst Emma 

described experiencing objectification associated with her wheelchair, which reinforced 

internalised ableism. This echoes dynamics highlighted in both the general and Disabled 

population receiving inpatient psychiatric care, which were characterised by infantilising or 

punitive care, and a perception of patients as untrustworthy (Conner et al., 2023; Gerke, 2017; 

Olkin & Gomez, 2024; Powers, 2024; Sweeney et al., 2015; Wang et al., 2024; Zhang-

Hampton et al., 2011). This is consistent with findings of paternalistic ableism as a pervasive 

form of discrimination, manifesting in benevolence, sympathetic pity, and unsolicited 

protection (Nario-Redmond et al., 2019). Furthermore, experiences of ableism were found to 

vary alongside the visibility of disability, with paternalistic ableism associated with visible 

impairment and invisible conditions more closely linked to invalidation and allegations of 

fraud. The findings of the present research parallel this finding, for example, overly-protective 

perceptions of mobility aids as risk items or dismissal of legitimate need for pain medication. 

Subsequently, participants described disengaging or avoiding AMHS, suggesting that past 

experiences of cumulative discrimination contribute to the anticipatory impact of ableism and 

reluctance to disclose disability-related needs (Conner et al., 2023; Gerke, 2016).  
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These ableist attitudinal barriers were described by participants in both the current 

research and the existing literature as embedded in the culture of health services, and shaped 

by wider structural and cultural ableism (Banerjee, 2025; Read et al., 2018). For example, in 

the present study, Sophie described how reasonable adjustments may be perceived as 

inconveniences, rather than understood as basic rights. This sentiment was echoed in Read et 

al’s (2018, p. 6) research in one participant’s statement of: “I don’t want special. I just want 

appropriate.” Furthermore, findings in wider healthcare settings have evidenced continued 

marginalisation and pathologisation of disability, as well as a failure to perceive disability as 

valuable diversity (Banerjee, 2025). This was reflected in the current study, wherein DPPD’s 

voices and experiences were dismissed or seen through a deficit lens.  

In contrast, some participants in the present study highlighted experiences of more 

affirmative care in which clinicians understood, recognised, and adapted their practice to 

account for ableist microaggressions. Although limited, reports of disability affirmative care in 

the present study reflect what Dispenza et al. (2017) described as an ‘affirmative 

consciousness’ characterised by clinicians who proactively reflected on unconscious biases as 

a means to critically resist ableism and enabled holistic needs to be met (Powers, 2024). 

However, as highlighted in theme five, research has highlighted that MHPs lack disability 

competence and training to recognise ableism, limiting their ability to address adverse impacts 

(Wang et al., 2024). This is concerning as ableist microaggressions have been linked to 

negative mental health outcomes and increased somatic symptoms – as reflected in the present 

study (Kattari, 2020).  
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Research has found that discrimination is often complex, intersecting, and difficult to 

reduce to one identity (Tinner & Curbelo, 2024). The subtheme of intersecting and multiple 

marginalisation extends the above findings and corresponds with the existing research 

literature, which has found that Disabled people with multiple marginalised identities 

experienced intersectional discrimination (Braakman & Sterkenburg, 2023; Conner et al., 

2023; Dispenza et al., 2017; Methley et al., 2017; Powers, 2024; Rintell et al., 2012; Thurston, 

2010; Wang et al., 2024; Zhang-Hampton et al., 2011). Similarly, for DPPD in the present 

study, ableism was frequently compounded by other forms of discrimination based on race, 

gender, and age. This aligns with Crenshaw’s (1989) concept of intersectionality, which 

describes how systems of oppression interact and create interlocking discrimination. For 

example, in this study, Ash described experiences of their integrated identity being overlooked, 

whilst Hannah recognised intersecting gender and age-based assumptions about her disability. 

Through the lens of intersectionality, DPPD’s experiences are not understood as a monolith, 

but instead are shaped by identity-related factors, leading to layered discrimination or disregard 

for experiences specific to culture or gender (Crenshaw, 1989). Consistent with these findings, 

research has found intersecting discrimination in healthcare between Disability and gender 

(King et al., 2019; Nakkeeran & Nakkeeran, 2018), LGBTQ+ status (Kempapidis et al., 2024), 

age (Lu et al., 2022), and race (Holliman et al., 2023). Through examining layered 

discrimination, Tinner and Curbelo (2024) developed the chain of dismissal theory, which 

suggests the denial of symptoms occurs at multiple levels, including stereotypes related to age, 

gender, mental health status, or disability, thereby compounding discrimination and worsening 

both psychological and physical health outcomes. This was reflected in DPPD’s experiences 

in the present study, specifically being perceived as “too complex” and ultimately excluded 

from AMHS.  
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Additionally, these experiences reflect broader patterns of services reinforcing 

internalised ableism, masking of holistic identities, feelings of alienation, and psychological 

distress (Merit, 2025). Dispenza et al. (2017) highlighted the need for competence in 

intersectionality, including an understanding of the impact of multiple marginalisation. 

However, DPPD in the present study expressed scepticism about the feasibility of truly holistic 

and integrated care within fragmented and structurally ableist systems. Notably, participant 

concerns arose despite the existence of multiple policy frameworks explicitly designed to 

promote diversity, equity, inclusion, and accessibility (e.g. Equality Act, 2010; NHS Long 

Term Plan, 2019; United Nations Convention on the Rights of Persons with Disabilities, 2006). 

For example, the NHS Long Term Plan (2019) promises to deliver personalised care and tackle 

healthcare inequalities.  This disconnect between policy and practice may reflect institutional 

failures to meaningfully implement lived experience frameworks, disability research, and anti-

discrimination guidelines. Subsequently, this may reflect ‘symbolic compliance’ (Van-Erp et 

al., 2020) or ‘lazy intersectionality’ (Watermeyer and Swartz, 2022), which describes 

superficial engagement with intersecting oppressions without translation into structural or 

cultural change. 

Disability competence and professional avoidance 
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Many of the issues discussed above can be traced to challenges captured in the above 

theme, which highlights both individual and systemic gaps in AMH clinicians' and services' 

knowledge of affirming care for DPPD. This aligns with the existing literature, which has 

identified a lack of disability knowledge, awareness, and comfort as barriers to affirmative 

mental healthcare (Braakman & Sterkenburg, 2023; Conner et al., 2023; De Clerck & Willems, 

2023; Dispenza et al., 2017; Gerke, 2017; Methley et al., 2017; Olkin & Gomez, 2024; Powers, 

2024; Rintell et al., 2012; Wang et al., 2024; Zhang-Hampton et al., 2011). Similarly, 

participants in the present study reported that clinicians’ lack of knowledge in supporting co-

occurring mental and physical health needs could lead to physical and psychological harm for 

DPPD, including reinforcing internalised ableism. This is supported by findings that basic 

disability training is lacking amongst psychologist and psychotherapists (Artman & Daniels, 

2010), and indeed many clinicians are unaware of the need for additional training (Olkin & 

Taliaferro, 2006), and subsequently increases Disabled people’s risk of poor treatment 

outcomes, disengagement, and reluctance to engage in psychological treatment (Olkin, 2002). 

In conjunction with the findings of the present study, this indicates a need for systemic change 

in the training curriculum of MHPs. 
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 Furthermore, some participants recognised that barriers to improving knowledge 

within AMHS extended beyond issues in practically integrating disability competence into 

clinician training. Indeed, individual clinician factors were identified as relating to the 

application of existing guidance, proactive information seeking, and unconscious processes. 

As Sophie reflected, professionals’ unresolved conflicts regarding mortality and bodily decline 

may unconsciously influence their interactions with DPPD, and therefore, good practice 

requires awareness and reflection. Consistent with this, the existing literature recognised MHPs 

presented both explicit and implicit discomfort or reluctance to work with Disabled people, 

leading to assumptions that Disability inherently indicated complexity or unsuitability for 

psychiatric treatment (Conner et al., 2023; Gerke, 2017). This evidences a lack of ‘critical 

awareness’ of personal biases and deficits in knowledge or competency (Artman & Daniels, 

2010; Balcazar et al., 2009). Thus, the present study aligns with calls for increased education 

within professional mental health training in disability-specific knowledge, humility, comfort, 

and cultural competence (Artman & Daniels, 2010; Conner et al., 2023; Olkin & Pledger, 

2003). 
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Of concern, disentangling professional disability discomfort has been argued to be 

challenging as it requires clinicians to think reflexively about their practice, attitudes, skills, 

and need for education (Nash et al., 2022). This may be difficult to achieve due to systemic 

obstacles to learning within MHS and professional training. For example, some participants in 

the present study identified that a “wall of silence” and a lack of accountability could contribute 

to a resistance to acknowledging gaps in knowledge and learning. These systemic factors were 

argued by Dhanani et al. (2022) to stem from structural power dynamics and inadequate 

application of disability rights, which contributed to fear and protective silencing for Disabled 

patients. Subsequently, they posit that intersectional ableism impacts all stages of clinician 

training (Dhanani et al., 2022). This indicates that improving disability competence amongst 

healthcare professionals, including those working within AMHS, requires examining and 

deconstructing training programmes as these may act as mechanisms which transmit and 

reinforce ableist knowledge, assumptions, and practices. For example, in the present study, 

participants highlighted the pervasiveness of the deficit-based medical model of disability 

within AMHS, which reduced participants’ identities and led to inadequate care. Indeed, in the 

current study, Grace reflected that clinicians may be “over trained” in deficit-based approaches, 

which she suggested reinforced ableist assumptions and distanced them from more 

personalised and affirmative practice. Furthermore, this may be reflective of what Pope (2018) 

terms persistent ‘organisational dysfunction’ within the NHS, characterised by defensiveness, 

dishonesty, suppression of voice, silence, fear, and resistance to ‘knowing’. Conversely, they 

argued that the NHS should redefine its identity as an organisation to one that listens, learns, 

respects, and is honest in service of both patients and staff.  
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The approach suggested by Pope (2018) is consistent with research that disability 

affirmative mental healthcare can be enabled by increased awareness of identity factors, 

diagnostic overshadowing, stigma, systemic/structural power dynamics, internalised 

oppression, and minority stress (Dispenza et al., 2017; Nash, 2013). Although limited in the 

present study, a small number of participants reported experiences of AMH care that aligned 

with affirmative practice, including professionals with knowledge of ableism, 

microaggressions, an understanding of disability identity, and who proactively sought 

information about their disability. These experiences are consistent with the principles of 

Disability-Affirmative Therapy (D-AT; Olkin, 2007), a person-centred approach to integrating 

disability into psychological formulation and intervention without minimising or 

overemphasising its role. D-AT identifies nine key dimensions of experiences with disability 

and the importance of clinicians embracing a collaborative and affirmative stance towards 

Disabled people’s lived experiences. Furthermore, Olkin’s approach underscores the 

importance of common humanity and strengths-based conceptualisations of disability 

grounded in disability knowledge and advocacy (Olkin, 2007; Powers, 2024). Experiences of 

affirmative care in the present research support this, for example, several participants 

highlighted how services would benefit from learning from the experiences, creativity, and 

wisdom of Disabled people. In consideration of the experiences of participants, the D-AT 

approach can be seen as antithetical to the pervasive deficit-based medical model of disability 

currently adopted within NHS AMHS. Notably, D-AT is not a specific therapeutic modality, 

but instead a lens developed to be integrated within existing treatment frameworks and 

approaches (Olkin, 2007), and thus could be applied to enrich existing practices within AMHS. 

Critical evaluation of the research  
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To the researcher’s knowledge, the present study is the first to specifically examine 

Disabled People with Physical Disabilities’ (DPPD) experiences in acute mental health services 

(AMHS), extending existing research focusing more broadly on mental healthcare or 

interventions (e.g. counselling). Consistent with the literature, the findings overall indicate that 

participants encountered structural and interpersonal ableism when accessing care which 

impacted both their physical and psychological wellbeing. However, the findings also 

demonstrated some variability between experiences associated with intersectionality as well as 

some reported experiences of affirmative AMH care. This may reflect individual differences 

between participants reflective of the wider Disabled population, which is highly 

heterogeneous, for example due to complex interactions between impairment type, severity, 

social factors, and intersectional dynamics (Annamma et al., 2013; Shakespeare, 2006). 

Subsequently, when interpreting the findings consideration must be given to the strengths and 

limitations of the study overall. Nonetheless, through applying the research findings to a UK 

context several recommendations are proposed for AMH care to better meet the needs of 

DPPD.  

Recruitment constraints 
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Although, the study reached the lower end of the targeted number of participants, 

recruitment was found to be one of the more challenging parts of the research. Initially, the 

research had aimed to recruit only DPPD with direct experience of AMH services, however 

due to difficulties with recruitment, the inclusion criteria were widened to include Disability 

Advocates with indirect experiences of services. As discussed in the methods chapter, there is 

debate concerning what constitutes sufficient sample sizes in qualitative research (Malterud et 

al., 2016). Through the application of Malterud et al’s criteria for information power, the 

narrow research aims and quality of the interview dialogue indicates that the sample size was 

adequate for the research. Specifically, participant interviews provided detailed accounts of the 

experiences of DPPD in AMH care from both the perspectives of those with direct experiences 

and disability advocates with indirect experiences.  
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The researcher considered many factors which may have influenced recruitment, 

including the choice not to pursue recruitment through the NHS, due to feasibility and time 

constraints, and to instead advertise online through social media, circulation to disability 

organisations, and word of mouth. Arguably, recruiting through the NHS may have facilitated 

the participation of DPPD, recently engaged with services and/or involved in advocacy through 

patient representation initiatives. However, recruiting and retaining Disabled people for health 

research is a commonly recognised challenge with several barriers to participation. Banas et al. 

(2019) identified the most common and entrenched barriers as the structure of the research 

endeavour, accessibility, and scepticism about research. Applying these barriers to the present 

study, it is reasonable to suggest that the recruitment processes employed may have limited the 

accessibility of the research, for example, text-heavy information sheets and consent forms 

may have disadvantaged those with visual impairments or co-occurring difficulties with 

reading (Banas et al., 2019). Of note, the researcher made efforts to ensure that all documents, 

including the recruitment poster, emails and social media posts, included written descriptions 

to enable the use of screen readers and/or text-to-speech programmes. Despite this, as 

recruitment was primarily facilitated online, this may have inadvertently excluded Disabled 

people experiencing digital poverty, as Disabled people have been found to have less access to 

technology due to economic barriers (Banas et al., 2019; Davidson et al., 2012). Moreover, the 

present research required participants to self-identify as a Disabled person with a physical 

disability. This was intended to be inclusive, due to the heterogeneity of the Disabled 

population and subsequent difficulties in defining inclusion criteria. This aligns with the work 

of Ellard-Gray et al. (2015) on recruiting ‘hard to reach’ populations, who advocate for flexible 

and inclusive sampling strategies (e.g. expanding inclusion criteria). However, this may have 

deterred potential participants who, due to the sociocultural devaluing of disability, may have 

been reluctant to identify in this way (Banas et al., 2019).  
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Data collection methods were also highlighted by Banas et al. (2019) as potentially 

creating barriers due to the time and energy commitment required for participation. 

Subsequently, Disabled people may not perceive participation in academic research as a 

priority, particularly if it does not directly relate to or address their presenting concerns 

(Kitchin, 2000). Additionally, many Disabled people already expend a significant amount of 

time and effort organising services, attending to their health/health care, and advocating for 

themselves in the context of interpersonal, structural, and societal barriers (Hammel et al., 

2015; Iezzoni, 2011). Therefore, cognitive and emotional fatigue may have presented a barrier 

to participation. 
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In relation to the structure of and scepticism about the research, the researcher 

considered how their status as a non-disabled academic and clinician-in-training influenced the 

study design and the willingness of DPPD to participate. Mistrust and power imbalances are 

particularly relevant in this context, as Disabled people are frequently called upon as 

participants by non-disabled researchers, but are likely disenfranchised when research findings 

are inaccessible or are not disseminated to relevant communities/bodies to facilitate meaningful 

change (Banas et al., 2019; Kitchin, 2000). Furthermore, the legacies of historic and 

contemporary power differentials between non-disabled researchers and Disabled people may 

have meant that potential participants perceived the present research as placing them at risk of 

medicalisation, scrutiny, surveillance, and being “mined” for information (Banas et al., 2019; 

Shakespeare, 2013). As discussed in the methods section and below, the researcher attempted 

to adopt aspects of a participatory action framework within the limitations of doctoral clinical 

psychology training, attempts to recruit Disabled consultants to the research were met with 

little uptake. It is also worth noting that the researcher took steps to reduce power imbalances, 

such as compensating participants for their contributions as well as giving participants and 

disability organisations the option to receive an accessible summary of findings, following the 

completion of the research.  
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Overall, the majority of barriers to recruitment and limited solutions to address these 

challenges were rooted in time and resource constraints associated with conducting research as 

part of a professional doctoral programme. In consideration of the above, it is possible that the 

present research overrepresented the experiences of DPPD who were ‘more accessible’ in that 

they had greater capacity to participate, perhaps due to greater support, knowledge of their 

disability, assertiveness, or access to resources (Becker et al., 2004; Kroll, 2011). This is a 

commonly identified problem in disability research (Banas et al., 2019). Furthermore, it is 

possible that those with particularly poor experiences of NHS services may have been more 

motivated to participate as a means of having their voice heard. 
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Consequently, the recruitment criteria were expanded to include disability advocates 

without direct experience of AMH services. Whilst this broadened the data collected, the 

researcher noted that advocates' accounts often focused more on systemic and structural factors 

(Beresford, 2002), rather than personal interactions. Additionally, some participants 

identifying as advocates also occupied roles as family members and carers of Disabled people. 

Thus, their narratives often incorporated themes related to caregiving experiences, which, 

whilst connected to the lives of Disabled people, also reflected carer concerns that may differ 

in focus from those with direct, lived experience. This may reflect what Alcoff (1991) 

discussed as “the problem of speaking for others”, as, even though well-intentioned, 

carers/advocates experiential position may differ from Disabled people, as they can often 

occupy a position of greater social, institutional or communicative power than the people they 

support. This can lead to a risk of Disabled people’s experiences being overshadowed or 

misrepresented, thereby inadvertently reinforcing marginalisation and silencing in disability 

research. Notably, within the present research, out of the four disability advocates participating, 

only one identified as non-disabled, meaning that the majority of advocates, despite lacking 

direct experience of AMHS, had lived experience of disability. Whilst this shared identity is 

not necessarily equivalent to shared experiences of marginalisation within AMHS, and could 

risk distinct experiences being erased (e.g. through deprioritisation or sanism), the inclusion of 

Disabled advocates may provide empathy and a shared understanding of systemic ableism not 

lived by non-disabled participants. 

Sample considerations 
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Despite the above concerns regarding recruitment and sample size, the present study 

had some strengths in the characteristics of participants in relation to the wider population of 

Disabled people. According to the UK Disability Statistics Research Briefing (Kirk-Wade et 

al., 2024), the prevalence of disability for working age adults is 23%, with women representing 

a larger proportion of Disabled people than men. This is largely consistent with the present 

sample, in which the mean age equalled 41 years, with 60% identifying as female and 16% as 

male. Additionally, through offering remote interviews, the research was able to recruit 

participants from across the UK, who had experienced a variety of acute services (e.g. inpatient, 

crisis, home treatment team, place of safety, etc.). There was also a mix of physical 

impairments, chronic health conditions, LGBTQ+ identities, and length of contact with 

services in the sample.  

In spite of these strengths, there were also limitations concerning the demographics of 

the sample, in that all but three participants identified as White British or Irish. When 

standardised for age, the Disability Statistics has found that the prevalence of Disability is 

approximately 36% for Bangladeshi, 32% Pakistani, 30% for mixed and multiple ethnic 

groups, 28% White, and 26% Black. Considering this, Disabled people and advocates from 

racialised backgrounds were underrepresented in the current research. This reflects a 

commonly occurring problem within Western research, with a variety of barriers to increasing 

participation amongst racialised groups, such as the legacies of historically racist and 

oppressive academic practices resulting in a lack of trust (Tuhiwai-Smith, 2012). Additionally, 

it is possible that Disabled people from racialised backgrounds faced compounded barriers to 

participation in academic research through the intersection of both systemic racism and ableism 

(Annamma et al., 2012). It is unclear if any further factors contributed to this 

underrepresentation, other than those discussed above. 
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Additionally, information about employment status was collected as a proxy for 

socioeconomic status, as research has evidenced financial barriers to health services for 

Disabled people (Sakellariou & Rotarou, 2017). Of the Disabled participants with direct 

experience, four reported they were students, three were in some form of employment, and one 

was unable to work. According to Kirk-Wade et al. (2024), Disabled people were more likely 

to be ‘economically inactive’, meaning they are not in work and not able to work, compared to 

non-Disabled people, with rates of 43.1% and 15.4% respectively. Considering this, the present 

sample was underrepresentative of Disabled people who are out of work. This may be 

significant as Disabled people who are unable to work may be more significantly impacted by 

their physical impairment or health condition, and therefore may be likely to experience 

additional or compounded barriers to accessing services (Morris, 2001; Shakespeare, 2013). 

Furthermore, Disabled people unable to work are more likely to be receiving disability-related 

benefits (e.g. Personal Independence Payments or Employment Support and Allowance). 

Given the recent government cuts to these benefits as well as negative media and political 

rhetoric about claimants (Garthwaite, 2011; Ryan, 2020), this is potentially relevant as 

Disabled people reliant on these financial supports may experience increased economic strain 

alongside exposure to ableist discrimination and stigma.  

Notably, a third of Disabled participants reported that they were students studying at a 

degree level or higher. Whilst this may align with recent findings of a rise in Disabled people 

accessing higher education (Kirk-Wade et al., 2024), these participants may not be wholly 

representative of the wider Disabled population. As, through exposure to academia, these 

participants may have held more positive views and willingness to contribute to the research, 

than other DPPD who, due to aforementioned research practices and power imbalances, may 

have been reluctant to participate (Banas et al., 2019). 
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In retrospect, it may have been useful for the researcher to dedicate more time to 

building relationships with Disability organisations and groups to promote the research, 

encourage participation (particularly amongst those experiencing multiple marginalisation), 

and address any potential concerns (Banas et al., 2019). Moreover, this may have highlighted 

any additional barriers to participation that the researcher was not aware of, thereby enabling 

these to be addressed more fully. Even so, attempts were made to contact a variety of 

organisations across the country via email to promote collaboration in developing the project 

as well as participation, which unfortunately was met by a very low response rate. In 

consideration of this, following up by telephone or visiting organisations, especially those local 

to the researcher, in person, may have provided an opportunity to build relationships with 

organisations and discuss the research. However, as the research was primarily undertaken by 

a sole researcher, this would have been time-consuming and not feasible in the context of a 

clinical psychology training programme.  

Participatory action research 

As discussed in the methods chapter, the researcher initially hoped to incorporate 

elements of participatory action research (PAR) throughout the study. However, in retrospect, 

it is acknowledged that perhaps sufficient effort was not dedicated to applying this in practice, 

particularly in the development of the research design and interview schedule. This is 

potentially significant as, without active inclusion of Disabled people’s perspectives in the 

research design, relevant topic areas and perspectives may have been excluded (Banas et al., 

2019).  
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Despite this, attempts were made to consult with Disabled people and members of the 

research community during the development and recruitment stages of the research, resulting 

in the revision of the research advertisement and widening of the participant inclusion criteria 

(e.g. widening to AMHS more broadly and including disability advocates). Nonetheless, 

implementing a more fully PAR approach may have supported and improved recruitment by 

enabling the researcher to build stronger relationships and trust with Disabled communities, 

and thus potentially mitigating some of the aforementioned barriers to participation (Banas et 

al., 2019).  

Significantly, as discrimination and structural barriers within academic research 

continue to limit Disabled people’s access to active roles in shaping, conducting, or leading 

research (Kitchin, 2000; Puyalto et al., 2016), engaging more meaningfully with PAR 

principles may have helped to address power imbalances between the non-disabled researcher 

and Disabled participants. For example, reducing the risk that DPPD’s experiences would be 

inadvertently misunderstood or misinterpreted through unconscious processes or ableist 

assumptions (Stone & Priestley, 1996). The involvement of Disabled research consultants 

could also have supported by more in-depth reflections on research findings and write-up, 

through examination of the raw data and analysis (Wigginton & Setchell, 2016). 
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Unfortunately, as the researcher undertook the study as part of a professional doctorate 

programme, time constraints limited the feasibility of truly participatory research. With 

adequate time and funding, future studies could address this limitation, for example, by 

employing Disabled researchers, stakeholders, or a steering group (Nind & Vinha, 2014). This 

approach would not only promote more representative and equitable research but could also 

enhance the validity, dissemination, and impact of research findings (Nind, 2017). With this in 

mind, it may also be important to consider that assumptions of knowledge simply due to 

identity as a member of the Disabled community may also be problematic and based in 

erroneous assumptions of homogeneity (Sheldon, 2017). Instead, Disabled researchers can 

provide a critical lens through which dominant academic conceptualisations of disability may 

be deconstructed (Sheldon, 2017).  

Role of the researcher and self-reflexivity  
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The research was positioned from a relativist, interpretivist, and contextualist 

perspective in acknowledgement that narratives were co-constructed within the interaction of 

participants and the researcher, and shaped by sociocultural and historical contexts (Greene et 

al., 2010; Hiller, 2016; Schwandt, 2003). In consideration of the principles of participatory and 

emancipatory research paradigms in disability research, the present research committed to 

openness, transparency, and a critically reflexive stance through which potentially negative 

representations of participants could be challenged (Kitchin, 2000; Wigginton & Setchell, 

2016). Such approaches are particularly significant given the social and political context of 

disability research, which has historically and continues to be dominated by non-disabled 

academics, and is often rooted in medicalised, disempowering narratives. Subsequently, it has 

been argued that often disability research fails to acknowledge the expertise of Disabled people, 

overlooks issues of importance to them, and is ineffective in creating meaningful change in 

their lives (Kitchin, 2000; Oliver, 1992). This section therefore presents a first-person written 

exploration of the researcher’s critical self-reflexivity and the influence that this had upon the 

study.   

The researcher as an outsider 
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As a non-Disabled trainee clinical psychologist, I regularly considered my outsider 

position in the context of understanding and representing Disabled people’s experiences. As I 

do not have lived experience of physical disability nor the interpersonal and systemic ableism 

that participants described, I was mindful of not claiming to ‘know’ these experiences (Gair, 

2012). My dual role as an NHS trainee psychologist and academic carried a great deal of 

institutional power, particularly as these structures have historically and to large degree 

continue to marginalise Disabled voices (Oliver, 1992; Shakespeare, 2006). Therefore, the 

ethical tensions arising throughout the research process are considered, particularly concerning 

how I engaged with, represented, and interpreted the experiences of Disabled participants.  
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I was mindful of the risk of conducting research that objectified or dehumanised 

participants, through ignoring the narratives of participants and privileging my own (Stone & 

Priestly, 1996). To negotiate this, I approached interviews with openness, attempted to listen 

more than lead discussions, and was transparent about my outsider status (Wigginton & 

Setchell, 2016). These efforts were further supported through aspects of the research design 

intended to increase participant power and control, for example the use of flexible recruitment 

strategies (e.g. accepting participant self-definition as ‘Disabled’), open-ended and semi-

structured interviews, and seeking involvement in the interpretation of the data (e.g. participant 

feedback requests; see Appendix O for descriptive summary of research findings). However, I 

remain conscious that reflexivity alone cannot negate the power imbalance embedded in the 

researcher-participant relationship (Wigginton & Setchell, 2016), and indeed there are limits 

to what can be done to “alter the social relations of research production” (Stone & Priestly, 

1996, p.16) and minimise potential negative aspects of research. This was evident in feedback 

received by one of the participants on the research findings summary that the information was 

“too vague” and not explicit enough in its call for change. I reflected that this had perhaps 

arisen through my focus on the process of synthesising a large amount of data into a more 

concise and accessible document, and subsequent oversight of the importance of explicit 

action-orientation in disability research (Kitchin, 2000). Thus, the participant feedback was an 

important reminder that my efforts towards transparency and collaboration, did not equate to 

shared experience.  
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Inevitably, my position as an outsider also influenced both data collection and 

interpretation. Whilst I hoped that my status as a researcher-clinician and explicit openness to 

both positive and negative experiences might help participants feel less judged and freer to 

critique mental health systems, I’m also conscious that it may have inhibited the depth of 

information shared or created additional labour for Disabled participants to explain experiential 

knowledge I lacked (Dwyer & Buckle, 2009; Kitchin, 2000). In particular, I was concerned 

about the risk of misinterpreting participant narratives during data analysis and at times 

experienced anxiety about enacting epistemic injustice (Fricker, 2007). Nonetheless, I was 

aware that attempts to deny my personal/professional power through assigning myself the role 

of ‘naïve outsider’ risked avoiding responsibility and accountability (Dwyer & Buckle, 2009). 

As Wigginton & Setchell (2016) argue in their research on stigma, simply proclaiming outsider 

status does not provide a shield against critique or an excuse to disengage from the lived 

experiences of research participants. Indeed, identifying myself as an ‘outsider’ necessitates 

greater critique and accountability (Dwyer & Buckle, 2009; Wigginton & Setchell; 2016). This 

is particularly relevant given my role as a soon-to-be qualified psychologist within the same 

systems critiqued in this research, as I cannot and should not remove myself from the 

institutions critiqued within the research. Therefore, I have tried to navigate this research with 

ongoing critical reflexivity, through the use of supervision, a reflective diary, and engagement 

with disability justice literature. 



  196 

 

 

   

 

Notably, as Gair (2012) and Dwyer & Buckle (2009) discuss, the insider/outsider 

dichotomy can be overly simplistic and overlook the complexity of researcher identity. Indeed, 

Dwyer and Buckle (2009) reflect on the possibility of outsider researchers occupying a third 

position or ‘the space in between’ through qualitative research that necessitates immersion in 

the literature, reflexivity, and relational engagement with participants. Nonetheless, I am aware 

that my interpretations are shaped by my position and thus any claim to ‘accurately represent’ 

participants is open to critique.  

Critical self-reflexivity 

Initially, I had hoped for the research to be informed by participatory action principles, 

specifically involving Disabled people as stakeholders and consultants throughout the project. 

I felt this was ethically important given that psychological research has historically positioned 

Disabled people as passive subjects, rather than experts by experience (Kitchin, 2000; Oliver, 

1992). Although I am disappointed that this was not fully possible within the constraints of 

doctoral training, I have tried to approach the research reflexively, with a view to representing 

participants’ experiences accurately and meaningfully.  
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This project has taught me a great deal about both disability and the research process. 

Prior to beginning the doctorate, my experience was largely limited to quantitative service 

evaluations and questionnaires online. In particular, I feel I have developed my skills in 

research interviewing and qualitative data analysis. Within my interviews, I frequently felt 

conflicted in my dual identity as a clinician-researcher. I often noticed a draw to validate, 

empathise, or respond to participants’ distress. This perhaps felt particularly heightened by my 

position as a non-disabled person and professional working within the same systems that had 

excluded and harmed many of the participants. In retrospect, I recognise some of this as 

stemming from anxiety about reinforcing epistemic injustice or ableist research practices. 

Although it has been argued that when conducting research with marginalised populations, a 

gentle, warm, and empathetic tone is important to convey curiosity and respect (Gair, 2012; 

Wigginton & Setchell, 2016). Subsequently, my leaning towards this style of communication 

could be considered ethical and intended to facilitate both participant safety and comfort in 

discussing potentially difficult experiences relevant to the research. 

I was also acutely aware of how my position, power, and lack of lived experience may 

have influenced data collection and analysis. During analysis, I often found myself hesitant, 

for example, coding items multiple times to avoid imposing my own interpretations on 

participant narratives. This perhaps reflected something of my own anxiety, as I have 

frequently felt preoccupied with concerns about “saying the wrong thing” or being perceived 

as an imposter throughout doctoral training more broadly. This, alongside my inexperience as 

a researcher and positionality, may have led to missed opportunities for deeper exploration or 

questioning during the data collection phase (Dwyer & Buckle, 2009).  
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My personal and professional experiences also inevitably informed my approach to the 

research. As discussed in my self-reflexive statements in Chapters Two and Three, I have 

Disabled family members, and have previously worked within both community and inpatient 

mental health settings. These experiences were close in my mind throughout the research. 

Much of what participants shared resonated with me, particularly concerning inaccessible 

physical environments, experiences of the medical model, and professionals anxious about the 

prospect of working with Disabled people. During the interviewing process, I noticed that I 

was often anticipating that participants would have had negative experiences of services, 

particularly considering my knowledge of inpatient settings. I also consistently felt provoked 

by accounts of Disabled people’s self-knowledge being dismissed or problematised. This felt 

unjust and brought to mind past experiences of my own distress being unseen and unheard by 

those who were positioned to help. I am aware that my identification may have risked assuming 

similarity and overlooking difference (Dwyer & Buckle, 2009). However, these dynamics may 

also be reflective of empathetic listening, connection, and immersion in participants’ felt 

narratives (Gair, 2012). I have strived to utilise supervision and reflexivity to explore these 

dynamics and minimise their influence on the data.  
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Whilst undertaking the final phases of the research, I continued to work clinically 

within a clinical health psychology service. Of note, this involved working directly with 

Disabled people, people with long-term conditions, and medical professionals. Undertaking 

this role underscored the clinical implications of the research. I have noticed myself becoming 

more frustrated with inaccessibility, inflexibility, and unconscious bias within the systems in 

which I work. I have also felt more intentionally aware of my own unconscious biases, as well 

as the importance of validating lived experience. For example, when beginning the placement, 

I felt tentative about discussing prognosis and end-of-life concerns with service users, perhaps 

due to wanting to avoid exacerbating distress as well as my own discomfort with death. 

Through the process of both the placement and research project, I now recognise that this may 

have represented unconscious ableism through inadvertently signalling these were not valid 

topics of discussion within therapy or that discussing them could harm, rather than help the 

service user. This thereby risked centring my non-disabled perspective and comfort over 

Disabled service users’ valid concerns about mortality. Subsequently, I have noticed an 

increased openness, commitment and willingness sit with my discomfort around end of life 

concerns, which has facilitated greater depth and meaning in my therapeutic work. 

Furthermore, as this placement coincided with the writing of my results and discussion 

sections, my clinical experiences likely influenced my decision to select narratives that I found 

particularly ethically and emotionally challenging.  
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I have consistently felt deeply moved by participants’ stories of strength and 

determination in the face of systemic injustice. I was also encouraged to hear stories of 

affirmative practice, as this confirmed that improved care is possible even if currently limited. 

Although these experiences were less common within my data set, I have aimed to capture 

them fairly within the results. Deeply engaging with participants’ experiences and disability 

literature has further strengthened my intention to pursue dissemination of the research findings 

(Kitchin, 2000). Overall, I hope that this project contributes to efforts to develop meaningfully 

accessible, equitable, and affirming approaches to mental health care.  

Clinical Implications 

The impact of ableism within UK MHS and treatment appears to present a gap in 

existing research (Hollomotz et al., 2025). Indeed, this is an increasingly relevant and urgent 

area for research and clinical attention. Ongoing socio-political events, including austerity and 

planned cuts to disability-related benefits, are likely to heighten financial strain, psychological 

distress, and increase the need for MHS amongst Disabled people. Despite this, research, 

including the present study, suggests that many Disabled people are discouraged from mental 

health care due to previous negative experiences of structural and interpersonal ableism (GDA, 

2022; Lowther-Payne et al., 2023; Wang et al., 2024).  

This study provides a novel contribution to the literature by exploring how Disabled 

people with physical disabilities (DPPD) make sense of their experiences within acute mental 

health services (AMHS). The findings highlight how DPPD’s accounts of their lives and needs 

were overlooked or misinterpreted within the interpersonally and structurally ableist systems 

of AMHS. These insights are relevant for AMHS, clinicians, charities (e.g. disability and crisis 

support), and governmental organisations working to improve equity, inclusion, and 

responsivity in acute mental health care.  
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To enhance accessibility and impact, the following clinical implications are presented in 

bullet point format (Ledin & Machin, 2015): 

• Embed a broader definition of access to AMHS. In the present study, participants 

encountered barriers to accessing services, including physical inaccessibility, 

procedural inflexibility and interpersonal ableism. These barriers were described as 

being misattributed by services to participants’ disability or their assistive devices, 

rather than viewed in the context of systemic and structural disablism. This is consistent 

with critiques of contemporary NHS policies, which have been argued to centre on the 

availability of services, rather than relational or holistic measures of access (Powell & 

Exworthy, 2003). Petrin et al (2020) criticise traditional means of measuring access 

through service availability and utilisation alone as overly simplistic and failing to 

reflect the lived experiences of marginalised groups. Using the candidacy framework, 

they argue that Disabled people face additional considerations when seeking healthcare, 

including previous encounters and interactions with services, and expectations of care 

outcomes. In conjunction with the barriers to access highlighted in the present study, 

this indicates that a broader conceptualisation of access, which accounts for attitudinal, 

structural and procedural barriers, is necessary. Consistent with this, Levesque et al. 

(2013) identify five dimensions of access: approachability, acceptability, availability, 

affordability, and appropriateness. 

• Recognise inaccessibility as causing iatrogenic harm and ensure AMHS fully meet 

legal accessibility standards. The Equality Act (2010) requires healthcare providers, 

including AMHS, to make reasonable adjustments to ensure DPPD are not adversely 

impacted by discrimination or disadvantage when accessing care. However, the 

findings of both the present study and more broadly across UK health services (Read et 
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al., 2018) suggest that reasonably adjusted and person-centred care is not consistently 

provided, despite legal requirements. Instead, research suggests that services often 

adopt a ‘retrofitting’ approach, which reflects what Hamraie (2017) termed the 

“normate template” in which default institutional designs centre around an able-bodied 

norm. Dolmage (2017), in their writing on academic institutions, argues that such 

attempts to address inequity and inaccessibility, through ‘temporary additions’, may 

inadvertently reinforce ableism and exclusion by singling out and positioning Disabled 

people as ‘charity cases’ or ‘villains’ – a sentiment that was echoed by participants in 

the present study. Therefore, it is essential that services ensure access is proactively 

considered as well as responsive to DPPD’s emerging needs.  

• Integrate physical health care within AMHS. Participants in the present study 

demonstrated that fragmentation between physical and AMHS led to ‘dual 

overshadowing’ for DPPD, which worsened overall health outcomes. As discussed in 

the introduction chapter, good physical healthcare practice within mental health settings 

emphasises having a clear and specific physical health strategy, inclusion of patients 

and family/carers, accurate electronic records, knowledge of health inequalities, sharing 

information, regular physical health reviews, and regular access to primary care and 

specialist services (NCEPOD, 2022; RCP, 2009; Welthagen et al., 2004). Whilst 

integrated models of care have demonstrated mixed outcomes, there is evidence of 

improved mental health quality of life and reduced psychiatric admissions amongst 

people with serious mental illness (Rodgers et al., 2018). Notably, the application of 

this approach specifically for DPPD in AMHS has not yet been piloted, thus is an area 

for further clinical exploration. 

• Review standardised risk and safety procedures in AMHS. The present study 

highlighted that standard risk protocols within AMHS are inflexible and may 
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disproportionally exclude DPPD (e.g. restriction of mobility aids). Whilst Chrysikou 

(2013) identified valid tensions between safety and accessibility, they also argue that 

focusing solely on either inclusion or safety risks creating environments that are neither 

suitable nor safe. AMHS should develop more accessible and responsive risk 

procedures that ensure efforts to achieve safety do not unfairly exclude or disempower 

DPPD. Co-production with DPPD and their networks could be a potential route to 

ensuring that risk minimisation does not lead to further exclusion.  

• Education of future clinicians. Given that engagement in mental health treatment may 

be more likely amongst the Disabled population, clinicians should be prepared and 

skilled in working with disability (Conner et al., 2023). As Powers (2024, p. 89) 

emphasised, whether professionals are “aware or not, they are likely working with 

people with disabilities and need to be equipped and skilled to handle this work”. 

Participants in the current study described exclusionary and sometimes harmful 

practices stemmed from a lack of clinician knowledge, unconscious bias, or discomfort 

with disability. These experiences highlighted a need for routine training for all AMH 

professionals in disability studies, disablism, microaggressions, stigma, epistemic 

injustice, and intersectionality. Given that disability can trigger unconscious processes, 

ongoing opportunities for supervision and reflective practice are also vital, to promote 

openness to continuous learning, recognition and unlearning of internalised ableism 

(Conner et al., 2023; Hunt et al., 2006). This could involve co-production with Disabled 

experts-by-experience to develop and integrate a framework for disability competence 

within training curricula and MHS (Powers, 2024; Wang et al., 2024).  

• Embed Disability-affirmative and justice-informed approaches within AHMS. 

Instances of affirmative practice in the present study evidence that this approach is 

possible and improves DPPD’s experiences of care. However, the experiences of 
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participants also highlight that the provision of affirming care is inconsistent and often 

dependent on individual clinicians. Adopting principles of Disability-Affirmative 

Therapy (D-AT; Olkin, 2007) and disability justice (Sins Invalid, 2016) is necessary, 

as an alternative to the medicalised and deficit-based models currently deeply 

embedded in mental healthcare (Barnes et al., 2022; Beresford, 2002), including 

AMHS. These approaches could facilitate an understanding of disability as a form of 

human diversity (Andrews, 2020), and, as identified by participants in the present study, 

counter epistemic injustice, enable an understanding of intersectionality, and facilitate 

more equitable services.  

• Prioritise co-production with Disabled people. Continuing efforts should be made to 

engage DPPD with lived experience and advocates in co-production to develop more 

inclusive and disability-affirmative AMHS. Furthermore, co-production should focus 

on involving those with more severe impairments or who are socially isolated, to avoid 

reinforcing exclusion in service design. Importantly, participants in the present study 

described self-advocacy as necessary but exhausting. Therefore, AMHS must move 

beyond tokenism and not rely on Disabled people to “do the work” of improving 

systems. In conjunction with staff training, co-production efforts may also counter 

epistemic injustice by centring DPPD’s self-knowledge and expertise.  

Future Research 

Further research on Disabled people’s experiences of UK MHS is necessary, 

particularly as disability remains an under-examined identity in mental health care research 

(Foley-Nicpon & Lee, 2012). As discussed above, the present study was limited in relation to 

time, recruitment constraints, and unsuccessful attempts to employ principles of participatory 

action research. 
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Due to the aforementioned recruitment challenges, the participant inclusion criteria for 

the present research was widened to include both DPPD with direct experiences of AMHS and 

disability advocates without direct contact with services. Whilst this decision enhanced the 

breadth of the data, sample and time constraints meant that direct and vicarious experiences of 

services were not formally compared. Future research could explore how advocates accounts 

may differ from or parallel the perspectives of DPPD with lived experience. Given that non-

disabled advocates often play a significant role in amplifying the voices of Disabled people, 

but can also risk speaking for them (thereby obscuring Disabled voices), research critically 

examining this dynamic is warranted with particular consideration of the principles of the 

disability justice movement of "nothing about us without us" (Inckle, 2023). 

To strengthen validity and authenticity, future research should also centre the voices of 

Disabled people, for example by employing emancipatory and participatory action 

epistemologies to drive the research design (Kitchin, 2000). This would align with the broader 

aims of critical disability studies and disability justice by recognising lived experience as a 

valued source of expertise (Sins Invalid, 2016).  

Further research is also necessary to collect a more demographically representative 

sample of Disabled people in relation to race, socioeconomic status, and severity of 

impairment. It has been argued that previous research has explored race and disability as 

parallel, rather than intersecting, oppressions thereby masking unique and compounding 

discrimination (Frederick & Shifrer, 2019). The effect of multiple marginalisation upon 

experiences of ableism and exclusion within MHS should be explored through an intersectional 

lens, particularly given the findings of intersectional marginalisation (Conner et al., 2023; 

Wang et al., 2024). Efforts to recruit from this sub-section of the Disabled population may 

benefit from gaining NHS ethical approval (which was not pursued in the current study) to 
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recruit directly from services and patient advocate groups. However, it should be noted that 

participants in the present research described actively avoiding services as a form of protection 

against iatrogenic harm. Thus, individuals with negative experiences of services may be 

challenging to recruit through NHS channels. Therefore, research should also consider working 

directly with third sector disability organisations and snowball sampling to promote inclusion 

of those who have disengaged from formal services due to systemic ableism (e.g. Wang et al., 

2024). Moreover, the finding of protective avoidance due to anticipated harm could be explored 

in future. For example, exploring the long-term impact of avoidance through a longitudinal 

lens, including how this influences Disabled people’s coping strategies, resilience, thresholds 

for help-seeking, and use of alternative sources of support (e.g. private sector, family, etc.).  

Research exploring clinician knowledge and attitudes towards disability within UK 

MHS more broadly is also necessitated. This could shed light on gaps in disability competence, 

prevalence of microagressions and unconscious biases, and the impact of ableist assumptions 

on care (e.g. diagnosis, treatment plans, and therapeutic alliance; Hunt et al., 2006). Given that 

the present research findings align with the principles of D-AT (Olkin, 2007) and disability 

justice frameworks (Sins Invalid, 2016), further studies could explore the practical application 

of these approaches within NHS AMHS and the impact of this on DPPD’s experiences of care 

(e.g. piloting D-AT informed care plans). Furthermore, the training of clinicians in these 

approaches may also offer opportunities to evaluate the outcomes of D-AT informed training 

including changes in professional attitudes, accessibility, and satisfaction with care. This may 

be of particular interest within inpatient or acute settings more broadly, as power imbalances 

and restrictive risk procedures are likely to be heightened in these contexts. Given that the 

medical model is deeply embedded within these systems, understanding how affirming and 

rights-based care can be implemented is of high importance.   
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Finally, participants in this study identified cultural and systemic barriers to 

institutional accountability. Future research should also seek to explore how NHS mental health 

systems resist or enable disability rights. This is particularly relevant given the policy-practice 

gaps highlighted within the present and wider research (Read et al., 2018), which indicate that 

sustainable disability reform within mental health services is vital.  

Conclusion 

Overall, the present research provides a novel contribution to the growing literature 

focused on Disabled people’s experiences of mental health services. By centring lived 

experience, the research hopes to add to the growing body of critical disability studies which 

seek to challenge the medicalised and deficit-based approaches entrenched within mental 

health care. In particular, to the researcher’s knowledge this is the first study to explore DPPD’s 

experiences of AMHS in a UK context. Using Reflexive Thematic Analysis, five themes were 

generated and six subthemes focussing on how DPPD experienced and engaged in AMH care, 

the barriers they encountered, affirmative practice and their acts of resistance. Based on these 

findings, recommendations are made for future research, practice, and policy. Crucially, the 

research argues that meaningful inclusion of Disabled people in AMHS must extend beyond 

compliance with legal accessibility standards and individual clinician competence. Indeed, a 

fundamental change is necessitated in MHS structures and how they value the knowledge of 

Disabled people. Most of all, this research aims not only to critique current practices but to 

inspire collective action towards more accessible, equitable, and affirming mental health care.  
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Table 4 

Characteristics of Included Studies (n = 12) 

Author/year Focus of study Location  Sample description  Method and data analysis Key qualitative findings  

Braakman & 

Sterkenburg 

(2023) 

Needed adaptations in 

psychological treatments for 

people with vision 

impairment: A Delphi study, 

including clients, relatives, 

and professionals 

Netherlands 37 experts, including 

health and social care 

professionals, people 

with a visual 

impairment, and 

relatives of people with 

a visual impairment. 

 

 Qualitative Delphi study 

using semi-structured 

interviews followed by an 

online survey.  

Reflexive thematic 

analysis. 

Seven factors were identified as significant to 

the mental healthcare of people with a visual 

impairment: the visual impairment, 

environment, stressors, emotions, the 

professional’s role and attitude, treatment 

setting, and accessibility of materials. 

Individual factors concerning the experience of 

visual impairment (e.g. severity) should inform 

reasonable adjustments. 
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Conner et al. 

(2023) 

Experiences of people with 

physical disabilities in 

psychotherapy    

USA 24 Disabled people who 

had engaged in at least 

one session of 

psychotherapy 

 Semi-structured 

interviews analysed 

through a consensual 

qualitative research 

approach. 

Four superordinate themes were developed, 

including: positive therapeutic interventions 

and interactions, negative therapeutic 

interventions and interactions, in/accessibility 

of services, and suggestions for improving 

mental health services.  
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De Clerck & 

Willems 

(2023) 

Structural stigma in mental 

healthcare for the deaf and 

hard of hearing: perspective of 

clients and caregivers 

 

Belgium 9 deaf and hard of 

hearing individuals and 

9 healthcare 

professionals. 

 Semi-structured 

interviews, analysed 

through thematic analysis. 

Six themes were developed, divided into three 

themes arising from interviews with deaf and 

HOH participants and three from healthcare 

professionals, including: experiences of stigma 

around deafness in the life course; experiences 

of stigma in mental healthcare and inadequacy 

of care; need for culturally sensitive and 

language-appropriate tailor-made care; high 

intention and confidence to provide accessible 

care; little knowledge about and work 

experience with deaf clients and caregivers; 

empathy with Deaf perspectives and 

reflections on accessible care. 
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Dispenza et 

al. (2017) 

Counselling and Psychological 

Practices with Sexual and 

Gender Minority Persons 

Living with Chronic 

Illnesses/Disabilities (CID) 

USA 63 MHPs  Online survey comprised 

of descriptive and open-

ended questions. Data was 

analysed using qualitative 

content analysis. 

Four themes were described as important 

within the mental healthcare of Disabled and 

chronically ill people: competence in 

intersectionality, affirmative consciousness, 

social justice practice, and ethical values.  

 

Gerke (2017) A phenomenological 

examination of disability, 

microaggressions, and the 

experiences of deaf adults in 

mental health services 

USA 7 people self-identified 

as deaf or hard of 

hearing  

 Unstructured interviews 

analysed using a 

phenomenological 

methodology. 

A total of five clusters with themes including: 

experiences with or without mental health 

services; barriers deaf clients encounter when 

seeking mental health services; factors to 

consider when Deaf clients enter counselling; 

what has or can be done to address these 

barriers; and interactions between interviewer 

and participant. 
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Methley et al. 

(2017) 

Experiences of mental health 

support for people with 

multiple sclerosis (MS) and 

healthcare professionals 

UK 24 people with MS, 13 

practice nurses, 12 

general practitioners, 

and 9 MS specialist 

nurses 

 

 Semi-structured 

interviews analysed using 

constant comparative 

analysis 

Four themes were identified: candidates for 

care, management choices, defining roles, and 

permeability and responsiveness. 

Olkin & 

Gomez 

(2024) 

Experiences of Physically 

Disabled and Blind People in 

Psychotherapy: Lessons for 

CBT Therapists 

USA 62 adults who self-

identified as either 

physically disabled, 

blind, low vision, or a 

combination of these. 

 Mixed methods online 

survey. Qualitative data 

analysed using a 

phenomenological theory 

approach 

 

Responses to an open-ended question about 

worst experiences in psychotherapy related to: 

disability, feeling misunderstood the therapist 

not knowing about disability, prejudiced or 

inappropriate interactions, and encountering a 

barrier. 
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Powers 

(2024)  

Exploring Disabled people’s 

experiences of psychotherapy 

USA 7 Disabled people who 

had engaged in 

psychotherapy 

 Semi-structured 

interviews analysed 

through reflexive thematic 

analysis. 

Five superordinate themes were developed, 

including: multifaceted experience of living 

with a disability; affirming and supportive 

therapy; interpersonal invalidation and 

marginalization; salient social identities; and 

environmental and institutional imprint. 

 

Rintell et al. 

(2012) 

People with MS’ experiences 

of receiving mental healthcare 

USA 54 people with MS  Focus groups with data 

analysed using grounded 

theory. 

Eight categories were developed: identification 

of need; connecting with a provider; 

integration of behavioural healthcare; physical 

barriers to care; financial barriers to care; 

provider characteristics; mental healthcare at 

MS centres; and other approaches to mental 

healthcare. 
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Thurston 

(2010)  

Exploring the counselling 

experiences of blind and 

partially sighted people 

UK 18 blind or partially 

sighted people 

 Mixed methods including 

semi-structured 

interviews. Data analysed 

using grounded theory. 

 

Four main categories were identified: making 

the transition to blindness; counselling 

perceptions and experiences; suggestions for 

improving services; and the effect of the 

researcher’s visual impairment on data 

collection. 

Wang et al. 

(2024)  

Exploring how ableism 

impacts the perceived 

effectiveness and relevance of 

mental health services  

USA 20 Disabled people who 

were engaged in mental 

health services 

 Semi-structured 

interviews analysed 

through reflexive thematic 

analysis 

Six themes were developed relating to 

participants’ experiences of ableism in mental 

healthcare, including: misplaced assumptions 

about the impact of disability on mental health; 

medical trauma and gaslighting; interpersonal 

ableism; lack of disability knowledge, 

accessibility challenges; and systematic 

ableism. 
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Zhang-

Hampton et 

al. (2011) 

Exploring the needs and 

experiences of women with 

neurological disorders in 

accessing health services 

(psychological and social 

domains of health) 

USA 23 women with 

neurological disorders 

(MS, spina bifida, spinal 

cord injuries) 

 Semi-structured 

interviews analysed 

through content analysis. 

Five superordinate themes were developed, 

including: a need for psychological and social 

services; the lack of the expertise about 

disability among mental health service 

providers; the lack of choices for selecting 

psychological services among participants; 

seeking informal support as the major strategy 

in coping with psychological problems; and 

inaccessible environments. 
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Appendix B - Quality Appraisal of Review Studies 

Table 5 

Quality Appraisal of Review Studies using Critical Appraisal Skills Programme (CASP) qualitative tool  
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Appraisal Criteria Braakm

an & 

Sterken

burg 

(2023) 

Conner 

et al. 

(2023) 

De 

Clerck 

& 

Willem

s (2023) 

Dispenz

a et al. 

(2017) 

Gerke 

(2017) 

Methley 

et al. 

(2017) 

Olkin & 

Gomez 

(2024) 

Powers 

(2024) 

Rintell 

et al. 

(2012) 

Thursto

n 

(2010) 

Wang et 

al. 

(2024) 

Zhang-

Hampto

n et al. 

(2011) 

1. Was there a 

clear statement 

of the aims of 

the research? 

  

✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ 

2. Is a qualitative 

methodology 

appropriate?  

✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ 
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3. Was the 

research design 

appropriate to 

address the 

aims of the 

research? 

  

✔ ✔ 

 

✔ ✔ ✔ ✔ ✘ ✔ ✔ ✔ ✔ ✔ 

4. Was the 

recruitment 

strategy 

appropriate to 

the aims of the 

research?  

✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ 
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5. Was the data 

collected in a 

way that 

addressed the 

research issue?  

 

✔ ✔ 

 

✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ 

6. Has the 

relationship 

between 

researcher and 

participants 

been adequately 

considered? 

✘ ✔ 

 

✘ ✔ ✔ ✘ ? ✔ ✘ ✔ ✔ ✘ 

7. Have ethical 

issues been 

✔ ✔ ✔ ✔ ✔ ? ✔ ✔ ✔ ✔ ✔ ✔ 
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taken into 

consideration?  

8. Was the data 

analysis 

sufficiently 

rigorous?  

✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ 

9. Is there a clear 

statement of 

findings?  

✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ 

10. How valuable 

is the research?  

✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ 

Note. Key:  ✔= yes; ✘ = no; ? = can’t tell. 
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Appendix C – Interview Topic Guide: Direct Experience 

 

People with Physical Disabilities’ Experiences of Acute Mental Health Services 

Interview Topic Guide: Disabled people with direct experience 

Thank you for participating in this interview. Your experiences of crisis and inpatient 

mental health settings are valuable, and I would like to ask you some questions to 

understand them better. This includes your personal experiences as well as any 

observations you may have made about others' experiences during your/their contact 

with these health services. 

Referral and Admission  

1. Please describe your experiences of being referred to crisis / inpatient mental 

health services. 

Suggested Prompts 

• How well do you feel your physical disability and needs were considered 

during the referral/admission process? 

• Can you give me specific examples of situations or interactions that stood 

out to you during this time? 

• How were your access needs or reasonable adjustments met during your 

referral or admission?   

Experiences in Inpatient Mental Health Services: 

2. Please describe your experiences during your contact with crisis / inpatient 

mental health services. 
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Suggested Prompts 

• Can you share any specific situations or interactions that stood out to you 

during your care? 

• How did you feel about the overall accessibility and inclusivity of the 

service/ward environment? 

• How did you feel about the support and treatment you received for your 

mental health? 

• What aspects of the care were especially helpful or unhelpful in supporting 

your mental health? 

• Did you feel that your mental health needs were adequately addressed? 

• How did the actions or attitudes of others (e.g. staff, other patients, the 

service as a whole) impact your experience? How, if at all, do you feel this 

related to your physical disability?  

• How well did you feel services/staff listened to you? 

• How important is it for acute mental health services to acknowledge and 

address the unique challenges faced by individuals with physical 

disabilities? 

 

3. How well were your disability-related needs met during your contact with crisis 

services / admission to inpatient mental health services? 

Suggested Prompts 

• Were there any challenges or barriers you encountered to care? How, if at 

all, did you feel this related to your physical disability? 
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• Were your access needs or reasonable adjustments identified and acted 

on? 

• In what ways did the service show an understanding (or lack of 

understanding) of your physical disability? 

• Did the care you receive demonstrate an awareness and understanding of 

your specific needs as a person with a physical disability? 

• Tell me about how the physical healthcare you received outside of 

inpatient services was continued during your contact with crisis services / 

admission (e.g. were you able to attend regular appointments, receive 

medications/treatments, etc.). 

• Did you feel your physical health and mental health were considered 

together, or separately? 

 

Follow-up Care after Discharge: 

4. Could you tell me about your experiences of care after being discharged from 

crisis / inpatient mental health services? 

Suggested Prompts 

• How did the support you received after discharge compare to your 

expectations? 

• Were there any aspects of the follow-up care that you found particularly 

helpful or unhelpful? 
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• Are there any gaps or areas for improvement in the transition from crisis / 

inpatient to community care that you identified, particularly as a person with a 

physical disability? 

• Describe any changes you would have made to your care following discharge 

from crisis / inpatient services. 

• What improvements would you suggest to enhance the continuity of mental 

healthcare for individuals with physical disabilities? 

 

5.  Describe your ideal mental health crisis and/or inpatient care. 

Suggested Prompts 

• What accommodations or adjustments would need to be made for you to 

experience care that meets your needs? 

• How do you envision an ideal environment for individuals with physical 

disabilities receiving crisis / inpatient mental health care? 

• What, if anything, would have made a difference in supporting your needs 

and recovery (both mental and physical)? 

• What resources or forms of support do you believe are essential for 

individuals with physical disabilities in acute mental health settings? 

• How could the accessibility and inclusivity of acute mental health services 

be improved for people with physical disabilities? 
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Closing: 

Thank you for sharing your experiences and insights. 

• Is there anything else you would like to add or discuss that we haven't 

covered? 

• Do you have any feedback on the interview process or any final thoughts 

you'd like to share? 
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Appendix D – Interview Topic Guide: Indirect Experience 

 

People with Physical Disabilities’ Experiences of Acute Mental Health Services 

Interview Topic Guide: Disability advocates with indirect experience 

Thank you for taking part in this interview. Your interest in, and/or experiences related 

to, crisis and inpatient mental health settings are highly valuable. I’d like to ask you 

some questions to better understand your perspective. This includes any advocacy, 

professional, or personal insights you may have. You may also share any observations 

you’ve made about how Disabled people with physical disabilities experience these 

services. 

Referral and Admission  

1. From your perspective, how might a Disabled person with physical disabilities 

experience referral to, or admission into, inpatient or crisis mental health 

services? 

Suggested Prompts 

• How can crisis / inpatient mental health services best meet the needs of 

disabled people during referral and admission?  

• What can crisis / inpatient mental health services do to meet the needs of 

people with physical disabilities during the referral and admission process?  
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Experiences in Inpatient Mental Health Services: 

2. Based on your advocacy experiences, how might Disabled people with physical 

disabilities experience contact with crisis / inpatient mental health services? 

(including any barriers to or facilitators of care) 

Suggested Prompts 

• What challenges or barriers may people with physical disabilities encounter 

to care in crisis/inpatient mental health settings? 

• How can care in these settings demonstrate an awareness and 

understanding of the specific needs of people with physical disabilities? 

• How well are Disabled people’s physical healthcare needs typically 

managed alongside mental healthcare in these settings (e.g. access to 

treatments, appointments, medications)? 

• What do crisis/inpatient mental health services need to do to ensure there 

is continuity of physical healthcare for people with disabilities?  

• How well do crisis/inpatient services consider and treat both the mental and 

physical health needs of people with physical disabilities? 

• How can the rights of people with physical disabilities be upheld in crisis and 

inpatient mental health services?  

Follow-up Care after Discharge: 

3. What are your views on the follow-up care Disabled people with physical 

disabilities receive after discharge from crisis or inpatient mental health 

services? 
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Suggested Prompts 

• What expectations would you have of crisis / inpatient mental health services 

in relation to the support they offer people with physical disabilities following 

discharge? 

• What aspects of follow-up care following contact with these services could be 

particularly helpful or unhelpful? 

• Are there any gaps or areas for improvement you perceive in the transition from 

crisis / inpatient to community care for disabled people with physical 

disabilities? 

• What improvements would you suggest to enhance the continuity of mental 

healthcare for individuals with physical disabilities discharged from crisis / 

inpatient services? 

• Describe any changes you would make to people with physical disabilities’ care 

following discharge from crisis / inpatient services. 

 

4. From your perspective, what would ideal crisis and/or inpatient mental health 

care look like for people with physical disabilities? 

Suggested Prompts 

• What accommodations or adjustments would need to be made for people 

with physical disabilities to experience care that meets their needs? 

• How do you envision an ideal environment for individuals with physical 

disabilities receiving crisis / inpatient mental health care? 
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• What, if anything, would make a difference in supporting disabled people 

with physical disabilities’ needs and recovery from acute mental health 

needs? 

• What would an ideal environment for disabled people with physical 

disabilities experiencing acute mental health needs look like? 

• What resources or forms of support do you believe are essential for 

individuals with physical disabilities in crisis / inpatient mental health 

settings? 

• How could the accessibility and inclusivity of crisis / inpatient mental health 

services be improved for people with physical disabilities? 

Closing: 

Thank you for sharing your experiences and insights. 

• Is there anything else you would like to add or discuss that we haven't 

covered? 

• Do you have any feedback on the interview process or any final thoughts 

you'd like to share?  
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Appendix D – Recruitment Advertisement Poster  
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Appendix E – Amended Recruitment Adverts 
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Appendix F – Screen-reader Recruitment Advert 
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Appendix G – Participant Information Sheet 
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Appendix H – Participant Consent Form 
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Appendix I – Script for Oral Consent 
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Appendix J – Participant Demographic Information Sheet 
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Appendix K - Confirmation of Ethical Approval 
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Appendix L – Confirmation of Ethical Approval Following Amendments 
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Appendix M – Example Transcript with Initial Codes 
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Appendix N – Cross Comparison of participants by themes 

 

Table 12 

Cross comparison of participants by superordinate themes 

Themes Participant Pseudonym 

 Ash Hannah Ellie Daniel Zahra Sophie Tom Riley Laura Emma Tess Grace 

Theme 1  X X X X  X X X X X X X 

Theme 2 X X X  X  X X X X X  

Theme 3  X X X X X X X X X X X 

Theme 4 X   X X X   X X  X 

Theme 5 X X X X  X X X  X X X 
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Appendix O - Participant Summary of Findings Sheet 
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