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ABSTRACT
This dissertation was to discuss the effects of child poverty on access to mental health services in the urban United Kingdom with the intention of critically examining barriers, policy and service gaps, and broader socioeconomic inequalities. The study aimed to define the main determinants of poor access, assess the role of structural and systemic factors and add to health and social care recommendations. This study is practical in health and social care because it demonstrates that child poverty erodes equity, resilience, and the realisation of children's rights under the UNCRC.
The secondary research methodology, based on thematic analysis (Braun and Clarke, 2006), was employed to synthesise the results of 20 peer-reviewed articles and credible reports. Data were coded and grouped into three umbrella themes, namely barriers to access (stigma, racism, housing insecurity), policy and service gaps (austerity, underfunding, CAMHS shortages), and socioeconomic inequalities (urban deprivation, parental sacrifice, child morbidity).
The results show that mental health and poverty are also reciprocal, and structural barriers worsen family stress and service exclusion. The policy failures, including austerity and the removal of child poverty targets, have exacerbated these disparities. Critiques included secondary data use, geographic heterogeneity of studies, and possible publication bias; however, the synthesis contains strong information on systemic failures.
The dissertation offers: (1) a fortification of CAMHS and a minimization of obstacles via financing and neighbourhood partnerships, (2) integrative policy through a prospective vision of Mental Health in All Policies, and (3) urban inequalities by investing in early interventions and neighbourhood revitalization. Such indicators serve an important role in reducing disparities and increasing health and social care practice, policy, and education resilience.
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[bookmark: _Toc208163467]1.1 Introduction
One of the long-standing and growing issues in the UK that has been facing 4.2 million children today is child poverty, a living situation under 60 percent of the national median income, with urban centres such as London, Manchester, and Birmingham having the highest rates (Hagger et al., 2023). This socioeconomic disadvantage has a close relationship with the deterioration of mental health outcomes, including anxiety, depression, and behavioural disorders, especially in a freer and more obvious urban setting (Wels & Hamarat, 2024).
The COVID-19 problem not only worsened already existing mental health issues but also left new stressors. The accessibility of disadvantaged children was also limited by post-pandemic conditions, including long NHS waitlists and diminished in-person school services. The current cost-of-living crisis has exacerbated these problems, as families struggle to afford necessities and are more likely to be unable to access timely psychological support (Benton and Power, 2023). It has been reported that two-thirds of mental health therapists in urban centres cited increasing household costs as a key influence on continuity in care (Bradbury & Vince, 2025).
Such limitations not only lead to unmet clinical needs but also to underachievement in the long term in education and social exclusion, trapping them in the poverty cycle. The case of early psychological trauma and marginalisation in adulthood is well-documented (Etherington et al., 2022).
The dissertation will explore how poverty among children will affect access to mental health services in the UK. When analysing this relationship it will inform the public health policy, equity in service delivery, and reduce intergenerational health disparities.
[bookmark: _Toc208163468]1.2 Definitions and Terminology
The definition of poverty among children in the UK is generally based on the family income; a household that is earning below 60 per cent of the average national income is defined as poor. This measure though a very popular one is now being openly criticized due to the fact that it fails to capture the multidimensional deprivation, encompassing housing insecurity, unhealthy diet, and inadequate access to services (Bradshaw and Main, 2016). The highest levels of child poverty are observed in such cities as Birmingham and London, and this issue is worsened by the spatial inequality and disaggregation of the policies (Fitzsimons et al., 2017).
Urban deprivation is the agglomeration of economic deprivation, unemployment, poor housing, and poor social amenities at the densely populated places. These systemic inefficiencies are cumulative disadvantage points of exposure to the risk factors of mental health (Zacharia, 2020). Importantly, these environments tend to form “service deserts,” in which even statutory services such as Child and Adolescent Mental Health Services (CAMHS) are either unavailable or overwhelmed (Callaghan et al., 2017).
Formal support structures included in mental health services are CAMHS, school-based counselling, and community psychological therapies. Access to the NHS is still not equal across the lines of income, and it has been found that some children with the highest levels of deprivation endure longer wait times and lower referral rates (Morris et al., 2021).
Acronyms and Abbreviations:
· CAMHS: Child and Adolescent Mental Health Services
· NHS: National Health Service
· HSC: Health and Social Care
· SED: Socioeconomic Deprivation
· WHO: World Health Organisation
These will be used throughout to sustain conceptual clarity throughout this dissertation.
[bookmark: _Toc208163469]1.3 Rationale for Research
Child mental health and child poverty are two related and growing societal health issues in the UK. It is a well-known correlation between socio-economic deprivation and higher rates of emotional, behavioural, and psychological disorders, and disadvantaged urban populations suffer the most (Mowat, 2019). The pressures of poverty and demographics in urban areas such as London and Manchester disorganise the already weakened local services, making children in poverty more susceptible to anxiety, depression, and ADHD (Ball et al., 2023).
Child mental health services are in high demand, and the NHS is limited by funding limits, workforce shifts, and strict prioritisation practices. Even with measures such as the NHS Long Term Plan (2019), access disparities persist regionally, with some areas experiencing waits of up to 12 months for CAMHS interventions (Lazzarino et al., 2024). The existing statistics do not accurately reflect the extent of access inequality between urban boroughs, thereby limiting the evidence-based responses.
Importantly, the literature is more likely to generalise national-level results without considering the more detailed dynamics of high-deprivation urban areas (Bennett et al., 2024). Moreover, the efficacy of interventions is limited or obsolete, especially those that measure multi-agency and community-based models. The study aims to fill these gaps by examining urban-specific obstacles to child mental health care in relation to poverty, thereby informing more equitable and localised policy responses.
Lastly, the present dissertation will be done in a secondary qualitative fashion, utilising thematic analysis as presented by Braun and Clarke (2006). This methodology will enable the systematic synthesis of existing knowledge from publications, allowing for the identification of major themes, trends, and gaps related to child poverty and access to mental health services. The analysis of secondary data, based on a qualitative interpretive approach, will enable the research to be comprehensive and address current issues faced by the Health and Social Care sector.
[bookmark: _Toc208163470]1.4 Aim and Objectives
· Research Aim:
· This research aims to investigate the impact of child poverty on access to mental health services in urban areas of the UK and assess the effectiveness of policies addressing this issue.
· Research Objectives:
· Objective 1: To assess the prevalence of mental health problems amongst children living in poverty in urban UK settings.
· Objective 2: To analyse the barriers that children from low-income families face in accessing mental health services, such as cost, availability, and stigma.
· Objective 3: To evaluate the effectiveness of current public health policies and programs aimed at increasing mental health service accessibility for children in poverty.
· Objective 4: To provide policy recommendations to facilitate access to mental health services for children living in urban areas of deprivation in the UK.
[bookmark: _Toc208163471]1.5 Conclusion
This chapter has asserted that the issue of evaluating the role of child poverty in accessing mental health services is critical in the UK urban setting. The worrying levels of increasing child poverty, combined with the increasing levels of mental health problems, converge with the growth rates in the levels of child poverty, which is highest in the case of the deprived urban areas, where there is greater disparity in health. The obstacles to service access, including excessive NHS queues, interregional, and policy-based inefficiencies, require proper scholarly and practical focus.

These gaps are intended to be filled by the dissertation, which critically examines urban-specific issues and highlights the intersection of socioeconomic deprivation and mental health service provision. By doing so, it contributes to the broader discussion within Health and Social Care (HSC), providing evidence-based insights into policy and practice. In particular, this research paper aims to inform policy interventions in future service design by defining how combined, equity-based interventions have the potential to enhance CAMHS provision and resilience among children living in impoverished urban areas. The implications of the findings will also be practical for practitioners and policymakers who aim to reduce inequalities and improve access to mental health services.
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[bookmark: _Toc208163473]2.1 Introduction
Such nuanced perspective of the systemic agents of child poverty and access to mental health services is what is critical towards development of robust and functional research. This chapter provides the foundation of such cognisance through an analysis of historical, theoretical and policy contexts in which child poverty and mental health inequalities have developed, especially in cities in the UK. Since deprivation is a multifaceted issue, it is essential to frame the problem within both national and international contexts, where best practices and failures can be compared and critically analysed.
Although Chapter 1 presented the research objectives, this section proceeds to go beyond the general statements to deconstruct the social, political, and institutional conditions that sustain health inequalities among children. Critically, this chapter does not attempt a thematic analysis — that occurs in Chapter 4 — but rather contextualises the oncoming results by tracing underlying discourses and systemic patterns that will serve to inform the interpretive paradigm of this research.
[bookmark: _Toc208163474]2.2 Historical Background
The idea that frames child poverty in the UK has co-evolved between post-war economic assumptions and multifaceted socio-political categories. The Beveridge Report of 1942 served as the foundation for the modern welfare state, which led to the introduction of universal benefits and the elimination of employment-based benefits. However, later in the 1970s, Peter Townsend criticised this perception and introduced the concept of relative poverty, which refers to the inability to fully participate in society due to material deprivation (Townsend, 1979). This represented a paradigm shift from the former definitions of absolute poverty, which had only considered survival needs.
The government pledged to eliminate child poverty by the year 2020 through the legislative pillar, the Child Poverty Act 2010. But it was undercut by the austerity period. Recent statistics indicate that there are more than 4.3 million children in poverty in the UK today, and urban centres like London and Birmingham are disproportionately represented (Joseph Rowntree Foundation, 2023).
Mental health as a child welfare concern began to gain momentum in the 1990s, and in 1999, Child and Adolescent Mental Health Services (CAMHS) were established under the NHS. These services were to provide fair psychological support. However, underfunding and an increase in demand, especially in deprived urban populations, have resulted in excessive wait times and unfulfilled demand (Callaghan et al., 2017).
The government's policies, particularly under Tony Blair's Labour Party, aimed to address the issue of child poverty comprehensively. Income supports were merged with social investments in education and early years in the 1999 strategy, “End Child Poverty”. Although the policy reduced the rate of poverty among children in the short term, critics argue that it did not provide sustainability and failed to address economic inequalities (Lister, 2015).
Other researchers, including Jonathan Bradshaw, batted on with the argument that when compared with other nations in the OECD, England had a low score when it comes to child well-being indicators and that mental health is connected with poverty (Bradshaw, 2000). The Marmot Review (2010) offered a historical view of the subject of public health by equating deprivation with both physical and mental ill health and prescribing young interventions in the societal structures to reduce inequalities in health.
In general, historical development of events shows that the emphasis on the structural basis was consistent. Although structures and services such as CAMHS are available, access gaps have long existed, especially since 2010, due to partial underinvestment and reversal of policies, especially in urban areas.
[bookmark: _Toc208163475]2.3 Theoretical Background
Child poverty and its effects on mental health service access cannot be addressed without a multi-theoretical approach. Three key theories —Social Determinants of Health, Ecological Systems Theory, and Cumulative Risk Theory —provide background views on the structural, relational, and compounded impacts of deprivation.
Social Determinants of Health (SDH), popularised by Marmot (2010), assumes that healthcare access has less to do with health outcomes than socio-economic factors such as income, housing, and education. The Marmot Review connects very clearly child poverty with lower life opportunities and increased rates of mental illness. The poor urban children in the UK, especially in areas such as Birmingham and Tower Hamlets, experience stratified disadvantages affecting early intervention and systematic mental health treatment (Marmot, 2010). The theory has underpinned NHS frameworks, including Health Equity Audits and place-based planning, but is often at odds with policy rhetoric (McKenna, 2023).
In his Ecological Systems Theory, Bronfenbrenner (1979) theorises the construction of child development through the interaction of different systems—family, school, community, and societal structures. This model is increasingly finding applications in CAMHS and early-years services that incorporate school-based programmes and family therapy within a community context (Darlington et al., 2005; Pavlopoulou et al., 2022). Nonetheless, it is still criticised that UK policy focuses on the microsystem (family) and does not cover macrosystemic determinants such as policy-level deprivation and inadequately funded urban infrastructure.
Cumulative Risk Theory is the emphasis of the accumulating effect of various adversities- poverty, neglect, mental illness of parents - on the psychological outcomes of children. Studies indicate that children with three or more risk factors have high chances of depression and developing behavioural issues at the adolescent stage (Evans et al., 2013; Evans and De France, 2022). Although this is evidenced, current UK policies in child mental health tend to address risks in isolation, hence poor responses in service delivery.
The theories present strong points on the intersection of child poverty and mental health issues. Together, they support holistic and preventive methods. But both of them are not without limitations (Uddin, 2024). At the same time, systemic SDH frameworks can also lose individual accountability or overlook micro-level resilience. Ecological models may be too complex, so their application in practice becomes uneven. It has been argued that cumulative risk analysis is deficit-framed and can pathologise the low-income families without acknowledging the coping strategies (Whipple and Evans, 2022).
Although SDH offers a solid macro-level explanation of structural inequality, it might lack the depth of individual relationships that determine the development of children. Ecological Systems Theory is proficient in describing such dynamics, but it can be challenging to implement in policy settings due to its broad scope. Cumulative Risk Theory, conversely, measures the compound effects of disadvantage but can have the adverse impact of describing low-income families as deficit-oriented. Combined, these frameworks provide an incomplete yet comprehensive overview of how child poverty interacts with mental health outcomes, as well as offer insights into the necessity of context-specific, combined policy solutions.
One of the most striking controversies in these frameworks is the subject of intervention strategy: universalist models promote broad-based early intervention, while targeted models focus on high-risk populations. Critics believe that the former can ignore vulnerable subgroups, and the latter can stigmatise and under-serve complex needs (Ashworth et al., 2018; Axford and Morpeth, 2013).
[bookmark: _Toc208163476]2.4 International Context
Child poverty and access to mental health services vary substantially across global high-income nations. According to OECD data, child poverty rates range from under 4% in Finland to over 20% in the United States, with the UK falling in the mid-range (Fernandez & Ramia, 2015). This difference is also evident in mental health spending; Nordic style investments like Finland and Sweden are much greater spending on preventive services compared to the Anglo American style, which is crisis-based (Adamson, 2013).
The comparative well-being reports provided by UNICEF demonstrate that even countries with better social safety nets, like the Nordic countries, have a higher child mental health outcomes (Richardson et al., 2017). Such results indicate that the structural investment in early intervention and the social protection directly correlates well with better psychological outcomes.
In the US, child mental health services were found to be disconnected and highly state-specific with the expansions of Medicaid under the Affordable Care Act. In the low-income families, children tend to lack health insurance and services are usually reactive and not preventive (Smeiding & Thévenot, 2016). In contrast, the model used in Norway, called Family Centre, provides prenatal and postnatal care, which integrates mental health into standard developmental practice, demonstrated to make less people turn to specialist care in the long term (Fusarelli, 2015).
The model used in Australia is also worth considering: the population of call centers called headspace is a combination of psychological services and education and social services, especially among the youth at risk. It has been assessed that there are better accesses and results in children in low-income and Aboriginal communities, although coverage is uneven (Kamerman et al., 2003; Olczyk et al., 2021).
Finland is one of the countries in the OECD with universal access to free mental health services and the lowest rate of child poverty. The economic support and investment in mental health seem to be synergistic in preserving youth wellbeing (Bucelli & McKnight, 2024). On the other hand, even with the universal healthcare system, Canada is still facing rural-urban inequality and long queues in CAMHS-equivalent services, especially in Indigenous populations (Smeiding & Thévenot, 2016).
These comparisons demonstrate that equitable access is not only dependent on the presence of services but also on how services are get integrated, universal and culturally responsive. The UK, despite its attainment of a national infrastructure in health has been unable to transfer that into equitable access especially in urban deprived neighborhoods- an area where Finland or Norway could provide the guiding hand.
The UK is lagging in its Nordic companions because of the absence of central investment and decentralized delivery even though they appear to have the same welfare network. Unless the policies of different sectors are aligned and long-term investments are taken, the UK will be persisting with the problem of cyclical inequalities that other countries have succeeded in eradicating unless the policies of different sectors are aligned and long-term investments are made, as it is highlighted by organisations such as Barnardo (2023).
[bookmark: _Toc208163477]2.5 National/Local UK Context
There is deep-rooted child poverty in the UK, especially in the urban parts of the country, such as Tower Hamlets, Birmingham, and Liverpool, where over 40 percent of the children live below the poverty threshold (Clark et al., 2017). These geographical inequalities are not accidental- but a consequence of system under-investment and a fragmented social policy, which have affected urban, multi-ethnic groups who are already disadvantaged by austerity disproportionately.
The objective of the NHS Long Term Plan (2019) was to provide mental health services on a parity basis especially among children and adolescents. Nonetheless, the aspiration has not been accompanied with the results. The number of referrals to CAMHS has been increasing since 2020 - doubling in some locations, and the system has not been able to keep up with the surge, its capacity leveling off or decreasing as a result of staff shortages and funding limitations (Callaghan et al., 2017; Cantrell et al., 2024). This disparity portrays a systemic weakness of not taking into consideration social determinants to design services, especially the compound needs of children who experience both economic and mental health strains.
In law, the Child Poverty Act 2010 was a step forward in establishing child poverty as a policy agenda with challenging goals of its eradication. The effect of this was, however, undermined by 2016 welfare reforms, which eliminated the binding obligations and deteriorated the measurement requirements (Bennett et al., 2024). The 2017 Green Paper, Transforming the Mental Health Provisions of Children and Young People, provided an idea of earlier intervention in schools and community hubs by having mental health leads, but again there has been slow and uneven action.
The biggest challenge is the postcode lottery in CAMHS funding. Disparities between London boroughs and regions, such as the North East, remain stark. Some boroughs spend three times more per child on mental health services than others, reflecting the local authority's resource capacities rather than population needs (Griffin et al., 2021). These inequities directly contradict NHS equality goals and perpetuate barriers to service access.
Nevertheless, local councils have shown innovation. Manchester’s Thrive model, which emphasises integrated care and resilience-building, has improved access to early support and reduced pressure on specialist services. Similarly, London’s Healthy Schools initiative has embedded mental well-being into educational priorities, although its reach remains variable and highly dependent on school leadership buy-in (Zacharia, 2020).
The national image shows how systemically the picture is fragmented as opposed to ignorance. Until we apply a redistributive approach of welfare reform, local government investment and integration of the health service, inequalities in urban child mental health will only increase. Restated evidence suggests that the UK child mental health issues are not primarily caused by the lack of services but are the outcomes of the political half-heartedness and the lack of policy coherence.
[bookmark: _Toc208163478]2.6 Conclusion
This chapter has mapped the complex historical, theoretical, and geopolitical terrain surrounding child poverty and access to mental health services. From the evolution of welfare thinking in the UK and the erosion of progressive legislation, to the integration of child mental health within frameworks such as the Social Determinants of Health and Cumulative Risk Theory, the chapter demonstrates that deprivation is both a cause and a consequence of systemic inequality. International comparisons have further highlighted the contrast between coordinated, universal early intervention, as seen in Finland or Norway, and the UK’s postcode-dependent service models. At the local level, though there is hope with such innovative approaches to be applied as Manchester with the Thrive model, it is limited by the disjointed funding and implementation of policies.
These are contextual backgrounds that are vital in the analysis of the research lens. The thematic methodology utilized in Chapter 3 to analyze the lack of literature available on the issue of children living in city poverty offers a reflection of information on the existing gaps in policy and service provision in relation to the issues and their solutions.
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[bookmark: _Toc208163479]CHAPTER 3 – Academic Methodology Poster

[bookmark: _Toc208163480]3.1 Academic Methodology Poster 
In order to give a clear picture of the methodology used, Academic Methodology Poster that summarizes the research process of this dissertation has been provided in the appendices. The poster highlights the aim of the study, search strategy, inclusion/exclusion criteria, validation procedures and thematic analysis process.
The entire poster is presented in Appendix A. 
[bookmark: _Toc208163481]3.2 Additional Information 
[bookmark: _Toc208163482]3.2.1 – Introduction
In this chapter, the methodological framework used to explore the impact of child poverty on access to mental health services in urban areas of the UK is outlined. Research credibility relies on well-justified and transparent methodological decisions that yield findings that are sound and replicable (Saunders et al., 2009; Bell et al., 2022). Since this research is a secondary study, the emphasis is on critical analysis of the literature, rather than the collection of primary data (Thomas, 2022). The chapter describes the search strategy, databases used, inclusion and exclusion criteria, research validation, thematic analysis, and ethical considerations behind this dissertation.  
[bookmark: _Toc208163483]3.2.2 – Search Strategy
A search strategy in secondary research is a rational procedure of planning, identifying, and locating literature that comprehensively and relevantly covers a subject matter (Hart, 2001; Saunders, Lewis, and Thornhill, 2009). Google Scholar, PubMed, PsycINFO, JSTOR, NHS Digital and gov.uk were the databases and search engines used in this dissertation. The searches were also restricted with the help of AND, OR, and NOTE operators and geography (UK focus), publication date (2013-2024), and peer-reviewed filters. Key words were employed like child poverty, mental health services, and UK urban areas in the provision of results that would be relevant to the research objectives.
	Database
	Keywords
	Filters Applied
	Number of Hits

	Google Scholar
	"child poverty" AND "mental health services" AND "UK urban areas"
	2013–2024, peer-reviewed, English
	250

	PubMed
	"child poverty" AND CAMHS AND UK
	2013–2024, UK-based, English
	120

	PsycINFO
	"urban deprivation" AND children AND mental health
	2013–2024, peer-reviewed, children (0–18)
	90

	JSTOR
	"poverty" AND "mental health access" AND "United Kingdom"
	2013–2024, English, social sciences
	80

	NHS Digital
	"child poverty" AND NHS AND mental health
	2013–2024, UK data, reports/statistics
	100

	gov.uk
	"child poverty" AND "mental health policy"
	2013–2024, UK focus, government policy
	67



[bookmark: _Toc208163484]3.2.3 – Searching for Information
In order to be rigorous and reliable, literature search was conducted in a transparent and step-by step process. Step 1 entailed the use of enlarged keywords such as child poverty, urban deprivation and child and adolescent mental health services (CAMHS) to get a huge number of literature. The Step 2 was the search refinement with Boolean operators (AND, OR, NOT) and filters to locate only articles published since 2013-24, peer-reviewed articles, and articles grounded in the UK. This number that elicits consequences downsizes the results concerning the objectives of the research (Saunders et al., 2009).
The third step was to deal with duplication in which similar articles that were present in more than one database were removed. At this stage, research papers that failed to fit into the inclusion criteria were sieved. The fourth step was an abstract review (full-text), during which only the sources that directly covered the intersection of child poverty and access to mental health services were included (Bell et al., 2022).
To prove consistency, a Search Strategy Sheet/Thesis Search Log was used. This is what was captured in the search of the database, keywords used, hits generated and remarks made about the relevancy of the articles. Such documentation is recommended so as to enhance transparency and replicability in secondary research (Hart, 2001).
The flow diagram below (PRISMA) (see Figure below) will outline the record use process, which begins with the identification (n = 707) and concludes with the final inclusion (n = 20). This method of doing things in this dissertation has a systematic and systematic nature that has guaranteed the foundation of findings on credible sources that are relevant and thematically oriented and, in this regard, improves the validity of future analyses.

[image: A flowchart of records

AI-generated content may be incorrect.]
[bookmark: _Toc208163485]3.2.4 – Research Validation 
Validation in secondary research can be defined as the process of ensuring that the existing data and literature are credible, accurate, and reliable (Creswell and Miller, 2000). As this dissertation is based on published sources, rather than primary data, validation was performed through a critical and systematic method of evidence assessment.
The peer-reviewed journal articles were of priority since they are independently examined by experts, hence more reliable (Saunders et al., 2009). The complementary sources included government and NHS statistical reports (large-scale, nationally representative data) and non-governmental organisation (NGO) reports (community-level information on child poverty and mental health). But NGO reports were highly criticised as being advocacy-biased.
To enhance reliability, research results were compared with various sources. As an illustration, government data on the trends in child poverty was contrasted with academic research and independent think-tank reports to establish consistency. Such a triangulation process minimises the risk of excessive dependence on one point of view and increases the strength of conclusions (Bell et al., 2022).
However, a few shortcomings were recognised. It is possible that publication bias may exclude studies that report null or negative results, and that regional data deficiencies exist, particularly in smaller urban boroughs. Moreover, policy-based documents can exaggerate the effectiveness of programmes. This was curbed by ensuring the dissertation prioritises recent sources (2013-2024), which are relevant to modern challenges such as the post-COVID environment and the cost-of-living crisis.
This intensive process of validation ensures the methodological soundness and contextual relevance of the evidence base for the findings.
[bookmark: _Toc208163486]3.2.5 - Inclusion and Exclusion Criteria 
Inclusion and exclusion criteria give a definite boundary on what studies to consider in a secondary research study to make sure that the evidence base is pertinent and reliable (Campbell et al., 2020).
	Criteria Type
	Criteria

	Inclusion
	• Peer-reviewed journals and reputable reports
• UK-based studies
• Published within the last 10 years (2013–2024)
• Focused on children aged 0–18
• Relevant to poverty, deprivation, or access to mental health services

	Exclusion
	• Studies older than 10 years (unless seminal)
• Non-English language sources
• Non-UK focus
• Inaccessible paywalled articles
• Studies unrelated to children or poverty–mental health themes



To achieve this, the inclusion criteria in this dissertation was that the study should: (i) be a peer-reviewed journal or reputable report, (ii) be within the UK to make the research scenario relevant, (iii) must discuss the themes of poverty, deprivation, or access to mental health services.
The elimination criteria included: (i) over 10 years of age, unless considered seminal; (ii) not in the English language; (iii) not UK-based; (iv) behind paywalls; (v) not about child age groups or even the poverty-mental health nexus.
After selecting 707 records based on the PRISMA flow diagram, 20 high-quality records were found through screening and duplicates removal, and with the use of such criteria (see Appendix B).
[bookmark: _Toc208163487]3.2.6 – Analysing Research
The systematic review, synthesis, and interpretation of the current studies are conducted in the analysis of secondary research to produce a new knowledge without collecting the primary data (Creswell and Poth, 2016). This dissertation used the thematic analysis approach to organize and analyze the results of the relationship between child poverty and access to mental health services.
Braun and Clarke (2006) observe that thematic analysis is a systematic but an adaptable process of identifying recurrent patterns and concepts in the literature. The review of abstracts and full texts revealed the repetitive themes such as waiting lists, cost barriers, shortage of CAMHS, and urban deprivation. These were further categorized into general themes: (1) barriers to access, (2) policy and service gaps and (3) socioeconomic urban disparities. Coding was conducted manually by recording the frequency of key terms and their relation to broader conceptual areas, contributing to consistency and transparency in meaning (Nowell et al., 2017).
The thematic analysis is suitable due to its flexibility, which allows synthesis of both quantitative (e.g., NHS referral statistics) and qualitative (e.g., lived experiences provided in NGO reports) data. It also enables the highlighting of patterns and divergences, which is necessary when referring to a problematic area like poverty and access to mental health (Silverman, 2021).
Necessary findings in the UK were cross compared with international literature (e.g., Nordic welfare models) to contextualise UK gaps in service provision. This comparative prism identified both cross-cutting best practices and drawbacks in the disjointed system in the UK.
Finally, this analysis laid the groundwork for Chapter 4, as each theme is explored in greater detail. Their conversion of raw data into thematic categories provides the dissertation with a reliable, clear and valid interpretive context.
[bookmark: _Toc208163488]3.2.7 – Ethical Considerations 
Ethics in secondary research refers to the responsible and transparent use of available data and literature, where all sources must be handled with integrity and academic honesty (BERA, 2024). Secondary research involves the ethical handling of published materials and the fair presentation of results, as opposed to primary research, which involves direct contact with participants.
One of the key concepts of this dissertation is proper citation using Harvard referencing, which ensures that original authorship is credited and plagiarism is avoided (Cottrell, 2023). The search strategy, inclusion and exclusion criteria, and the validation process have been described in full transparency, allowing readers to track the research pathway.
Selective reporting was also avoided: studies that yielded contradictory results (those with improvements and those with persistent failures in CAMHS provision) were included to provide a balanced picture. Digital ethical practice was also applied, as the sources were obtained only from legal and reputable databases, including PubMed, Google Scholar, NHS Digital, and gov.uk, which is why there were no issues with data misuse (James and Busher, 2015).
Possible biases were also recognised in that policy documents can exaggerate the effectiveness of a programme, whereas NGO reports can focus on bad news to make advocacy more compelling. To address this, the triangulation of findings was achieved by utilising various sources, including academic journals, government statistics, and independent reports, to construct a robust and balanced evidence base (Silverman, 2021).
With the help of these principles, this dissertation meets the ethical requirements of professional research, making the analysis credible and trustworthy, and responsibly contributes to the health and social care field.

[bookmark: _Toc208163489]3.2.8 – Chapter Conclusion 
This chapter defines the methodology that will be used in this dissertation to render the research process clear, rigorous, and believable. An efficient search plan was used, where the Boolean operators, filters, and clear documentation were used in several databases. The flow chart presented in PRISMA shows the process of selecting records that were reduced to the final list of studies of interest. I have enhanced reliability by applying inclusion and exclusion criteria, keeping only up-to-date, UK-centred, and topical sources.
Moreover, the chapter described how the validity of research was achieved by critical appraisal and triangulation of different types of sources, and the use of data was performed ethically and transparently. Using thematic analysis was considered a reasonable approach to synthesising a variety of findings, allowing for the identification of recurrent patterns and gaps.
The next chapter, Findings and Discussion, is based on this background, critically examining the identified themes and assessing their implications on child poverty and access to mental health services in urban UK settings.
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[bookmark: _Toc208163491]4.1 – Introduction
This chapter introduces and reviews the study's conclusions, which were based on secondary research examining the connection between child poverty and access to mental health services in urban UK. The chosen body of literature was subjected to a thematic analysis strategy (Braun and Clarke, 2006), which allowed for the identification of patterns and recurring problems in the studies. Three key themes —namely, barriers to service access, policy and service gaps, and socioeconomic disparities in urban settings —are structured around the discussion. In discussing these themes, this chapter explicitly relates to the research aim and objectives, connecting evidence to the broader social policy picture.
[bookmark: _Toc208163492]4.2 – Thematic Analysis
Thematic analysis is a popular technique for determining, analysing, and reporting patterns in qualitative and secondary data (Braun & Clarke, 2006). It enables researchers to go beyond summarising evidence to critically interpret the meaning of repetitive ideas across a range of sources. In this dissertation, 20 peer-reviewed articles and credible reports were consulted, and relevant extracts were manually coded to identify recurring themes, including stigma, austerity, housing insecurity, and parental sacrifice. The first codes were then narrowed down and grouped into three broad themes: (1) Barriers to Accessing Mental Health Services, (2) Policy and Service Gaps, and (3) Socioeconomic Inequalities in Urban Settings. The reasons for choosing these themes are that they are prominent throughout the literature and have a direct connection to the dissertation's goal of understanding the impact of child poverty on mental health service access. Collectively, they provide a consistent structure for critically discussing the evidence (see Appendix C).
[bookmark: _Toc208163493]4.3 Theme 1 – Barriers to Accessing Mental Health Services
[bookmark: _Toc208163494]4.3.1 Definition and Background
The barriers to accessing mental health care can be described as the structural, social and economic barriers which deprive children and families of accessing timely, effective, and equitable support. Stigma, service accessibility, financial barriers, structural discrimination, and the general socioeconomic constraints are such barriers in health and social care (Rose and McAuley, 2019). These obstacles are especially sharp in the urban UK, where the rate of child poverty is high and service provision is low. As an illustration, housing insecurity is a threat to both physical health and mental health, with the capacity of creating chronic stress and constraining safe conditions in which children can live (Hock et al., 2024). Equally, systemic racism increases the current socioeconomic disparities, where the minority families experience material deprivation, as well as distrust toward the institutions (Castro-Ramirez et al., 2021). Knowledge of these barriers is necessary because it sheds light on the presence of inequalities despite policy commitments and on the gap between child needs and service provision.
[bookmark: _Toc208163495]4.3.2 Findings and Evidence 
Stigma and mistrust are the key obstacles. Rose and McAuley (2019) found that parents living in poverty often used shame as a reason for seeking assistance, which deterred their openness to receiving services. The families avert stress-inducing, unmet needs, disguised by the language of “coping” and “resilience”, which perpetuates service rejection. It aligns with the criticism of Treanor (2020), who argues that policy framing habitually confuses poverty with adversity, ultimately stigmatising families rather than focusing on structural factors.
Resource constraints also worsen barriers. Based on the Millennium Cohort Study of more than 6,000 families, Wickham et al. (2017) showed that changes into poverty were more likely to lead to maternal distress (OR 1.44, CI 1.21-1.71) and child behavioural problems (OR 1.41, CI 1.02-1.93). Such deteriorations are directly reflected in the expanded demand of CAMHS, but long waiting lists and deficits still characterise the system. This, in practice, implies that children who are most in need of care are the least likely to receive timely care.
Another severe impediment is housing insecurity. Hock et al. (2024) summarised 59 UK studies and noted that one million renting households feared eviction in three months. Families with overcrowding and instability reported increased anxiety, less play, and interrupted education- all factors highly associated with low child mental health outcomes. This resonates with the finding of Clair (2019) that 23.8% of EU households with children are overcrowded, and that the well-being and future achievement of these households are directly related.
These problems are enhanced by systemic racism. Castro-Ramirez et al. (2021) emphasised the fact that children belonging to minority ethnicities are faced with twofold obstacles: poverty and racial discrimination in healthcare. They argue that a lack of confidence in institutions limits involvement and deteriorates the effectiveness of treatments. These results are in line with those of Lee et al. (2023), who found that children living in the most deprived quintile were twice as at risk of death and were 72% prone to chronic disease, and minority children were overrepresented.
Lastly, there are still financial barriers. In a national survey of more than 12,000 people, Main and Bradshaw (2016) report that 33 per cent of children were income-poor, compared to 23 per cent of adults. Parents often made intra-household sacrifices, forgoing meals or heating to afford their children. The expenses of such sacrifices are mental health costs with instilled chronic stress and limited resources to find support. The research highlights how access to CAMHS is further curtailed by some of the hidden expenses, such as the cost of transport to appointments or childcare for siblings.
[bookmark: _Toc208163496]4.3.3 Critical Discussion
The evidence shows how various barriers intersect to widen inequalities in child mental health. One of the useful frameworks is the Inverse Care Law (Tudor Hart, 1971): children in need of care in the deprived urban areas get the least effective services. It is not that they do not need it, but because the system is systematically underfunded, socially stigmatised, and discriminatory and restrictive. These findings are further contextualised in the Social Determinants of Health framework (Marmot, 2010), which highlights the role played by housing, income and discrimination in defining mental health outcomes.
Quantitative data show the rigour of these barriers. The number of children in need, in poverty in the UK, stands at 4.2 million (Dorling, 2024), with a one-third proportion of all children being income-poor (Main and Bradshaw, 2016), which is a huge number. One million households face the risk of eviction due to housing insecurity alone (Hock et al., 2024), and 700 fewer children would die per year if deprived children faced the same level of risk of death as their wealthier peers (Lee et al., 2023). These statistics portray not just the health disparity but rather the policy failures that support it.
Although the expansion of CAMHS has become a priority in NHS planning, it is indicated that systemic underinvestment and workforce deficits do not allow significant changes (Hayre & Pollock, 2022). Furthermore, it will take more than raising awareness to address stigma; it will also entail reorganising services to establish trust among marginalised groups. Without systemic racism, e.g., interventions, there is a risk of re-creating inequalities instead of breaking them down (Castro-Ramirez et al., 2021).
There are, however, some counter-arguments. Wahlbeck et al. (2017) posit that in young children, child mental health disparities can be decreased by targeted interventions, including parenting support and housing improvements, by up to 67%. Through these interventions, it is demonstrated that barriers are not unavoidable; rather, success depends on the political will and allocation of resources. The continuation of barriers, in other words, is not that much about complexity but of neglect.
Overall, mental health care barriers are not standalone factors, but rather compound social factors. They mirror underlying inequities in which stigma, poverty, and discrimination intersect to deprive vulnerable children of their care. All these barriers are crucial to the concepts of service equity, child rights, and resilience in urban communities.
[bookmark: _Toc208163497]4.4 Theme 2 – Policy and Service Gaps
[bookmark: _Toc208163498]4.4.1 Definition and Background
Policy and service gaps: The differences between policy promises to alleviate child poverty and promote mental health outcomes, and actual service delivery in welfare and healthcare systems. These gaps in the UK are rooted in austerity policies enacted since 2010, which have led to the unequal provision of support to disadvantaged families, while also limiting public health and social care funds (Taylor, 2020). The case of Child and Adolescent Mental Health Services (CAMHS) is an example of a service that is chronically underfunded and cannot keep up with the increasing demand, despite the rhetoric of policy equality between physical and mental health (Hayre & Pollock, 2022). Systematic inequalities in the area of Early Childhood Education and Care (ECEC) provision also reveal a situation in which children from poorer families cannot access high-quality services that are vital for developing resilience (Lloyd and Potter, 2014). It is critical to understand such gaps as they indicate that structural deficiencies continue to maintain cycles of poverty and exacerbate child mental health outcomes.
[bookmark: _Toc208163499]4.4.2 Findings and Evidence
There were very wide policy and service gaps that were the result of austerity policies. During 2012-2018, 600,000 more children were pushed to the status of poverty, and food banks have tripled (Taylor, 2020). All these changes were not incidental but direct consequences of welfare retrenchment and local authority budget reductions, which resulted in a loss of almost a third of funds between 2008 and 2015 (Buck and Jabbal, 2014). Loss of the welfare state has only intensified family insecurity, and children are more susceptible to mental health issues; the availability of services has also decreased.
This neglect manifests itself in the underfunding of CAMHS. Hayre and Pollock (2022) believe that although child poverty is widely recognised as a public health crisis, the lack of action provided by governments and the lack of investment in CAMHS have only increased inequalities. Poverty deprives children of timely access and more specialist care, resulting in unmet needs and, hence, worsening outcomes. This matches Wickham et al. (2017), who induced families into poverty to show an increase in maternal distress, child behavioural issues, and pressure on under-resourced services.
Policy failures do not just limit themselves to CAMHS. Wickham et al. (2016) calculated that child poverty costs the UK economy £29 billion a year and ending it could save 1,400 child lives each year. However, governments have not achieved targets in reducing child poverty over time, and this shows a constant disconnect between policy rhetoric and real action. These failures emphasise the political decisions behind the child health disparities, as brought out in the claim by Taylor (2020) that child poverty is a political choice, not an inevitability.
The gaps are also realised in ECEC provision. Lloyd and Potter (2014) found that only 41 per cent of children in the lowest quartile were enrolled in formal childcare, compared to 68 per cent in the highest quartile, and these differences have lasting effects on education and well-being. Most importantly, high-quality ECEC is the primary source of long-term benefits; however, its provision remains unevenly distributed, which exacerbates intergenerational disadvantage.
Despite its universality, the NHS is not exempt from promoting inequality. Buck and Jabbal (2014) posit that despite the ability of the NHS to reduce poverty, its structural orientation of focusing on the treatment, not on prevention, restricts its capacity to reduce health disparities. NHS is quite a significant actor, as it spends more than 104 billion a year, yet its current policies fail to address the social determinants of mental health satisfactorily.
[bookmark: _Toc208163500]4.4.3 Critical Discussion
The fact that gaps in policy and services persist is an example of the disconnect between policy intentions and actual outcomes of policies. Paper-based measures like the NHS Long Term Plan and pledges to increase CAMHS are an indication that child mental health inequalities are recognised. Practically, these efforts have been sabotaged by austerity, underfunding and lack of coordination, and the vulnerable children have been underserved.
The Mental Health in All Policies (MHiAP) framework is a useful lens in this case. Wahlbeck et al. (2017) argue that the poverty impact can be reduced by integrating mental health into housing, education, and welfare policies. However, in the UK, isolated practices have not allowed significant integration. As an illustration, child poverty is addressed mostly as a welfare problem, whereas mental health remains segregated in the healthcare policy without considering the intersection of the two problems.
The consequences are stark. There was also an increase in child poverty in the UK to 30 percent by 2019, and food insecurity is directly connected to psychological distress (Hayre & Pollock, 2022). Infant mortality, which had been falling steadily, started to increase again, and a time-trend analysis found 572 excess infant deaths between 2014 and 2017 attributable to increasing child poverty (Taylor-Robinson et al., 2019). These statistics stress the human price of political inaction.
Most importantly, service gaps are not inevitable, but policy decisions influence them. Quality ECEC and CAMHS expansion aimed at specific groups and poverty-reduction policies would help minimise inequalities. For example, Wickham et al. (2016) suggest that economic savings and better results could be achieved if child poverty is approached proactively. However, the prioritisation of austerity by politics has cemented inequalities instead.
In practice, this implies that professionals must deal with systemic gaps that limit their ability to assist children. There is also a lack of accountability mechanisms and the inability to change any policy as a result of the failure to meet the target of child poverty. There is a need to shift towards cross-sectoral, prevention-based approaches. These policy and service gaps will not disappear, and structural inequities will remain, threatening the right of the children to health, and continuing the poverty-poor-mental health cycles.
[bookmark: _Toc208163501]4.5 Theme 3 – Socioeconomic Inequalities in Urban Settings
[bookmark: _Toc208163502]4.5.1 Definition and Background
Socioeconomic inequalities in child health refer to systematic and avoidable disparities in outcomes that are driven by factors such as income, education, housing, and employment. These inequalities are not distributed evenly but are concentrated in deprived urban areas where poverty interacts with structural disadvantage. In the UK, over 4.2 million children currently live in poverty, a figure that has steadily increased in the last decade despite policy promises to reduce it (Dorling, 2024). These risks are enhanced by urban deprivation: children who live in overpopulated housing, non-safe neighbourhoods, and communities with underfunding have compounded stressors, which have a direct impact on their mental health and wellbeing (Ucci et al., 2022). Notably, these disparities are not biological determinisms but political decisions, such as welfare cuts, underfunding in services and poor housing policies. The concept of deprivation in urban environments is the key to this dissertation, as it shows how poverty is transferred to health and mental health disparity in the long run.
[bookmark: _Toc208163503]4.5.2 Findings and Evidence
According to Dorling (2024), the United Kingdom has become an international outlier, and the rates of child poverty are increasing more rapidly than in other OECD nations. In 2019-2021, child poverty was 20.7% with 4.2 million children living in poverty in 2022. Poverty has been attributed to ill health, with some evidence indicating that not only are children in poorer places shorter, but their mortality rates are also high. As Dorling points out, these consequences are directly related to austerity measures and endemic underinvestment in child health.
Parental sacrifice is often necessary to absorb the consequences of poverty within households. Main and Bradshaw (2016), based on the Poverty and Social Exclusion Survey (n = 12,097 individuals), found that 33 per cent of children were income-poor compared to 23 per cent of adults. Parents did not always eat or stay warm to support their children. Although these sacrifices protect the children in the short term, they also impose stress and insecurity on the family life, which has a long-term impact on mental health.
Lee et al. (2023) support the connection between deprivation and child morbidity. Their review showed that infants in the poorer quintiles are at a higher risk of death than those in richer quintiles. The poor children were also at a higher risk of developing chronic illness by 72% and the lowest quintile had 5 times the rates of respiratory disease. These blunt statistics help to demonstrate that socioeconomic differences, in fact, translate into differences in life expectancy and quality of life from early childhood.
Food and fuel poverty are other forms of deprivation. Rose and McAuley (2019) referred to 3.9 million children in poverty in 2014-15 (28%), and families reported their experiences of food and heating bills causing the debt cycles that exhausted their health. Such conditions compel families to make impossible trade-offs; including warming their home and feeding them well and directly affect the physical and mental health of kids.
Finally, in urban poor neighbourhoods, neighbourhood safety affects child wellness. Ucci et al. (2022) concluded that beyond crowding, lack of safe play opportunities, and crime in neighbourhoods can intensify the stress experienced by families and reduce their opportunity to positively develop based on the qualitative research conducted on families in Tower Hamlets and Bradford. Children just have no space to study, to play (p. One of the parents observed 14) and indicates that the mental health disparities are worsened by environmental deprivation.
[bookmark: _Toc208163504]4.5.3 Critical Discussion
The impossibility of eradicating socioeconomic inequalities may be considered within the scope of Cumulative Disadvantage Theory which assumes that initial disadvantages accumulate over the course of life resulting in the ever-expanding gap in health and opportunity. Not only children in rural UK living in deprived neighbourhoods face one, but a cumulative number of disadvantages in the form of poor housing, poor environments, and lack of access to services, leading to long-term inequities in health (Clair, 2019; Ucci et al., 2022). Similarly, the Life-Course Health Development model also emphasizes the significance of poverty in early life that leads to ill-health pathways, which continue into adulthood, including being more vulnerable to chronic illnesses and having poorer academic performance (Lee et al., 2023).
The seriousness of these inequalities is highlighted by quantitative evidence. Deprivation is not a fringe problem, but a systemic crisis in which 4.2 million children are in poverty (Dorling, 2024). The poorest quintile is two times higher than the other groups, and deprived children have a 72% higher chance of growing up with a chronic disease (Lee et al., 2023). The intersection of poverty and instability is only strengthened by the fact that housing insecurity poses a risk of eviction to more than one million households (Hock et al., 2024).
There have been uneven and inadequate policy responses. In 2016, the Child Poverty Act (2010) was repealed, eliminating legally binding targets to reduce poverty. The Levelling Up agenda has been presented as an alternative, but its opponents argue that it does not provide any concrete measures to address child health inequality (Hayre & Pollock, 2022). Rather, deprivation has been institutionalised through austerity policies and underinvestment in urban communities, which Taylor (2020) explains are also political in nature.
The consequences are immense. The perpetuation of intergenerational poverty is that children with such inequalities have poorer health trajectories into adulthood, and cycles of disadvantage are perpetuated. Meanwhile, the urban children lack equal access to the mental health services they require to develop resilience, which compromises the commitments of child rights under the UNCRC. Unchecked, these inequalities will not only increase but also generate increased economic and social burdens, projected to amount to £29 billion a year (Wickham et al., 2016).
[bookmark: _Toc208163505]4.6 Chapter Conclusion
In this chapter, the study's findings are critically reviewed using three interdependent themes: barriers to accessing mental health services, policy and service gaps, and socioeconomic disparities in cities. This review has shown that stigma, housing insecurity, systemic racism, and lack of finances limit access to care, and austerity and sustained underfunding have exacerbated service gaps, especially in CAMHS and early childhood provision. Meanwhile, structural inequalities, including parental sacrifice, unsafe neighbourhoods and enduring high rates of child poverty, form cumulative disadvantage over the lifespan. Combined, these results indicate that the barriers, failures of policy, and socioeconomic deprivation are not independent challenges but interacting forces that support loops of poor child mental health outcomes in the UK urban contexts. To address these inequalities, it is necessary to tackle the structural determinants by employing cross-sectoral methods. These findings will be expanded upon in the following chapter to make policy, practice and education recommendations.

[bookmark: _Toc208163506]CHAPTER 5 – Conclusion and Recommendations

[bookmark: _Toc208163507]5.1 – Overall Conclusion 
This dissertation aimed to understand how child poverty affects access to mental health services in UK urban cities, with objectives that focused on defining barriers to accessibility, evaluating policy and service gaps, and assessing the influence of socioeconomic inequalities. Chapter 1 laid the groundwork for the increased rate of child poverty in urban settings and made it a social and public health emergency. Chapter 2 examined the literature, which all showed correlations between deprivation, limited access to CAMHS, and worse mental health outcomes. In Chapter 3, the justification for secondary research was approved, and the studies were synthesised using thematic analysis, which consisted of 20 studies. The findings were outlined in chapter 4, detailing three interconnected themes: barriers including stigma, housing insecurity, and systemic racism; policy and service gaps due to austerity and long-term underinvestment; and socioeconomic inequalities due to parental sacrifice, neighbourhood deprivation, and severe disparities in morbidity.
The research aims have been met, giving crucial and evidence-based understanding on the effects of child poverty on equitable delivery of mental health services. Finally, the dissertation reveals that these problems are structural and cyclic. These findings form the basis of the following recommendations that are viable in empowering CAMHS, integrate cross-sectoral policies and reduce urban inequalities to promote resilience and child rights.   
[bookmark: _Toc208163508]5.2 – Recommendations
The recommendations given in the current chapter are developed directly based on the evidence and gaps in Chapter 4. They are meant to offer practical and realistic solutions that would solve the hindrances to accessibility, policy and service collapses, and the entrenched socioeconomic inequalities. Each recommendation has an evidence based basis 3, linking the research findings with policy, practice and education change proposals. At the same time, the feasibility of these suggestions ought to be taken into consideration in the scenario of budgetary constraints, political absence of motivation, and institutional resistance. Nevertheless, these barriers may be addressed both at an individual level at interventions, as well as at the cross-sectoral level, which will offer useful experiences to more equal child mental health provision.
[bookmark: _Toc208163509]5.2.1 Recommendation 1 – Strengthening CAMHS and Reducing Barriers
To address the gaps in inequity, Child and Adolescent Mental Health Services (CAMHS) should be better funded, and staff should be invested in learning cultural competence and reducing stigma. The availability of CAMHS remains unsatisfactory, and children awaiting care often end up in a long queue. Wickham et al. (2017) demonstrated that behavioural and mental health issues become a pressing need due to transitions into poverty. However, engagement is diminished due to stigma and mistrust, especially among the families living in poverty (Rose and McAuley, 2019). Furthermore, systemic racism makes the minority communities have even less access and worse treatment outcomes (Castro-Ramirez et al., 2021).
The obstacles include long-term underinvestment, lack of personnel, and long-term stigma. In the absence of ring-fenced funding, CAMHS usually competes against other NHS priorities, which continues to drive service deficits. The remedy involves a special stream of CAMHS funding, as well as schools and community-based partnerships, to minimise access bottlenecks. Ensuring that peer-support models are embedded in community centres and non-governmental organisations would not only foster trust but also minimise stigma, particularly in deprived urban areas. An increase in cultural competence education guarantees responsive services to different communities, including addressing systemic disparities. This recommendation directly addresses structural and cultural barriers which at times leave the children most in need out by making CAMHS accessible, trusted, and well-resourced.
[bookmark: _Toc208163510]5.2.2 Recommendation 2 – Integrated Policy Approaches to Child Poverty
The problem of child poverty and mental health impacts should be dealt with at cross-sector levels. Mental health planning should include housing, welfare, and education, as it has been proposed by Wahlbeck et al. (2017) in a so-called Mental Health in All Policies (MHIAP) framework. Housing insecurity affects stability and leads to a higher child stress (Hock et al., 2024), and such child life factors as lack of food or heating cause chronic stress in their lives (Main and Bradshaw, 2016). Food and fuel poverty drives up a condition, resulting in debt and cycles of ill-being (Rose and McAuley 2019).
Obstacles to such integration include ingrained policy silos, the legacy of austerity, and shifting political priorities. However, solutions exist. Accountability would be restored by reinstating legally binding child poverty targets, repealed under the Child Poverty Act in 2016. The formation of a cross-departmental task force can coordinate housing, welfare and health policies on a single platform. The accountability of the local authority with Levelling Up funding would mean allocating resources to deprived urban communities. The absence of integrated policy approaches will result in interventions that are piecemeal and inadequate. MHiAP is a valuable approach to inequalities and enhancing child wellbeing by incorporating mental health into all areas of social policy, as it is both practical and evidence-based.
[bookmark: _Toc208163511]5.2.3 Recommendation 3 – Tackling Urban Inequalities Through Early Intervention
Urban inequalities need to be reduced through long-term investment in both Early Childhood Education and Care (ECEC) and neighbourhood renewal. There is evidence that poor-quality ECEC has only short-term benefits, but poorer children continue to be disproportionately underrepresented (Lloyd and Potter, 2014). Child stress is increased by neighbourhood deprivation, and families report overcrowding, insecure areas, and lack of play (Ucci et al., 2022). There is also a sharp disparity by socioeconomic status: children in poorer quintiles are twice the risk of dying, and children in the disadvantaged groups are 72 times more likely to have developed a chronic condition (Lee et al., 2023).
Obstacles include the high cost of scaling ECEC, uneven distribution of services, and short-term political cycles that hinder long-term investment. Some of the solutions include subsidising childcare for low-income families, planning long-term local investments, and establishing public-private collaborations to finance neighbourhood renewal, such as safe green spaces and community facilities. Such interventions would not only decrease inequalities in the short term but also break the intergenerational poverty cycle by improving resilience, educational levels, and long-term mental health outcomes. The most economical and socially fair approach to urban child poverty and its mental health impacts is early intervention.
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	Child Poverty and Access to Mental Health Services in Urban UK Areas: A Thematic Analysis of Secondary Research


	01 Introduction and Research Aim 
Child poverty affects the availability of mental health services in the UK in a very strong way, especially in the underprivileged urban communities where more than 4.2 million children are below the poverty line (Dorling, 2024). The relationship between socioeconomic deprivation and the risks of anxiety, depression, and behavioural disorders among children is rather close (Wels and Hamarat, 2024). These inequalities are further aggravated by a lack of CAMHS resources and long waiting times (Hayre and Pollock, 2022). This paper will examine the effect of child poverty on mental health service accessibility in UK urban areas and determine barriers, policy gaps, and socioeconomic disparities that influence service delivery on a equal basis.
	02 Search Strategy 
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	03 Searching for Information 
Literature search was conducted in a systematic and transparent manner in order to achieve reliability and rigour. Initially, general keywords (child poverty, urban deprivation, and CAMHS) were employed to search databases (Google Scholar, PubMed, PsycINFO, JSTOR, NHS Digital, and gov.uk) to identify publications on the subject, limited to UK-based, peer-reviewed articles published in 2013-2024 (Hart, 2001; Saunders et al., 2009). Full-text reviews would follow a screening of abstracts by elimination of duplicates and relevance. A Search Strategy Log recorded findings and enhances transparency (Bell et al., 2022). Lastly, a PRISMA flow diagram was used to summarise the process of 707 initial records and 20 included final studies.


	04 PRISMA Model 
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	05 Research Validation and Analysis
In this secondary research, validation was done to make sure that every evidence was up to date, valid, and reliable. Peer-reviewed journals, government statistics, and NGO reports only were included to enhance the validity (Creswell and Miller, 2000; Bell et al., 2022). The triangulation process was through cross-checking data with the government, academic literature and independent reports to reduce biasness (Saunders et al., 2009). Focus was placed on new UK-based sources (201324) in an attempt to provide a contextually accurate source, especially when it comes to post-COVID and cost-of-living influences. Thematic analysis was subsequently done as suggested by Braun and Clarke (2006), there are six stages in their approach, where recurring patterns were identified across the literature on barriers, a policy gap, and socioeconomic inequalities.


	06 Inclusion Criteria 
The studies were selected, when they directly investigated the connection of child poverty with access to the mental health services in the UK. Peer-reviewed journal articles, government reports, and NGO publications published within 2013-2024 were also considered to be current and reliable (Hart, 2001; Campbell et al., 2020). The studies were required to center on children (0-18 years of age) with particular emphasis on urban deprivation, CAMHS or socioeconomic inequalities. Quantitative and qualitative research were both admitted, as long as they provided empirical or policy significant data. Inclusion focused on UK-based data to fit the context of UK national policies and the health service of the population (Saunders et al., 2009; Braun and Clarke, 2006).

	07 Exclusion Criteria 
Only studies that were relevant to the UK situation were included and those that did not focus on child poverty and access to mental health were excluded. Removal of non-peer-reviewed sources, non-English articles, and those that were not published in the past 20132024 timeframe seemed to keep validity and focus (Campbell et al., 2020; Saunders et al., 2009). The studies focusing on adults, non-urban population, and irrelevant age groups (older than 18 years) were excluded. Studies behind paywalls or inaccessible ones were not considered either to guarantee transparency and reproducibility. Furthermore, the literature or reports that were outdated or lacked a substantial amount of methodological description were eliminated to increase the validity and topicality of the results (Bell et al., 2022; Hart, 2001).


	08 Ethical Considerations
· Ethics in secondary research involve responsible, transparent use of published data. 
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	Study Author
	Aim
	Setting / Sample
	Methodology
	Design Validity
	Strengths
	Weaknesses
	Outcomes
	Relevance to Research Objectives
	Direct Quotes
	Themes

	Ucci et al. (2022)
	Explore housing & neighbourhood effects on child wellbeing
	22 parents, Tower Hamlets (n=13) & Bradford (n=9); children aged 2–12
	Semi-structured interviews + HAPIE tool survey
	High ecological validity (co-productive design, NVivo coding, thematic saturation)
	Captures lived experiences in high-poverty UK urban areas; mixed methods
	Small sample (n=22); limited generalisability; focus on 2 sites
	Identified 10 themes (e.g., overcrowding, unsafe outside spaces, trusted community). 56% of Tower Hamlets' children lived below the poverty line post-housing costs
	Direct insight into urban child poverty, family stressors, and housing precarity; directly aligns with research on CAMHS & service gaps
	“One of the biggest concerns in our area is overcrowding… children just not having enough space for study, for play.” (TH11)
	Overcrowding, housing quality, neighbourhood safety, and access to green space

	Clair (2019)
	Examine the role of housing in children’s well-being beyond education/behaviour
	Review of evidence across UK/USA, 25 years
	Literature review, synthesis of quantitative & qualitative studies
	Moderate validity (non-systematic but broad coverage)
	Introduces concept of well-being vs well-becoming; considers direct/indirect housing effects
	Not systematic; Western bias; lacks child-first perspective
	Finds 23.8% of EU households with children overcrowded; housing affects subjective wellbeing & future attainment; mobility disrupts education/health
	Links housing insecurity with stress transfer from parents to children; strengthens evidence on indirect poverty-mental health link
	“Children are aware of and affected by family financial difficulties.”
	Residential mobility, housing quality, stress pathways, subjective wellbeing

	Rose & McAuley (2019)
	Analyse poverty’s impact on parenting under austerity
	Synthesis of 4 UK qualitative studies (1998–2016); n≈1,700 survey parents + sub-sample 40 in-depth
	Qualitative meta-synthesis (lived experiences)
	Strong in depth of narratives; triangulates across studies
	Highlights stigma, shame, resilience; parents’ voices
	Lacks longitudinal data; not generalisable beyond UK
	Reports 3.9 million UK children in poverty (2014–15, 28%); food/fuel poverty linked to poor health; parents describe debt cycles
	Strongly relevant: identifies parental stress, stigma, service gaps under austerity
	“Poverty is a terrible thing. I just cannot cope with what I am getting in income support.”
	Parenting stress, stigma, resilience, cumulative disadvantage

	Hock et al. (2024)
	Systematic review of housing insecurity’s effect on children in UK
	59 studies: 16 peer-reviewed, 37 grey lit., 6 others; populations include migrants, DV survivors, low-income families
	Systematic review + thematic synthesis (Best Fit framework)
	High validity (PROSPERO registered, CASP appraisal, 3,261 records screened)
	Comprehensive synthesis across UK; identifies causal pathways
	UK-only focus; heterogeneity of included studies; mostly qualitative
	Identified four populations: general insecure, DV-linked, migrants, demolition-relocated. Housing insecurity linked to poor mental health, delayed development, school disruption.
	Provides macro-evidence base for housing-poverty link in UK policy context
	“One million renting households worry about being evicted in the next three months.” (JRF cited in study)
	Housing insecurity, mental health, eviction risk, compounding poverty

	Lowe & DeVerteuil (2020)
	Explore link between austerity welfare reforms, poverty management, and mental health
	25 individuals with diagnosed/self-identified mental illness, UK (London focus)
	Longitudinal interviews (2014–16, re-interviewed up to 3x)
	Moderate validity (small n=25, snowball sample); rich longitudinal data
	Focus on mental health lived experiences; deep insight into welfare stress
	Limited sample diversity; mental illness focus only
	Found that 80% diagnosed, 12/13 ESA claimants relied on full suite of benefits; reforms worsened stress & instability; Bedroom Tax penalised vulnerable
	Relevant: links poverty policies → mental health deterioration → child/family outcomes indirectly
	“It’s far pleasanter to be trapped in a larger house than in a small flat.” (Paula, service user)
	Austerity, welfare cuts, mental health decline, poverty management

	Taylor (2020)
	Explore UK child poverty policy failures and links to austerity
	UK; policy analysis (2010–2019)
	Policy analysis using secondary data (House of Commons reports, welfare stats)
	Moderate (robust data, interpretive limits)
	Connects austerity → poverty → mental health decline
	Not empirical; relies on gov. datasets
	600k more children in poverty 2012–18; foodbank use tripled
	Highlights structural policy-service gaps shaping child outcomes
	“Child poverty is a political choice, not an inevitability.”
	Austerity, welfare cuts, policy failure

	Wahlbeck et al. (2017)
	Review interventions mitigating poverty’s effects on mental health
	International (systematic review of 10 yrs, all ages)
	Narrative review of systematic reviews, RCTs, realist evaluations
	High (wide scope, triangulation across 60+ sources)
	Multilevel framework (life course, family, community, services, policy)
	Limited UK-specific evidence
	Parenting support: 50% ↓ child abuse; 67% ↓ mental health problems age 6; Youth Guarantee reduced NEET stress
	Shows interventions (housing, cash transfers, social prescribing) can reduce child mental health inequalities
	“Mitigating poverty’s impact requires a Mental Health in All Policies approach.”
	Parenting, housing, labour policy, community

	Lee et al. (2023)
	Provide framework for paediatricians tackling child poverty-health inequalities
	UK; review using NHS, ONS, UNICEF data
	Evidence synthesis + conceptual models
	High (quantitative + conceptual framework)
	Clear clinical relevance; novel “clock/capacity/cost” model
	Does not address ethnicity/geography fully
	1 in 3 UK children in poverty; deprived infants ×2 mortality risk; disadvantaged children 72% ↑ risk chronic illness; COPD ×5 in poorest quintile
	Shows direct links poverty → morbidity/mortality; practical health system strategies
	“Seven hundred fewer children might die per year if deprived had same mortality risk as least deprived.”
	Child health, deprivation, NHS service inequality

	Wickham et al. (2017)
	Assess effect of poverty transitions on child & maternal mental health
	UK Millennium Cohort Study (n=6,063 families, 2000–2012)
	Longitudinal cohort; discrete time-hazard models
	Very high (large, nationally representative dataset, rigorous stats)
	Causal insights on poverty transitions → mental health
	Attrition (12% lost by age 11); maternal report bias
	14% entered poverty; poverty transition → ↑ odds child behavioural problems (OR 1.41, 95% CI 1.02–1.93); maternal distress (OR 1.44, CI 1.21–1.71)
	Core evidence of poverty-mental health causal link
	“First transition into income poverty was associated with deterioration in child and maternal mental health.”
	Poverty transition, child behaviour, maternal distress

	Wickham et al. (2016)
	Use evidence to argue for action on UK child poverty
	UK; synthesis of policy & cohort data (3.7m UK children in poverty, 2013–14)
	Policy analysis + evidence synthesis (ONS, UNICEF, MCS)
	High (peer-reviewed, large datasets)
	Quantifies economic + health costs of child poverty
	Policy focus, not primary research
	Child poverty costs UK £29bn/yr; eliminating could save 1,400 child lives annually; poorest UK children ×2 mortality under 5 vs Sweden
	Strong evidence-policy bridge for child health inequality
	“Eliminating child poverty in the UK would save 1,400 child lives annually.”
	Economic costs, mortality, cross-national gaps

	Hayre & Pollock (2022)
	Analyse rising UK child poverty and link to public health
	UK; secondary analysis of ONS, NHS, UNICEF data
	Evidence synthesis, policy critique
	Moderate-high (peer-reviewed, triangulation)
	Strong focus on inequalities, health links
	Mainly secondary; lacks primary data
	Child poverty ↑ to 30% UK (2019); food insecurity linked to ↑ mental distress in children
	Directly aligns poverty → health inequality → CAMHS pressure
	“Children in poverty: time for action to address rising inequalities in the UK.”
	Child poverty, austerity, NHS inequality

	Buck & Jabbal (2014)
	Examine NHS role in tackling poverty
	NHS England; commissioned by JRF
	Policy analysis; case studies; economic modelling
	High (commissioned, transparent methods)
	NHS system-wide perspective; links health & poverty
	Focuses on service-level, not families
	NHS annual spend £104bn; poverty cuts 30% LA budgets (2008–15); NHS reduces poverty via universalism
	Critical for role of health services in mitigating deprivation
	“The NHS can do more to positively tackle poverty” (p.12).
	NHS universalism, inequality, service adaptation

	Lloyd & Potter (2014)
	Explore Early Childhood Education & Care (ECEC) and poverty reduction
	UK; review of 84 documents (ERIC, BEI, BSC) + JRF commission
	Rapid Evidence Assessment + synthesis
	Moderate (not full systematic, broad coverage)
	Strong early years focus; longitudinal cohort evidence
	Less robust than systematic review
	41% poorest quintile accessed formal childcare vs 68% richest; ECEC quality strongly predicts outcomes
	Strongly relevant: ECEC → resilience, education → mental health
	“Only good-quality ECEC has long-term beneficial effects for poor children.”
	Education, childcare, poverty, resilience

	Taylor-Robinson et al. (2019)
	Link rising child poverty with infant mortality
	England; ONS data, 324 LAs, 2000–2017
	Time-trend regression, fixed effects
	Very high (large dataset, causal inference)
	Robust stats; national scale
	Ecological design; no individual-level
	Each 1% ↑ child poverty → 5.8 infant deaths / 100k; 572 excess deaths (2014–17); poorest quintile worst hit
	Crucial evidence linking austerity to child health inequality
	“About a third of the increases in infant mortality…attributed to rising child poverty.”
	Infant mortality, deprivation, austerity

	Street (2021)
	Theorise child wellbeing in ECE policy context
	England; policy/theory analysis (EYFS, UNCRC)
	Conceptual framework (capability, relational, distributive wellbeing)
	Moderate (conceptual, not empirical)
	Provides innovative framework; rights-based
	Lacks empirical data; UK-only
	EYFS conflates wellbeing with educational attainment → risks narrowing child experience
	Theoretical lens linking education, poverty, child rights
	“Children’s wellbeing is conflated with being ‘school-ready’.”
	Child rights, wellbeing, education policy

	Dorling (2024)
	Examine why the UK is an international outlier in child poverty and its health impacts.
	UK, cross-country comparisons with 39 nations (UNICEF data).
	Statistical and geographic analysis of poverty data, UN and CPAG reports.
	High – robust UN/ONS data but limited causal inference.
	Highlights the UK as the worst performer among OECD countries; links poverty to child mortality trends.
	Mainly descriptive; lacks longitudinal cohort analysis.
	UK child poverty rose fastest among OECD, reaching 20.7% (2019–21); 4.2 million children in poverty (2022).
	Directly shows the worsening trajectory of UK child poverty and its health and social consequences.
	“Children in England are, on average, becoming shorter in height and child death rates are rising, almost certainly due to rising poverty and destitution.”
	Geography of poverty, inequality, and destitution, with an impact on child health.

	Main & Bradshaw (2016)
	Assess child poverty prevalence, measures, and intra-household resource distribution in the UK.
	UK, Poverty and Social Exclusion Survey (2012) with 12,097 individuals and 3,101 children.
	Survey analysis using income poverty and PSE poverty measures.
	High – large dataset, strong comparative measures.
	Challenges cultural deficit theories; reveals parental sacrifice behaviours.
	Cross-sectional survey cannot capture changes over time.
	33% of children live in poverty (2012); intra-household sacrifices are common, with parents often going without necessities.
	Provides evidence on the lived experiences of poor children, linking to debates on mental health and poverty.
	“33% of children were income poor, compared with 23% of adults.”
	Measurement of poverty, parental sacrifice, intra-household inequality.

	Treanor (2020)
	Explore conflation of poverty with adverse childhood experiences (ACEs) during COVID-19 in Scotland.
	Scotland, COVID-19 crisis measures (Free School Meals, hubs for ‘vulnerable’ children).
	Policy analysis and qualitative review of COVID-19 responses.
	Moderate – strong critique but limited quantitative evidence.
	Critiques the flawed framing of ACEs policy; highlights the stigma in policy responses.
	Policy critique lacks large-scale quantitative backing.
	COVID-19 measures conflated poverty with adversity; FSM eligibility stigmatised families.
	Shows policy-level missteps in addressing poverty during crises – relevant to UK urban services.
	“By assuming that parents living in poverty will misspend monies meant for children they conflate poverty with adversity.”
	Policy framing, stigma, poverty vs adversity misinterpretation.

	Bennett et al. (2022)
	Analyse relationship between rising child poverty and children entering care in England.
	England, 147 local authorities, 2015–2020 panel data.
	Longitudinal ecological regression analysis of poverty vs. care entry.
	Very high – robust statistical modelling, national datasets.
	Quantifies 10,351 additional children entering care due to poverty rise; strong causal evidence.
	Ecological design cannot fully capture individual-level mechanisms.
	1% rise in poverty = +5 children per 100k entering care; £1.4bn social cost (2015–2020).
	Links poverty directly to child welfare outcomes – highly relevant for policy recommendations.
	“Between 2015 and 2020, a 1 percentage point increase in child poverty was associated with an additional five children entering care per 100,000.”
	Child protection and welfare system strain: the causal link between poverty and care.

	Castro-Ramirez et al. (2021)
	Investigate how racism and poverty act as barriers to youth mental health treatment.
	Narrative review of studies on systemic racism, poverty, and youth treatment access barriers.
	Narrative review and synthesis of quantitative and qualitative studies.
	Moderate – strong theoretical contribution but lacks primary data.
	Exposes systemic racism and poverty as treatment moderators; policy-oriented recommendations.
	Review only; lacks empirical testing or intervention trials.
	Systemic racism and poverty reduce treatment efficacy and access; mistrust in institutions increases disengagement.
	Connects poverty with access barriers to CAMHS and broader youth services – a critical area for research.
	“Systemic problems such as racism and poverty increase the risk of developing complex health issues and decrease the likelihood of benefiting from treatment.”
	Racism, structural inequality, barriers to youth mental health access.
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	Theme
	Code
	Code Explanation
	Sample Quote
	What does this mean for your Research?

	Barriers to Accessing Mental Health Services
	Stigma & Mistrust
	Families avoid services due to stigma, shame, or mistrust of CAMHS and welfare institutions.
	“Poverty is a terrible thing. I just cannot cope with what I am getting in income support.” (Rose & McAuley, 2019)
	Demonstrates the role of stigma and mistrust in limiting service access, highlighting the need for CAMHS to address cultural competence and trust-building.

	
	Waiting Lists & Service Shortages
	Children face long waiting times for CAMHS due to staff and resource shortages.
	“First transition into income poverty was associated with deterioration in child and maternal mental health.” (Wickham et al., 2017)
	Highlights systemic strain in CAMHS provision, reinforcing the barriers theme and supporting policy change recommendations.

	
	Housing Insecurity
	Overcrowding, eviction risks, and poor housing directly harm children's mental well-being.
	“One million renting households worry about being evicted in the next three months.” (Hock et al., 2024)
	Links poor housing to mental health outcomes, underscoring the need for housing reforms in addressing child wellbeing.

	
	Systemic Racism
	Minority children face compounded barriers from racism and poverty in accessing services.
	“Systemic problems such as racism and poverty increase the risk of developing complex health issues and decrease the likelihood of benefiting from treatment.” (Castro-Ramirez et al., 2021)
	Shows intersectionality of racism and poverty in compounding barriers, critical for equitable service delivery.

	
	Financial Barriers
	High costs of childcare, transport, or hidden expenses limit access to health support.
	“33% of children were income poor, compared with 23% of adults.” (Main & Bradshaw, 2016)
	Reveals intra-household sacrifices and hidden costs of poverty, emphasising stress transmission and long-term inequalities.

	Policy and Service Gaps
	Austerity Cuts
	Austerity measures reduced benefits and welfare provisions, worsening child poverty.
	“Child poverty is a political choice, not an inevitability.” (Taylor, 2020)
	Confirms that austerity has worsened child poverty, strengthening the arguments for structural welfare reform.

	
	CAMHS Underfunding
	CAMHS is underfunded and unable to meet demand, resulting in limited, timely access for children.
	“Children in poverty: time for action to address rising inequalities in the UK.” (Hayre & Pollock, 2022)
	Demonstrates how underfunded services exacerbate poverty’s impact, linking directly to research objectives.

	
	Policy Failures
	Policy inaction and failure to meet child poverty targets worsen inequalities.
	“Eliminating child poverty in the UK would save 1,400 child lives annually.” (Wickham et al., 2016)
	Highlights the role of political choices in shaping inequalities, reinforcing the call for accountability.

	
	ECEC Inequalities
	Unequal access to early childhood education undermines long-term resilience and wellbeing.
	“Only good-quality ECEC has long-term beneficial effects for poor children.” (Lloyd & Potter, 2014)
	Links early childhood education access with resilience, offering policy targets for long-term change.

	
	NHS Service Constraints
	The NHS's structural focus limits poverty reduction despite its universalism.
	“The NHS can do more to positively tackle poverty.” (Buck & Jabbal, 2014)
	Positions the NHS as both part of the problem and part of the solution, reinforcing the policy/service gap theme.

	Socioeconomic Inequalities in Urban Settings









	Urban Deprivation
	Urban poor areas face structural deprivation linked to worse mental health outcomes.
	“Children in England are, on average, becoming shorter in height and child death rates are rising, almost certainly due to rising poverty and destitution.” (Dorling, 2024)
	Demonstrates entrenched urban inequalities and worsening health trajectories, which are relevant to the focus on urban deprivation.

	
	Parental Sacrifice
	Parents in poverty forgo essentials to provide for children, worsening stress cycles.
	“33% of children were income poor, compared with 23% of adults.” (Main & Bradshaw, 2016)
	Captures lived parental sacrifices under poverty, reinforcing intergenerational cycles of stress.

	
	Child Mortality & Morbidity
	Poverty doubles the risk of infant mortality and chronic illness in deprived children.
	“Seven hundred fewer children might die per year if deprived had same mortality risk as least deprived.” (Lee et al., 2023)
	Provides concrete health statistics that show direct causal links between poverty and poor health outcomes.

	
	Food & Fuel Poverty
	Families in fuel/food poverty face anxiety, stress, and poor nutrition, which impacts their mental health.
	“Reports 3.9 million UK children in poverty (2014–15, 28%); food/fuel poverty linked to poor health.” (Rose & McAuley, 2019)
	Connects food/fuel poverty with poor health, strengthening the case for targeted interventions.

	
	Neighbourhood Safety
	Unsafe neighbourhoods and a lack of green space exacerbate child mental health challenges.
	“One of the biggest concerns in our area is overcrowding… children just not having enough space for study, for play.” (Ucci et al., 2022)
	Highlights environmental deprivation (unsafe spaces, lack of play/study areas) as critical to child mental health.
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Protect the privacy and confidentiality of individuals when using data with sensitive or identifiable information (Bell et al., 2022).
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