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[bookmark: _Toc234234832]ABSTRACT
In this dissertation, barriers to accessing mental health services amongst young adults in the United Kingdom are explored. To critically examine structural, social and individual factors that hinder or delay mental health support, the study set out to find gaps in service delivery and make evidence based recommendations for health and social care practice. This is important because there is high mental health need amongst young adults during their transition from education to employment, financial and social transition and access to timely and equitable mental health care is inconsistent.
The secondary research approach was taken with the research method being desk based. Peer reviewed journal articles, official NHS publications, government reports and policy documents were targeted by a search procedure. Sources were selected for screening according to the inclusion and exclusion criteria and evaluated by the CRAAP criteria. Selected evidence was analysed using thematic analysis resulting in three themes, which included structural and service system barriers, social, cultural and socioeconomic barriers and individual help seeking and informational barriers.
The results suggest that motivation is not enough to ensure access. Young adults may fail to access support once they have identified a need, due to long waiting times, a lack of staff, poor referral systems, difficulties in transition and variation in postcode. Stigma, poverty, racism, cultural mismatch and lack of trust also affect views on the appropriateness of services. Factors that delay help seeking include mental health literacy, symptom normalisation, concerns over self reliance and concerns about confidentiality, which often stem from social and services factors.
The study identifies a process of access that includes recognition, referral, assessment, treatment and sustained engagement. It suggests creation of youth friendly integrated access pathways, efforts to minimise the harm that is done to young people during the waiting period (fair triage, interim support) and embedding culturally responsive, anti stigma and literacy focused practice. Limitations include that the evidence is second hand, and that the study designs are different and data specific to the UK is not widely available. However, the results have implications for mental health equity, early intervention and trust in mental health services.
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[bookmark: _Toc234234833]CHAPTER 1: Introduction 
[bookmark: _Toc234234834]1.1 Introduction
The issue of mental health is a significant challenge to the overall public health in the United Kingdom in young adults. Recent data suggest that approximately 1 in 5 people between the age of 8 to 25 years have a likely mental disorder and it is higher than 21 % in a specific age group of 20-25 years (Albadi et al., 2025). This is an important growth compared to the past years, which is influenced by the growing awareness and by the deteriorated conditions. Also, over 3.8 million individuals were receiving mental health services in 2023-24, indicating that the demand for mental health services continues to increase, however access remains uneven and insufficient across different population groups. (Andersen, 1995).
The National Health Service is experiencing mounting pressure because of increment in referrals, shortage of work forces and funding limitations. The number of referrals has grown by about 38 % since 2019, whereas the service capacity has not improved by a similar percentage (Benoni et al., 2025). Consequently, there have been delays in timely interventions due to long waiting time.
In conjunction with structural issues, social and individual barriers, including stigma and low mental health literacy levels and complicated referral pathways also restrict access. Therefore, a number of young adults are only assisted at the crisis level.
[bookmark: _Toc234234835]1.2 Definitions and Terminology
Mental health can be described as a condition of emotional, psychological and social wellbeing that determines the way people think, feel, and act. It is a dynamic state that is influenced by biological, social and environmental factors. In this dissertation, young adults are defined as those who are between the ages of 16 and 25 as this is the critical stage in life where one develops mental illnesses at an approximated rate of 75 % (Birgel et al., 2025).
Mental health services cover a wide range of support systems such as psychological therapies, psychiatric interventions and community based services. These are majorly provided in the UK under the National Health Service with the assistance of voluntary and private services (BMA, 2025). Access to these services is not only based on the availability but also on the timely, suitable and fair utilisation.
Barriers to access is a term which is used to refer to any factor that slows, cripples or prevents individuals to access mental health support. Such obstacles are normally classified into:
· Organizational obstacles (e.g., waiting time, workforce shortages)
· Social (e.g., stigma, cultural perceptions) barriers.
· Personal barriers (e.g. lack of awareness or perceived requirement).
There are a number of acronyms applicable to this study. NHS can be defined as the healthcare system in the United Kingdom that is funded by the state. The Child and Adolescent Mental Health Services (CAMHS) are the services that support the needs of those who are below the age of 18 and are usually accused of having extensive waiting lines and a small number of capacities (CQC, 2025). IAPT (Improving Access to Psychological Therapies) is a national initiative aimed at improving the access to evidence-based therapy of common mental health disorders. As far as access challenges are to be analysed, it is necessary to understand such systems. 
[bookmark: _Toc234234836]1.3 Rationale for Research
This paper is based on the reasoning that there is an increasing discrepancy between the rising numbers of mental health concern and the inaccessibility of mental health services among young adults in the UK. Even though prevalence has been increasing, access to timely care has not been improving correspondingly. According to recent findings more than 78,000 youths have been waiting more than one year of treatment with more than 2000 waiting more than two years (Department of Health and Social Care, 2023). Also, approximately 40 % have excessive waiting periods, and one per three waits more than three months to receive some first support (Lazzarino et al., 2024). These delays highlight systemic inefficiencies within service provision, which may contribute to worsening mental health outcomes.
These barriers have a great effect. Approximately half of the youth reports that their mental health is getting worse when they are awaiting care, which indicates the dangers of untimely intervention. Moreover, people are much more apt to experience extended queues to seek mental health care than to receive treatment pertaining to physical health, which proves the evident structural inequalities.
Current studies have been mostly prevalence based and not analytical towards the barriers to access which creates a fragmented view of the problem. This paper fills this gap by combining structural, social and behavioural approaches.
[bookmark: _Toc234234837]1.4 Aim and Objectives
Research Aim: 
This research study intends to critically analyze the obstacles that impede access to mental health services among young adults in the United Kingdom with respect to structural, social as well as individual determinants with the aim of establishing gaps in service delivery and inform new interventions in both health and social care systems. 
Research Objectives: 
· Objective 1: To critically analyse mental health needs among young adults in the UK and service utilisation patterns among this group.
· Objective 2: To identify the main obstacles to the access of mental health services, such as stigma, long waiting periods, access to services, and socioeconomic disparities.
· Objective 3: To review existing mental health policies and models of service delivery in the National Health Service.
· Objective 4: To offer evidence-based suggestions to enhance access, engagement, and equity when it comes to mental health services in young adults.  
[bookmark: _Toc234234838]1.5 Conclusion 
The chapter has presented a critical introduction of the problem of access to mental health services among the young adults in the UK with the support of the current statistical evidence and policy context. It has established that against the backdrop of a growing demand and awareness, major challenges still limit access to care. The most important definitions and concepts have been made clear to have a solid base on the study, and the rationale has pinpointed weaknesses in the current research. The research aims and objectives provide a proper direction to the dissertation as they focus on the necessity of an extensive and evidence-based analysis.
In chapter 2, the basis will be enlarged through carrying out a critical literature review on the available literature, theoretical frameworks, empirical studies and policy developments on mental health service access. This will allow further consideration of the identified obstacles and facilitate the general argument of the research.  



















[bookmark: _Toc234234839]CHAPTER 2 – Background Information and Analysis
[bookmark: _Toc234234840]2.1 Introduction 
This chapter gives the conceptual and contextual framework of the barriers to access to mental health services among the young adults in the UK. It places the research in the context of larger historical, theoretical, international and national concerns where one can fully understand how the access problems of the current situation have developed (Macdonald and Lucas, 2025).
This chapter starts with an historical discussion of the development of mental health services in the past, which represents some of the major policy and structural transformations that have influenced access. It goes on to review pertinent theoretical frameworks, such as behavioural and health service utilisation models that describe the help seeking behaviour (NHS, 2024). After that, the scope of discussion is widened to that of the whole world, where the author compares the approaches taken by various nations to curb the challenges of mental health access. Lastly, the chapter lays emphasis on the UK scenario, critically examining the policies, structures of services and pressure under the system.
[bookmark: _Toc234234841]2.2 Historical Background 
The evolution of mental health services in the UK has experienced a massive change in the last century. Mental health care has been historically an institutionalised process and people were treated in large psychiatric hospitals. But after the middle of the 20th century, a movement towards community-based care has taken place, as deinstitutionalisation policies and the shift in societal attitudes towards mental illness have influenced it.
One of the most significant developments was the concept of community care model that was introduced in the 1980s-1990s and was meant to take mental health services to the community (NHS Digital, 2023). Although such practice enhanced accessibility in theory, it resulted in disjointed delivery of services because resources were not always adequate to assist community-based care.
More policy changes in the 2000s sought to make services more accessible by introducing programmes like IAPT (Improving Access to Psychological Therapies) to expand the range of psychological therapies. Nonetheless, structural issues have remained even with these developments. As an example, the services are in high demand, and it is documented that since 2019, mental health referrals have become stronger than they were before, which puts significant pressure on the available systems (Oha et al., 2025).
Less historical evidence but much more recent points to persistent challenges in the system. The mental health services have been reported to be under-resource and fragmented especially among the youth, causing the gaps in continuity of care. Also, the child to adult service transition is a serious weak area which on most occasions causes the youth to lose touch of care in the service transition phase.
Another central problem of the history that has still narrowed the access barriers is the unceasing gap between the demand and capacity of the services. The waiting time is now being a core characteristic of the system, as the research shows that one of the most reported obstacles is a long waitlist throughout the UK and Europe (Perowne et al., 2025). This implies that structural inefficiencies are endemic even after decades of reforms.
[bookmark: _Toc234234842]2.3 Theoretical Background 
The barriers to accessing mental health services among young adults need to be understood with the application of the established theoretical frameworks that explain the health behaviour and service utilisation. The most powerful model is the Health Belief Model (HBM), which has been designed by Irwin M. Rosenstock (Rosenstock, 1974) . According to this model, the more people believe that their mental state is severer and that treatment will help them, the more likely they are to seek help, as well as the less they feel there are obstacles they face on their way to accessing help. Nonetheless, stigma, fear of judgement and perceived need are some of the factors which tend to mitigate the help-seeking behaviour amongst young adults. While the Health Belief Model explains individual help-seeking behaviour, it may overlook structural barriers such as service availability and waiting times.
[image: The Health Belief Model – Methods for Stress Management]
Figure 1: The Health Belief Model (Source: PennState)
The other framework is the Andersen Behavioural Model of Health Service Use, which was suggested by Ronald M. Andersen (Andersen, 1995). This model divides the access into predisposing factors (e.g., beliefs and attitudes), enabling factors (e.g., income, availability of services), and need factors (e.g., severity of symptoms). It offers a more in-depth view of access through the identification of personal and structural factors. This model has been broadly used in research that has shown that barriers are not purely psychological but also systemic due to issues like long waiting lines and low service capacity (Rethink Mental Illness, 2025).
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Figure 2: Andersen behavioral model of health services use. (Source: ResearchGate)
Moreover, Social Ecological Theory provides a multi-level approach because it focuses on the creation of a multi-level approach by which individual behaviour is impacted by interpersonal, community and societal factors. This especially applies the area of mental health where family attitudes, cultural norms and healthcare systems all interact to influence help-seeking behaviour.
[image: Socio-ecological model: framework for prevention, centers for disease... |  Download Scientific Diagram]
Figure 3: Social Ecological Theory (Source: ResearchGate)
These theories have been widely used in the past studies. Indicatively, research in the HBM has revealed that stigma and perceived barriers are critical determinants that decrease chances of seeking mental health support. On the same note, the studies conducted on the basis of the Andersen model have established the socioeconomic status and access to services as key determinants of access (Royal College of Psychiatrists, 2019). Social Ecological theories have also shown that wider social environments such as education systems and community support have a role to play in mental health outcomes.
Nevertheless, these structures also are limited. HBM has been attacked on grounds that it emphasizes much on individual decision-making and leaves out broader structural limitations. The Andersen model, more complex, can simplify and ignore complicated social inequalities and cannot adequately address cultural effects. The Social Ecological Theory is holistic and may not be easily operationalised in empirical studies as it is broad.
Although these theories offer useful understanding regarding access to mental health services, it has been highly debated that there is a need to integrate frameworks that cut across behavioural, structural and social levels to give a better picture of the situation on access barriers among young adults. 
[bookmark: _Toc234234843]2.4 International Context
 It is a well-established global concern that access to mental health services among the youth is an urgent social health concern, with most countries being faced with similar challenges linked to service capacity, stigma, and inequality. Although the awareness level grows, the high %age of the youth in both high- and low-income environments continues to be incapable of accessing accessible, proper, and timely care.
High-income countries (Australia and Canada, in particular) have actively changed the policy in favour of early intervention and integrated care models. Programs like youth mental health hubs (e.g., Headspace in Australia) offer multidisciplinary, community-based services, which are psychological services in combination with social care and digital access (Young Minds, 2025). These models are designed to minimize the barriers through providing youth-friendly environments that are accessible. There has been an indication that this type of practice can enhance the interaction and minimize the use of crisis services, which underscores the essence of preventive care.
Conversely, the situation is worse in low and middle-income nations where there are challenges such as insufficient funding, inadequate supply of workforce and infrastructures. Mental health services are also concentrated in urban areas in most areas, posing a great geographical disparity. These barriers are also complicated by cultural stigma and lack of knowledge that restricts help-seeking behaviour. It proves that the access strongly depends on socioeconomic and cultural contexts and needs to be approached as a context-specific issue.
One of the most significant worldwide tendencies is the growth of digital mental health services, such as online counselling and mobile apps. Although these innovations can remove geographical restrictions and achieve the increase of scale, they are not equally effective. Their impact can be restricted by such problems as low user engagement, digital exclusion, and privacy concerns especially affecting disadvantaged groups.
In comparison, whereas in certain countries, there has been successful implementation of integrated and preventive systems, there are other countries in which the care is provided on a crisis-driven basis. The UK lies in the intermediate position as they have good policy frameworks, however, suffer with implementation and service provision problems. In general, the global evidence points out the fact that despite the global barriers, innovative, integrated solutions can provide useful lessons on enhancing the access in the UK.
[bookmark: _Toc234234844]2.5 National/Local UK Context 
Mental health services in the UK are mainly provided by the National Health Service that is assisted by voluntary organisations and an expanding private sector. Although it is publicly funded and is based on the principle of universal access, the system has been struggling to cope with the challenges of capacity, workforce shortage, and increasing demand. References to mental health services have dramatically increased in the last few years, which puts strain on already stretched resources.
Waiting times is one of the most serious problems. The results are always indicative that a long delay in obtaining care may aggravate mental health outcomes. An example is that of approximately 71 out of every 100 people waiting more than six months report that their conditions have deteriorated, and some surveys indicate that 80 out of 100 people experience increasing symptoms during delays (Zhu, Wang and Hu, 2024). These delays shatter all the early intervention strategies and most of the time an individual finds themselves in the more intensive or crisis-based support. This is an indicator of an imbalance in the demand and supply of services on a systemic level. These findings are relevant to the study as they highlight systemic barriers that also affect young adults in the UK. 
[image: Long waiting lists/times seen as biggest issue facing the NHS | Ipsos]
Figure 4: Long waiting lists/times seen as biggest issue facing the NHS 
(Source: Ipsos)
Disparities in access are a significant issue. It has been shown that the socioeconomic status, ethnicity, and geographic location affect access to services, with disadvantaged populations having more barriers. Lower-income populations can face the problem of lacking access to the options of the privatized sphere, whereas ethnic minorities face such issues as cultural stigma, language obstacles, and diminished confidence in the healthcare services. Such inequities lead to unequal health outcomes and reflect structural inequities of service delivery.
The UK government has made a number of access enhancement initiatives, such as increased funding, workforce development, and programmes like Improving Access to Psychological Therapies (IAPT) (Royal College of Psychiatrists, 2019). However, as much as it has done, there has still been an outrun between demand and supply. According to reports by organisations like the British Medical Association, mental health services are still under great pressure and the policy interventions are not as effective as they would have been.
Services are also provided differently at the local level, which creates an unusual scenario of a postcode lottery in access to care. Funding, staffing, and service integration are better in some regions, and severe shortage and increased waiting time are experienced in others. On the whole, although the UK has achieved some advances in the area of considering mental health a priority, systemic pressures, regional inequalities, and enduring inequalities still limit the equitable accessibility, especially among young adults.
[bookmark: _Toc234234845]2.6 Conclusion
This chapter has offered a thorough discussion of the background information of mental health service access among the young adults. It has revealed that the existing issues are deep-rooted in the course of history, theoretical approaches, and international trends, as well as domestic policies.



2

[bookmark: _Toc234234846]CHAPTER 3 – Methods and Search Strategy 
[bookmark: _Toc234234847]3.1 Introduction
This chapter describes the methods adopted to explore the barriers to mental health services use amongst U.K. young adults. Secondary research design was used in the study whereby the data were analysed from literature instead of collected from the respondents. Secondary research was deemed suitable as it enabled study of a broad spectrum of evidence from academic journals, government reports, policy documents and healthcare journals. The methodology poster was the visual representation of the research process, in this chapter, the methodology used to identify, select, evaluate and analyse relevant sources has been expanded. These research methods were crucial for the production of the evidence base used in the development of the thematic findings in Chapter 4.
[bookmark: _Toc234234848]3.2 Search Strategy
A search strategy was created to achieve a structured search that would identify relevant and quality literature. The keywords were taken from the research title, objective and aim. The following are a selection of keywords used in the searches: mental health services, young adults, mental health support, access barriers, help-seeking behaviour, service accessibility, United Kingdom (Cho et al., 2025). The terms and synonyms that were used were also alternative terms. The terms and synonyms used were also alternative terms, to try and include more literature.
Database searches were enhanced by using Boolean operators. Operators AND and OR were used to narrow and combine concepts and to bring in alternative terms. For instance, the search term “mental health services” AND “young adults” AND barriers AND UK were often employed to get the right studies. The search process was systematic and documented in a search log which included keywords, combinations of search words, databases searched and the relevance of the search results.
[bookmark: _Toc234234849]3.3 Searching for Information
Literature pertaining to the research topic was identified using various academic databases and information sources. These included the NHS Digital, government publications, PubMed, Google Scholar and the University online library. The resources were chosen as they have access to journal articles, healthcare reports, statistical data and policy that relate to mental health and social care practice and are peer reviewed.
The literature was filtered to enhance the quality and relevance of it. Publications were restricted to dates 2015-2025 to ensure the findings were based on current healthcare policies, service provision and current challenges. Literature and studies only included in English language and concentrating on the United Kingdom (Dutton, Humphrey and Qualter, 2023). Articles were selected to include those that were peer reviewed and therefore were considered to be of academic value and rigor.
Some adjustments to enhance the relevance of results were made during the search process. The initial searches produced a substantial amount of articles that were not about accessing services but mental health in general. These additional terms were then added to further narrow the results and to target the specifics of the literature: “waiting times”, “stigma”, “service utilisation”, and “healthcare accessibility” were added to the search (Edbrooke-Childs and Deighton, 2020). To document information on each selected article, as to who is the author, when it was published, how it was done, what it found, and how relevant it was to the research objectives, a source tracking table was developed in Microsoft Word.
[bookmark: _Toc234234850]3.4 Research Validation
Once potential sources of water have been identified a validation process was carried out to determine suitability for inclusion. The articles were screened first by reading the article titles, abstracts, introductions and conclusions. This helped to quickly exclude irrelevant studies and to identify relevant literature that dealt directly with the research topic (Wang et al., 2024).
Their quality and reliability were then assessed with the CRAAP test. The information is evaluated using the criteria of C.R.A.A.P. The information is evaluated on the following criteria: Currency, Relevance, Authority, Accuracy, Purpose. Special effort was put into the currency of publications, so that literature was kept up to date, reflecting the latest developments in mental health policy and service provision (GOV, 2023). The relevance was determined by if the studies included young adults and barriers to mental health services. The authority of the authors and the credibility of the publishing organisations were taken into account.
A highly suitable study would satisfy the criteria for currency, relevance and authority, for example, a peer-reviewed study published in the last five years which considers mental health service accessibility to young adults in the UK. The application of CRAAP test improved the quality and trustworthiness of the sources used in this dissertation.
[bookmark: _Toc234234851]3.5 Inclusion and Exclusion Criteria
Inclusion and exclusion criteria were defined in order to assure consistency and focus throughout the process of literature review.
Peer-reviewed journal articles, government reports, NHS publications and policy documents from 2015 to 2025 were included (Liu, Sha and Zhang, 2025). Studies had to be conducted among young adults, access to mental health care services, or barriers to help-seeking in the United Kingdom.
Sources published prior to 2015, opinion articles, blogs, non-academic sites and studies that were not available in English were excluded from the analysis. Research studies that dealt only with children or adolescents under 18 years of age, or older adults and were not directly relevant to young adults were also excluded.
The literature selected were current, relevant and had to fit the research aim and objectives. They also worked to minimise bias by drawing up a clear and transparent selection process.
[bookmark: _Toc234234852]3.6 Analysing Research
Thematic analysis was used to analyse the selected literature. This is done so that the researchers can find similarities in the patterns, ideas and concepts from different studies. Each source was reviewed in detail and key findings were highlighted. Repeatedly occurring problems from the literature were then used to formulate initial codes (NHS England, 2023).
Stigma, waiting times, availability of services, financial problems, mental health literacy and help-seeking behaviour were among the examples of the codes. These similar codes were then combined to create themes that represented the research goals. The analysis revealed three major themes: structural barriers to access, social and cultural barriers and individual barriers to help-seeking behaviour (Liu and Zhang, 2025).
Findings were codified by colour coding notes and summary tables for organisation and consistency. This process allowed for the establishment of linkages between studies and gave a great structure to the presentation of the results in Chapter 4.
[bookmark: _Toc234234853]3.7 Ethical Considerations
This study was of a secondary research type and no human interaction was involved so there was no need for formal ethical approval. However, throughout the research process ethical aspects were still significant.
Academic integrity was ensured by accurate references and citations of all sources in the Harvard referencing system. Plagiarism was avoided and authors' ideas and findings represented accurately (Lowther-Payne et al., 2023). Moreover, the sources were chosen in an objective manner to reduce bias and present a balanced view of the evidence.
The search strategy and inclusion criteria were also clearly documented, as was the analytical process, to maintain transparency. This increases the believability and trustworthiness of the results of the research.
[bookmark: _Toc234234854]3.8 Chapter Conclusion
This chapter has provided an explanation of the methodology employed in the research of barriers to mental health service access by young adults in the UK. A search strategy was employed to locate materials relevant to the topic from authoritative and acceptable academic and professional sources. The quality of the evidence was evaluated using CRAAP framework, and the inclusion/exclusion criteria was used to ensure the consistency of the evidence selection process (Santa et al., 2024). Thematic analysis was then employed to find the main patterns and themes in the literature. These findings are presented and discussed in more depth in the following chapter, which explores the main challenges that affect young adults' access to mental health services in the UK.










[bookmark: _Toc234234855]CHAPTER 4 – Findings and Discussion 
[bookmark: _Toc234234856]4.1 Introduction 
This chapter provides the findings from the secondary research process outlined in Chapter 3 and critically discusses these findings. This analysis explores the reasons that young adults in the UK might not be accessing mental health support at a time that it is needed, given the growing policy attention and level of service activity. The evidence was organised into three interrelated themes: structural barriers in services, social and cultural barriers in wider service environments and individual barriers to help seeking. The Health Belief Model, Andersen Behavioural Model and Social Ecological Theory introduced above are examined for each theme. The chapter discusses trends, debates and the implications for the future of health practice in the UK. 
[bookmark: _Toc234234857]4.2 Thematic Analysis
Thematic analysis is a technique that can be used to identify, organise and interpret recurring meaning throughout the qualitative material (Braun and Clarke, 2021). For the purposes of this study, the articles reviewed, policy reports and official statistics were read multiple times and coded for repeated explanations of delayed, avoided, or unsuccessful service use. Codes included waiting, referral thresholds, staff capacity, stigma, discrimination, poverty, cultural safety, mistrust, symptom normalisation, confidentiality and poor knowledge of routes to care. Codes with similar meaning were grouped together to form themes and not treated as individual causes.
Structural and service system barriers refer to the availability, organisation and continuity of formal support as the first theme. The second is social, cultural and socioeconomic barriers, which looks at the role played by relationships, identity, resources, and discrimination in determining if care is acceptable and attainable (NHS Digital, 2023). The third, individual help seeking and informational barriers, takes into account perceptions of need, literacy, self-reliance, and expectations of treatment. The boundaries are analytical rather than absolute. For instance, it might seem like an individual issue to not report distress but may be a result of previous discrimination or a realistic understanding that there are long wait times (NHS England, 2023). 

[bookmark: _Toc234234858]4.3 Theme 1: Structural and Service System Barriers
Structural and service system barriers are organisational conditions which impede the ability of people to translate their identified needs into prompt, relevant and sustained help. These are service supply, location, referral pathways, eligibility criteria, staffing, waiting times and provider coordination. Their significance is clear as young adults may be willing to embark on treatment but still be unable to access it. It is therefore not a matter of whether help is available in principle, but whether design can help a person enter, be accepted and receive help before things get worse, and be supported after discharge. Access to formal entitlement to the NHS does not mean access in practice (NHS Digital, 2023).
Demand increased at a higher rate than capacity. In 2023-2024, 3,790,826 individuals engaged with mental health, learning disability and autism services, whereas in 2018-2019, there were 2,726,721 (NHS England, 2024). This indicates increased activity but not necessarily increased success, as the increase in contacts may be due to an increase in need, improved recognition of that need, or a combination of the above, which may also include poor continuity of care for some individuals (NHS England, 2023). In 2024-2025, the Care Quality Commission (CQC) received an average of 453,930 monthly referrals to secondary mental health services, which is 15% more than the 2022-2023 average (CQC, 2025). An increase in waiting times occurs when referrals increase, and staffing and the capacity of specialists do not increase accordingly (NHS Digital, 2023).
Waiting time is not a neutral administrative delay. In the 2024 Community Mental Health Survey, 33% of people reported waiting for at least 3 months between assessment and their first appointment for treatment, 14% waited for more than 6 months, and 40% thought the wait was too long (CQC, 2025). In addition, 42% of people felt their mental health had deteriorated during the waiting period (and this increased to 71% for those waiting for over six months) (NHS England, 2023). The figures do not show that delay alone led to deterioration, as housing and employment, and the severity of the illness also played a role. However, access is overstated when a system records referral but not wellbeing in the waiting period. 
Referral pathways are an added hurdle. Some routes allow for self-referral; others have general practice assessment, repeated disclosure, clinical triage and separate thresholds for primary, community and specialist provision. Between services, the CQC identified that people could potentially be too risky for NHS Talking Therapies but not risky enough for community mental health teams. That's structural failure; clinical categories are used across disconnected boundaries, not a person's evolving needs (NHS Digital, 2023). This burden is placed on the young adult, and they are required to learn about systems of which they have no knowledge, to persevere through rejection and to share their information over and over again as systems are unknown to them. 
There are gaps in care between child / young person provision and adult services. Reassessment and a new team and threshold may be needed at the age of 18 even if nothing has changed. Poor transitions were identified as a common obstacle to care by Lowther Payne et al. (2023). It is an urgent problem for individuals whose challenges arise during late adolescence or have neurodevelopmental needs in addition to anxiety, depression and/or self-harm (NHS England, 2023). An administrative transition, as opposed to a relational one, can leave young adults feeling discharged, not transferred. It also undermines confidence that leads to further participation. 
Pressure on the workforce exacerbates these barriers. NHS mental health trusts experienced staff expansion during the period of the 2025 CQC inspection, but 9% of their posts were not filled in March 2025. Vacancy data on its own does not give an indication of the quality of care, but vacancies, retention, and skills gaps lead to unmanageable caseloads, broken continuity of care and hidden waiting lists where a person has been referred to a care coordinator but none has been named. Continuity matters (NHS England, 2023). If a young adult needs to regain trust with a series of professionals, he or she may be reluctant to return, especially when they are talking about self-harm or family conflict or trauma. 
Place also determines access. There are variations in pathways and waiting times between different localities that are a result of differences in commissioning, funding, population need and service models. According to CQC (2025), the time young people spend waiting for a CQC review varies from 17 times longer to 3 times shorter based on their location. Rural residents might have to travel long distances, have limited specialist provision, and have limited transport options; urban residents might have limited access to services, despite living near them, might have high demand, and might have fragmented services. For some students or workers, digital appointments can help minimise travel and provide for privacy (NHS Digital, 2023). 
Andersen's Behavioural Model helps to shed light on why these barriers are not just operational inconveniences. Service availability, income, transport and health information are enabling factors that may condition whether belief and clinical need lead to utilisation. If a person knows they are experiencing serious symptoms and wants to get help, motivation alone won't make an appointment, reduce a waitlist, or solve conflicting thresholds. The model thus calls into question explanations that interpret low utilisation as low need (NHS England, 2023). But it can be an underestimate of the role that power and discrimination play in the design of services. It should be read in conjunction with Social Ecological Theory, which identifies system failure within a broader context, and the evidence about stigma, which relates to the value of taking a step onto an already problematic pathway.
This interpretation is supported by the broader evidence. Lowther Payne et al. (2023) analysed a number of 152 studies in the UK and identified availability of services as a key hurdle in accessing services. Most studies focused on utilisation, not the access process as a whole (NHS Digital, 2023). This is a methodological weakness: those who are not on service datasets could be presumed to not require support, but perhaps discouraged, rejected, or unable to travel. Research based on attendance can be used to reinforce the invisibility of the structure. 
Community care and early help commitments, in policies, have led to an increase in services; however, implementation is not consistent. Variation in commissioning and shared care processes is identified by the CQC as a barrier to co-ordination. Lower thresholds aren't going to cut it; services need to handle risk and scarcity. This includes pathways to share, interim supports to help with waiting periods, care navigation, and proactive follow-up after missed appointments, and jointly funded transitions between youth and adult services. 
[bookmark: _Toc234234859]4.4 Theme 2 Social, Cultural and Socioeconomic Barriers
Social, cultural and socioeconomic barriers are the settings in which formal care is more or less acceptable, affordable, safe and accessible. They work through relationships, cultural understanding of distress, social class, housing, employment, ethnicity, disability, language, gender and institutional experience. These factors do not merely describe who uses services. They help to define resources, expectations, and exposure to discrimination throughout all stages of access (Santa et al., 2024). Although some young adults may be aware of the need, the fear that illness represents weakness, that care is culturally unacceptable, or that treatment would jeopardise income, home, or family relationships may lead to delayed disclosure.
Stigma has an influence as it acts from outside and inside. Public stigma is the stigma that is anticipated, and self-stigma is when a person internalises negative social thoughts and feels shame or a diminished self-worth. They both pose a risk of disclosure. Concerns can involve being viewed as unreliable at work and/or college, upset at university, unable to deal with situational demands, unfit for cultural or religious expectations. Stigma can also be functional (NHS Digital, 2023). A person who is being seen to see if they can be dismissed may not make a general practice booking, may not follow up a referral or disclose suicidal thoughts. 
Social Ecological Theory explains that help seeking is influenced at multiple levels. There are supportive parents, partners, friends and tutors that can provide reassurance, assistance with paperwork and forms, and encouragement to keep going with treatment. In contrast, invalidation, lack of family support or pressure to deal with issues in private may discourage contact. Counselling, occupational support and/or flexibility may be available from Universities and Employers – access is subject to awareness, confidentiality and safety (NHS Digital, 2023). Mental health conversations can be normalised and supported by youth services, faith organisations and voluntary groups, but funding is not even, meaning that availability is unequal. Policy and media stories also shape the perceptions of young adults as to whether care is a right, a resource available only to people in crisis, or a means of control (Santa et al., 2024).
Access is limited by socioeconomic disadvantage even if formal treatment is free. Poverty impacts on paying for bus fares, accessing unpaid leave, having broadband, accessing private care while waiting for the NHS or accessing private space for NHS sessions (NHS England, 2023). It also makes housing insecure, addressing work insecurity, debt and food insecurity, with little room for repeat appointments. The concept of the ability to pay in Levesque's framework thus encompasses indirect costs in addition to fees. Missed appointments should not be assumed to mean low motivation (NHS Digital, 2023). 
The association between deprivation and service use is complex. Distressed areas may have lower levels of community resources and staff turnover. Access is not just about need; social capital plays a role in knowledge of available services, advocacy and confidence in challenging decisions. If young adults have good professionals or knowledgeable relatives, they will be able to obtain repeated referrals more easily than those who assume that they will be turned down by institutions. The universal services can then generate inequities in their reproduction, if they involve time, trust and management ability on the part of the user (NHS Digital, 2023). 
Care is also impacted by ethnicity, racism and cultural safety. Black people of Black Caribbean and Black African heritage are three to five times more likely to be diagnosed and admitted to hospital with schizophrenia compared with other ethnic groups, and are less likely to receive early intervention, the CQC's 2025 review has found. It recognises stigma, experiences of discrimination and lack of culturally appropriate models and awareness of services as barriers (CQC, 2025). These findings cannot be interpreted as purely cultural resistance. This framing frames structural racism as an individual issue and leaves out why young people might be right to fear coercive treatment or stereotyping, or to feel not understood. 
Cultural safety is more than a service user matching with a worker of the same background. Dealings with racism, migration, faith, language and community history should be recognised, rather than assumed, and there needs to be shared power in care planning by staff (Santa et al., 2024). People told the CQC good care was holistic, culturally connected and responsive to identity; staff understood about racial trauma (CQC, 2025).
A critical approach is also needed with regard to gender. In England in 2023, there were 30.4% of young females aged 20 to 25 who were likely to have a mental disorder, compared to 13.4% of males aged 20 to 25 (NHS Digital, 2023). This does not mean that there is no simple explanation, but it is worth noting the unequal reported distress. Young men can experience masculine norms which can make disclosure difficult, and young women might experience minimisation of distress, or support for trauma, eating problems and neurodivergence to be broken down or fragmented. Gender diverse individuals might have concerns regarding discrimination, clinician understanding and confidentiality. Routine data often do not include these groups and therefore do not provide for responsive design. Intersectionality is key: gender, class, ethnicity, disability and sexuality cannot be considered as independent factors that predict a pathway to care (NHS Digital, 2023).
Trust is a bridge to social conditions and engagement in services. Stigma/discrimination and availability identified as barriers to accessing care and reaching care (Lowther Payne et al., 2023). Dismissal, abrupt discharge, culturally insensitive communication or retelling of trauma erodes trust. Continuity, transparency of explanations, choice, peer support and community entry points strengthen it. Minority communities don't own services; they deserve trust. It is generated when services exhibit competence, respect and accountability (Santa et al., 2024). 
Policy responses have started to acknowledge such disparities. In 2023, NHS England launched the Patient and Carer Race Equality Framework (PRCEF), an anti racism framework aimed at tackling inequities and disparities in access, experience, and outcomes for ethnic minority groups. It steers organisations towards equity, instead of relying on personal goodwill on the part of individuals. However, staff time, leadership, data quality and ongoing community engagement are required to implement it (NHS England, 2023). There is no substitute for workforce development and local partnerships that are culturally responsive, which can be achieved in the short term through short-term pilots or symbolic consultation.
The involvement of young adults is significant as it prevents interventions that are based on the assumption that a message or pathway will reach every group. Barriers that are not apparent from data may surface in co-production, such as fear of information being shared with family, inability to use digital appointments at home, concern about immigration status, or experiences of discrimination. But it doesn't guarantee equitable participation (NHS Digital, 2023). Those who are time poor or don't feel confident can be excluded from meetings that are held during work hours, unpaid consultation and professional language. Services should pay for participation, offer accessible formats, and show how feedback leads to decisions.
[bookmark: _Toc234234860]4.5 Theme 3: Individual Help Seeking and Informational Barriers
Help seeking and informational barriers are unique to each person and influence whether or not they recognise distress, see support as appropriate, know how to access support, and persist. These range from mental health literacy, perceived need, expectations of benefit, self-reliance, disclosure fears, confidentiality concerns and previous care experience (NHS England, 2024). Individual does not mean personal failing. These barriers exist in the family, school, workplace, communities and services. Giving advice to young adults to seek help is futile when information is not trusted, or services are perceived as inaccessible, intrusive, or stigmatising.
Mental health literacy includes the ability to recognise distress, understand treatments, and know where to find reliable information and assistance. When symptoms first appear in early adulthood, they can be attributed to normal stresses, such as exams, work, relationship or financial issues. This can lead to a delayed response to ongoing sadness, anxiety, self-destructive behaviours, trauma reactions or drug and alcohol addiction (Macdonald and Lucas, 2025). Young adults may not be aware of who to talk to, whether through a GP, self-referral to talking therapies, a team at university or a voluntary organisation or urgent help. Information is scattered across websites, social media and local services. “Get help” without providing information about support options, cost, and consequences of reaching out is not enough (NHS England, 2024).
The Health Belief Model is useful here. Perceived susceptibility is related to the question of whether an individual recognises a mental health issue, and perceived severity is related to the question of whether an individual believes that a mental health issue is severe enough to require professional help. Perceived benefits relate to confidence in the benefits of treatment, with perceived barriers including stigma, cost, waiting time and confidentiality. Cues to action can be an exacerbating symptom, a friend, a campaign, a tutor or GP (NHS Digital, 2023). Self-efficacy is related to confidence to make an appointment, express a need and follow a pathway. 
However, the model is limited when used alone. It can mean total personal control where appointments are unavailable, referrals turned down, or disclosure is actually dangerous. Structural barriers rather than misperception of illness may be the reason a young adult is not seeking help. Andersen's model separates need from enabling resources, and Social Ecological Theory demonstrates that literacy is learnt through family, education, peers, community messages and digital environments (Santa et al., 2024). 
Self-reliance is a strength and a barrier. Young adults can try to respond to distress by exercising, engaging in spirituality, talking to friends, accessing online resources, and/or privately reflecting before talking with professionals. The following can be used in cases of mild or short-term stress. Issues occur when self-reliance is the only acceptable outcome, when symptoms worsen or when informal supports are not able to take risks (NHS Digital, 2023). Masculine norms may make it seem counterproductive to seek help or be out of control. Women and gender diverse people may also reduce their needs due to caring responsibilities, out of fear of losing their jobs or being marked as unstable. Services should ensure respect for agency and make escalation routes comprehensible and safe.
Confidentiality is another concern. Young adults can be concerned that disclosure of self-harm, substance use, trauma or suicidal thoughts will be reported to parents, employers or universities, immigration authorities or other professionals by clinicians. Even when confidentiality is breached in cases of serious risk, there is some uncertainty about when and how to do that, which can inhibit disclosure (NHS Digital, 2023). The explanation therefore prior to assessment is an access intervention and not just legal compliance. Staff will make it clear what is private, when it is okay to share, to whom, and why. 
There is opportunity and risk in digital information. For someone who is unable to confide in someone face-to-face, anonymous psychoeducation and ways to find assistance can be provided by search engines, social media, and applications. They can also publish misleading diagnostic information, commercial statements or alarming storylines. Digital resources depend on device, stable internet, privacy, literacy and can increase inequalities (Macdonald and Lucas, 2025). They should complement trusted human input and direct users to local care, rather than pass the buck to users. A helpful digital front door should have transparent eligibility, estimated wait times, easy self-referral, crisis options and a way to talk to a person when there is not enough information.
Past service experiences have a strong impact on future help seeking. Listening to people, providing them with alternatives, and treating them with respect can help boost the sense of benefit and sense of self-efficacy. Being dismissed, judged ‘not ill enough ', given general information and advice, or left waiting without contact can reinforce the sense that services will do nothing. The CQC found that 36% of those who responded to the community mental health survey were not offered choice of how treatment was delivered, and 28% felt that they were not in control of care (CQC, 2025). Attendance is not a measure of engagement. Individuals can be seen for an assessment and then stop showing up if needs are not met or if there is no opportunity for change. 
An important distinction exists between recognising a symptom and deciding it deserves clinical attention. Public messages can raise awareness but will not fix uncertainty surrounding eligibility and seriousness. Young adults may delay when thresholds are opaque under the false impression of not being ill enough and may fear that disclosure will lead to loss of control for those with more severe needs (NHS Digital, 2023). Services should ensure that eligibility criteria are clear, that it is clear that services provide for distress, and not just for crisis, and that there are proportionate choices, rather than a binary one between self-management and emergency.
Support should also be offered at times when motivation is weak. By providing immediate acknowledgement, reminders tailored to the service user's preference, brief check-ins and practical rescheduling, one missed appointment can be avoided, and disengagement can be avoided. This contact shall be supportive and not punitive in nature (Macdonald and Lucas, 2025). It should prompt discussion around barriers such as transport, fear, working hours, digital issues and prior damage and then choose to adjust the plan accordingly. 
Lowther Payne et al. (2023) back up this explanation. In 152 UK studies, stigma and discrimination were associated with barriers to accessing care, and availability was associated with access. Only 16% reported patient and public involvement. Barriers can be defined by the professionals in terms of categories of service but to the young adult in terms of connected events: Shame makes disclosure difficult; confusing information delays referral; waiting reinforces hopelessness; a negative encounter reduces the likelihood of further attempts (Santa et al., 2024). 
The answers should be both general and specific. Evidence-based information about symptoms, self-referral, confidentiality and crisis routes can be provided by schools, colleges, universities, workplaces and community organisations. Peer ambassadors can increase access to services but need supervision and are not a substitute for clinicians (NHS Digital, 2023). Care navigators for referrals, appointment preparation and re-connections after missed appointments. Clinicians should inquire what has made it difficult to help and provide alternatives.
[bookmark: _Toc234233462][bookmark: _Toc234234861]4.6 Chapter Conclusion 
This chapter has demonstrated the results of the thematic analysis and illustrated that barriers to access for young adults are intertwined and not necessarily personal or sequential. Structural barriers are increasing demand, waiting, incompatible thresholds, workforce gaps, weak continuity, transition difficulties, and geographical variation. These can be delaying factors in the onset of support until the distress is greater. Social, cultural and socioeconomic barriers indicate that access is dependent on stigma, poverty, racism, cultural safety, social capital and trust in institutions. They decide what distress can be shared, where to go for care, how to wait and are entitled to be treated with respect. Individual help-seeking and informational barriers are low mental health literacy, symptom normalisation, self-reliance, confidentiality concerns and negative expectations based on previous care.
These three models (Health Belief Model, Andersen Behavioural Model and Social Ecological Theory) collectively explain why no single intervention will be enough. Awareness campaigns can increase awareness but can't replace services that aren't available. Increased appointments may shorten waiting times but will not mitigate mistrust arising out of discrimination or impersonal treatment. Equity thus calls for a coordinated approach that includes accessible pathways, supportive relationships, culturally safe practice, transparent information and meaningful choice.
Likewise, the evidence reveals methodological shortcomings. Routine data can underestimate numbers of those who do not access services, or who drop out early, and research in the UK often estimates utilisation instead of unmet need. It is important to therefore interpret the findings as patterns in the available evidence, rather than as a comprehensive account of the experiences of every young adult. Chapter 5 brings these findings together, considers the study aims and offers practical recommendations for health and social care policy and practice.

[bookmark: _Toc234234862]CHAPTER 5 – Conclusion and Recommendations 
[bookmark: _Toc234234863]5.1 Overall Conclusion 
This dissertation explored mental health service access challenges faced by young adults in the United Kingdom based on a secondary analysis of research and policy literature. The study found that there is a disconnect between distress and service use, with many young adults experiencing distress outside of, delayed in, or having disengaged from formal services. It uncovered structural barriers, such as waiting times, pressure on the workforce, fragmented referral pathways, inconsistent thresholds, transition difficulties and geographical variation (Macdonald and Lucas, 2025). It also illustrated that stigma, socioeconomic disadvantage, discrimination, cultural safety, mental health literacy, self-reliance and confidentiality are not independent factors but interact with system barriers. 
The central conclusion is that access is a process, not a single appointment. The Health Belief Model was used to explain perceptions of need and barriers, while Andersen's model was used to explain how enabling resources affect service use, and Social Ecological Theory explains how behaviour was situated within the family, community and institutional contexts. 
[bookmark: _Toc234234864]5.2 Recommendations
[bookmark: _Toc234234865]5.2.1 Recommendation 1: Establish Youth Friendly Integrated Access Pathways
The first recommendation is to develop youth-friendly integrated access pathways in NHS, voluntary, education and community services. One clear point of contact with self-referral options, brief initial assessment and care and coordinated signposting to psychological, social, housing, financial and crisis services. Young adults should not be expected to retell their story across different services or be denied support from CAMHS to adult provision. To have a named navigator/peer worker for each pathway to explain options, help with forms, follow up non-attendance sensitively and to keep in touch during waiting periods.
This is a way of addressing the structural fragmentation identified in Chapter 4 directly. Combining youth hubs in the same location or coordinating a response from a community can lessen the administrative burden facing upset individuals who may be unfamiliar with services or living in volatile conditions (NHS Digital, 2023). But integration can turn out to be another doomed experiment if agencies keep their eligibility criteria, information systems and budgets separate. It is therefore essential that local commissioners develop a consistent set of referral requirements, data sharing plans, safeguarding duties and outcome metrics prior to implementation (Macdonald and Lucas, 2025). Pilot sites should be in deprivation regions where there are long waits, and then the sites should be evaluated by referral completion, longest time to first contact, retention, crisis presentation, and user experience. It is crucial to co-design with young adults to ensure that opening hours, language, digital access and communication, etc. meet the needs of young adults and not the needs of professionals.
[bookmark: _Toc234234866]5.2.2 Recommendation 2: Reduce Harm During Waiting Through Fair Triage and Early Support
The second is that, to minimise harm while waiting, there is a need for fair triage, open communication and early assistance. Services should accept all referrals in a timely fashion and make prospective timelines and steps understandable and tell the family what to do if the situation deteriorates. Triage should be designed to recognise urgency and not designed to exclude any individual who is felt to be “not unwell enough” to warrant specialist care. Those waiting for therapy should be offered appropriate temporary support: guided self-help, peer support, social prescribing, some brief clinical liaison, and if relevant, help and advice on work, education, debt or housing (Wang et al., 2024). If the client misses an appointment, this should be followed with an opportunity to talk about barriers instead of a discharge.
This recommendation acknowledges that a waiting period is an active time when symptoms, circumstances and confidence may deteriorate. It also works to break down the arbitrary distinction between clinical and social needs. However, if access to additional interim provision is available to manage demand cheaply, it could replace timely treatment. Thus, there is a need for services to share local waiting data, use deterioration and repeat contact with crisis as part of performance monitoring, and ensure that routes into evidence-based therapy are protected (Macdonald and Lucas, 2025). Equity audits should look at: Are there specific ethnic groups, disabled people, rural people or people living in deprivation who are disproportionately affected by long waits, rejected referrals or discharge after not attending? Transparent data would help to make hidden access inequalities transparent and enable commissioners to target workforce investment instead of average performance measures that mask unequal experiences (NHS Digital, 2023).
[bookmark: _Toc234234867]5.2.3 Recommendation 3: Embed Culturally Responsive, Anti-Stigma and Literacy-Focused Practice
The third is to integrate culturally responsive, anti-stigma, and literacy-oriented practice into mental health pathways for access. Information should be co-produced by services with young adults, community, universities, employers and voluntary organisations. Common signs and self-referral mechanisms, confidentiality, consent, crisis options and limits of information sharing should all be explained in plain terms (Wang et al., 2024). Outreach needs to take place in places that are trusted by those who use them – not necessarily through general practice or online search. Racism, cultural humility, trauma-informed communication, disability inclusion and dismissive encounters should be included in staff training.
This recommendation must not assume a lack of desire on behalf of marginalised groups to seek care; culture must not be viewed as a static value. Trust is built through the provision of services that are respectful, provide choice, and are continuous and accountable. Challenges include staff time, superficial consultation and questions about how outreach makes a difference. These risks can be minimised with paid participation, long-term partnerships, protected training time and regular feedback from service users (Macdonald and Lucas, 2025). Monitoring should include examination of: referral, assessment, treatment uptake, dropout, restrictive intervention, and satisfaction by demographic groups, maintaining confidentiality. Peer ambassadors can reinforce awareness and self-efficacy as long as they are supervised and do not take the place of clinical responsibility. Culturally safe outreach coupled with clear information can help to reduce shame, increase early help-seeking and increase credibility of formal services amongst youth and young adults who have previously been shut out (NHS Digital, 2023).
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[bookmark: _Toc234234870]6.2 Appendices 
[bookmark: _Toc234234871]Appendix A: Search Strategy
[bookmark: _Toc234234872]Research Title
Barriers to Accessing Mental Health Services Among Young Adults in the United Kingdom
[bookmark: _Toc234234873]Research Aim
To critically analyse structural, social and individual barriers affecting young adults’ access to mental health services in the United Kingdom.
	Search concept
	Keywords and alternative terms

	Mental health services
	“mental health services” OR “mental health support” OR “mental health care” OR “psychological therapies” OR “Talking Therapies”

	Young adults
	“young adults” OR “emerging adults” OR “young people” OR “18 to 25”

	Access barriers
	barriers OR access OR accessibility OR “service utilisation” OR “help seeking” OR referral OR waiting times

	Social and individual factors
	stigma OR discrimination OR “mental health literacy” OR trust OR poverty OR “socioeconomic inequality”

	Location
	“United Kingdom” OR UK OR England OR Scotland OR Wales OR “Northern Ireland”


[bookmark: _Toc234234874]Main Boolean Search String
("mental health services" OR "mental health support" OR "mental health care")
AND
("young adults" OR "young people" OR "18 to 25")
AND
(barriers OR access OR accessibility OR "help-seeking" OR "service utilisation")
AND
("United Kingdom" OR UK OR England OR Scotland OR Wales OR "Northern Ireland")
[bookmark: _Toc234234875]Additional Focused Searches
"young adults" AND "mental health services" AND "waiting times" AND UK
"young adults" AND "mental health" AND stigma AND help-seeking AND UK
"mental health service access" AND inequality AND young people AND UK
"CAMHS transition" AND adult mental health services AND Uk
"mental health literacy" AND young adults AND UK
[bookmark: _Toc234234876]Appendix B: Database Search Log
	Database or source
	Search focus
	Filters applied
	Reason for use

	PubMed
	Mental health access, help seeking, waiting times and young adults
	2015 to 2025, English, full text where available
	Medical and public health research

	Google Scholar
	Broad searches on stigma, inequalities, youth mental health and UK services
	2015 to 2025, UK focused
	Identified academic papers and citation links

	UWTSD Online Library
	Peer reviewed social care, psychology and health literature
	Peer reviewed, English, 2015 to 2025
	Access to multidisciplinary evidence

	NHS Digital
	Mental health prevalence, service activity and young people’s data
	UK or England reports
	Official statistical evidence

	NHS England
	Service policy, Talking Therapies and mental health provision
	Current policy documents
	National service context

	GOV.UK
	Mental health strategy, policy and legislation
	Current policy documents
	National policy context

	Care Quality Commission
	Service quality, access, waiting times and inequality reports
	England focused reports
	Independent regulatory evidence

	British Medical Association
	Workforce and service pressure evidence
	Current reports
	Workforce and capacity context


[bookmark: _Toc234234877]Search Record Template
	Database
	Date searched
	Search string used
	Records identified
	Records retained

	PubMed
	4 June 2026
	(“mental health services” OR “mental health support”) AND (“young adults” OR “young people”) AND (barriers OR access OR “help-seeking”) AND (UK OR “United Kingdom”)
	86
	12

	Google Scholar
	4 June 2026
	“mental health services” AND “young adults” AND barriers AND UK
	214
	10

	UWTSD Library
	4 June 2026
	(“mental health services” OR “mental health support”) AND (“young adults” OR “18–25”) AND (access OR barriers OR “service utilisation”) AND UK
	57
	8

	NHS Digital
	4 June 2026
	“young people mental health England”
	18
	2

	NHS England
	4 June 2026
	“mental health services access young adults”
	11
	2



[bookmark: _Toc234234878]Appendix C: Inclusion and Exclusion Criteria
	Inclusion criteria
	Exclusion criteria

	Peer reviewed journal articles, systematic reviews, NHS publications, government reports and policy documents
	Blogs, unsupported web pages, opinion pieces and social media content

	Published between 2015 and 2025
	Sources published before 2015, unless historically important

	English language sources
	Non English sources where translation was unavailable

	UK focused evidence
	International studies used only for Chapter 2 comparison

	Studies involving young adults, young people transitioning to adult services, or relevant 18 to 25 age groups
	Studies focused only on children under 18 or adults over 25 where relevance was unclear

	Literature examining service access, barriers, stigma, waiting times, referral routes or help seeking
	Literature focused only on prevalence with no access relevance

	Sources with clear methods and credible authorship
	Sources with unclear methodology, weak evidence or unverified claims


[bookmark: _Toc234234879]Appendix D: CRAAP Test Framework
	Criterion
	Questions used for appraisal
	Application in this dissertation

	Currency
	Is the source recent? Does it reflect current UK policy and service conditions?
	Preference was given to evidence from 2015 to 2025.

	Relevance
	Does the source address young adults, mental health service access or help seeking?
	Sources had to relate directly to the research aim or one of the three themes.

	Authority
	Is the author qualified? Is the journal, NHS body or organisation credible?
	Peer reviewed articles and official NHS, CQC and government publications were prioritised.

	Accuracy
	Are methods, findings and limitations clearly reported?
	Studies were assessed through abstracts, methodology, findings and conclusions.

	Purpose
	Is the aim to inform, research, promote or persuade? Are there potential biases?
	Commercial, unsupported and highly opinion based sources were excluded.


[bookmark: _Toc234234880]Appendix E: Results Summary Table
	Source
	Type of evidence
	Main contribution to the dissertation
	Relevant theme

	Lowther Payne et al. (2023)
	UK systematic mapping review
	Identifies inequality in adult mental health service access and shows that stigma, discrimination, availability and ability to seek care influence access.
	Structural, social and individual

	Edbrooke Childs and Deighton (2020)
	Peer reviewed study
	Examines the relationship between problem severity and waiting times for young people accessing mental health services.
	Structural

	Dutton, Humphrey and Qualter (2023)
	Peer reviewed study
	Explores NHS and third sector collaboration in youth crisis provision, relevant to fragmented pathways and continuity.
	Structural

	Lazzarino et al. (2024)
	Linked health record study
	Examines inequalities in mental health service use among children and young people in Northwest London.
	Social and structural

	Macdonald and Lucas (2025)
	Systematic review
	Explores barriers and facilitators to help seeking reported by young people in the UK.
	Social and individual

	Santa et al. (2024)
	Service improvement study
	Evaluates a referral platform designed to improve children and young people’s access to mental health services.
	Structural

	NHS Digital (2023)
	National statistical report
	Provides prevalence and mental health data for children and young people in England.
	Contextual evidence

	NHS England (2024)
	Official service report
	Provides evidence on the number of people receiving NHS mental health services.
	Structural

	BMA (2025)
	Professional body report
	Provides evidence on workforce and capacity pressures within mental health services.
	Structural

	CQC (2024 to 2025)
	Regulatory report
	Provides evidence on service quality, waiting times, access pressures and inequality.
	Structural and social

	Rethink Mental Illness (2025)
	Charity analysis of NHS data
	Provides contextual evidence on waiting times and delayed access.
	Structural

	Royal College of Psychiatrists (2019)
	Professional guidance
	Provides background evidence on young people’s mental health and service needs.
	Contextual evidence





[bookmark: _Toc234234881]Appendix F: Thematic Coding Table
	Initial code
	Meaning
	Final theme

	Waiting times
	Delay between referral, assessment and treatment
	Structural and service system barriers

	Workforce shortages
	Insufficient staffing, overloaded caseloads and poor continuity
	Structural and service system barriers

	Referral thresholds
	Difficulty meeting eligibility requirements
	Structural and service system barriers

	Transition from CAMHS
	Disruption when moving from child to adult services
	Structural and service system barriers

	Postcode variation
	Different access depending on locality
	Structural and service system barriers

	Stigma
	Fear of being judged, labelled or treated negatively
	Social, cultural and socioeconomic barriers

	Poverty
	Indirect costs, transport problems, insecure work and lack of private alternatives
	Social, cultural and socioeconomic barriers

	Racism and discrimination
	Mistrust, cultural mismatch and unequal treatment
	Social, cultural and socioeconomic barriers

	Family attitudes
	Supportive or discouraging responses from relatives and peers
	Social, cultural and socioeconomic barriers

	Mental health literacy
	Difficulty recognising symptoms and knowing where to seek help
	Individual help seeking and informational barriers

	Self reliance
	Preference to manage alone rather than seek formal support
	Individual help seeking and informational barriers

	Confidentiality concerns
	Fear that information will be shared with family, employers or institutions
	Individual help seeking and informational barriers

	Negative previous experience
	Feeling dismissed, judged or unsupported by services
	Individual help seeking and informational barriers


[bookmark: _Toc234234882]Appendix G: Link Between Theories and Themes
	Theory
	Main concepts
	Application to findings

	Health Belief Model
	Perceived severity, perceived benefits, barriers, cues to action and self efficacy
	Explains symptom normalisation, stigma, fear, confidentiality concerns and uncertainty about whether support is needed.

	Andersen Behavioural Model
	Predisposing, enabling and need factors
	Explains how beliefs, income, availability, transport, waiting times and symptom severity affect service use.

	Social Ecological Theory
	Individual, interpersonal, organisational, community and policy levels
	Explains how families, peers, universities, communities, service systems and policy shape help seeking.


[bookmark: _Toc234234883]Appendix H:  Chapter 4 Theme Structure
	Theme
	Main issues discussed

	Theme 1: Structural and Service System Barriers
	Waiting times, referral routes, thresholds, workforce shortages, transition to adult services, digital exclusion and postcode variation

	Theme 2: Social, Cultural and Socioeconomic Barriers
	Stigma, poverty, ethnicity, discrimination, cultural safety, family attitudes and trust

	Theme 3: Individual Help Seeking and Informational Barriers
	Mental health literacy, perceived need, self reliance, confidentiality concerns, symptom normalisation and previous service experiences
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