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Foreword

Suicide is not the inevitable result of feeling suicidal.

All those who are in the privileged position of working with young people need to
know what part they can play in preventing suicide and what steps they can take
to support the friends and family of a young person who has taken their own life.

With this in mind - and with the generous support of The Big Lottery Fund -
PAPYRUS was able to commission the RaPSS study. The members of the
research team have focused their attention specifically around suicide in the
student population and are to be commended for undertaking what proved to be
a difficult area from which to source information.

On behalf of PAPYRUS, | would like to acknowledge the courage shown by
those people who were willing to share their experiences with the team and also
the great sensitivity shown by the researchers in the course of their work.

Those of us who have lost children to suicide are united by a common goal — to
do whatever we can to prevent other young people and their families from
experiencing the tragedy of suicide and its aftermath.

Please take the time to read and absorb the findings and recommendations in
this report.

By doing so, you too can help us in our quest to prevent so many young people
from taking their own lives.

Anne Parry
Chair, PAPYRUS
February 2007

PAPYRUS operates the helpline, HOPELineUK, which is staffed by professionals
who provide information and practical advice to anyone who is concerned that
someone they know may be at risk of suicide.

telephone: 08000 68 41 41

Contact PAPYRUS at:
Lodge House
Thompson Park
Ormerod Road
Burnley BB11 2RU

telephone: 01282 432555



1 Introduction

1.1 Responses and Prevention in Student Suicide -  The RaPSS Study

Student suicide creates a profound sense of loss both for those close to the
event and for the wider community; this study seeks to identify ways in which
such losses can be reduced and their impact assuaged. The study also
represents an opportunity to examine the broad social role of higher education in
providing a transition to adulthood and independence for many young people. It
invites higher education institutions (HEIS) to scrutinise their policies and
operations and to use the research recommendations to develop systems and
services which contribute to the health and well-being of the learning community
and its members.

The study was undertaken by researchers from the University of Central
Lancashire and King’s College London in partnership with PAPYRUS, an
organisation working to prevent young suicide. Funded by the Big Lottery, the
research was prompted by public concern following media coverage of student
deaths as well as PAPYRUS members’ commitment to preventing student
suicide and contributing to policy development in this field.

The research builds on Stanley and Manthorpe’s earlier work on student mental
health and young suicide (Stanley and Manthorpe 2002a; Stanley 2002; Stanley
et al 2004; Stanley 2005) and is unique in focusing on both prevention and
responses in student suicide. The findings will be of particular interest to the
higher education community including staff in student services, managers and
administrators, academic staff, students’ union staff and students themselves.
However, they will be relevant to a range of other groups, including those
working in sectors such as further and secondary education; those in health
services, including community mental health services, primary and acute care,
public health and health promotion, and for organisations concerned with suicide
and the mental health of young adults. Parents and carers of young people will
also find the study of interest.

The study was undertaken between 2004 and 2006. The researchers aimed to
invite all HEIs in England, Wales, Scotland and Northern Ireland to participate.
Twenty case studies of student suicide which occurred between May 2000 and
June 2005 were studied in depth using a multi-perspective approach which
entailed collecting data on each case from a range of sources, including
interviews with family members, students’ friends, academic and/or student
support staff and data from Coroners’ records or those of the Procurators Fiscal.
This multi-perspective approach allows for differences in perceptions and
experiences to be captured (see Bylund et al 2005) and is described in more
detail in Appendix 1 which outlines the research methodology.

Nine additional interviews were undertaken with parents whose son or daughter

had taken their own lives whilst a student prior to September 2000. The

researchers also completed ten Positive Practice Interviews with staff from HEI

support services to provide a broader picture of strategies and practice in suicide
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prevention and responses in higher education.
1.2 The changing higher education sector

The higher education (HE) sector in the UK has grown rapidly over the last
decade: from 1,567,313 in 1994/95 to 2,287,540 students in total in 2004/05
(HESA 2006), and this growth has been characterised by increasing levels of
participation from all groups. The Dearing Report (Dearing 1997) accelerated the
government’s widening participation policy which has succeeded in encouraging
over 40 per cent of 18 to 20 year olds into higher education. Whilst the numbers
of students from lower social classes have increased substantially, the increase
among those from professional and managerial backgrounds has been more
rapid and from a very much higher base, so that the student population continues
to be dominated by those from higher social groups. Likewise, although the
numbers of mature students in HE have increased, the 18-21 age group
continues to dominate the demographic picture with 78 per cent of full-time
undergraduates being aged under 21 in 2004-05 (HESA 2006).

The student population is increasingly diverse in terms of ethnicity and nationality
with the numbers of international postgraduate students doubling between 1995
and 2004. The numbers of international undergraduate students have also
increased and international students as a group form 14 per cent of the student
population in the UK (UUK 2006). Ethnicity is poorly captured by formal
statistics, but it is possible to identify increases in the numbers of minority ethnic
HE students living in the UK, especially among those studying part-time (HESA
2006). However, some groups such as the Chinese, South-East Asian and
Indian communities are over-represented, while other groups, such as the
Bangladeshi, Turkish and Pakistani communities, are under-represented (Fitz et
al 2005). Students who have disclosed a disability now represent nearly six per
cent of the total population (HESA 2006), although the stigma surrounding
mental health difficulties (which constitute one of the disability categories used by
HEIs) means that they are less likely to be disclosed and to feature in formal
statistics.

These shifts in the make-up of the student population, together with changes in
funding arrangements, which have included drastic reductions in eligibility for and
in the levels of student grants, the introduction of top-up fees and student loans,
have had an impact on student lifestyle: the experience of some students is no
longer so sharply differentiated from that of their contemporaries in the
community. More students are choosing to attend their local university and to
live at home rather than in HE accommodation (MORI and HEPI 2005). Students
from working class or minority ethnic backgrounds where finances are limited
and where community and family ties are particularly valued may be more likely
to do so (Pugsley 2004, Fitz et al 2005). Part-time students represent 40 per
cent of the student population and a recent survey found that over half of full-time
students were working part-time (CHERI and London South Bank University
2005). Paid work is therefore an increasingly common feature of student
experience.

The student population consequently, while continuing to be distinguished by its
8



youth and the predominance of higher social classes, is in other ways coming to
resemble the general population more closely. Students are no longer free of the
demands of work and debt and their ties to their local community may be closer
and a more important part of their identity than was previously the case.

HEIs have adjusted to accommodate the growth in numbers: students are
frequently taught in large impersonal lectures which reduce the opportunities for
staff-student contact. The numbers of HEIs have increased and some
institutions have merged to create ‘super universities’: nearly a third of HEIs now
have more than 20,000 students (UUK 2006). Like other public sector bodies,
HEIs are now ‘contracting out’ a number of services they formerly provided
directly; although such an approach is rare in student support services, this study
encountered one example of external provision of student counselling services.
However, the sector has acknowledged the potentially deleterious consequences
of growth, and concerns about the quality of student experience and retention
have resulted in resources for and new initiatives within student support services
(UUK and SCOP 2002a). Many of those within student services however (Rana
et al 1999; Grant 2007 forthcoming) argue that service development has not kept
pace with the growth in need.

1.3 The role of the higher education in suicide pr  evention and response

The roles and responsibilities of HEIs in relation to the health and welfare of
students are ill-defined. This lack of clarity may not be unwelcome to a sector
anxious to avoid the liability attributed to universities in the United States (US)
which was underlined by an out-of-court settlement in relation to the suicide of a
student at Massachusetts Institute of Technology (MIT) (Capriccioso 2006;
Pavela 2006). Universities UK (UUK) and the Standing Committee of Principals
(SCOP) published guidelines on student suicide in 2002 which highlighted HEISs’
‘duty of care’ to students while noting the limits on what could be provided for ‘a
predominantly adult population’ (UUK and SCOP 2002, p 12). The report
emphasised the need for HEIs to develop guidelines and protocols addressing
such issues as risk assessment for suicide and the boundaries of confidentiality.
It further recommended that the sector should develop ‘robust procedures in
partnership with relevant organisations, including the Department of Health, for
recording the incidence of suicide by HEIS’ (p 24). The question of recording
student deaths by suicide is discussed further in Chapter 3 of this report.

Baker et al (2006) argue that the higher education sector has been recruited to
New Labour’s goal of combating social exclusion among those with mental health
problems. However, HEIs have a long history of accepting broad responsibility
for students’ health and welfare. While an HEI's ‘duty of care’ to students is much
debated and poorly defined — the CVCP guidelines identify ‘reasonable care’
(CVCP 2000 p.13) as the standard - this responsibility has been articulated
through the provision of such services as supported accommodation, health
services, counselling services, disability services, personal supervisors or tutors,
and careers guidance (see Rickinson and Turner 2002 and Grant 2007 for
accounts of the various elements which comprise student support services).
Such services have played a key role in easing the transition to independent
living for many young adults.



What has changed is firstly that some of these services are now delivered within
the statutory framework provided by the Disability Discrimination Act 1995 (DDA).
The DDA was extended in 2006 with the introduction of the disability equality
duty which requires public bodies to promote equality both in terms of attitudes
towards and opportunities for disabled people. The Special Education Needs
and Disability Act 2001 requires HEIs to avoid discriminating against students on
grounds of disability and to make reasonable adjustment for any disabilities. In
relation to the sector’s role regarding student suicide, it is relevant to note that
the DDA's definition of disability covers mental health difficulties, which are
defined as impairments or long term health conditions. Services such as
counselling, supported accommodation and access to a range of other
appropriate supports may now be delivered under the heading of ‘suitable
adjustments’ to students’ mental health needs. One response to the new
statutory duties under the DDA has been the appointment of Mental Health Co-
ordinators in a number of HEIs: these staff assist in identifying need and co-
ordinating packages of services for students with mental health problems.

Secondly, as noted above, support services such as counselling services and the
traditional personal or moral tutor have struggled to keep pace with the
expansion in student numbers (see Rana et al 1999; Stanley and Manthorpe
2002a). However, there is increasing interest in exploring ways in which the
personal tutor system can adapt to the new HE environment (Thomas and
Hixenbaugh 2006; Neville 2007 forthcoming). Thirdly, the shift towards the
student population becoming more diverse and assuming a resemblance to the
relevant age group in the general population means that a larger proportion of
the student population have fewer resources to draw on than may previously
have been the case: for this group, higher education may be a riskier proposition
(Office of the Deputy Prime Minister 2005). Heavy debt, which is more likely to
be incurred by students under current funding arrangements than previously (see
Roberts & Zelenyanszki 2002), is likely to be more of a burden for the student
whose parents have limited financial resources. There have been suggestions
that academic failure may be experienced as a particular source of shame by
students who are the first generation in their family to attend higher education or
who come from outside the UK (Bradley 2000); changes in family structure may
also deprive students of sources of emotional support (Jones 2005): relationship
breakdown may be more deeply felt by the student whose parents have recently
separated.

This research starts from the premise that the HEI is a community and that, as a
community, it has responsibilities for the welfare of its members. In relation to
suicide, this entails playing a part in the prevention of suicide. The National
Suicide Prevention Strategy for England and Wales (DH 2002) emphasises that
‘suicide prevention is not the exclusive responsibility of any one sector of society’
(p9), although HEIs can only be expected to intervene in those areas which are
within the institution’s remit. They cannot therefore ‘force’ students to attend
counselling sessions or receive mental health treatment. Since suicide is an
event which ripples out to impact on the lives of those close to it, members of the
community where a suicide occurs will be affected by the death and HEIs have
responsibilities to identify and respond to those needs.
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The evidence concerning suicide clusters underscores the imperative for HEIs to
focus on the impact of student suicide within the institution. Suicide clusters
involve a series of suicides in an area or institution over a limited period of time:
they are more likely to occur among young people (Gould et al 1990) and there
have been some documented examples of this phenomenon on university
campuses, including six suicides within three months at Michigan State
University (Redfield Jamison 2000); several between 1992 and 1994 at the
University of Oxford (Bell 1996), and a group at Edinburgh University in
1999/2000 (Saville 2000). Evidence suggests that, for those in close
geographical or social contact with people who commit suicide, knowledge or
awareness of a proximal suicide may contribute towards their motivation
(McKenzie et al 2005) and this influence can also be transmitted through media
coverage of the death (Gould and Romer 2003). Whilst institutions such as
prisons, psychiatric hospitals, schools and universities may provide fertile ground
for local knowledge of a suicide to be communicated (Gould et al 1989), it needs
to be emphasised that awareness of a previous suicide is likely to be a
contributory factor rather than providing a full explanation for a death.
Nevertheless, the existence of suicide clusters or suicide transmission (which are
the terms used in this report) argues for the key role of the community where the
suicide occurs in mediating further harm.

1.4 What this report covers

The following chapter sets the context for the study by briefly reviewing the
literature on both young suicide in the wider community and that on student
suicide. Current initiatives addressing both suicide prevention and responses to
suicide are identified. Chapter 3 considers the particular challenges of data
collection in respect of student suicide, drawing on the views of a range of
stakeholders who participated in an expert seminar which addressed this issue.
Chapters 4, 5 and 6 report the key findings of the study. Chapter 4 addresses
the findings on suicide prevention, exploring risk factors and students’ use of
preventive services, while Chapter 5 presents research participants’ experiences
in the aftermath of student suicides, describing both their needs and the HE
response. Chapter 6 draws on interviews with HEI staff to paint a broader picture
from across the HE sector of positive practice in both prevention of and
responses to student suicide.

The conclusions and recommendations are presented in the final chapter. The
emphasis here is on identifying strategies and services which are within the remit
and influence of HEIs and their staff. The study methodology is outlined in
Appendix 1. Undertaking this research has been demanding for both the study
participants and the researchers. However, their efforts have generated a
number of clear messages which can be translated into policy and action with the
aim of preventing student suicide in the future and limiting its impact on HE
communities.
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2 Student Suicide — Setting the Context

2.1 Young suicide

World Health Organisation (WHO) statistics highlight that young suicide is now a
global problem. Suicides among young people have been increasing to the
extent that they are now the group at highest risk in a third of both developed and
developing countries (WHO 2006a). In the industrialised West, the biggest rise in
suicide rates over time has been among young men (Gunnell et al 2003). In
England, the majority of suicides now occur in young adult men under 40 and
suicide is the most common cause of death in men under 35 years of age ( DH
2002; CSIP and NIMHE 2006). However, recent years have seen a fall in rates
among young men following the peak recorded in 1998, although their rates
remain high by comparison with the rest of the population (CSIP and NIMHE
2006). Suicide rates in England and Wales rose patrticularly sharply among 15 to
19 year old males between 1970 and 1990 with the figures remaining at a high
level in the 1990s (McClure 2001). Also relevant for the student population is
Meltzer's (2002) community study of non-fatal suicidal behaviour which found
that young people between 16 and 24 were more likely to attempt suicide than
those in older age groups.

The gender distribution of suicide in the UK is in line with international trends
(Hawton 2000), with the average male suicide rate being three times that of
women; this difference is more pronounced in the 20-40 age group (CSIP and
NIMHE 2006). This can be attributed to a range of factors including the fact that
men have tended to select more violent methods of death, such as hanging,
which are more likely to be fatal. However, the rate of suicide by hanging and
suffocation is increasing among women (CSIP and NIMHE 2006). This gender
difference in relation to young deaths may also be a product of the way in which
young deaths are recorded by Coroners in England and Wales (Madge and
Harvey 1999). National suicide statistics are derived from Coroners’ figures and
their verdicts have been criticised for their tendency to under-identify suicide
(Home Office 2003).

Research has consistently identified a large number of variables associated with
young suicide. Key risk factors include: unemployment and low socio-economic
status; social stress and social cohesion/isolation; problems with family
functioning, relationships and support systems; trauma such as physical and
sexual abuse; sexuality; mental health difficulties, history of self-harm; personal
losses and feelings of worthlessness or hopelessness; exposure to suicide of
other people; destructive and violent events; poor coping / help-seeking skills;
physical illness and chronic pain; and impaired judgement, lack of impulse
control, and self-destructive behaviours (Beautrais 2000; Hawton and van
Heeringen 2000; Smalley et al 2005; WHO 2006b). Such studies have
highlighted the need for broad preventive programmes which target a variety of
factors (Appleby et al 1999; Hawton et al 1999). An earlier study undertaken by
the researchers in partnership with PAPYRUS found that a wide and diverse
range of behaviours preceded young suicide, making prediction by lay persons
12



difficult (Stanley 2005).
2.2 Suicide prevention strategies and initiatives in the UK

The WHO has called for an innovative, comprehensive, multi-sectoral approach
to suicide prevention which engages both health and non-health services
including education, labour, police, justice, religion, law, politics, and the media
(WHO 2006a). The National Suicide Prevention Strategy for England (DH 2002)
aims to support the government’s target of reducing the death rate from suicide
by at least 20 per cent by 2010 (DH 1999). Amongst the main goals of this
strategy are programmes aimed at reducing the vulnerability of high-risk groups,
limiting the availability and lethality of suicide methods, and promoting mental
well-being in the wider population. The strategy recognises that co-ordinated
prevention needs the collaboration of a wide range of organisations and
individuals (DH 2002).

Suicide prevention initiatives targeted on young people have aimed to build on
their readiness to confide in peers (Greenland et al 2003) and their known
preferences for accessing services in informal settings and in ways which respect
their confidentiality (Smalley et al 2005). The government report (ODPM 2005)
on transition in young adults identifies ‘near peers’ who have had similar life
experiences to those they are supporting as valued sources of help for young
people. An example of a gendered service has been provided by CALM
(Campaign Against Living Miserably), a crisis helpline for young men, originally
based in Manchester, that has been replicated in other areas (DH, 2002; 2006).
An evaluation of three mental health promotion pilot projects targeted at young
men (Oliver and Storey 2006) emphasised the need to involve young men
themselves in the development of preventive services and to take account of
their perceptions of both mental health needs and services. Preventive services
such as these build on the work of the Samaritans who have a long history of
providing crisis support to the suicidal. In 2005, PAPYRUS launched
HOPELineUK which provides telephone support to those seeking advice if they
are concerned about a young person in distress (Cox et al 2004).

2.3 Responding to suicide in the wider population

The needs of ‘suicide survivors’ are acknowledged in the national Suicide
Prevention Strategy (DH 2002) and a bereavement pack for survivors of suicide
has been published to assist in meeting these (DH 2006). There is limited UK
research which examines the impact of suicide on those who are involved with
the event either personally or professionally although there have been several
powerful personal accounts published (see, for example, Wertheimer 2001,
Harvey 2002). North American research has lead the way in this field with
Schneidman (1975) identifying the need for ‘postvention’ which comprises a
series of activities and support aimed at reducing the impact of suicide for
survivors. In the US, such strategies have been in use since the 1980s (Webb
1986). They have been updated and are recommended in most recent literature
dealing with policy and legal aspects of student death by suicide (Pavela 2006).
Such approaches are now commonly used in schools and colleges in the US and
emphasise the importance of pre-planning and taking into consideration the
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different needs of staff, family and different groups within the student community
(Streufert 2004).

A proactive approach to managing the aftermath of suicide appears particularly
important for young people as it may be their first encounter with traumatic loss
and it has been suggested that students experiencing a friend’s suicide may be
more likely to use drugs or alcohol as coping mechanisms, or may become
isolated from their peers (Balk 1997). Some adolescents have been found to
develop a range of symptoms associated with traumatic grief after exposure to a
peer’s suicide (Melhem et al 2004). Bereavement by suicide in young people has
also been associated with higher levels of anxiety, shame and anger than found
in those bereaved by other causes of death (Cerel 1999).

2.4 Student suicide

The issue of student suicide was brought to the attention of government in
England and Wales by Foster’s (1995) report which suggested increasing rates
of student suicide, although this study relied heavily on information supplied by
Vice-Chancellors’ offices which was found to be limited. There is difficulty in
establishing the precise extent of student suicide in the UK as national statistics
do not distinguish HE students clearly as a group (for a fuller discussion of this
issue see Chapter 3). Universities UK and SCOP (2002b) undertook a
preliminary survey of HEIs to establish overall student suicide rates and, while
acknowledging the limitations of national statistics, concluded that rates of
student suicide were similar to those in the general population of young people.
Most research into student suicide has focused on students from a single
institution. Hawton et al (1995) found that, when deaths with open verdicts were
taken into account, the suicide rates for students at the University of Oxford from
1976 to 1990 were similar to the rates for the same age group in the general
population. Likewise, Collins and Paykel’s (2000) study of student deaths at the
University of Cambridge found rates similar to those for 15 to 24 year olds in the
general population. A small-scale pilot study, using a qualitative approach
(Stanley and Manthorpe 2002b), tentatively identified some of the factors that
might be relevant to constructing preventive strategies for student suicide within
HEIs.

Large-scale research undertaken in the US has suggested that rates of suicidal
thinking amongst students may be high. The 1995 National College Health Risk
Behavior Survey found that ten per cent of the 4,600 undergraduates surveyed
had seriously considered attempting suicide during the previous twelve months
and seven per cent had drawn up a plan (Centers for Disease Control and
Prevention 1995). Westefeld et al (2005) surveyed 1,865 students at four
universities in the US and found that five per cent reported attempting suicide
whilst at university and a further 24 per cent had thought about attempting
suicide. Only 26 per cent of their sample was aware of services which might
assist someone with suicidal thoughts.

Over the past ten years, evidence concerning the levels of mental health
problems in the student population in the UK has been accumulating (Phippen
1995: Grant 2002; Rana et al 1999; Stanley and Manthorpe 2001a; Waller et al
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2005). As noted above, rapid rises in student numbers, accompanied by only a
limited expansion of student support services, have made this issue more visible
(Baker et al 2006; Royal College of Psychiatrists 2003). Grant’s (2002) study
reported that student support services found they needed to provide greater
amounts of advice and support to academic staff in order to manage demand.
Deliberate self-harm, also a risk factor for suicide, is more prevalent among
young people, particularly women (Pritchard 1995; Hawton et al 2002), and the
Mental Health Foundation’s (2006) national inquiry into self-harm among young
people found that it represented a serious public health problem. Adolescence
and young adulthood are periods when young people are likely to participate in
risky behaviour and the absence of parental scrutiny for students living away
from home offers increased opportunities for this. High levels of alcohol
consumption and substance abuse have been identified amongst some HEI
students (Grant 2002; Roberts and Zelenyanszki 2002).

2.5 Initiatives focused on students

Most universities in the UK have introduced policies or guidelines which outline
procedures to be followed in the case of a sudden student death and they have
been assisted in this task by a template produced by the Association of
Managers of Student Services in Higher Education (AMOSSHE) (MacArthur with
Ball 1997). HEIs have also developed mental health policies in response to
encouragement from the Quality Assurance Agency (QAA1999) and a range of
mental health awareness initiatives and services has been delivered both by HEI
support services and student unions. In addition to formal support services,
which usually embrace a range of advice, counselling and disability services,
most student unions provide a NightLine service, a telephone and/or online
helpline service staffed by trained student volunteers.

A number of HEIs have developed local initiatives in both suicide prevention and
responses to student suicide. The initiative developed by Trinity College Dublin
in association with the Mental Health Initiative, has developed materials for staff
training and offers detailed, practical guidance to assist those working with
students on both responses to and prevention of suicide (Kracen 2002). Students
in Mind (studentsinmind.org.uk) is a web-based service which offers advice and
advocacy for students experiencing mental distress. Other HE initiatives include
the Oxford Student Mental Health Network which has disseminated information,
training and advice in relation to student mental health
(http://www.brookes.ac.uk/student/services/osmhn/aboutosmhn-frameset.html);
the ‘Mind the Gap’ project at Anglia Ruskin University which addresses
progression routes into HE for students with mental health needs
(http://web.anglia.ac.uk/uclt/research/mindthegap/mindthegap.phtml ) and the
‘Big Boys Don’t Cry’ campaign aimed at male students at the University of
Westminster (Yeoman 2005).
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3 The Challenges of Data Collection

3.1 Establishing the extent of student suicide in the UK

This chapter explores one of the key questions that has arisen in the course of
this study, that is, what are the numbers of students who take their own lives?
This deceptively simple question has been asked within individual HEIs by staff
who wish to know if they have greater problems than other institutions, by
parents who wish to know if there are certain HEIs where support is good or
lacking, by student support staff who want evidence of the effectiveness of their
services, and by researchers and suicide prevention groups who wish to know
about risk factors and how to minimise them. The question of how students’
status impacts on their decision to take own lives has been debated since 1978
(Hawton et al 1978). However, while other studies have identified occupation
(Hawton et al 2001; Hawton et al 2000; Hawton et al 2002; Simkin et al 2003) or
employment status (Hawton & Rose 1986; Hawton et al 1988) as a key risk
factor in suicide, there have been difficulties in ascertaining the significance of
student status.

The previous chapter identified some of the attempts to scope numbers of
student suicides in the UK HE context. The general epidemiological data
collected by the Office of National Statistics (ONS) in the UK are not always fine
enough to distinguish students in HE from other students and student status may
be ascribed to those in further and higher education. The mobility and diversity of
the student population mean that a person’s employment status may be identified
in statistics but their student status obscured, particularly if a death occurs away
from the HEI. In addition, part-time students’ status as students may not be
recorded at all.

3.2 The expert seminar

The RaPSS study did not attempt to interrogate all sources of evidence to
determine the extent of student suicide. Other work indicated that this would not
be a good use of resources, that there were other priorities and that the numbers
could only be determined by exhaustive scrutiny of all inquest records. Instead,
the research team decided to investigate the issue of data collection with a range
of stakeholders. An expert seminar was held in October 2006 to explore what
might be usefully achieved within existing data sources and with current data
collection methods to determine the incidence and prevalence of student suicide
in the UK. Representatives from a range of HEIs and from health and voluntary
sector organisations were invited to attend. We are grateful to all those who
participated in this event. In light of the sensitivity of the subject of student
suicide, those attending were assured that views would not be attributed or
organisations identified.

The seminar started with a presentation from Dr Jenny Bywaters, Director of
Public Health at the Care Services Improvement Partnership, working with the
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National Institute for Mental Health England. She observed that there had been
progress towards government goals to reduce the incidence of suicide since the
National Suicide Prevention Strategy was launched in 2002. She drew
participants’ attention to the responsibilities of Primary Care Trusts (PCTSs) in
auditing local suicide rates in England. The RaPSS Team reported on their
experiences of approaching HEIs with a view to identifying local deaths.
Professor Nicky Stanley reported that some senior staff in HEIs, contacted for the
purposes of the study, appeared unaware of suicides that had occurred among
students in their institutions and were uncertain as to whose responsibility it was
to maintain records on such deaths. The seminar heard next from Dr Alyson
Ashton of the National Confidential Inquiry into Suicide and Homicide by People
with Mental Illness who outlined the methodology of the Inquiry, emphasising the
anonymity of the organisations reporting to the Inquiry. This presentation
explored how national data collected in this way had been used and described
the Inquiry’s contributions to developments in suicide prevention.

3.3 The seminar findings

The presentations were followed by group discussion of the issues raised. HEI
participants noted the importance of ensuring good communications across the
HEI following an individual death in order to ensure that all relevant groups and
individuals were informed and appropriate mechanisms of support as well as
bureaucratic systems were alerted. However, in respect of data collection in the
longer term, several contributory factors were identified as barriers which could
lead to problems with the quality of data collected. These included:

concerns that it would be intrusive to approach families for details of the
cause of death if this was not known to the HEI

delays in holding inquests meant that the cause of death might not be
known for some time and the HEI might not be informed of the verdict,
particularly if the inquest did not involve HEI staff, and was held at some
distance from the HEI

problems in liaising with families if they lived outside the UK, for example,
if the student was an international student

the transitory lifestyle of some students who might not be in consistent or
regular contact with services that collected data about death, illness or
injury

guestions of how to obtain data about and how to count, or whether or not
to include, students who were part-time or registered for HEI programmes
on an occasional basis

General Practitioners (GPs) and health services may not know if their
patients have student status, for example, if they are registered with an
off-campus practice or taking a year out of the HEI

issues of patient confidentiality generally and specifically if the student had
been a patient and the health service or practitioner had been asked not to
contact the HEI

if a student does not return to the HEI for the start of their next year of
their programme, they may be contacted but if this is unsuccessful, it may
be presumed that they have withdrawn.
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These practical and logistical problems raised a series of questions about the
purpose of collecting data by each HEI. These related in part to the practical
issues identified above but they also touched on underlying concerns about the
purpose to which such data might be put. In respect of this, the following
concerns were voiced:

fears that it would not be possible to keep such data confidential

worries that such figures would be used to make comparisons between
HEIls

anxiety that such data would impact negatively on the reputation of a HEI
perceptions that HEIs would feel blamed if there was a concentration on
the suicide rate of a HEI

numbers would be small and so the figures could be misinterpreted if
there was a rise, even if this was the result of unconnected events or
circumstances.

Other arguments were made that it was not the role of HEIs to collect figures in
respect of student suicide, some citing the technical problems identified above
but others argued that this activity might divert attention from areas of prevention,
such as student support or mental health services within the HEI. Some
participants considered that a particular focus on suicide might shift interest and
resources away from the wider issues of student mental health and well-being.
The fear of suicide transmission was also raised as a possibility if a HEI became
associated with a certain type of suicide. It was also suggested that accidental
and open verdicts might be just as useful as suicide verdicts in identifying
lessons for HEIs about what might be possible in order to prevent harm or reduce
distress following a student death.

However, some views were expressed in support of the idea that HEIs should
be responsible for collecting data on student suicides. Some argued that
recording data on suicide helps in the prevention of suicide and in developing
effective responses to suicide. Those voicing these opinions considered that
HEIs need to know what is happening within their institution and their sector and
they have a moral responsibility to prevent harm arising from a suicide if this is
possible. Fears of damage to reputation, although understandable, are
unfounded, argued some, since open organisations will be more respected if
they are open in their communications.

It was also suggested that there were alternatives to the collection of data on
student suicide by individual HEIs. These rested on the potential for local NHS
services to include student statistics as part of their responsibility to undertake
local suicide audits. While only a minority of those from HEIs present at the
seminar said that they had well-developed liaison with their local NHS services,
such as PCTs or Local Health Boards (LHBS), such links were seen as ways in
which local data could be collected by those with a background in epidemiology
and public health, who had ongoing communication with Coroners and
Procurators Fiscal in respect of mortality and morbidity data. It was considered
that PCTs and LHBs would possess expertise in data analysis and in statistical
profiling. Their commissioning relationship with GPs would enable links to be
made on a confidential basis to determine if there was any cause for local
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reviews of support services, primary and secondary care and treatment
provision.

It was felt that increased attention should be given to ensuring that student
status was recorded in figures derived from the inquest process. New coding
might be useful or existing codes for occupation refined. There should be
agreement about the position of part-time students, those who are taking time
out of their studies, and those who may be recent graduates, not yet in
employment.

3.4 Conclusions of the expert seminar

This seminar addressed some practical issues around data collection. While the
need for good communication within an institution in the aftermath of a particular
student suicide was acknowledged, overall, HEI participants did not consider
that it was appropriate for responsibility for collecting and reporting data on
student suicide over time to reside with the HE sector. Their main concerns
centred on the difficulty, if not impossibility, of collecting accurate and
comprehensive data. The greatest potential for improving the quality of data on
student suicide lies in enhancing the information collected by Coroners’ Offices.

Discussion revealed the potential for enhanced links between HEIs and local
health services. Such communication could include exchange of information
concerning student mental health; both in relation to individual cases (Royal
College of Psychiatrists 2003) and to the larger picture of the student
population’s mental health needs and service requirements. Student suicides
could be appropriately identified and monitored within the suicide audit
responsibilities of PCTs. Whilst links between HEIs and local health services
appeared to be well developed in a few areas, this did not seem to be the case
uniformly. Further study of the range and strength of such links might be
productive, especially as fewer HEIs now have student health centres that are
campus-based and specialist in nature (Jacobson 2002).

The seminar also revealed concerns about issues of blame and risk for

institutions and staff when addressing the question of student suicide. These
themes were reiterated elsewhere in the study as the following chapters show.
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4 Study Findings - Prevention of Student Suicide

4.1 Risk factors and use of support

This chapter presents the study findings which can be used to inform prevention
of student suicide within the HE sector. The focus is primarily on students’
experiences and needs as students although, in some cases, their experiences
and needs prior to arriving in higher education are touched on. The findings in
this chapter fall into two distinct areas: those which illuminate risk factors and
those which cover students’ use of support. Risk factors include both wider
environmental factors such as timing in the academic year and suicide
transmission and those factors specific to the student including their mental
health needs, academic progress, their relationships and their personality. As
other research into suicide in young people has found (Appleby et al, 1999;
Hawton et al, 1999, Stoelb & Chiriboga, 1998), in most of the cases studied, risk
factors occur in combination. However, some vulnerability factors did seem to
characterise a number of the deaths studied by this project. In exploring students’
use of support prior to their death, we have considered both formal support
services within and outside the HEI and informal support systems.

4.2 The case study sample

The findings in this chapter are drawn primarily from the 20 case studies
collected from HElIs across the UK (for details of how cases were recruited to the
study, see Appendix 1). All these cases involved student deaths that occurred
between May 2000 and June 2005. A number of data sources were collected for
each case study. Typically, these included an interview with the student’s parent
or parents; an interview with a friend of the student who knew them whilst at
college or university; an interview with a member of academic or student support
staff who also knew the student and copies of coroners’ records. Whilst it was
not possible to access all such data sources for every case study, all cases
included in the case study research included more than one data source with the
number of sources used ranging between two and six for each case. This
multiple perspective allowed for a close focus on the experience of student life
and on the period preceding the suicide. In some cases, discrepancies and
variations between accounts were identified. This reflected differences between
informants’ perspectives and their varying relationships to the student as well as
the inevitably partial and subjective nature of their knowledge and understanding.

The 20 case studies included 18 young men and two young women aged
between 18 and 35 years at the time of their death. As Table 1 shows, most of
the group were in their early twenties. The majority of those included in the
research were undergraduates; one was a postgraduate student. It was not
possible to include any international students in the study, due to the difficulties
encountered in contacting students’ families. The sample recruited to the case
studies cannot be described as a representative sample of student suicides in
the UK; this reflects the difficulties of qualitative approaches in suicide research
(for a discussion of the recruitment process see Appendix 1). Caution is
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therefore required in generalising from these findings to all student suicides.
However, the sample was drawn from a wide range of HEIs across the UK: both
old and new HEIs were included in the case studies: large institutions as well as
small ones were represented and HEIs with a specialist function were also
included.

Table 1 - Ages of case study group

Age Number
Under 20 1
20-24 15
25 -29 2
30-35 2

The students who died were studying a range of subjects. Medicine and other
health professions were particularly well represented in the case study group as
shown in Table 2. However, this may well reflect a high level of interest in the
research from those HEI staff who were approached regarding recruitment of
cases to the study.

Table 2 — Subject studied, case study group

Subject Studied Number of

students
Humanities 7
Sciences 2
Social Sciences 2
Medicine and other health professions 5
Business and Management 2
Art and Design 2
Total 20

As Table 3 shows, most of the deaths included in the case study group occurred
when students were living in private rented student accommodation. Three
deaths involved students living in their own homes, two of these were mature
students. Three of the students who died were staying at their parents’ homes at
the time of death.

Table 3 - Where living at time of death, case study  group

Place of Residence Number of

students
HEI Hall of Residence 2
Private rented student accommodation 12
Parents’ home 3
Own home 3
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Most of the students who died adopted violent methods of death with a strong
likelihood of a fatal outcome, such as hanging or jumping. Only one of the six
students who jumped did so from a building on campus; the others in this group
jumped in front of trains, from bridges or other high public places. There were
only two cases of self-poisoning, one involving prescription drugs and alcohol
and one involving motor gas poisoning. As Table 4 shows, the women in the
case study sample were no less likely than the men to use violent methods. This
use of more lethal methods of suicide is characteristic of male suicides and is
increasingly more prevalent among women (CSIP and NIMHE 2006). The use of
such methods allows little opportunity for last minute interventions.

Table 4 - Method of death, case study sample by gen  der

Method of Death Males Females
Hanging/suffocation 10 1
Jumped from 5 1
height/under train
Self-poisoning 2 -
Other 1 -

4.3 Parents’ perspective cases and additional stud  ent interviews

Data collected from the 20 case studies were supplemented by an additional nine
cases which were accessed through the memberships and networks of relevant
organisations working in the fields of suicide prevention and bereavement. These
were cases where student deaths had occurred prior to September 2000 and
where only one source of data was available: an interview with the student’s
parents. While these nine cases do not include the detailed accounts from
students and university staff which contribute to a picture of contemporary HE
experience, they include valuable data in relation to some key issues such as
timing, as well as information relating to the parents’ experiences of HEI
responses to the death. These cases are distinguished from the case study
deaths and are referred to in the text of this report as Parents’ Perspective
Cases.

All the students in this group were male and the age distribution resembles that
of the case study group with six being aged between 20 and 24 years at the time
of death, two aged under 20 and one from the 30 to 35 age group. As with the
case study group, the students were studying a wide range of subjects; two were
postgraduates. Four of the group were living in private rented accommodation at
the time of their death, two were in HEI halls of residence, and three were living
at their parents’ homes. Most of the group chose violent methods of death such
as hanging, jumping or shooting; one student in this group drowned.

Interviews were also completed with a group of four young people who had been

close friends of a student who took his own life some five years previously.
These young people were able to look back and reflect on their experiences of
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supporting their friend through a period when he was actively suicidal and to
describe the impact of the suicide on them in both the short and the long-term.

4.4 Periods of transition

The timing of the deaths appeared to conform to a pattern, with three-quarters of
the case study deaths and over half the parents’ perspective cases occurring
either at the beginning or towards the end of the academic year. Table 5 shows
the timing of the 15 deaths in the RaPSS case study group which occurred in
these periods: the end of the academic year covers the months of April to June,
while the beginning of the year is taken to be late August through to October.

Table 5 - Timing of deaths in academic year — case  studies

Timing of deaths Case studies
About to start/just started first year 2
About to start new course following transfer 2
About to start second year 3

About to start final year (includes one
student who was suspended)

End of first year

End of second year

End of final year

NINININ

Total number of Transition Cases 15

Five of the nine Parents’ Perspective Cases could be described as ‘in transition’,
with one student about to start the first year, two dying at the end of their second
years and two at the end of their final years before starting a new phase of life.

In a small number of cases, informants’ accounts of students packing belongings
and departing or returning from journeys shortly before their deaths
communicated a sense of how transition periods may prompt review of previous
losses and failures as well as dread of the future:

He was packing all his things up to go to university the day before he took
his own life and he just couldn’t tell me what was really happening to
him....he was going through all the things that had gone wrong in his life
that he wanted to put right. (Parent)

The end of the academic year signals the end of a phase of existence: classes
end, friends may move back home or travel; living arrangements change; it may
be a time when both informal and formal sources of support are less accessible.
The start of the new academic year can represent new and as yet uncharted
territory: students are faced with having to make choices and arrangements and
may have to confront again the difficulties they were able to put behind them over
the vacation period. Family and friends described these young people as being
trapped in a position where they felt unable to go backwards and return to a
previous state of existence while uncertain and frightened about the future.
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Some interviewees described this trap as created by shifting mental health;
others saw it as a state of paralysis induced by a sense of having to choose a
course of action:

so | think probably he was coming out of depression and didn’'t want to go
back into the state that he’d been in....you know it was obviously bad for
him....so it was my guess that it was the confusion and.... the rest of it
and not being able perhaps to see a way forward. (Parent)

....had no clue what he wanted to do in his life....he was very concerned
about leaving university, he would have left in the second year, he
constantly said to me: ‘what am | going to do?’ (Student)

....If he didn’t go with it [stay on at university], what was he going to do?
Was he going to go back to doing manual work, what he’d been doing
before, or, which he’d hated, and | think it just got to the point where you
know the decision between the two things was, he didn’t want to do either
of them, any of them. (Parent)

This sense of being trapped in transition was in a number of cases accompanied
by feelings of depression. Eleven of the case study students who died in a
period of transition were also described by friends or family as perfectionists or
as having an extreme fear of failure. High expectations of self may have made
the prospect of an uncertain future in which the possibility of failure loomed
particularly threatening:

Mother: ... a perfectionist ...
Father: Yes, everything had to be right.
Mother: Otherwise it wasn’t good enough. . And | think that probably

was, in a way was his problem that he was craving for
perfection but couldn’t get it sometimes. (Parents)

He said why aren’t | getting Firsts? .... But he got this perfectionist bug
and....He was always a perfectionist....but he, he didn’t really see, he
didn’t really think he was that successful, so his perception of the situation
and the actual situation were quite different. (Parent)

However, it is important to acknowledge that, in all but one of the case studies,
the context of transition occurred in combination with other risk factors discussed
below.

4.5 Suicide transmission

A process of suicide transmission was discernible in four of the 20 case studies.
In two cases, students were clearly influenced by a previous suicide of a close
friend. In both cases, the same method of death was adopted. In one of these
two cases, the student died a few months after the friend’s death; in the other,
the student died close to the anniversary of his friend’s death:
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His death was one of the things ... and he [the student included in the
research] just couldn’t get rid of that, it kept coming back to him. (Student
Services)

While one of these two students was described as having a long-term mental
health problem, the other was not seen as clinically depressed but rather as
depressed in response to his friend’s death. It was clear that friends, family and
professionals had struggled to find effective means of offering support following
the earlier deaths.

In two other cases, it appeared that thoughts or discussion of suicide were a
feature of a relationship. In one of these two cases, a friend of a student
included in this study took his own life shortly after the suicide. There was some
evidence that the two of them had discussed suicide. Again, the same method
was used in both deaths. Similarly, in the second of these two cases, the student
who died had had a relationship with another student who was described as
attempting suicide on a number of occasions.

Interviews with a group of students whose friend took his life threw some light on
the thinking of students close to a death who might be at risk of becoming
vulnerable to the effect of suicide transmission. In this account by one of them,
suicide is depicted as an option for dealing with distress which becomes
available and acceptable because it has already been adopted by someone who
was a close friend:

when | thought about killing myself, | was feeling the most excruciating
pain you could possibly imagine and | thought the way out of this is to Kill
myself, how will I do it? Oh, Il hang myself, that's what he did.... | wanted
to stop feeling the pain.... (Student)

4.6 Health problems and disabilities

Two of the students included in the case studies had been diagnosed as
dyslexic: for them, HEI admission was a significant achievement but also
exposed them to the possibility of further failures:

he’d actually got the place at university and was about to go there full of
fear, the fear of failure he’d had throughout his life, the fear of being made
fun of... (Parent)

One student was described as having a long-term health condition which caused
him considerable pain and affected his sleep. Two male students had been
prescribed Roaccutane for treatment of acne. In one case, the treatment had
commenced shortly before the student’s suicide and his parents considered that
the drug was responsible for his death. However, in the case of the other
student, it was two years since he had taken Roaccutane.
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4.7 Mental Health Needs
4.7.1 Mental health needs at HEI admission

Diagnosis of a mental health problem, particularly depression, and use of mental
health services are identified risk factors for suicide (DH 2002; Lonnqvist 2000).
The likelihood of students arriving in higher education (HE) with a formal
diagnosis is low as mental health problems often only make their first
appearance in late adolescence or young adulthood. However, there is
increasing attention focused on the mental health problems of adolescents in the
UK (Collishaw et al 2004) which may result in earlier diagnosis and more
students acquiring a mental health diagnosis and receiving care and treatment
for this prior to entering HE. Four of the students in the 20 case studies had
received a diagnosis of mental health problems that pre-dated their HE careers.
These four included both of the young women in the sample and two men, one of
whom was a mature student. Diagnoses included bi-polar illness and depression,
with an additional diagnosis of alcohol abuse in one case of depression. Two of
the nine students in the Parents’ Perspective Cases had been diagnosed with a
mental health problem prior to HE admission.

Parents of students with long-standing mental health problems described HEI
admission and participation in student life as a conferring a sense of
achievement:

An appointment ....at university and he couldn’t believe it; he couldn’t
believe he could still have a life.... It just changed his life; he went from a
mental institution patient to being his own person. (Parent)

An additional five cases were described as having histories of depression and
mental health problems such as mood swings and anxiety prior to entering HE,
but none of these had received a formal diagnosis. Some of the factors which
formed the background to high levels of mental health need in the case study
group included family histories of serious mental health problems (three
students), a history of abuse in childhood (disclosed by two students) and long-
standing difficulties in relationships with their fathers reported in the cases of
three male students. Parents often find it difficult to distinguish between mental
health problems and the ‘difficult’ but normal behaviour associated with
adolescence (Stanley 2005) and the parents of those young people with formal
mental health diagnoses described how it was only with hindsight that early
‘warning signs’ of a serious mental health problem could be discerned:

With hindsight, | think when she was sort of fifteen, sixteen, she did used
to have very sort of slightly hysterical moments, you know lively, lively
moments which | suppose one could, looking back say were signs of her
being bipolar, but at the time you just think, oh well, an excitable teenager,
there was nothing very sort of abnormal. (Parent)

Three of the four students in the case study group who had received formal
diagnoses prior to starting higher education, disclosed their mental health
problems at admission. However, in one of these cases, the student’s reluctance
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for this information to be shared meant that the majority of staff teaching her and
all but one of her friends were unaware of her mental health history until she
became severely depressed. There was a discernible reluctance among those
students with pre-existing mental health needs to formally disclose them at
admission:

We asked the doctor, when he went back in the July, we went in with him
to see the doctor, the doctor said, ‘well I'm going to take him off [anti-
depressant medication]'....So we had the UCAS form or the questionnaire
from the college, and we asked the doctor would he mind not putting it on,
and being a friend he didn’t put it on, so the college had no knowledge of,
and | think that was a big mistake, | think that we should have put that on
there....we felt that it could, they could withdraw his place, that's what | felt
.... (Parent).

Academic staff appeared unclear about how much information they should
expect in relation to a student’s mental health needs and what they were
expected to do about it:

....he told me that he was an alcoholic, and | never asked any more about
it, but you know | just assumed that there were clearly issues there. But
other than | had no idea about his mental health problems though. (Tutor)

Disclosure of mental health needs is perceived to be a high risk strategy for
students, particularly those on professional education programmes (Manthorpe
and Stanley 1999). The RaPSS study identified fear of being denied entry to
higher education as a disincentive to disclosure for students on professional
training programmes, but this was also identified as an issue for students on
other programmes of study.

4.7.2 Mental health problems in the HEI context

In nine of the 20 case studies, a formal mental health problem was diagnosed
while the young person was a student. In all of these cases, the diagnosis was
depression (one was depression with alcohol problems) and was made by a
General Practitioner (GP). One additional student was seen by a counsellor from
student services who commented that he appeared to be suffering from
depression but this student was not seen by his GP.

In total therefore, 14 of the 20 students included in the case studies had been
diagnosed with a mental health problem at the time of their death. Although five
of those who had been diagnosed with a mental health problem had a history of
treatment dating over a number of years, for most of this group, the diagnosis
came within a relatively short period before their death. Two were diagnosed
within days of their death; five were diagnosed within six months of their death,
and two in the year prior to death.

The speed with which some students became severely depressed took friends by
surprise:
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He literally switched kind of overnight almost. | think because when he did
get down, he got really down quite quickly.... literally one day he just
seemed to be okay and the next day he seemed to be really down.
(Student)

Although, in other cases, the changes seemed less dramatic:

| don’t think there was, that’s the weird thing about it all, there was
nothing, to us there was no trigger, there was no obvious signs or
anything, it seemed to, from what | understand it was more of a gradual
process. (Parent)

In the HE context, pressures of academic work and relationships were described
as contributing to high levels of mental distress:

....he was profoundly depressed but less agitated....he felt confused by
his relationship and felt intense panic before the exams.... (Tutor)

The confusion associated with the experience of those who were suffering from
depression was emphasised by parents. Family members sought for
explanations which were not forthcoming:

....he didn’t understand either why he was feeling the way that he did,
because in fact he had everything going for him, I, and I think that that’s
what he found hard, was not knowing what (was wrong)....(Parent)

Such feelings could be intensified by a sense of owning a privileged status as a
student which acted to make some students less likely to share their distress.
This parent described her son’s responses to charges that he was in a fortunate
position:

[She said to him] “You know everything’s going well for you, why are you
depressed?’....and | think that sort of thing made him....very angry.....it
made sure that he....didn’t spill the beans because he felt.....I think he
would say ‘well | feel awful but I've got no right to feel awful because in
fact I'm very lucky’....(Parent)

Depression was often accompanied by feelings of shame:

he felt ashamed of that and he found he found being depressed being a
depressive very shameful and | think that, you know, talking to people |
think that's what killed him, not his distress, he could live with his distress.
(Parent)

4.7.3 Previous suicide attempts and self-harm

Although seven students in the case study group were reported as having
previously attempted suicide, only five of these had required hospital treatment
and, in one case, the student’s injuries were not acknowledged as a suicide
attempt to Accident and Emergency staff. It was only in retrospect that some of
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these earlier suicide attempts were perceived as serious indicators of suicidal
intent and were then communicated to those close to the student.

In another group of eight case studies (which included some of those students
who had previously attempted suicide), students had talked about suicide, either
to girlfriends or parents but had not always conveyed a sense of threat or intent
in such discussions. In one of the case studies and in one of the Parents’
Perspectives Cases, students were known to have made use of the Internet to
access information about suicide methods.

A history of self-harm has been identified as a key risk factor for completed
suicide (Suominen et al 2004). In two cases, there was evidence of male
students self-harming in the period leading up to their death. This student
described his self-harm to his friends as a means of relieving the pressure he
was experiencing:

....he told us, he felt better for it, it was like a relief. (Student)
4.7.4 No evidence of mental health needs

It is important to note that in six of the 20 case studies —nearly a third of the
group - there was no evidence of a formal mental health problem in the long or
short-term, nor was there evidence of heavy misuse of alcohol or drugs. There
was considerable resistance, in particular from some friends, to what they saw as
pressure to apply a ‘label’ retrospectively:

You can’t say that somebody is suffering a mental health problem just
because they have chosen to kill themselves....this was nothing to do with
mental health issues, whatever that might mean, you know, it's quite a
complicated issue for me but | sort of felt from the outside it seemed like
there was a case to say this was something which this person ....felt in
control of. (Student)

However, the use of retrospective diagnosis as part of attempts to explain events
was evident in others:

.... you could fit the description of manic depressive to him if you wanted.
(Parent)

4.8 Use of alcohol and drugs

Friends were most likely to know of and to comment on students’ use of alcohol
and drugs. However, in some cases, parents were also aware of alcohol and
drug use.

Five students were described by parents or friends as having problems with
alcohol. In some cases, this was linked to social or academic problems:

He had a few problems during the year, obviously I think the stress kind of
got to him a bit, so he started to drink more (Student)
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In others, heavy drinking was associated with mood swings or feelings of
depression:

He was getting sort of depressed about uni and didn’t want to be there
anymore and he started drinking a lot. (Student)

Alcohol was also seen as exacerbating depression:

While he was drinking | think it was a sort of escape, but then he’d have to
sort of suffer the consequences - hangovers - and it was probably the next
morning that he’d, he’d feel really depressed because he’d feel like he
was failing himself, because he’d started drinking again and he wasn’t
able to crack it. (Student)

Two of the three students described as using cannabis heavily were also
depicted as having a drink problem. Heavy cannabis use was also linked to
mental health problems in a couple of cases:

| think he took cannabis first...and | think cannabis exacerbated some of
the things he had wrong with him, maybe he was slightly vulnerable to
having depression....because | think he took cannabis and cannabis did
something to him, | think he then took alcohol and | think it became this
vicious circle ...he said to me: ‘mum, in my head, something’s gone
wonky.” (Parent)

A similar fear of having been damaged by drugs was expressed by this student:

He then said, ‘I've been on cannabis a long time and | feel it's wrecked my
brain and basically I'm quite worried about going back to university
because | can’t remember a thing now you know and my memory has
gone.’ (Parent)

4.9 Financial problems

In five of the 20 case studies, the students who died were described as having
been worried about money. The levels of debt and the extent of commitments
varied, but for four of these five, it was clear that they were unable to look to their
families for additional financial support:

I’m not sure that they [her parents] were ever aware of the amount of debt
that she was in and | don’t think she ever discussed money with them,
simply because she knew they couldn’t help her. (Student)

In some of these cases, students resorted to means of earning additional

income, such as participating in medical trials, or taking on casual work which
created additional stresses:
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| think that [manual work] actually just didn’t help....his dignity | suppose.
He might have felt it was a bit degrading you know, but that was always a
problem | think, the money was always a big issue. (Student)

4.10 Relationships and sexuality

Although a small number of the case study students who died were described as
‘isolated’, ‘lonely’ or ‘not socially integrated into the group’, this was not true of
the majority of students in the case study group. A number were described as
‘very well liked’ or ‘the centre of attention’ and others were reported as being part
of a well-established group of friends. Nine of the students were in an on-going
relationship and of these, four were considered to be without problems.

Six of the students in the case study group had recently experienced the break-
up of a relationship, three were experiencing difficulties in their relationships and,
in an additional three cases, the student was described as experiencing
unrequited love. Some of these relationships were described as ‘emotionally
charged’ or ‘turbulent’. In a couple of cases, informants considered that mental
health problems or the student’s use of drugs or alcohol had contributed to the
break-up of the relationship. Interviewees also pointed out how relationship
breakdowns contributed to students’ feelings of personal failure:

....the girlfriend situation....made him start to say to himself: ‘are you not
any good at relationships? I've got a social problem’. (Parent)

In two cases, students who died had expressed doubts about their sexuality and
this appeared to be a major source of uncertainty and feelings of distress.

4.11 Academic progress

Eight of the students included in the case studies were the first generation in their
family to attend university. However, these students were no more likely to have
taken a non-traditional route to HE than those from families whose parents had
been through higher education. Three of the twenty students in the case study
group had entered HE through an access route and three were mature students.
For some of the ‘first generation’ students, fear of failure may have been
particularly acute. However, fear of failure was also identified as a theme for
students whose families had had experience of higher education.

Half the students (10) in the case studies had a history of disrupted or failing
academic careers. In two cases, this was discernible in their school histories
where key exams had been missed due to physical or mental iliness. Two
students had dropped out of a previous degree programme and had started a
second new degree programme at a different HEI. Another two had transferred
from another programme within the same institution. One had had their studies
suspended for a period, another had several periods of suspended study, one
had recently failed his end of year exams at the time of his death and two
appeared to have ‘given up’ on their current programme of study.
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In some cases, students were reported to have been struggling with academic
work close to the time of death and it was clear that the possibility of academic
failure represented a significant source of stress:

Latterly, the essays that he was doing he was finding harder, but whether
that was just because they were harder or because he was disillusioned
and fed up with it .... But he was finding it harder and harder. ( Parent)

She was struggling desperately to keep up with the university course with
which she seemed to be barely coping and she was desperate not to drop
out and fail again. (Parent)

Fear of failure was a recurring theme:

If he had found a way of leaving university comfortably, | think he would
have been happy to do it. He didn’t really want to be there but he didn’t
...want to fail it. (Parent)

....his worst thing was failure, he hated failure, and | suppose failing first
year at uni was obviously a massive trigger... (Student)

Fear of failure was also expressed by students who were doing well academically
but who feared they would not achieve their own high standards.

In other cases, mental health problems appeared to have resulted in the students
withdrawing from their studies, either formally or informally:

He’d put his studies on hold at university; they said he could be on hold for
a while because of his depression...he said: ‘I've lost the motivation ....’
(Parent)

4.12 No/Limited disclosure of distress

In three of the case studies, students had either made no disclosure of their
distress to either informal or formal sources of support or had made only very
limited disclosures which did not convey any sense of urgency or risk. In two of
these cases, the students did not give any indication of their suicidal intentions to
anyone: both were concerned about their levels of achievement.

A further two cases included one student who described feeling overwhelmed
and uncertain about university to a family member and another where two
presentations at Accident and Emergency services did not result in any further
support, possibly because self-harm was not disclosed or identified.

4.13 Informal support — friends, family

In eight of the case studies at the time of death, friends and housemates had
been involved in providing support over a period of days or weeks for distressed
young people who were receiving either no formal support or whose support was
confined to a prescription for antidepressants:
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....they were very good friends....they took a great deal of care of him,
they were very concerned for his wellbeing and, to some extent, opted to
change their own path through what they were doing, in order to help him
out. (Tutor)

In a small number of cases, students were left providing round-the clock support
for students in crisis. It was notable that for these students, contacting the HEI's
student support services did not appear to be an option. Nor were there
opportunities for them to liaise with some of the formal services, such as the
police or GP, who saw students in the period shortly before their death. In one
case, a student’s housemate who was aware of his suicidal thoughts, persuaded
him to attend the GP’s surgery and accompanied him there, but did not feel able
to enter the surgery and speak to the GP with him:

| wanted to go in with him to explain to the GP how he had been, but he
wouldn’t let me so | waited outside....I asked him if he had mentioned to
the GP the suicidal thoughts that he had been having, but from his
response | don’t think he had. (Student)

Professional codes of confidentiality can be experienced as excluding or
undermining parents of young people (Stanley 2005; Stanley et al 2004). A
number of parents participating in the RaPSS study voiced the view that medical
practitioners’ codes of confidentiality acted to undermine their capacity to care:

He could have said to him, do you mind if | speak to your parents? He
would have said, ‘absolutely no problem’. He would have said it for sure
and even if our son had said, ‘actually I've got a problem with that’, the GP
should say, ‘well when it's a matter of life and death....’, then
confidentiality has absolutely no role to play in that argument, in my view.
(Parent)

A lack of information was experienced as particularly difficult when parents were
caring for a young person in crisis:

I had to rely totally on any information from my son ...he could tell me
what he liked, he could tell me what drugs he was on or not....I wasn'’t
allowed any responsibility because it was totally private. (Parent)

Assurances of confidentiality are often a key element in encouraging young
people to engage with health services. However, both guidance (Royal College
of General Practitioners and Brook 2002) and research with GPs (Stanley et al
2004) offer illustrations of ways in which young people’s agreement to share
information with parents can be elicited.

4.14 HEI support services

Eight of the students in the case studies had used HEI counselling services;
three of these were also using NHS mental health services. The extent of
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involvement varied with some students only attending once while others were
seen regularly over a long period right up to their death.

In the absence of feedback from the students who died, it is difficult to comment
on the quality of the services received by students but parents acknowledged the
value of counselling input:

....she had an inordinate amount of understanding for these young people
and she was great with them and ....the psychologist....he was very kind
and they did help her, those two individuals helped her. (Parent)

In four cases, students conveyed their distress to their tutors or supervisors. In
three of these cases, tutors were proactive in referring students to counselling
services and in ensuring that they received help.

4.15 Primary care and mental health services inter  ventions

All the 11 students in the case study group who were diagnosed with depression
by their GP were prescribed antidepressants which some students were unwilling
to take. Two students were known not to have taken the medication; among
those who did so initially, and often reluctantly, compliance was not always
consistent, especially when medication was experienced as ineffective or
unnecessary:

| knew he’d been put on antidepressants so | said to him, are you taking
your tablets? And he said ‘no | don’t need them anymore Mum, I'm fine’,
that's the last phone call. (Parent)

A heightened sense of failure and hopelessness was reported when
antidepressant therapy did not initially work:

So he went to the doctors, so you know, initially....I suppose the higher
the dosage they put him on and he felt worse and worse inside.
(Parent)

This was compounded by disappointment that other therapies were not offered.
Five of the students diagnosed with depression by their GP received no
psychological or NHS counselling (though one had been referred but didn’t go),
this was despite the fact that three of them had been diagnosed between 6-12
months prior to their death.

No counselling, offered. No, it....was just drugs. Well it was almost as if,
you know, here’s a ‘script [prescription], we’ve solved your problem, get on
with it. When really he needed a sit down and talk about his problems, he
needed counselling more than anything else. (Parent)

In some cases, students visited their GP shortly before their death, but the extent

of their suicidal intent was not apparent. In one case, parents considered that the
GP who saw the student immediately before his death should have probed more
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deeply for suicidal thoughts rather than advising him to return to university to
make use of HEI services:

....his doctor said, ‘I can’t do anything for you here....it'll be six weeks
before | can get you counselling.” He said, ‘if you go back to university
you know you’ll get counselling straight away’. (Parent)

Five students were referred to community mental health services by their GP
(one cancelled the appointment). In one case, the student’s family ensured that
she had contact with mental health services from the start of her HEI career and
another student was referred directly to mental health services by the HEI. In
total therefore, six of the 14 students who were diagnosed with mental health
problems went on to use mental health services; this included two students who
were referred for alcohol addiction, two students with bi-polar disorders and two
diagnosed with depression.

For some of this group, engagement with mental health services was
problematic: only one of those diagnosed with depression made extensive use of
the services over the year prior to his death but when he went home in the
vacation, he failed to make contact with local mental health services. Another
student did not attend his appointment because of concern over the impact of a
psychiatric diagnosis:

Then (he) got a letter from the Community Mental Health team, with like,
which was like a bolt from the blue, ....what's this all about, | don’t
understand this,.... he hasn’t got a mental health issue at all.... and we
talked at that time about all this going on,....his CV, you know what impact
is that going to have and can he do without it and all ....and totally off his
own bat, he rung them and we didn’t know he’d done it until later but he
rang and cancelled this appointment with the Community Mental Health
Team. (Parent)

Some parents who were caring for their son or daughter while they were living at
home described a lack of continuity of personnel within local health services that
made communication difficult:

He went to see the GP, | think he put him on an antidepressant ....And he
said, ‘unfortunately | can’t see you again because I'm going on a
secondment for several weeks, but I'll hand you over to one of the
partners, and they will deal with you’, so he saw another partner, who said
that there would be a CPN arranged ....A CPN came.... The next week
another CPN came, we’re now in the third week of since he’d come back
from university....And a different one who again wouldn’t speak to myself
or my wife, wanted to speak to him....and he came into the kitchen and
said, ‘they keep asking me all the same things, these people, he said I've
told them all this...” (Parent)
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4.16 Liaison and co-ordination between services

A key theme in the accounts of professional support offered prior to a student’s
death was the communication and co-ordination or lack of it between the different
services and individuals involved in providing support.

There were some criticisms of liaison and communication within HEIs. In two
cases, parents considered that the personal tutor involved with their son should
have been more proactive in identifying and alerting welfare and health services
to his distress. In another two cases, parents and HEI staff described a lack of
communication and a lack of trust between academic staff and counselling
services.

The study identified few examples of effective joint working between HEI staff
and community health services:

Now at the inquest it came out, ...that he’d seen a counsellor and it also
came out that he’d been to his GP.... saying that he felt suicidal, that he
was depressed .... that was when he was prescribed the antidepressant
but from what | gather, there was no contact between the GP and the
counsellor at the university, or the GP and anyone else for that matter ....
(Parent)

However, in one case, HEI staff acted immediately to secure mental health
service intervention for a student in crisis:

The college set it up yes, absolutely, because | rang them before she was
coming back and told them in great detail what had happened before and |
said, ‘I'm very worried about her’, and so they... she went back on the
Sunday and was at a psychiatrist on the Monday, they’d already booked
an appointment. (Parent)

In another case, when a student was distressed following the death of a friend,
HEI staff were unwilling to allow him to take absence of leave and return to his
parents’ home. However, the HEI GP intervened to confirm that he needed to go
home and he was allowed to take time out from his course.

There was little evidence of community based health professionals adopting
proactive approaches to communicating with HE services. The distance between
a student’s family GP and HEI services appeared to function as a major barrier to
communication. This student’s parents found their local doctor vague and
unhelpful about where their son might receive further support:

When we saw a doctor, he told the doctor he’d been cutting himself and
we said, ‘so what happens now?’ [The doctor asked] ‘Have you a
counsellor at university?’....but we worried about where do you go from
there....what's the progression after? (Parent)

Parents also described breakdowns in communication and co-ordination between
primary health care and community mental health services:
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They [the community mental health team] didn’t tell the GP that he had
turned down this first meeting. The other problem was them ringing up
and saying, ‘can | speak to him?’ three days after he’d taken his life. They
should be switched on enough to know what’s going on in their own area
...they should have a proper system where....the information is available.
(Parent)

4.17 Students’ attitudes towards support services

A lack of communication and co-ordination between services often combined
with reluctance to access and use services on the part of students. This
ambivalence towards seeking and using support extended to students’
relationships with their families. Growing independence from parents and
concern about revealing the full extent of problems were sometimes evident in an
unwillingness to engage with parents about problems and about treatment:

We don’t know whether he was actually taking the prescribed amounts,
you know....He wasn’t happy with being on antidepressants. You know,
so whether he took some, didn’t take, you know we don’t know exactly
how many he took. (Parent)

In common with other young people (ODPM 2005, Smalley et al 2004), many of
the students in the case studies appeared to find friends were the most
acceptable and accessible form of support.

The stigma and shame associated with acknowledgement of mental health need
and contact with mental health services acted as major disincentives to using
services:

That bothered him hugely, the fact that he was going to be tarred with this
brush of mental illness that, you know, shouldn’t be happening to
him....but he didn’t really seem to want to be helped. (Student)

As noted above, a perceived stigma attached to the use of antidepressants and
concern that they would not make a difference immediately meant that they were
frequently not taken:

He felt there was a stigma to taking antidepressants but still collected his
prescription. Whilst we were waiting in the chemist his behaviour seemed
to change. The Pharmacist told him it may take several weeks for the
antidepressant to work, and it may make him feel worse to start with. He
then decided then that he wouldn’t take them. He saw no point in taking
them. (Student)

Antidepressants were also unpopular with those students who favoured natural,
non-medical approaches to health:

| said to him you seem to be depressed to me and | asked him to go the
doctors and then | suggested that if he didn’t want - he was very anti, he
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was very anti-drugs, anti- smoking, and, like | say, he was very keep fit
conscious....(Parent)

Talking therapies were clearly more acceptable to some students but others
showed a similar resistance to engagement with counselling services:

....he was very sceptical about counselling and therapists and he was just
trying to outwit them rather than actually accepting that they might be able
to help him. So | think that the sessions he had were just a bit of a
disaster because of that reason.... (Student)

4.18 Conclusions from Chapter 4

The majority of students included in this research were young men in their
early twenties. In two-thirds of the case studies, the student had a
diagnosis of mental iliness at time of death and in most of these cases
problems emerged while they were students.

The majority of students included in the case studies were living in private
rented accommodation at the time of their death. This meant that in a
number of cases, the burden of day-to-day care and supervision for them
at a time of distress fell on their housemates.

A substantial proportion of the students in the case study cases died in
periods of transition at the start or towards the end of the academic year.
In a number of these cases, the context of the transitional period collided
with the student’s tendencies towards perfectionism. This combination of
factors could be used as an indicator of risk. While perfectionism is not an
arena where HEIs may easily intervene at either an individual or a broad
community level - all students are encouraged to aspire - the identification
of periods of transition as times of vulnerability suggests some areas for
preventive intervention which will be discussed in the final chapter.

In a number of the cases studied, students’ behaviour was clearly
influenced by another death. The vulnerability of other young people
close to a young suicide needs to be acknowledged and communities,
such as HEls, have a particular role to play in identifying and offering
services to those likely to be affected by suicide transmission.

Mental health needs in students were in some cases exacerbated by the
heavy use of alcohol and drugs. Other factors which interacted with
mental health needs included relationship breakdowns and difficulties,
financial and academic problems. Many of the students included in the
case studies were experiencing a web of problems which appears to have
left them feeling trapped at a time of transition.

Antidepressant medication appeared to be the main intervention offered

by GPs. A number of students were unwilling to accept this form of
treatment which was experienced as stigmatising and ineffective.
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A lack of co-ordination between sources of support was evident at a
number of levels: within HEIs, between HEI support services and
community health services and between services and families who
considered that confidentiality codes acted to exclude them from care.

The students included in the case studies displayed high levels of
ambivalence about contacting and using supportive services. Since only
two female students were included in the study, it has not been possible to
systematically assess the impact of gender in this respect. However, it is
clear that the services available were perceived as stigmatising or
ineffective by this largely male group of students.
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5 Study Findings - Responding to student suicide

5.1 The HEI role and responsibility in managing th e response

This chapter reports the experiences of staff, students and family in the aftermath of
student suicides. As discussed in Chapter 2, research from the US has argued that
the way in which the aftermath of suicides is managed has a substantial impact on
the health and well-being of people who are bereaved or affected in other ways. The
evidence concerning the transmission of suicide within communities, which is
supported by the findings reported in the previous chapter, also highlights the
importance of a response which is informed by prior planning and evidence. The
students, parents and staff participating in the RaPSS study reported a variety of
experiences of HEI support after a student suicide which ranged from excellent to
woefully inadequate. The institutional response tended to attract consistent reports
from all groups: so, for example, where students and staff described the response
as sensitive and thoughtful, then parents were also likely to do so. However,
respondents from all three groups — parents, students and staff - were clear that the
HEI needed to acknowledge its involvement in such an event and assume a role in
providing support:

..... one or two senior people said actually ‘it's .... not a university problem ...
it wasn’t about him being a student .... it was about a bloke who killed
himself'. .... | thought that was a rubbish concept because he is a student
and that was his being .... (Personal Tutor)

The thing is this isn’t the first student ever to kill themselves....it's happened
before for them [the university], it hasn’t happened before for us [the friends
of the student who died], so the university should.... be a little parent-like
perhaps about it, and you know at least understand and try to help. (Student)

Most HEIs now have a sudden death policy, often based on the model provided by
AMOSSHE (MacArthur with Ball 1997) and some staff we spoke to considered that
this provided adequate guidance for the administrative and other duties involved in
responding to a suicide: an identified structure or ‘tree’ for contacting people after
the death was considered particularly useful. However, although the case studies
covered the period 2000-2005 when such sudden death policies were established,
we found examples of such policies being explicitly used to guide the university’s
response in only nine of the case studies, while seven members of staff interviewed
had no idea whether a sudden death policy existed at their institution or had been
used to respond to the death. Furthermore, those who had used their local policy
guidance commented that its use was limited:

it doesn’t help you deal with the initial phone calls, the initial revelation and it
certainly has no impact at all upon how you speak to a group of students....
(Student Services)

This chapter considers some of the communication issues and practical
arrangements involved in the immediate aftermath of a student suicide and explores
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the impact of such a death on the three key groups participating in the study:
students’ friends, students’ parents and HEI staff.

5.2 Managing the immediate impact of a student suicide

In considering the 20 case studies as a group, it was apparent that the level of an
HEI's involvement in managing the practicalities surrounding a student suicide
varied substantially. Most of the deaths studied involved students living in private
rented, off-campus accommodation, and, in this context, there was a tendency for
the management of practicalities in the immediate aftermath to be assumed by the
students’ housemates, some of whom clearly struggled with the level of
responsibility they were required to assume at a time when they were shocked and
distressed:

.... nobody ever asked us how we were, whether we needed any help, that
was the last we actually heard of it ....no-one ever asked us if we needed
anything doing, nobody ever. (Student)

However, there were some examples of students who felt well supported by HE
staff, even when the death had occurred off campus:

| saw (the student counsellor) a couple of times and he was really supportive,
like at the funeral he was quite you know, like by my side the whole time,
really, really good. | didn't really go to any counselling, but that was my
choice, it was there. (Student)

A suicide that occurred on campus or in HElI accommodation was likely to have a
wide impact very quickly and to be experienced as a shock by a large number of
members of the HEI community. One member of staff described the large number
of those who:

were exposed to something they hadn’t expected....In such instances
however it is also important to manage and contain this emotion. (Student
Services)

There was also evidence of staff who responded quickly and sensitively to the
distress of families, friends and staff. In such cases, it was clear that a single
member of staff, usually the Head of Student Services or Head of the Counselling
Service, although in some cases the personal tutor, took on this role and assumed
professional responsibility for co-ordinating and instigating a wide range of
supportive activities.

5.3 Finding the body

The method of death and the location of the suicide appeared to have a significant
impact on the reactions of those closely involved. Of the 20 case study deaths,
seven took place at the student’s term time address; of these, one took place on
campus. Students were responsible for discovering the body of the deceased in all
eight of these cases.
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Those students who discovered the bodies described the distress and panic which
ensued, giving graphic and physical details including difficult attempts at
resuscitation and the realisation that their friend was dead. One student described
the experience thus:

.... l wasn’t vaguely rational, there was nothing rational about it at all.
(Student)

The discovery of the body was in some cases compounded by the fact that the
death had happened while flatmates had been asleep in the house. As one student
described:

[it had happened] literally .... like eight foot from where | was sleeping....he did
that. (Student)

5.4 Negotiating with the police and undertaker

The arrival of the police at the scene of a suicide was often experienced as
traumatic by other students, especially as in some cases, the police initially treated
the death as a potential crime scene. Some students found the police’s approach to
be ‘heavy handed’. The arrival of the police on campus also contributed to making
the death visible and alerted the student community to the event.

The police’s forensic approach to searching the room of the deceased for a note or
other evidence and photographing the scene as well as taking statements were also
experienced as stressful by students. In some cases, students were left with the
body in the house while they waited for the police or the undertaker. Some
flatmates of students in private accommodation took on a great deal of responsibility
for managing practical aspects of the death, including identification of the body,
taking parents to the morgue and negotiating with the undertaker. This level of
responsibility was experienced as highly distressing:

| didn’t feel like | had a choice, | felt like | had to deal with it, | had to deal with
the undertaker .... (Student)

The geographical distances that parents needed to travel to reach the HEI after a
death often left staff or students assuming responsibility for the body, liaison with the
police and dealing with the student’'s possessions in the immediate aftermath.
Some parents received much needed help from the HEI with practical support such
as accommodation or travel. However, this was not true of all those who needed
such assistance. These needs will be particularly acute if parents are travelling from
abroad.

5.5 Breaking the news

While there were some examples in the case studies of HEI staff considering and
planning how to ‘break the news’, in other cases, this appeared to happen in an
unplanned and haphazard way. If the death happened in a public setting, it could be
difficult for the HEI to exercise control over how relevant groups were informed as
word-of-mouth and the press became the main conduits for breaking the news.
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However, HEI staff were aware that a student suicide could attract media and public
interest and some institutions worked proactively to try and control media coverage
of the death:

.... the university would try to control it and bring it through me and the press
office and we would try to deal with it together, and you know I've worked
quite closely with the press office .... (Student Services)

Liaising with the media could also involve discussions with the student press about
whether and how the death would be reported.

In most of the case studies, the death did not happen on campus and the HEI was
reliant on information coming from third parties. In some cases, parents who
telephoned the HEI were put on hold for extended periods of time or connected to
the wrong person. One parent resorted to phoning the student union before finally
being passed to Student Support Services. In some cases, the student’s friends
contacted the family, leaving the HEI out of the initial communication loop:

.... it was all virtually over before we even knew, because all communication
was .... from the student’s friends to the student’s family who they knew quite
well .... (Student Services)

Where an identified lead assumed a co-ordinating role after the death, systematic
attempts were made to inform all relevant groups:

We already had the housemates .... we knew who the friends were and |
talked to a number of them and checked with them who else might need to be
told .... people from the department and people from the halls .... there was
the closed circle and the wider circle ... the student union....athletic union ....
football team ..... (Student Services)

One tutor used student representatives to make sure that students were kept
informed. Another pointed out that assuming responsibility for informing staff and
students was valuable, even if the news had already spread, as this was the first
step in encouraging people to engage with support services.

In some cases, no announcements were made or announcements about the death
did not reach all the relevant groups:

The details we really knew were from the newspaper .... and that was all we
really knew ... me and a couple of others, just needed to know a bit more ....
(Student)

There were also instances of information not being passed on to students returning
to university or college after the event. One student described how they, rather than
HEI staff, were left to break the news:

.... [I] had to go through the whole story with him and they [HEI staff] said
‘oh, well we didn’t know how to tell him so we thought it was best that we
didn’t say anything at all ..."” (Student)
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Word-of-mouth was considered to be the most appropriate way of communicating
the news to students and staff but it was acknowledged that it might not be possible
to contact all those who needed to know by this method. Those staff who did make
announcements to the relevant student group found it difficult. Staff who had taken
on this role emphasised the need to prepare for the task:

....I used a script....because you've got to really get it right. (Tutor)

| had to make the announcement....l had to tell the cohort of new second
years what had happened, his peers ....and | rehearsed it, you know, |
spent a long time choosing those words and also discussed the structure
where myself and student support services could help individuals to
celebrate their feelings for him and talk about their feelings intimately if
they so chose.... (Tutor)

There was a difficult balance to be struck between providing students with sufficient
information to quell rumour and encouraging speculation about motives and
methods:

.... SO people were very shocked and wanting to know more details and |
really wasn’t willing to share those details with them, except in the very sort of
blandest of terms .... (Tutor)

Staff also suggested that students should be encouraged to remember their
friend rather than searching for blame or answers:

So | said the only bit of advice that | can give is that it's not to look for
blame, don’t, don’t look for answers, it's a terrible thing that happened and
try and remember him as the guy that you remember .... (Tutor)

It was generally felt that it was in all parties’ interests for information to be shared
with the student community as quickly as possible. Otherwise, the HEI could be
seen as ‘wanting to hush it up’, this view that HEIs were protective of their reputation
was voiced by parents, students and staff, for example, this friend of a student who
died noted:

.... they would have liked to keep it quiet .... they’re so worried about how it
will affect other people .... (Student)

In some HEIs, there appeared to be an absence of an identified chain of
communication immediately following a student suicide. This resulted in information
being passed between HEI departments and staff in a haphazard manner. This
Head of Department in one HEI recalled that s/he was alerted to the death in a
particularly unplanned manner:

... Someone came into the office said ...’did you hear that one of the

students has killed himself? .... I think it was one of your students...’.(he)
didn’t know who it was.... (Tutor)
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Academic staff participating in the research had only limited awareness of student
counselling or support services coordinating or managing the immediate response.
In discussing the role of the counselling service, this personal tutor commented:

.... | have no idea whether they knew about it or not, | didn’t contact them and
they didn’t speak to me. (Tutor)

Some academic staff felt that, since the death had already happened, there was no
point in getting the counselling service involved.

However, there were also examples of good communication between different HEI
departments immediately following a student suicide:

....we called in the Residents Support Network .... so we did a kind of
telephone tree sort of like making sure that all the Deans who were on, on
site .. were aware and that they were telling their coordinators who were
telling their assistants,.... (Student Services)

....the Head of Student Services rang me up to tell me that we had a
student suicide as soon as she found out.....she was always really good at
like, if anything happened to students like serious injury or student death,
she was always really good at making sure we were informed straight
away, so she just gave me a bit of background to the case early on....
(Student Union Welfare Officer)

5.6 Funerals

Parents and family were considered to have ownership of funerals and it was felt to
be important for HEI staff to check if families were comfortable with students or HEI
staff attending the service. In all of the cases studied, parents were happy for
students to attend the funeral and involvement of students in the funeral was
generally seen as positive by both students and family. Both students and parents
interpreted student involvement as a testimony to the student who had died:

.... SO many people thought enough of him to go to his funeral ... all these
people really liked him .... (Student)

Accounts of overflowing churches with numbers of 150-500 attending seemed quite
common among the case studies. While many of those who attended described
funerals as difficult and emotional events, the term ‘celebration of life’ was also used
in respect of them.

Some of the staff who attended funerals did so both in a personal capacity and as a
representative of the university. A staff member who attended both the funeral and
inquest found the HEI's expectation that he should represent the institution
demanding:

a personal decision [to attend], but .... when it appeared that | was the only
person going | was deemed to be the university .... (Tutor)
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Staff were sometimes unsure whether they would be welcome at the funeral
because they were concerned that the HEI or they would be blamed for the death:

| would have liked to attend it...., but then | didn’t want to be intrusive and |
also thought maybe he went from here to, to take his own life and | wasn’t
guite sure whether, whether we would be welcome. (Tutor)

Chaplains could play a key role in the aftermath of suicide and their involvement
was usually welcomed by others who considered that chaplains would have
expertise to offer in responding to the death:

....meanwhile the Chaplain had become involved and he was offering
another form of support to those involved and offering his role .... it
became apparent quite quickly that there was a need to offer the group
most affected, some way of coming together and sort of thinking about it,
in that kind of immediate period .... (Student Services)

.... we then organised .... for the Multi-Faith Chaplaincy Centre as a kind of
space to be available for students or for anyone to go and, and kind of mark
respects, or do something .... (Student Services)

Students, family members and staff reported the value of support from chaplains,
especially at the time of the funeral, either in officiating at the funeral ceremony
itself, or in accompanying students in the minibus to the funeral.

5.7 Suicide and responsibility

Virtually all the research participants conveyed a sense of examining their
responsibility in the death. Students often felt that they should have been able to
predict their friend’s suicide:

| felt absolutely horrible because | thought should | have seen it, should |
have realised it, should | have picked up on any signs? (Student)

Such feelings could be spread quite widely within the student community:

There were lots of conversations going along in doorways and .... over coffee
as to what could have happened and what might have been better .... (Tutor)

For staff, feelings of responsibility were associated with anticipated blame from the
family. This could be seen as directed both personally and at the HEI:

.... one of things | was immediately aware of was that | had no idea how the
family would feel towards me, because | knew that they knew he had been
seeing me .... | didn’t know whether they would feel that | was in some way to
blame, or in some way derelict in doing what | was supposed to have done.
(Student Services)
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...people feeling responsible, people feared being blamed, and you know to
lose someone, a young adult’s life is a big thing .... people don’t want to feel
responsible or blamed ... it's a bad thing. (Student Services)

Staff were also concerned about the possibility that the demands of the academic
programme had contributed to the death:

.... my immediate thoughts .... where, what did | do wrong, what could | have
done, is it my fault .... especially because | was managing the programme so
| was responsible for ....designing and inventing the very environment in
which it happened.... (Tutor)

As was the case with the student community, such feelings could spread through all
levels of the HEI hierarchy:

....people were really very, very upset, at all levels in the university ... there
were people who work in registrar’s office .... who were equally shocked by
what had happened... (Tutor)

For those closely involved, this sense of guilt could last for some time and there was
a sense that such feelings were never fully resolved:

And of course at the time you're fraught with guilt and the what ifs and if
onlys .... and it's my fault .... this goes on several months, and hopefully you
come to terms with it, but you never get over it. (Student)

5.8 The search for explanations

Parents, staff and students all described how they searched for reason for the
death:

.... you've got to have a reason, you’ve got to give yourself a reason,
because if you don’t you're going to be, for the rest of your life thinking ....
what on earth .... (Parent)

.... anger and frustration, my major part of it because | will never ever know
why and | think that was very difficult, | think I'm ok with it sometimes and
sometimes it still annoys me .... (Student)

There were some examples of parents looking to HEI staff and students for
answers. This could be difficult for those who were asked to make sense of what
happened:

.... (his parents said) ‘do you know anything about why this might have
happened...we can’t make any sense of it, ...." | was pretty uncomfortable
about (this) because | was still churning it over myself, churning over my part
of it .... (Student Services)
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5.9 Suicidal feelings among those bereaved

Both parents and friends reported considering suicide themselves following the
death:

.... Six months after his death | still wanted to be with him, don’t know where
but | wanted to be with him. (Parent)

.... I think it is contagious, | mean I tried to kill myself. (Student)

A proximal suicide can alert those in the same community to suicide as an option
and staff and students conveyed a sense of loss of security and confidence:

.... there’s this fear of something else happening ... (Student Services)
5.10 Student experiences of bereavement and support

Students described a range of difficulties associated with their bereavement. Some
of these related to the psychological processes of loss and grieving but there were
also social, practical and educational consequences for them. Their experiences of
receiving support from HEIs varied, with some feeling they had received little or no
support and others feeling well supported:

They were absolutely awful, they didn’t do anything .... (Student)

While the majority of students interviewed for the case studies similarly negative
experience of support, a small number had positive experiences:

.... The Head of Student Services phoned me and she said ‘oh, do you
want to come, come up and have a chat, do you need anything, sort of
money or stuff?” And | was like actually that, money, money, money 'cos |
was, | was like saying alright I've got to buy a new suit for the funeral,
some flowers and everything like that, and take time off work to go and
whatever and she was absolutely brilliant .... (Student)

Others felt that they had not required anything from university support services
because they had received sufficient support from friends or family.

Shock was commonly mentioned by participants and this appeared to act as a
protective factor for some students:

It's going to sound weird (but) | never ever really felt that bad, | just felt
completely like numb and helpless and | think ‘cos | was in so much shock
for the ... immediate .... six months afterwards .... and once | started to
obviously feel things after that six months | started to actually get upset....
(Student)

Some described sleeping problems which impacted on their study:
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.... I didn't sleep at all .... | couldn’t work and do anything....(it would) be
getting to four or five in the morning and I'd have to be up for lectures at
nine.... (Student)

For a number of students, the university experience as a whole was coloured by
their friend’s death and their social life was affected:

.... going back to uni was horrid .... really horrible .... because obviously he
wasn't there. (Student)

.... if I look back it seems like a big cloud but I'd go out and I'd get drunk and
I'd get upset .... (Student)

For some students, feelings had become more manageable when they left university
or when they went home in the vacation:

.... going home for Christmas .... | felt a lot better after that, just a kind of
break from it, because | think we were quite immersed in it .... when you're at
uni .... it's quite intense .... (Student)

5.11 Impact on course of study

There was considerable evidence that students’ academic progress and
achievement were affected by their experience of suicide:

| mean A and B failed their second year and | repeated (exams) .... (Student)

However, some students were unwilling to ask for preferential treatment and needed
others to identify and acknowledge their difficulties for them:

Academically not doing so well but not wanting to be seen to use the death
as an excuse .... obviously you were struggling ....(but) you wouldn’t want it
to be seen that way .... so | think if they’d approached me .... I'd tell them ...
(Student)

Deaths which took place near exams resulted in some students failing. However,
only two of the students interviewed had their friend’s suicide taken into account by
HEIs and were offered dispensation from exams or the opportunity to re-sit.

Other students considered that they and their friends had not achieved to the
standard they had been reaching before the death:

....F also dropped out or was kind of taking it slow because she was
having so much trouble too, | think H suffered quite a lot, but she’s quite
intelligent so in the end she got a 2(1), but she probably would have got a
first if she wasn’t doing that ... (Student)

In two cases, students who had had close relationships with the students who died
were offered the opportunity to intercalate (take a year out from their studies).
However, both chose to continue, in part because they valued the peer support they
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were receiving but also because they didn’t want to delay completing their studies.
Students described the objective of completing their university degree as something
which ‘kept them going’ and provided them with focus and motivation after their
friend’s death. While completing their degree was considered a positive
achievement, this was clearly a struggle for some:

.... l was proud to get my degree because .... | didn’t think I'd make it,
honestly didn’t think I'd make it .... (Student)

5.12 Accommodation problems

Academic performance was not the only aspect of university life to be affected:
accommodation problems were common for those students whose friend had died
at their student accommodation. A number of students in this situation felt that they
no longer wished to continue living in the same flat or house. This was both an
immediate and a longer term response:

.... I didn’t go back to halls really, (I'd) stay with friends .... (Student)

No that first day wasn’t the worst part for me ... it was probably a few days
later ..... the night times ... | couldn’t sleep upstairs, because (it had
happened) literally there .... | didn’t have any lights off for a good long time
afterwards. (Student)

Private landlords were not always understanding about the change in tenants’
circumstances: in some cases students were obliged to find the missing rent
payments and students reported being charged for damage to the property or carpet
occasioned by the suicide. Students in private accommodation needed help and
advice to manage these practicalities:

.... we had some problem with the .... tenancy arrangement on this house

. one person who was living there had committed suicide .... and his
housemates had found him .... and they obviously didn't want to stay
there .... they had real difficulty with the landlord but I know they went to
the advice centre and .... they helped them sort that out quite quickly ....’
(Student)

When the death took place in university accommodation, the approach usually
adopted appeared to be to leave the room vacant for that year but to return it to
normal usage the following year.

Some students wanted to assume responsibility for clearing the room after their
friend’s death; however, a number of students in private accommodation felt that
they had no choice about taking on this task. One student described going back
into the room after the parents had removed personal effects:

....  went back into his room and it just looked exactly the same, | was like

oh god .... | have to sort through this .... 'cos all his stuff was still in his room
.... I was still surrounded by him .... (Student)
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5.13 Support for students from friends and family

A number of those students affected by a friend’s suicide received substantial
support from their parents and many of them went home immediately after the
death. However, for some students, particularly international students and other
students whose family live at some distance from the university and older students,
this form of support will not be so readily accessed.

Some students received considerable support from their immediate group of friends:

. they really did just keep my head above water .... those four girls that |
lived with were just gold dust ... you know like if | didn’t want to go to bed on
my own, I'd kip in with one of them .... | think they didn’t give me a chance of
get into a bad way, wouldn’t have let me get there .... (Student)

A few students acknowledged that, while a preoccupation with the suicide within
their social group could be at times unhelpful, talking was for some an important part
of the process of making sense of the death:

.... | just desperately wanted to talk about it for hours, | just didn’t want to talk
about anything else ... (Student)

.... she [his girlfriend] clung to us the way we clung to her because her group
were .... departed from it ... you didn’t want to move on from it, like you didn’t
want to kind of stop being that way because it was the end .... (Student)

5.14 HEI support for students following a suicide

Students conveyed a sense of needing to be ‘looked after’ in the aftermath of a
suicide. They needed support services to be proactive in this respect:

....I could have done with someone monitoring my attendance .... because |
went out and drank a lot .... | could have done with someone being ....
aware of whether | was in a lecture .... ‘cos did get quite behind. (Student)

A number of student support services recognised the need for such an approach
and made active and repeated offers of support:

(I said) I'm just going to keep an eye on you .... | told her what | was doing
and ..... every once in a while | phoned her .... by about midway through the
year she kind of backed off ... she wanted to put it all behind her .... (Student
Services)

We don’t make them a counselling appointment because that’s not .... how
the counselling service works .... but we definitely go and knock on their door
.... and say are you alright and we keep doing that .... until they tell us to go
away really. (Student Services)

This proactivity extended, in some cases, to actively identifying those students who
were in particular need of support:
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....we identified individuals who we felt we ... need to be aware of ... [and] a
system of being alert .... to those people if they turn up. (Student Services)

Staff described how much of the work with bereaved students was not formal
counselling but rather involved creating opportunities for students to access support
at the level that suited them:

....there was quite a lot of not particularly obvious but very necessary gentle
outreach work, from staff in the welfare area to try to make sure that people
around are okay, as much as possible, with their distress .... (Student
Services)

Chaplains .... (who) just wander round and just start chatting to people....
(Student Services)

Students valued the provision of counselling services which acknowledged their
need to discuss the suicide and normalised their feelings:

My mission for counselling was .... to help talk about it ... because there’s
only so much you can talk to your friends and family because they don’t want
to hear about it every two minutes you know, whereas a counsellor just sits
there and listens to you .... (Student)

Published information on bereavement was also considered useful:

....I read through that and .... (it) was nice knowing that the way you feel is
not wrong.... (Student)

Students appreciated flexible delivery of counselling service which did not restrict
the number of sessions available and the opportunity to ‘drop in’ for counselling
was also valued. Counselling needed to be made available in the long-term as
well as in the immediate aftermath. Some students commented that counselling
would have been particularly useful a few months after the death when the
support from peers was diminishing and they felt that they had repeated their
story to friends many times. One student appreciated being encouraged to come
back if she needed to after graduation. Also in the longer term, students felt that
services should acknowledge their needs at the time of the anniversary:

When it came to the year anniversary it would have been nice then if
somebody has sort of said, ‘you know are you alright?’ (Student)

While parents reported finding support organisations helpful, only one of the
students interviewed made use of a support organisation for the bereaved. The
individual who did so found the group to be dominated by family members whose
grief was of a very different nature:

.... we couldn’t find any sort of support group that was for people like us,
people that had lost friends .... (Student)
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Only one student reported using counselling services outside the HEI. HEI services
are therefore likely to be the main source of support for students bereaved by a
student suicide.

5.15 HEI communication and contact with parents following a suicide

Almost all of the parents interviewed had received a letter of condolence from a
member of staff at the HEI, in most cases this came from the office of the Vice
Chancellor or Dean of the Faculty. This approach appeared to have been
incorporated into standard procedure in most HEIs although there were two sets of
parents who received no communication from the institution:

.... bit sad, that we’d had no correspondence or communication. (Parent)

Communicating with parents by phone was considered more difficult by staff,
although it was appreciated by parents when it happened:

.... as soon as | told the university, their student counsellor rang me back
immediately, and gave me a long time to talk about it all and said ‘you can
ring back anytime’, and also asked me if | thought there was anything they
could do to help. (Parent)

Where staff did talk to the family, it was helpful if they had known the student and
were able to draw on their personal recollections. One parent commented:

.... it would have been nice if someone had come and talked to us about him
and what he was like at university...it would have been lovely to have a
picture of the other life we didn’t know about .... (Parent)

Parents did not expect the HEI to offer them support in their own right but a number
said that they would have appreciated being given information about bereavement
organisations or groups:

Someone should tell you that there are groups. (Parent)

Parents also wanted HEIs to take an active approach to identifying ‘learning points’
associated with the death:

.... people are looking at what they did or didn’t know and learning from it ....
(Parent)

.... somebody from the department wrote and said that they realised he
hadn’t been happy in the subject he’'d been studying, they were aware of that,
they felt, you know they just felt regret, you know that it had happened ....
(Parent)

Parents stressed that HEIs needed to take care over what information was sent to

them after the death and how. For example, giving parents course work belonging
to the student might be helpful but needed to be checked out with the family first. If
the offer of coursework was accepted then parents felt that staff should ensure that
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this was followed through. Amending formal HEI records also needed to be done
sensitively and with the family’s needs in mind. One mother recalled being
distressed by a notice from the library after her son’s death:

... we had something from the university .... | remember .... it made me
really angry, something to do with library books. ... as though he was still
there or something .... in other words he hadn’t been taken off the books.
(Parent)

Parents also described mixed emotions about remaining in contact with their child’s
friends:

Anyhow | kept deliberately in touch with these friends for some time but
eventually you feel you don’t want to make these young people’s lives difficult
by reminding them all the time you know, and you don't talk about what you
want to.... (Parents’ Perspective Case)

5.16 Memorials

Students appeared to welcome the idea of a memorial to their friend rather
earlier than parents who needed a period of mourning before they were ready to
contemplate a memorial. In some cases, an early suggestion of a memorial
‘fizzled out’. Some students were awarded a posthumous diploma or degree but
although parents appreciated this offer, attending the degree ceremony was a
very demanding experience for those parents who did so:

[when they called his name] You just expect him to bound up there with a
big grin on his face you know .... | don’t know how we even went up and
got it .... | felt, it was something I just had to do, after all the effort he put in
and what it meant to him, | felt | had to go and receive it for him but it was
the worst day of my life. (Parents)

If parents are to be offered an award, careful consideration should be given to how
the award will be presented and HEIs should be prepared to nominate a member of
staff to support parents throughout this event. For some parents, the prospect of
attending the degree ceremony was too painful.

Parents varied in the extent to which they appreciated the suggestion of a memorial
such as a tree or bench or the establishment of an award in their son’s or daughter’s
name. While some parents did not seek a continued association with the HEI,
others were critical if they felt the HEI:

.... wanted to pretend it didn’t happen, he didn’t exist.... (Parents)

5.17 Staff experiences of support following a sui  cide

Both academic and student support staff described strong feelings of shock and loss
In response to a student suicide:
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.... (staff) just went back into their office and started crying and you know just
couldn’t work for the rest of the day, it was just too much to hear that he had
died ... (Student Services)

Staff responses were complex as their personal feelings of loss collided with the
feelings evoked by their role within the HEI. As noted above, staff often felt a sense
of responsibility on behalf of the HEI and were worried that they might be blamed by
the family. Staff who had counselled or acted as personal tutor to the student who
died seemed particularly affected and some HEIls acknowledged this:

| arranged for additional support for the counsellor who had seen
him...additional supervision and a reduced workload and time out. (Student
Services)

Some staff did receive support in their own right from the HEI counselling service
and found this valuable:

...they knew | would have a personal response to this....and talked to me
individually about it, conversations which | found extremely difficult were very
cathartic.... (Tutor)

However, the majority of staff interviewed did not receive formal support from within
the HEI:

what would have been really helpful would have been if someone had turned
around to me and said go find yourself someone to talk to .... we’ll pay for
it....(Student Services)

Despite such expressions of need, there was only one example found in the case
studies of staff being given access to independent support services. Staff also
commented on the need for help to be offered proactively:

Yes | think that | should have been [offered support], | spoke to people about
it but | didn’t get anything back from that .... the university counselling service
should have picked that up because | know they pick it up for students....
(Tutor)

Some staff commented that informal support from colleagues was not readily
available either:

....one member of staff felt terribly let down by their colleagues, as he felt
upset but the others weren’t recognising that or making any allowance for
it.... (Student Services)

Most staff members interviewed reported that their support came from their partners
or family; the need for support was additionally complicated by the nature of the
death and associated guilt:

| have an absolutely wonderful husband, who'’s trying to protect me .... it was
bit difficult .... he was trying to protect me from myself.... (Tutor)
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Those staff involved in co-ordinating the HEI's response after the death found this a
demanding task:

....to try to support the people who are here and to try to link with to the family
is quite painful, difficult...because you're getting too much of it.... (Student
Services)

Staff who shared these responsibilities with colleagues considered that approaching
the various tasks jointly was a source of support in itself. Those who had to do it on
their own reported leaning on students. When asked what would have helped them
to cope better with the tasks involved in the aftermath of a student suicide, ‘being
able to share that responsibility (with) other people’ emerged as a common view.

5.18 The inquest

Public and press interest in a student suicide often revived at the time of the inquest.
There was a substantial delay in the inquest taking place in some of the case
studies with some cases taking over a year to be heard. There was little evidence of
HEIs liaising with the Coroners or Procurators Fiscal around the timing of the
inquest, although one HEI did successfully negotiate with the Coroner for the
inquest to be held at a time which avoided the exam period in order to ease the
pressures on those students who might be required to attend. Since there is no
obligation for the Coroner to inform an HEI that the inquest is to take place, the onus
was on the HEI to raise this issue with the Coroner’s office.

Some staff and students were asked to appear as witnesses at the inquest, although
in some instances the statements made by witnesses at the time of the death were
considered sufficient. Some students and staff chose to attend the inquest. Most of
the families attended the inquest and reported finding it a difficult experience. Many
of those who attended found that the inquest reactivated memories of the death and
some found details of the medical evidence upsetting.

For some of those attending the inquest, the evidence presented illuminated their
understanding of the student’s death. One student’s friend felt that, as a result of
the inquest, she understood:

.... exactly what happened .... so in that case it was helpful ....(Student)

However, others some friends and parents were distressed by the evidence which
confirmed the student’s suicidal intent:

I'd really hoped someone else was there with him and that he didn’t do it to
himself .... (it) was hard to (have) someone actually say officially ....
(Student)

The public setting of the court was not always a comfortable place to discover new
information about the student and there were some cases of the inquest providing a
forum in which participants’ differing views and perspectives on the student’s
behaviour and death came into open conflict.
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5.19 Conclusions from Chapter 5

Students were more likely to feel supported following a suicide when an
individual within the HE assumed responsibility for co-ordinating the HEI
response. Generally, students welcomed support from the HEI and identified
a wide range of needs in the aftermath of a student suicide ranging from
emotional support to assistance with practicalities and support for their
academic studies.

HEIs need to take a proactive role in breaking news of a student suicide.
Even when the initial communication does not come from the HEI, the HEI
has a role in breaking the news as staff can take an overview, identifying
relevant groups who need to be informed and can access systems of
communication. Assuming this responsibility reduces the pressure on
students to whom this task may otherwise fall.

HEIs need to find a balance between keeping students informed and
encouraging speculation, preoccupation and rumour among the student
community. Details of method of death should not be circulated.

Students who were close to a student suicide expressed a need for a form of
‘looking after’ from the HEI. A proactive approach that involves seeking out
those students likely to be affected and offering the opportunity for support
both in the immediate and the longer term appeared most effective.

Students are not any less likely to need such support if the death happens in
private accommodation: some of the students in these settings struggled with
carrying large amounts of responsibility for managing the immediate
aftermath.

It is helpful if HEI staff ensure that the individual who finds the body is
identified and actively offered opportunities for support. This is often another
student but it might also be a member of the domestic or security staff.

HEIs need to acknowledge and allow for the impact of a student suicide on
the academic progress of students’ friends.

Accommodation problems following a student suicide need to be considered
and students offered assistance.

HEIs should have information on bereavement by suicide and relevant
support agencies available to offer students and family members: the
Department of Health’s pack (DH 2006) could be used for this purpose.
However, such packs should not be used as a substitute for providing face-
to-face support services tailored to students’ particular needs.

Arrangements for memorials, posthumous awards, management of the
student’s accounts and other matters should be discussed with families so
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that they can make decisions about which approach would be most
acceptable.

Staff needs for support following a student suicide were not always
recognised and responded to — these needs may be compounded by
concerns about blame and a sense of institutional responsibility.

Staff involved in co-ordinating the response following a student suicide found
it helpful to undertake tasks and share decisions with an identified colleague.
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6 Positive Practice

This Chapter draws on interviews with HEI staff which explored positive practice
in developing systems and services which might minimise the risk of suicide and
reduce the likelihood of harm and distress to others affected by such an event.
Those participating in the interviews drew on their own extensive experiences of
planning support services for students and of responding to sudden deaths in
HEIs. The interviews were wide-ranging and included discussions with heads of
student services, heads of counselling, a chaplain and others working in roles
that encompassed pastoral support and administration. A total of ten interviews
were undertaken in HEIs ranging from large universities in major cities to smaller
institutions. Traditional and newer HEIs from across the UK were represented in
the interviews.

The interviews sought to identify practice that was positive in respect of both
suicide prevention and responses after a student death. Much of the practice
described below will be characteristic of other HEIs. However, some of the
findings of the previous chapters suggest that practice may vary across the
sector and between incidents.

6.1 Prevention
6.1.1 Promoting positive images of mental health

When asked about innovative strategies for suicide prevention, many
respondents referred to the importance of promoting positive mental health within
HEIs. Some identified this as developing an emotionally literate community,
meaning that staff and students needed to be equipped with knowledge about
the potential stresses of student life and relevant support services. A number of
interviewees described the use of induction programmes to communicate the
image of a caring community whose members were concerned for their own
emotional welfare and that of other students:

We'd try and flag up in the induction when people come that they’ve come
and they’re part of a community and so they need to look out for
themselves and look out for their friends. (HEI Staff)

Most of those interviewed talked about the need within HEIs for general
awareness of mental health rather than it being confined to a specific service for
those with ‘problems’. Staff emphasised the importance of all students being
known and connected to the institution:

(we) have a very proactive pastoral structure ... one of the advantages of
the place is that students know who their tutor is, their tutor will make
contact with them, that the student has various means of being alerted to
all sorts of issues (HEI Staff)

Such approaches were more easily implemented in smaller HEIs; collegiate
structures also appeared helpful in this respect.
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6.1.2 Ease of access to services

In a number of HEIs, academic staff were described as able to consult in
confidence the student support services about their concerns for a student,
without the student having to approach the service. This was identified as a way
of supporting students who were at risk and who did not feel that they were ready
to seek help for themselves. It also represented an approach to managing staff
anxieties about students.

Some of those interviewed noted the enduring nature of stigma associated with
mental health problems, to the extent that one HEI had made a decision not to
call its counselling service by that name. This had not been without its difficulties
and had been seen as a reduction in service but staff at this HEI felt that the term
‘counselling service’ did not fully reflect the aim of its current service which was
to offer students a wide range of support and advice services from one location
rather than to offer counselling alone using a traditional one-to-one, person-
centred approach. This innovative approach might not suit every HEI but it
indicated a very purposeful approach to a local context and offered a means of
circumventing the stigma attached to psychological therapies.

Peer support was also identified as more accessible and acceptable to students
than professionally staffed services and this represented an innovative approach
to prevention in a number of HEIs:

We do have some student groups which have been quite successful and
nothing to do particularly with suicide but we have had groups that are run,
that are student led, the number of student volunteers that we recruit
every year who do a lot of work with us...one-to-one sort of, you know,
befriending students that sort of thing... they’'ve got a big role to play in
orientation, when the students arrive and that week they do a lot of work
for us and they sort of prioritise the service and they just do very basic
things as well but they also, we also use them quite heavily in Semester
One, | would say, particularly for students that are homesick and feel a bit
lost... (HEI Staff)

Peer support could be delivered individually or in groups but in all cases the
importance of adequate training and back up was emphasised:

... the way it works is that our HEI trains, | mean quite intensive training,
they have to have 30 hours of training, it trains a cohort every year and
then the peer supporters make themselves known to the wider student
body and make consultation formally and informally. (HEI Staff)

Some of those interviewed made particular reference to the increasing diversity
of students: different cultures and attitudes to helping services were described as
necessitating innovations in the range of support services offered. One HEI had
introduced a ‘formal direct responsibility for acting as advisor to international
students’ following a student death, and such roles are increasingly being
acknowledged as valuable across the sector.
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6.1.3 Patterns of service provision

One HEI staff member considered that staff, particularly the wardens of its
student accommodation, valued its out-of-hours provision. This service was able
to respond to students who might phone in a crisis but it had been decided not to
advertise it widely to students for fear of increasing demand. Emergency contacts
within HEIs might be one area where provision could be more clearly signposted,
not least for outsiders who might wish to contact HEIs in an emergency.

Some of those interviewed commented on the availability of services throughout
the academic year. One noted that, while in vacation periods the usual range of
drop-in sessions held by tutors was not in operation, other staff might be
available. In the past, this respondent reported, Christmas had been a
particularly isolating time for many international students but growing numbers of
international students in the HEI were making it less likely that they would be on
their own, and systems had been introduced to put international students in
contact with one another. This HEI also had a policy of making it clear when
services would be open or otherwise over vacation periods. Respondents
identified other potentially isolating times of the year. These included the periods
after examinations had finished and students were waiting for results, although
some reported that most students left their HEI almost immediately.

There were some HEIs whose remote location made it difficult for their students
to access specialist support services from the community, since they were not
available locally. For example, one HEI referred to the difficulties students faced
in accessing services for sexual assault and discussed the ways in which student
support staff might have to take on a wide range of support for individuals.

Confidentiality policies and practice emerged as areas where fresh ways of
working had to be established when new service models were developing. In the
case of the HEI where the counselling service had been reconstituted into a
student support service, this meant that a policy of one file for each student had
been agreed and this file was open to all staff working with the student. As the
respondent indicated, the idea of sharing information in this way was not
common practice:

I know a lot of counsellors would be horrified if they thought that
somebody else was having access to their files (HEI Staff)

The level of ongoing liaison with the NHS varied considerably between
institutions, but some HEIs described robust relationships with local health
service providers in relation to individual cases. For example, one HEI reported
very good links with the local hospital, whose staff contacted the HEI whenever a
student was admitted:

We have a policy that if we know anybody’s been admitted for a suicide,

then we will, we’'ll go and visit or we’ll certainly phone and find out and go
across. (HEI Staff)
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6.1.4 Support and training for staff

Both increasing awareness of mental health as a collective responsibility within
the HEI and the imperatives of responding proactively to diversity meant that
those interviewed talked of the need, in their views, for staff to have back-up in
their pastoral roles.

Services for staff were mentioned as an important part of responsibility within
communities, and these were extended to all staff in some HEIs, including for
example, cleaners and porters. In other HEIs, staff were not able to use the HEI
counselling service, but were directed to the occupational health service. It would
be useful to consider which models of support seem to be most effective for staff,
not least because the evidence from the interviews undertaken for this study (see
Chapter 5) suggested a high level of distress among some staff.

The availability and nature of training for staff varied, and some HEIs, but not all,
had decided to be explicit about suicide risk. For example, one respondent
described a shared arrangement over training for hall wardens and other similar
staff that took place every year over two days:

We have a deal with accommodation services, that they do part of it and
we do part of it so we do it, is not just about suicide obviously, it's about
other things. (HEI Staff)

In other HEIs, a more cautious approach had been taken; for example, one
person who had recently implemented a mental health policy spoke about it
being ‘tricky’ to mention suicide and much would depend on the group that was
being trained and the questions that arose from participants:

| tend to use soft words like ‘when the student becomes unwell’ or ‘a
student’s behaviour becomes cause for concern’ (HEI Staff)

6.2 HEI responses to student suicide
6.2.1 Chains of communication following a student suicide

Those interviewed spoke about the effectiveness of using a chain of
communication in their HEI following a student suicide. For some this was a
formal chain, explicitly set out in the ‘sudden death’ (or similar) policy of the HEI,
for others, it was a chain of communication that was commonly used in broadly
defined critical incidents. Various terms were used for such policies and
circumstances and in some HEIls the name for the policy had changed over time:

It's part of the Duty of Care Policy...It's been renamed (the) University
Bereavement Policy ... all departments have got (it), every single tutor, it's
updated annually and it includes any kind of bereavement. (HEI Staff)

Not every HEI had updated its policy and some staff were not so confident that it
would be applicable or used at such a time as a death by suicide.
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This chain could be seen as an ‘automatic’ set of channels of communication;
however, having this chain formally recorded in a document which was available
in electronic format was regarded as useful. One of those interviewed described
how such a document had proved invaluable, as a student suicide had occurred
when she was new in post and she had no experience on which to draw:

They [the guidelines] were extremely helpful. | had only taken up my
position | think not long before the incident occurred... inevitably it was all
the more useful to me as a new (member of staff) to have a ready, pretty
definitive set of guidelines to follow and | was enormously grateful for that
and found it very useful. | mean a lot of the things that need doing |
suppose are, if you like, commonsense but some are not and one the of
the things you learn very quickly is.... that what seem apparently
mundane, bureaucratic measures are very important in terms of avoiding
unnecessary pain or offence to people, like to avoid, for example, library
reminders by default going to the relatives of a deceased student..., that
sort of thing, and so with the best will in the world it is very useful at a time
when you yourself are under quite a lot of pressure to have a ready
checklist of these things to make sure that you are getting them all done.
(HEI Staff)

Chains of communication naturally included academic staff and managers,
student support services, accommodation services, public relations and course
or programme leads. In some HElIs, the involvement and role of the student
union and student course representatives were also considered immediately
following a suicide and while this was established practice in some settings, it
was seen as innovative in others.

Such communication networks could cover initial responses but might also
allocate roles and responsibilities that would entail longer-term commitment.
These included links with the Coroner’s office and with the police. Many of those
interviewed noted the very long time-scale that might be involved and the range
of different organisations and agencies concerned in some cases.

6.2.2 Designated point of contact

The most important role identified in the aftermath of a student suicide was that
of the designated point of contact within the HEI for parents and other bereaved
individuals. In some HEIs, responsibility for this role was decided upon early and
care was taken to ensure that the person was known to and available to family
members. This role could be very complex and stressful and no amount of
preparation could ever adequately prepare staff for the difficulties of responding
to parents’ distress. Many of those interviewed acknowledged that the role could
be particularly challenging when parents or others felt that the HEI was to blame
for their child’s death in some way.

Having a central point of contact did not mean that one individual took all
decisions. Interviewees spoke of the need to consult other people about
decisions, when time permitted. In some cases, this included consulting with
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students about whether arrangements or events should continue as planned or
whether they should be cancelled. For example, shared decision making was
described in one case when the continuation of a planned social event was
discussed with students:

| asked the year reps to come to the university.... so we met and we
decided what was to be done and it was the opinion of the students that
the event should not take place so it was cancelled. (HEI Staff)

The designated point of contact was seen as an important and demanding role
that required support. Some those interviewed spoke of ways in which they felt
the HEI recognised their work and this was appreciated. Senior staff at times
were reported as making efforts to contact those responsible and find out how
they were coping. This was by no means universal.

6.2.3 Managing the media

Those acting as the key point of contact and others with substantial responsibility
within the HEI argued that a proactive response was important following a
student suicide. This included being proactive in managing the media to avoid
further distress through breaches of privacy. Being aware of the possible impact
of the death meant being sensitive to not providing details of the death for a
variety of reasons which included trying to avoid amplifying media interest.
Innovative practice here was perhaps a matter of sustained good relations with
the local media, but it also meant being aware of the possibility of journalists
ringing up speculatively for news, trying to access pictures of the student who
had died and calling on housemates. It was evident that control of the media was
easier on campus.

Staff accepted that news and rumours were likely to spread fast and so they
were might be called upon quickly to make comments. Not providing details of
the method of death was seen as essential to minimise distress and the
possibility of suicide transmission.

6.2.4 Breaking the news

Another main theme arising from reflections on effective responses to a student
suicide was that of being aware of the impact and managing as much of this as
was possible in a thoughtful and sensitive manner. Many acknowledged that HEI
communities were places where news could travel fast, especially bad news, but
that it could still be partial in coverage. This necessitated two approaches: a
personal approach and a more procedural approach. This is illustrated an
account of an experience of breaking the news of the student’s death:

Yes, well what actually happened was over the weekend when | talked with
the (student’s) personal tutor who’'d been very involved...and the Head of
Department and | thought a bit about how to break the news and support
the Department on Monday morning so I'd offered to...go with the tutor of
the year group, well she told the students the news. In fact, all the students
knew because of email and because they were a very close group but |
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went along think probably to support the tutors as well and to let them know
of our [counselling] service. (HEI Staff)

In most cases, various attempts were made to contact students who were most
likely to have known the student who died, especially those on the same course,
in friendship groups and other settings, such as halls of residence. In some
cases, this meant that student support staff were very much ‘on site’ in the hall of
residence, describing it in one instance as ‘almost moving in’ in the immediate
aftermath. In another instance, staff went out to offer support to a group of
students who were temporarily away from the HEI campus. However, we did not
identify a similar approach for students who were living in private
accommodation; these groups may require a particularly proactive approach from
the HEI.

In breaking the news, interviewees emphasised the need to ensure that students
were informed without providing high levels of detail:

It was felt important to give them the facts....so one group asked, ‘they’d
heard it was suicide, was that the case?’ And we said ‘yes, that was the
case’. We didn’t give any details of how, but we didn’t disguise anything
to try and keep rumours to a minimum really and also to try as far as
possible to keep it grounded in some sense of reality, particularly aware of
possible escalation. (HEI Staff)

6.2.5 International students

Suicides involving international students were identified as requiring a particularly
complex set of responses. These could include liaison with embassies, the use of
interpreters to communicate distressing information, organising travel and
accommodation for families and accessing funding for these. Feelings of distress
were heightened when communicating through interpreters and across great
distances and care was needed in the selection and use of interpreters.
Communication with families and with student groups in such cases needed to
take account of cultural expectations and attitudes towards death and suicide.

Interviewees also drew attention to some of the wider implications of deaths
involving international students. Student support managers argued the need for
HEIs to be alert to the need to respond to diversity across the full range of their
services and activities:

The need to avoid unconsciously falling back into sort of normative
behaviour patterns which are unconsciously exclusive for international
students. (HEI Staff)

Highlighting the needs of international students in the HEI policy on sudden

death, or its equivalent, was one outcome of deaths involving international
students.
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6.2.6 Proactive approach to offering services

Interviewees identified key elements which characterized a proactive approach to
offering support in the aftermath of a suicide. A number of those interviewed
described offering a brief service or meeting for students shortly after the death
as being well received. In other cases, staff advocated proactive contact with the
student’s flatmates, and reported anticipating that wardens might be particularly
anxious about students they were supporting and offering them additional
backup. One head of counselling services described reviewing the service’s
caseload following a student death and sending out letters to those who might
have been affected:

It was a follow up letter just saying that....they’d known this person and
might have been affected by the death, also just saying that we were
mindful that this was a stressful time for them and they no doubt wanted to
get on with their course, but it wouldn’t be unusual if they found
themselves still thinking about this and if they felt now, or at any point
whilst they were still here that they wanted to speak with us, to make an
appointment and reminded them that we're open in the summer.... (HEI
Staff)

Although staff were concerned about assuming parental or directive roles, it was
widely felt that such active offers of support were welcomed.

Interviewees also stressed the importance of acknowledging the impact of a
student suicide on other parts of the HElI community including wardens, domestic
staff, academic staff and departmental secretaries:

| think that it's also important to recognise sometimes that the staff that
feel it most are not the academic and personal tutor; it's the departmental
secretary. (HEI Staff)

Good practice in communication with families was considered to entail
consultation with them about such issues as attendance at funerals, memorials,
awarding posthumous degrees, and whether they wanted their son’s or
daughter’'s name removed from records:

I've found that the funeral’s really, really important, it's one of the most
important events in the aftercare...| always make it absolutely clear to
parents or partners that we only want to go if they welcome us being
there....l also offer parents the opportunity for an alternative thing which
could be held at the University, so we’ve had discussions for example
about, we’'ve had a bench for students to sit on. (HEI Staff)

Positive practice in such arrangements was considered to reside in offering

families choices, respecting their needs and ensuring that their decisions were
followed through.
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6.3 Conclusions to Chapter 6

In summary, the key feature of the innovative practice interviews was a view that
HEIs should be proactive in their local context. What was an innovation for some,
such as the development of a mental health policy, was something that had been
developed some time ago by others. These interviews reflect the diversity within
the sector and the importance of the local context of HEI culture and role.

HEIS’ mental health strategies have the potential to deliver positive
messages about mental health across the HEI community. Induction
programmes also offer opportunities to promote images of a caring HE
community whose members are alert to each others’ welfare.

Policies on sudden death or bereavement are helpful; however, despite a
focus on good practice, we found few examples of regular updating of
policies. Policies are especially useful if they set out the chain of
communication in the event of a sudden death and identify responsibilities,
for particular tasks such as breaking the news of a student suicide. They
should identify approaches to media management and address the nature
of HEI support for students off campus.

HEI staff value senior management recognition of the difficulties of holding
key roles in the chain of support and communication.

Identified approaches to making support services more accessible and
responsive to the diversity of their student population include the ‘one-stop
shop’ model, the use of student volunteers, provision of services during
vacation periods and out-of-hours services.

Policies and guidance should consider the needs of international students,
both in respect of the extent to which HE services meet their cultural
needs and expectations, and in developing responses to a sudden death
or crisis.

Variable contact with local health service providers was identified: it
seemed easier to access support for a student in crisis if contacts were
already well established. Local health providers could also play a role in
assisting with mental health promotion within the HEI.

These illustrative interviews suggest the importance of a proactive
approach following a student suicide. Such an approach needs to extend
to all members of the HEI community and should be inclusive, offering
students and families the opportunity to identify and express their views
and needs about appropriate responses in the aftermath of a death.
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7 Conclusions and Recommendations

7.1 Prevention and responses

This study has addressed both prevention of and responses to suicide in HEI
settings. In developing conclusions and recommendations, we have been
conscious of the need to focus on those issues which are within the remit of
HEIs’ activity and influence. In some cases, we have drawn attention to the roles
of other services, particularly community mental health and primary care
services.

Knowledge and understandings of young suicide are still developing and there is
clearly more that can be done to prevent such deaths. However, in a few of the
cases studied in this research, students did receive timely and intensive levels of
support and still chose to take their own lives. We cannot be confident therefore
that all such deaths are preventable.

Focusing on HEI responses following a suicide offers a harm limitation approach
that seeks to mitigate the effects of suicide which ripple out to affect those close
to the event. These ‘ripples’ may be particularly powerful in the context of a
cohesive community, such as an HEI, and HEIs therefore can play a powerful
role in intervening between the act and its impact on the community. The
communication systems and relationships existing between groups within an HEI
offer opportunities to deliver such interventions. The study provided some
examples where such an approach had been effectively and systematically
implemented but also identified instances where students, families and staff were
left feeling unsupported in their distress following a death.

Suicide transmission appeared to be a factor in a number of the deaths studied
and the risks posed by this phenomenon mean that HEI responses in the
aftermath of student suicides can also be conceptualised as a form of suicide
prevention. In developing policies and implementation strategies which address
both prevention of and responses to student suicide, HEIs have an opportunity to
contribute to public health goals. This study found some instances of good
practice in both prevention and responses to suicide but also evidence which
suggested that some parts of the sector have some ‘catching up’ to do.

7.2 Trapped in transition

The majority of students included in this study died in periods of transition, either
towards the end of the HEI year or at the start of a new academic year. Arrivals
and departures were associated with a number of these deaths. In periods of
transition when there is no return to the previous academic year and the
demands and decisions of the next year loom large, young people who fear
failure in one or more of a number of spheres — academic, relationships, finances
and who are experiencing feelings of depression — may come to feel trapped.
For young adults with perfectionist tendencies and limited experience of
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negotiating stress and failure, there may appear to be no way out. Williams’
(1997) conceptualisation of suicidal behaviour as ‘a cry of pain’ in response to
the experience of being trapped in a situation where a person believes that
escape is impossible and that rescue is unavailable is useful here. Williams and
Pollock (2000) also emphasise the importance of life events that signal defeat in
contributing to suicidal behaviour and academic failures or relationship
breakdowns may constitute such life events.

HEIs can respond to this analysis by focusing on the availability of support in
periods of transition at the beginning and end of the academic year. Currently,
much emphasis is placed on induction programmes for new students, but there
also appears to be a need for support services to signal their availability to
students who are leaving and to those about to return in the second and third
years of study. While HEIs have recognised the stresses inherent in end-of-year
examinations, they also need to acknowledge the risks posed by an environment
where the academic year and the structure offered by classes is perceived to
have ended and students are moving away from the HEI setting and their
accommodation. Although support services may be operating a limited service
over the summer months, students may not perceive them as being available at
that time. It is also the case that informal support from peers (which emerged
from the study as the most accessible form of support for students) may dissipate
as friends return home or travel.

These findings may also be relevant for schools and colleges preparing young
people for the next step into employment, further or higher education. There is,
at present, no research evidence to suggest particular vulnerability across the
summer months for 16-18 year olds but there have been some publicised cases
(Stuttaford 2005) of young people who took their own lives in the period between
the end of secondary education and higher education. The Parents’ Perspectives
Cases included one such instance. Consideration needs to be given to the
sources of support available and accessible to young people at these key periods
of transition.

7.3 Suicide transmission

This research found that the process of suicide transmission did contribute to
some of the deaths studied. Suicide clusters have been identified in other
communities such as schools and mental health units (Hazell 1993; Haw 1994).
Young people are considered particularly prone to imitative behaviour in respect
of suicide (Schmidtke and Schaller 2000) and it appears that some of the
inhibitions which act to prevent suicide can be lifted when suicides occur at
proximity.

A recent suicide of a friend is therefore a key indicator of risk when it occurs in
combination with other risk factors and individualised support needs to be offered
to vulnerable students. Care is required when breaking the news of a student
suicide that specific details of the method of death are withheld. Likewise, active
management of the media should aim at ensuring that such details are not
disseminated.
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7.4 Combinations of risk factors

Transition was not the only risk factor associated with the suicides included in
this research. The combination of perfectionism and the context of transition
appeared particularly salient in the cases studied, but a range of other relevant
risk factors were identified including mental health problems, particularly
depression; previous suicide attempts and alcohol and substance misuse.
Relationship difficulties were widespread among the students included in the
case studies. Relationship breakdowns were particularly evident and these may
have had the effect of removing an important source of informal support as well
as representing a major loss.

Half the case study group had established histories of academic difficulties and
fear of academic failure emerged as a common theme. Similarly, Martin et al's
(2005) study of risk factors for suicide in Australian secondary school students
found that perceptions of ‘failing’ were strongly associated with suicidal thinking.
Since academic progress is an area which falls within the sphere of HEIS’
influence, there may be opportunities here for interventions which reduce the
pressure on students and offer them exit routes from situations where they feel
themselves to be trapped by their own and others’ expectations.

7.5 Diversity and inclusion

In planning and developing student support services, HEIs need to take account
of the diversity within their student populations. The study findings highlighted
the need for prevention strategies and responses following a student suicide to
reach out to students living off campus in private rented accommodation as well
as addressing the needs of students living in halls.

HEIs also need to ensure that both their wider systems and support services are
responsive to the needs of international students. This group of students is
vulnerable to particular pressures in the form of financial problems, family
expectations and distance from home and some international students can find
student social life in the UK, which is heavily dependent on alcohol,
unwelcoming. Prevention strategies for this group need to be aimed at avoiding
isolation. Response strategies following the death of an international student will
also call for cultural sensitivity and attention to communication issues.

Inclusivity also requires HEIs to focus on the needs of their staff. A number of
staff members who played key roles in managing an HEI's response to a suicide
were left without any source of support for themselves. Not all HEI counselling
services offer a service to staff and, in such cases, special arrangements should
be made to ensure that staff affected by student suicides receive proactive offers
of support that do not come in the guise of an occupational health ‘issue’.

7.6 Accessible support services

A number of the students who died and their friends who were involved in
supporting them had not made use of student support services. Many of the
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students in the case study group appeared anxious about the stigma attached to
receiving counselling and about the possible consequences of disclosing mental
health problems for their future careers. The Positive Practice Interviews
demonstrated that some student support services are already seeking to identify
ways of making their services more attractive and accessible to all student
groups. This may involve offering services in flexible formats and outwith both
term-time and normal working hours.

Young men are less likely to use counselling services or student health centres
than young women (Grant 2002) and, given their higher vulnerability to
completed suicide, this low use of support services needs to be acknowledged
and addressed. Student support services need to identify ways of
communicating effectively with young men and might draw on male students’
views and ideas about appropriate ways of reaching out to this group.

The importance of student support services engaging with depressed male
students is heightened by the finding that few were offered counselling or talking
therapies by primary care services and a number failed to make use of
prescribed antidepressants.

7.7 Proactive services and service user choice

The findings from both the case study sample and from the Positive Practice
Interviews emphasised the value of student services taking a proactive approach
to contacting individuals affected by a student suicide and offering support. This
included taking responsibility for ‘breaking the news’, identifying and contacting
relevant individuals and making offers of support to a wide range of people within
the orbit of the death rather than waiting for them to contact services.

A proactive approach was likely to be welcomed by students, staff and families if
it was offered in combination with opportunities to participate in decisions about
what steps should be taken and how support should be delivered. Families, in
particular, needed to be consulted on questions of attendance at funerals,
memorial services and other memorials and the offer of a posthumous degree.

A proactive approach also involved striking a balance between providing the
student community with the necessary information and avoiding giving details
which might heighten distress and speculation. Active management of media
coverage with the aim of ameliorating additional distress was another important
element in a proactive approach to managing the response to a student suicide.

7.8 Co-ordination within the HEI

Effective responses to student suicide in HEIs appeared to be characterised by
established and explicit chains of communication and identified individuals who
acted as points of contact. Sudden death policies offer a means for articulating
and communicating such arrangements. However, these had not been read or
consulted by a number of the HEI staff who might have used them in the
aftermath of a student suicide.
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It was found useful for those with particular responsibilities or tasks in relation to
the management of the aftermath of a student suicide to share responsibility with
or receive support from another member of staff. Formal debriefings of key staff
following a student suicide may also be helpful and might be a valuable tool for
institutional learning.

There was some evidence that academic staff were not always clear about the
need to contact and engage with student services when a student disclosed a
mental health or substance misuse problem. Such responsibilities need to be
communicated clearly to academic staff through HEI guidance and protocols.
Such documents should address and clearly articulate the HEI's confidentiality
policy which should always allow for information sharing when there are
indicators that risks are high.

7.9 The HEI-Community interface

While the study identified some examples of good communication between HEI
staff and community mental health staff in respect of individual cases, it was
clear from the evidence collected in the Expert Seminar that there is only limited
activity taking place in the way of joint planning or policy development between
HEIs and community based health organisations. The findings of the Expert
Seminar indicate that increased collaboration with public health departments
might contribute to improved data collection and monitoring in respect of student
suicide. Ongoing communication with health commissioners and planners would
also provide a context which might facilitate communication concerning individual
cases and promote an informed response from local health services in crisis
situations.

GPs were at times reported to be ill-informed about the availability of services in
HEIs and there appeared to be particular difficulties of communication between
primary health care services which treated students when they were resident at
their parents’ homes and HEI services. HEI support and health services may
need to be proactive in initiating and maintaining communication with out-of-area
health providers when students in crisis return to their parents’ homes. This is
likely to involve seeking the student’'s agreement to share information with family
members or relevant professionals. Primary care services local to the HEI need
to be kept informed about the extent and nature of support services delivered by
the HEI so that they do not assume the availability of services that do not in fact
exist.

7.10 Messages for community health services

For most of the young people who visited a GP before their death, the key
intervention offered was antidepressants. Unaccompanied by other forms of
support, medication appeared to be viewed as a slow, ineffective and
stigmatising and, in a number of cases, students did not use the prescription. In
line with NICE guidelines (NICE 2004), this research suggests that prescription of
antidepressant medication needs to be accompanied by the offer of interpersonal
or psychological intervention if it is to be effective.
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There was little evidence of community based health practitioners initiating
communication or consultation with HEI support staff about students who were
receiving interventions from mental health services or their GP. HEI based
support services clearly serve to relieve pressure on community services in some
cases and community health services should acknowledge their contribution to
local health care and develop strategies to facilitate communication and joint
working. Mental health trusts need to consider implementing the proposal made
by the Royal College of Psychiatrists (2003) for a designated member of staff to
undertake liaison with HEI services in areas where there is a substantial student
population.

7.11 Research recommendations

HEIs are encouraged to enhance the effectiveness of structures and
systems that allow students to be known by and connected to the
institution.

HEI policies on student mental health and sudden death should be
reviewed and updated in response to local experience. Ensuring that they
are available in easy to use formats will make them accessible in crises.
Such policies should include a chain of communication and identify a
designated point of contact to be utilised in cases of student suicide. They
should also provide clear guidance on communication between academic
and student support services with explicit direction as to when
confidentiality can be breached.

HEI support services are advised to review and if necessary extend their
availability to the student population at key transitional periods in the
academic year: between April and June and from late August to October.
Students need to be made aware of the availability of such services at
these times and could be alerted to them through HEI websites, through
careers services and through registration and graduation literature.

Students presenting to services with combinations of risk factors such as
mental health problems, alcohol and substance misuse, relationship
problems, perfectionism and academic difficulties may represent a high
risk for suicide and should be offered intensive forms of support,
particularly in periods of transition.

Configuring and presenting student support services in a way that makes
them attractive and accessible to the student population, particularly to
young men, are recommended. Use of student volunteers, web-based
services and an emphasis on the advice and welfare components of
support services, in contrast to talking therapy services, are all possible
approaches. Offering services out-of-hours may also increase their
appeal. Involving students themselves, perhaps through student unions,
in planning such initiatives is likely to increase the potential for developing
user-friendly services.
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Student support services need to liaise with academic services to ensure
that students in crisis are offered solutions to academic problems which
represent ‘escape routes’ from situations in which they feel trapped by the
prospect of academic failure.

In the aftermath of a student suicide, a proactive approach that seeks out
those who may be vulnerable to the impact of the death, which extends to
students living off-campus, to the full range of HEI staff and to
management of the media appears to be valuable.

Offering those affected by student suicide choices with regard to how
information is conveyed, commemorating the student and other relevant
decisions regarding student records and information emerged as positive
practice following a student suicide.

HEIs and NHS community health commissioners and practitioners need to
establish structures for ongoing collaboration to facilitate planning and
delivery of health services for student populations. Such collaboration
should also seek to ensure that primary care settings are informed about
the extent and nature of student support services.

Developing liaison between HEIs and Primary Care Trusts (PCTs) or
Local Health Boards (LHBs) could ensure that student suicides are
identified and monitored within the suicide audit responsibilities of PCTs
and Local Health Boards (LHBS).
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Appendix 1 - Study Methodology

Research into suicide requires a sensitive approach, alertness to ethical issues
and persistence on the part of researchers (Cooper 1999; Hawton et al 2003). In
undertaking this study, the researchers had at times to distinguish between
concerns to protect individuals from further harm or distress and anxiety about
defending institutions’ reputations. Some of the decisions made in the course of
the research were complex and involved balancing different sets of needs and
interests. The design of the study and arrangements for contacting participants
were approved by the NHS Multi-Region Ethical Committee and by the University
of Central Lancashire’s Research Ethics Committee. The researchers were also
fortunate in being able to consult PAPYRUS members and the project’s Advisory
Group on ethical questions which arose during the course of the study.

Design of the study

This was a qualitative study which acknowledged the range of stakeholders and
perspectives on student suicide and aimed to elicit the views and experiences of
different informants. The psychological autopsy approach (Beskow et al 1990)
was adapted for the purpose of this research to explore a number of perspectives
rather than focusing on a single informant and to consider influences and events
beyond the orbit of the individual’'s psychological state.

Three sets of data were collected through face-to-face interviews held in HEI
settings or in the interviewees’ homes. Semi-structured interview schedules
were used to structure the interviews which were taped and transcribed with the
interviewees’ permission. Those participating in the case studies and parents’
perspective interviews were offered the opportunity to comment on and correct
interview transcripts. Data were analysed thematically, both by using NVivo, a
software package designed for sorting qualitative data, and by hand.

In all cases, participants were assured of anonymity and, in producing this report
and other publications, care has been taken to disguise the identities of both
individuals and institutions.

The three sets of data comprised:

1. Case studies - 20 case studies of students who had died between May
2000 and June 2005 were completed. These case studies were collected
from HEIs in England, Wales, Scotland and Northern Ireland, and a range
of institutions including smaller and larger HEIs, traditional and new
institutions and some specialist HE colleges were represented in this
group of cases. Each case study comprised a number of different data
sources including an interview with a parent or parents, interviews with the
student’s friends, interviews with academic or student support staff who
had known the student well and copies of the Coroner’s or Procurators
Fiscal’s records. It was not possible to collect data from all potential
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sources for all 20 cases, but between two and six data sources were
obtained for each case study.

2. Parents’ perspectives and friends’ perspectives int erviews — nine
interviews were completed with parents of students who had died prior to
September 2000. The distance in time from these deaths meant that it
was not possible to contact other informants and so only a single
perspective on these deaths was available. However these parents, who
were recruited with the help of a range of voluntary organisations working
in the field of suicide and bereavement, were able to provide some
valuable data, particularly in relation to their own experiences of
communication with HEIs. Interviews were also undertaken with a group
of four young people who had all been close friends of a student who had
taken his own life.

3. Positive practice interviews —ten interviews were completed with HEI
staff working in a variety of professional roles and institutions. Since
research on suicide inevitably tends to focus on system and service
failures, these interviews aimed to identify and highlight existing good
practice in the sector.

Contacting participants

The researchers aimed to contact all HEIs in England, Wales, Scotland and
Northern Ireland with a view to recruiting case studies. HEIs were identified from
Universities UK and SCOP (Standing Committee of Principals now GuildHE)
databases; however, HEI status was not always easily ascertained in the case of
some colleges, and some institutions which had acquired HE status recently may
have been excluded. A total of 141 HEIs were contacted in the course of the
study. An initial letter was sent to the Head of Student Services or the Head of
Counselling enquiring whether the HEI had experienced a student suicide since
May 2000 and asking if a member of staff would be prepared to contact the
student’s family with a view to seeking their permission to include the case in the
research. This approach to seeking consent was in line with data protection
guidance and aimed to ensure that the initial approach to the family would come
from a known individual. It was considered that the family would be alerted to the
nature of the communication by virtue of the HEI's letterhead. It was agreed not
to contact families in the first six months following a death when discussion of the
events was likely to be particularly distressing.

Table A — HEI responses to request to participate i  n the study

HEI Responses Numbers
Agreed to contact families on behalf of the study 24
No suicides in study time-frame 71
Unwilling to participate in the study 46
Total no. of HEIs contacted 141
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As Table A shows, half the HEIs contacted considered that they had no suicides
eligible for inclusion in the study. Some of these responses may however
conceal potential cases which were not known to those responding since an on-
line search of local press reports identified some deaths within the research time-
frame in HEIs which had given a ‘no eligible cases’ response. The refusal rate
from HEIs was quite high but the reasons for an unwillingness to participate were
various although not always easily identified Some of explanations given for non-
participation were the possibility of further distress to families or staff, a lack of
clarity regarding the suicide verdict, family difficulties which made contact by the
HEI inappropriate, concerns about the method of approach used with families
and a cluster of issues concerning the ‘sensitivity’ of the issue which included a
reluctance to revisit distressing events and concerns about the HEI's reputation
and liability. Four suicides of international students were identified as falling
within the study’s time frame but, in all cases, the HEIs considered that the
communication difficulties and the sensitivities surrounding these deaths made
contact with the families inappropriate.

Given the reluctance of some HEIs to contact families on behalf of the study, an
alternative means of contact was identified for use in cases where the concerns
related to HEI staff and issues rather than to families. In such cases, Coroners
and Procurators Fiscal (in Scotland) were asked to communicate with families on
behalf of the researchers. It was considered that families would have had contact
with Coroners’ offices concerning the death and, as in the case of a letter from an
HEI, would be able to anticipate the nature of the letter from its address. With
only one exception, Coroners and Procurators Fiscal were willing to assist the
study in this respect.

In total, HEIs sent out 24 letters to families and a further 24 were sent out by
Coroners and Procurators Fiscal, together with information about the study
requesting consent to include the death of their son or daughter in the study.
Twenty-one families contacted the project and expressed interest in contributing
to the research; in some cases the level of response from families can be
attributed to letters failing to reach them as addresses were thought to have
changed; however, in others, families clearly chose not to participate. Three
families communicated their refusal directly to the project, one family showed
initial interest in participating but withdrew at a later stage. Once families had
given consent for the case to be included in the study, contact was made with
other potential interviewees, including HEI staff members and the student’s
friends and Coroners’ or Procurators’ records were accessed. Wherever
possible, potential interviewees were approached though an intermediary known
to them.

Family members who participated in the Parents’ Perspectives Interviews were
recruited through the networks of a number of voluntary organisations working in
the field of suicide prevention or bereavement. Similar approaches were used
with these interviewees to those employed with the case study group: contact
was made through a known intermediary who provided information about the
study and invited potential participants to contact the researchers. A group of
young people who had experienced the death of a close friend through suicide
while at university were also recruited to the study through this approach.
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Staff working in or managing student services were contacted through a range of
networks and invited to undertake Positive Practice Interviews. This group of
interviewees included individuals who were not contributing to the study through
other means and whose HEI appeared to be developing innovatory approaches
in the areas of either suicide prevention or suicide responses.

The numbers of individuals interviewed for the study are shown in Table B.
Some interviews included more than one participant.

Table B — Total number of research participants and data collection

Research Case Parents’ Students’ Positive | Total
Participants Studies | Perspectives | Perspective | Practice

Family Members 29 9 38
Students Friends 12 4 16
HEI Staff 17 10 27
Coroners and

Procurators Fiscal 15 15
Records

Support for study participants

Some researchers have argued that participating in research can be a beneficial
experience for those bereaved by suicide (Cooper 1999; Hawton et al 1998).
However, researchers need to take precautions against inflicting further harm on
those who have already experienced enormous loss and pain. All those
interviewees who had experienced the suicide of someone close to them were
provided with a bereavement pack (Hill et al 1997) and were telephoned shortly
after the interview to check on their experiences of the research. Some research
participants spoke positively about contributing to the research and expressed
the hope that their experiences and messages would be listened to and would
have the effect of preventing further student suicides:

| suppose that’s the only way of making something positive out of such a
tremendous waste of such a talented, caring person, is to try and make
sure it doesn’t happen to anybody else.... So | was delighted to hear
about your project. (Parent)

Well the reason | wanted to do it was if, because I, if it can prevent or help
in any way to this happening again to somebody then I'd give as much
information as you possibly need, if | can help because firstly... for
somebody to go through that to the point where they think they need to
commit suicide is horrific, and secondly, for anybody who went through
what | went through afterwards is also, so if it helps or prevents or you
know, they can stop it some way or help it at least, then | would like you to
do it. (Student)
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Appendix 2 - Members of the RaPSS Advisory

Group

Advisory Group

Elizabeth Adekufe

Sophie Allchin

Alyson Ashton

Judi Barker
Anna Brown
Tony Cox

Annie Grant

Ann Heyno
Veronica King
Fiona McLeod

Steve Page

Anne Parry

Eileen Smith

Kirsten Windfuhr

Organisation

YoungMinds
Students in Mind

National Confidential Inquiry into Suicide and Homicide by
People with Mental lliness

YoungMinds
PAPYRUS
PAPYRUS

Universities UK/GuildHE Committee for the Promotion of
Mental Well-being in Higher Education

Heads of University Counselling Services (HUCS)
National Union of Students (NUS)
London Nightline

The Association of Managers of Student Services in
Higher Education (AMOSSHE)

PAPYRUS

UniversitiesUK/GuildHE Committee for the Promotion of
Mental Well-Being in Higher Education

National Confidential Inquiry into Suicide and Homicide by
People with Mental Iliness
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