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Abstract
Student mental health is an issue of growing concern. Past research indicates that many
students are not accessing the support they require, which may be in part due to issues
surrounding the standards of the available services. Using a participatory framework, the
current study utilised a mixed methods design to examine student experiences of NHS mental
health services and perspectives of peer support. 376 UK students completed an online survey
examining their experiences of NHS mental health services, as well as their attitudes towards
peer support. Several improvements were identified for future NHS mental health services
regarding reduced waiting times, better access to alternative treatments and facilitating more
patient-centred communication. Benefits of peer support services were also noted, including
the potential to normalise experiences and promote belonging. These findings have
implications for understanding how we can best support students experiencing mental health
difficulties.
Key words: student mental health; student wellbeing; support services; National Health
Service; peer support
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The topic of student mental health is one of great concern for universities and mental health
services alike. In 2016/17, 53,045 students had a recorded mental health condition (Higher
Education Statistics Authority 2018), with the number disclosing mental health conditions
increasing over the past ten years (Thorley 2017). However, it is likely that mental health
difficulties are more prevalent than recorded statistics, with under half of students with a
mental health condition estimated to not report this to their university (Thorley 2017). Mental
health difficulties impact on students’ ability to achieve their full academic potential
(Eisenberg, Golberstein and Hunt 2009) and those with mental health difficulties are less
likely to complete their studies (Thorley 2017). It is therefore vital that students’ experiences
of mental health services are understood, as well the support students wish to receive, to
ensure their needs are being met.
Research indicates that students are not receiving the support they require, with few able to
access support within a week (NUS-USI 2017) and around three quarters of students with
mental distress not receiving counselling (Rosenthal and Wilson 2008). In a study of US
universities, Mowbray et al. (2006) outlined key roles of university counsellors and campusbased mental health services for supporting students with mental health difficulties, making
suggestions for improving these services, such as ensuring accessible appointments and welltrained staff. In the UK, university counselling has been noted as beneficial for both
internalising (e.g. emotional responses directed inwards onto the self) and externalising (e.g.
emotional responses directed outwards (Bask 2015)) problems (Biasi et al. 2017). However,
many students report being unaware of the location or how to access their Counselling or
Disability Services (Gulliver et al. 2018). In Quinn et al.’s (2009) qualitative study, students
reported a reluctance to seek help from such services due to concerns about stigma. These
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findings suggest that there are a number of issues with students being able to access
appropriate mental health services.
In the UK, provision of free healthcare via the National Health Service (NHS) may make the
experiences of UK students unique. Between 2011 and 2016, 94% of university institutions
reported an increase in students accessing support services, including those provided by the
NHS (Thorley 2017). Among the general population, problems have been identified with
NHS mental health services, including long waiting lists - 54% of patients report waiting over
three months to start treatment, with 12% waiting for over a year (Docherty and Thornicroft
2015). There are also reports of poor access to referrals and issues with communication
between services (Docherty and Thornicroft 2015; Kendall et al. 2012; Newman et al. 2015).
Funding is also a significant issue, with a £260 million shortfall in funding occurring since
2005, leading to 40% of mental health trusts having below acceptable levels of staffing
(Docherty and Thornicroft 2015). Students report benefiting from a link between NHS and
university support services (Gulliver et al. 2018). However, there is little research examining
students’ experiences of accessing NHS support. Understanding the experiences of students
could act as a valuable resource to ensure the needs of future students are met, as the current
study intends to examine.
Despite the need for support, many UK campuses do not provide students with access to NHS
mental health specialists capable of delivering treatment on campus; with a quarter not
working closely with NHS secondary mental health services at all (Thorley 2017). When
students do access support, they report mixed, often negative, experiences of using their
General Practitioner (GP) for mental health issues, with GPs often recommending medication
rather than other forms of support (Quinn et al. 2009). As such, current standards of support
may not be adequate to deal with the problem of student mental health, but research is needed
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to confirm that this is the case. Therefore, the current study aimed to examine UK students’
experiences of accessing NHS mental health support services.
Another aim of this study was to examine students’ attitudes towards alternative types of
support for mental health issues, specifically peer support. Peer support is offered by others
with lived experience of similar mental health problems (Shaw 2014). Potential benefits of
peer support include increased wellbeing and self-esteem, a sense of hope, companionship
and improved social functioning (Davison et al. 2012; Lawton-Smith 2013). Through semistructured interviews with students, McBeath, Maureen and Bohn (2017) reported that peer
support could increase sense of belonging within the university community. Through sharing
experiences, peer support may also provide greater social engagement and group
identification (Naslund et al. 2014). Sense of group identification has been shown to predict
lower levels of depression (Cruwys et al. 2006), higher levels of life satisfaction (Sani et al.
2012) and well-being (McBeath et al. 2017).
Students with poor mental wellbeing and those who have accessed professional support
before are the most likely to use peer support (Byrom 2018). Byrom’s (2018) found that most
participants returned for multiple sessions of a peer-led course for mild depression, with a
third completing all available sessions and those with lower levels of mental wellbeing more
likely to complete the course. Three-quarters of participants reported that they were more
confident talking about their mental health post-intervention, noting the sessions helped them
improve their ability to take care of their own mental health (Byrom 2018). Further,
Cunningham et al. (2017) found that when students picked between hypothetical mental
health services, 40% reported that they would prefer to talk to peers who had similar
experiences over professional services. Peer support may thus offer a useful and desired
alternative to professional services.
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However, the lack of available peer support, including the limited periods of availability, has
been criticised, with participants wanting more support schemes, including more user-led
peer support (Shaw 2014). Despite the potential benefits of peer support, there is a paucity of
research into the desire for peer support within university students and their knowledge of
peer support, a gap in the literature which the current study aimed to fill. Using both
qualitative and quantitative methods, this study examined UK students’ views of peer
support, in terms of the potential benefits and barriers of peer support.
As discussed, students report several issues with the current standards of mental health
services at university. Highlighting the ways in which students themselves believe the
problems could be overcome could lead to positive changes that benefit students. Ultimately,
this could lead to crucial changes in mental health procedures across universities and allow
for better access to support for students with mental health difficulties. As such, the current
study used mixed methods to examine students’ experiences of accessing support for their
mental health via the NHS, and their views of the potential benefits and challenges of peer
support. This study utilises an inductive and semantic approach, aiming to identify surfacelevel themes derived from the data (Braun and Clarke 2006).
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Methods
Participants
Participants included 376 students studying in the UK. There were 314 females (83.5%), 59
males (15.7%) and 3 people who reported ‘other’ genders or preferred not to say (.8%). The
mean age was 20.73 (SD = 3.34) and 76.9% of the sample was White British. 12% reported
other White ethnicities, 5.6% were Asian/British Asian, 3.7% were of mixed-race and .5%
were Black British/African/Caribbean. Most of the sample identified as heterosexual
(76.8%), with 12.6% identifying as bisexual and 7.7% as homosexual. Participant recruitment
took place via social media sites, such as Facebook and Instagram, as well as through word of
mouth and the ‘Student Minds’ website.
In terms of university demographics, most participants were studying full-time (97.9%) in
universities in the South East of England (65.3%), with other students coming from across the
UK, including Wales (6.8%) and Scotland (1.2%). Most were home students (86.2%), with
9% EU and 4.8% international students. Most were studying for their undergraduate degree
(89.1%), with 6.6% studying their Masters and 3.7% a PhD. 26.6% of participants were in
their first year of study, 28.5% in their second, 39.6% in their third and 5.1% in their fourth
year of study. The majority lived away from home (86.7%) rather than commuting to
university (13.3%).
Ethical approval was obtained via Royal Holloway, University of London and all participants
gave full informed consent before participating.
Materials
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Participants completed an online survey presented using the ‘Qualtrics’ survey software.
After giving informed consent, participants were asked to self-report any diagnosed mental
health conditions. To characterise the sample, details were recorded on specific diagnoses
(e.g. anxiety disorder, mood disorder), the timing of their diagnosis (before or during
university) and age at diagnosis. Further, participants reported suspected mental health
conditions and whether they were currently seeking diagnosis.
Experiences of NHS mental health services.
Opinions on NHS mental health services were measured using questions adapted from the
Service User Questionnaire (Commission for Healthcare Audit and Inspection 2008).
Participants were first asked which services they had accessed with regards to their mental
health since they had been at university (e.g. GP, counselling or Community Psychiatric
Nurse) and where they had access to their GP (e.g. within university, near university or near
hometown). They were then asked if they had seen a GP in the last 12 months to specifically
discuss their mental health. If they answered yes, they rated qualities of their GP in terms of
feeling listened to and treated with respect, if they had trust/confidence in their GP, and if
they had had enough time to discuss their mental health. Participants could respond with
‘yes, definitely’, ‘yes, to some extent’ or ‘no’.
All participants were asked how long they been in contact with the NHS mental health
services (from ‘never’ to ‘more than ten years ago’). If participants had been in contact with
NHS mental health services, they were asked when they last saw someone from NHS mental
health services (from ‘in the last week’ to ‘more than six months ago’). These participants
were also asked if they had received any counselling sessions (e.g. talking therapies) from the
NHS in the last 12 months and whether they had wanted talking therapies during this time. If
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participants had received talking therapies, they were asked if they had found it helpful (‘yes,
definitely’, ‘yes, to some extent’ or ‘no’).
Participants who had accessed NHS mental health services rated the care they had received in
the last 12 months on a 5-point Likert scale (‘very good’ (1) to ‘very poor’ (5)). They were
asked whether they had enough say in decisions about their care and treatment in relation to
their mental health and whether their mental health diagnosis had been discussed with them
(‘yes, definitely’, ‘yes, to some extent’ or ‘no’). Finally, those who had been in contact with
NHS mental health services were asked two open-ended qualitative questions: “Is there
anything particularly good about your care?” and “Is there anything that could be improved?”
Peer Support.
Peer support was investigated using questions adapted from the Peer Support in Secure
Services Report (Shaw 2014). Participants selected the peer support services (e.g. drop-in
sessions, activity or condition-based groups, one-to-one support) which were available within
their university and which support they believed to be required from the same list. They were
then asked whether they would access peer support if it were available (‘yes’, ‘no’ or ‘not
sure’). Next, they selected their main reason for accessing peer support (e.g. ‘meeting new
people & making friends’, ‘because you are interested in the activities’). Participants also
indicated their preferred time of day to access peer support.
Participants then selected possible benefits of peer support over staff support from a list of
choices, such as ‘greater choice’, ‘fewer restrictions’ and ‘greater insight and understanding’.
Next, they indicated whether they thought peer support would be beneficial for their
wellbeing (‘yes’ or ‘no’). This question was followed by an open textbox where participants
could provide further details to explain their preference. Participants were asked whether they
thought more user-led peer support (support in which peers set the agenda, rather than staff)
9

could occur at their university. Finally, participants were asked to select the reasons that
would prevent them from accessing peer support (e.g. stigma, lack of interest).
Procedure
This study used a participatory research methodology (Cornwall and Jewkes 1995), where
students themselves were placed as the researchers. Four undergraduate, final year
Psychology students worked with an academic member of staff in a Psychology Department
to develop the project, drawing on lived and peer experience to identify the research aims.
In the survey, participants first completed demographic information (about themselves and
their studies) and information about their mental health conditions. Participants were asked
whether they had received support for their mental health during their time at university.
They then completed questions regarding experiences of NHS services, followed by peer
support questions. The survey took approximately 30 minutes (as part of a broader study not
reported in full here) and upon completion, participants were debriefed and signposted to
resources. Data was collected between December 2017 and February 2018.
To analyse qualitative responses, conventional content analysis was used. This was deemed
the most appropriate form of qualitative analysis due to the large number of responses, and
the need to find responses with the highest relevance. Two independent raters read all
responses and created categories before meeting to discuss and agree categories. Responses
were then independently recoded into these categories, any disagreements were discussed,
and final coding agreed. Following the guidelines for agreement by Landis and Koch (1977)
inter-rater reliability was assessed using Cohen’s kappa coefficients and is reported within the
results section.
Design
10

A mixed-methods cross-sectional survey was used to examine student’s experiences of NHS
mental health services and opinions of peer support. Quantitative data was collected on
students’ use of and attitudes towards NHS mental health care and peer support.
Conventional content analysis was used to examine students’ opinions on the positives and
negatives of current NHS mental health care, and why peer support would be beneficial or
disadvantageous. The conventional approach is inductive in nature, aiming to identify
categories that ‘flow from the data’ (Hsieh and Shannon 2005).
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Results
Mental health conditions.
151 participants (40.2%) reported a diagnosed mental health condition. Most often,
participants reported an anxiety disorder (30.3%, n =114) or mood disorder (22.3%, n = 84).
Table 1 shows all diagnoses as well as the percentage who had received their diagnosis while
at university and median age of diagnosis – indicating that most participants had been
diagnosed prior to university. 44.1% (n = 166) suspected an undiagnosed mental health
condition. Of these participants, 17.5% (n = 29) reported that they were seeking a diagnosis
and 82.5% (n = 137) said they were not seeking a diagnosis. Most participants suspected an
anxiety disorder (25.5%) or a mood disorder (17%).
[Insert Table 1 here]
Accessing support.
Since being at university, over half of the sample (55.9%, n = 210) had accessed support for
their mental health. The most commonly reported form of support came from GP
consultations (40.4%), followed by university counselling services (31.6%) and university
mental health advisers (20.5%; Table 2).
[Insert Table 2 here]
In terms of where participants accessed their GP, 48.7% used GP services within their
university, 38.8% used GP services near their home and 12.6% used a service near their
university. In the last 12 months, 39.1% had seen a GP to discuss their mental health. Those
participants who had seen a GP in the last 12 months rated the qualities of their GP (Table 3).
Participants reported that they did not have adequate time to discuss their condition or

12

treatment, but the majority felt they had been treated with respect, trusted their GP and had
been listened to.
[Insert Table 3 here]
Experiences of NHS mental health services.
In terms of contact with NHS mental health services, 12% had been in contact for one year or
less, 13.8% for one to five years, 5.6% for six to ten years, and 1.9% for more than ten years.
5.9% could not remember or preferred not to say. 60.6% reported that they had never been in
contact with these services. Of the participants who stated that they been in contact with NHS
mental health services, 14.5% had been in contact within the last week, 10.5% within the last
month, 25% within the last one to three months, 7.3% within the last four to six months and
42.7% had been in contact more than six months ago.
For those that had been in contact with NHS mental health services, 44% had attended talking
therapies (e.g. counselling) within the last 12 months and 53.6% said that they wanted talking
therapies. Of those who had received talking therapy, 41% reported that it was not helpful,
45.9% that it was helpful ‘to some extent’ and 13.1% rated it as definitely helpful. Those who
had received care from NHS mental health services rated the quality of their care over the last
12 months – 34.2% rated it as either ‘very good’ or ‘good’; 30.8% rated it as ‘fair’ and 35%
rated it as either ‘poor’ or ‘very poor’. These participants also reported whether they felt they
had enough say in the decisions about their treatment and care - 22.1% said ‘Yes, definitely’,
47.5% ‘Yes, to some extent’, and 30.3% said ‘No’. When asked if their mental health
diagnosis had been discussed with them, 18.5% said ‘Yes, definitely’, 48.4% ‘Yes, to some
extent’ and 33.1% said ‘No’.
Content analysis.
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Of 125 participants who had been in contact with NHS mental health services, 40 (32%)
provided qualitative responses when asked if there had been anything particularly good about
their care. Four broad categories were identified and agreed: NHS staff qualities, patientcentred communication and care, access to services and the advice provided. The most
common response was positive comments on NHS staff qualities (n = 25), with participants
indicating that many staff were patient and supportive: “Everyone I have spoken to has been
very patient and kind which I really appreciate”. The second most common response (n = 13)
was that care had been patient-centred, with a clear focus on what the individual wanted for
their mental health needs: “It was very much driven by myself identifying goals that I wanted
to achieve”. Some participants (n = 6) also mentioned access to services: they had found it
easy to get an appointment and they were seen regularly within the NHS: “I was seen to
really quickly and put into counselling really quickly”. Three participants mentioned that they
had been satisfied with the advice provided, specifically regarding managing their symptoms
and seeking appropriate services: “It was the psychiatrist who suggested that I was autistic
and encouraged me to seek a diagnosis”. For inter-rater reliability, three categories had
almost perfect agreement (.81 - .91) and one category had substantial agreement (.70).
Of 125 participants who had been in contact with NHS mental health services, 73 (58%)
provided responses when asked if there was anything that could be improved about these
services. Content analysis identified seven categories: waiting times, access, patient-centred,
NHS staff, more effective treatments, multidisciplinary care, and follow-up care. Three subcategories were identified within ‘access’, and two subcategories were identified within
‘NHS staff’ and ‘patient-centred’ respectively (Figure 1).
[Insert Figure 1 here]

14

The most reported category was waiting times (n = 26), with participants indicating that the
time spent waiting to be seen by NHS mental health services needed to be reduced: “After a
suicide attempt it took me 6 months to get an NHS psychiatrist appointment”; “IAPT in my
area [has a] 18-24 months waiting time”. The second most reported category was access,
specifically access to alternative treatments (n = 20): “Offering additional or different
treatment if it’s clear that one treatment isn’t working”; more regular/longer appointments (n
= 8): “More frequent sessions would really benefit me”) and referrals (n = 7): “I need help
but I can’t [get] it because I’m not sick enough yet, they have left me in a relapse, and until I
reach crisis point no one will intervene”.
The third most reported category was patient-centred aspects, specifically patient-centred
communication (n = 16) and patient-centred care (n = 13) - participants expressed a desire to
be listened to more during discussions with NHS staff: “When I spoke with my doctor he had
the page for over-the-phone therapies up before I even sat down, the outcome of the meeting
was going to be the same regardless of what I had to say”. Some participants also commented
that staff qualities needed to be improved, such as being more compassionate and caring (n =
13): “They didn’t seem to care, they just wanted to move onto the next person” and
knowledgeable (n = 8) “Making all doctors aware of how mental health can affect people and
ensure people aren’t sent away”.
Some participants also commented on the need for more effective treatments (n = 12), with
participants expressing their concerns with current services: “I have had an initial session in
both counselling and CBT and neither have given me much optimism or hope”. Some
participants identified concerns over multidisciplinary care (n = 7), such as lack of
communication between services – especially when being discharged from one service and
passed on to another: “There needs to be more coordination between university-owned
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counselling services, GPs, and community mental health support”. Finally, some participants
reported a desire for more follow-up care (n = 6), with participants’ reporting a lack of
continued support during the periods of no therapy: “Attentiveness and follow ups on how I
feel [is needed]”. Inter-rater reliability for seven categories was almost perfect agreement
(.81- .97) and four categories had substantial agreement (.61 - .80).
Peer support.
Participants were asked about the types of peer support available to them at their university,
followed by the types of support they thought were needed (Table 4). Most often, participants
reported that activity groups were available (53.2%), followed by relaxation and mindfulness
(41.5%) and telephone/online support (41%). In terms of the types of peer support that
participants thought were needed, one-to-one support was the most desired type (56.6%),
followed by support in a crisis (54.5%). The greatest discrepancy between the support
available and the support desired was for support in a crisis.
[Insert Table 4 here]
When asked about use of peer support, 48.1% reported that they were unsure if they would
access peer support, while 34% said they would and 17.8% would not. If they were to access
peer support, they preferred to access it Monday to Friday between 5pm – 9pm (41%) or had
no preference of timings (23.9%). In terms of reasons why they would access peer support,
the majority selected that it was ‘something to do’ (94.3%), while 37% would access it to
support their recovery, 25% would use it to meet new people and 10.9% would be interested
in the activities.
In terms of benefits, 77.4% thought that peer support would be beneficial for their wellbeing.
When asked why peer support would be beneficial, 51.6% agreed that peer support would
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offer fewer restrictions, greater insight and understanding (49.5%), be more accessible
(43.9%), give them greater choice than professional support (40.4%), reduce workload for
staff (19.4%) and provide clearer and more relevant information (14.1%). When asked if
user-led support should happen more at university, half of participants (48.9%) said that it
should.
When asked what would stop them accessing peer support, most participants reported
concerns around confidentiality (71.5%), trust (60.6%), anxiety (55.3%), and whether peers
would be skilled enough to support others (48.9%) or that peers would not have the training
staff have (36.2%). Moreover, participants wanted to maintain boundaries between peers
(30.3%) and were concerned about the emotional impact of offering support (31.6%) and
stigma (36%).
Content analysis.
Qualitative responses were provided by 223 (59.3%) participants when asked why they
thought peer support may or may not be beneficial. Content analysis categorised responses
within broad categories of ‘positive aspects’ and ‘negative aspects’ of peer support (Figure
2). Within ‘positive aspects’, six categories were identified and agreed: mutual
understanding, reducing loneliness and increasing friendship, meeting likeminded
individuals, feeling more comfortable, sharing coping strategies and increasing accessibility
to support. Within ‘negative aspects’, six categories were agreed: emotional barriers, lack of
professionalism, stigma, concerns of exacerbating the problem, problems of confidentiality
and trust and already having alternative social support. Inter-rater reliability for ten categories
had almost perfect agreement (.80 - 1) and two categories had substantial agreement (.77 .79).
[Insert Figure 2 here]
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The category within ‘positive aspects’ which had the most responses was mutual
understanding (n = 62) – participants described benefits of meeting with people with a shared
understanding of mental health difficulties: “Having someone who has been there before and
come through the other side and can talk to you about how they did it and let you know that
you are not alone”. The second most reported category was around reducing loneliness and
increasing friendship (n = 48): “It would stop me feeling lonely if I had an avenue within
which to make new friends who struggled with the same things that I do”. The third most
reported benefit was meeting likeminded individuals, who were similar to them in age and
interests (n = 40); “You relate to those who are the same age as you therefore you may open
up more and get more out of sessions”.
For ‘negative aspects’, the category with most responses was emotional barriers (n = 26),
such that participants described how they might find it difficult to share information with
their peers: “I feel embarrassed about my mental health around my peers and might have an
even harder time opening up”. The second most reported category was lack of
professionalism (n = 24), with participants expressing concerns over peers not being trained
professionals: “Because students are not qualified to provide mental health support in times
of crisis. It puts undue burden on students and places them in potential situations where they
are unqualified to help and yet find that they must”. The third most reported category was
stigma (n = 9), with participants fearing that peers would judge them for using the service: “I
don’t feel that I should be talking to other students who may not know me and make
judgements based on what I say to them. Could cause rumours”.
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Discussion
The current study examined university students’ experiences of NHS mental health services
and potential benefits and challenges of peer support. Many participants reported that their
experiences of NHS mental health services required improvement. Qualitative analysis
identified issues including long waiting times, lack of availability of alternative treatments, a
desire for more compassionate staff, concerns surrounding the effectiveness of current
treatments, a lack of communication between services and a need for more follow-up care.
Regarding peer support, most participants were unsure if they would access it. Most did agree
that peer support would be beneficial for their wellbeing - qualitative data confirmed that
many thought it would enable them to meet those with a mutual understanding of mental
health difficulties at university. However, participants also noted concerns about peer
support, believing it lacks professionalism, as well as concerns surrounding the potential
shame or stigma from sharing personal information with peers. These findings suggest that
peer support may be a useful service for some students, but appropriate training and clear
guidelines on what peer support can and cannot offer should be disseminated to students.
Experiences of NHS mental health services.
Many participants reported a diagnosed mental health condition. Several suspected an
undiagnosed condition, however most of these participants were not seeking a diagnosis.
Over half had accessed support since starting university, most commonly through their GP.
Overall, GP consultations were positively evaluated, however a lack of adequate time to
discuss their condition was a frequently raised issue. Of the participants who had been in
contact with NHS mental health services, most stated talking therapy to be partially helpful
and desirable. However, over a third of participants who had received care from NHS mental
health services in the past 12 months rated it as ‘poor’ or ‘very poor’. Further, of those in
19

contact with NHS mental health services, four in ten reported it as ‘not helpful’. Qualitative
responses provided deeper understanding of experiences with NHS mental health services:
staff qualities and patient-centred communication and care were two identified positive
aspects. However, it is notable that more responses were gathered when participants were
asked what could be improved about their NHS care, implying there is room for
improvement.
Several areas of improvement were identified, with waiting times frequently reported as an
issue. This finding supports previous research on the experiences of NHS mental health
services for adults within the general population (Docherty and Thornicroft 2015; Newman et
al. 2015). Research has reported that long waiting times can result in poorer mental health
outcomes, including more days in inpatient care and longer recovery times (Reichert and
Jacobs 2018). This emphasises that reducing waiting times and facilitating timely access
should be a priority for NHS mental health services. Long waiting times are likely
exacerbated by a lack of funding, with treatment coverage (the proportion of those with a
condition who received treatment) related to investment in mental health services (Docherty
and Thornicroft 2015). This highlights a need for increased government funding for mental
health services, which would benefit both students and the general population.
In the current study, patient-centred care was also an area of desired improvement, with only
one in five participants reporting they ‘definitely’ had enough say in decisions about their
care. First proposed by Byrne and Long (1976), patient-centred care enables patients to make
informed decisions about their care in partnership with the clinician, including consideration
of the needs and preferences of each patient when deciding on a treatment and care plan.
Previous research suggests that applying this approach to mental health could have a positive
impact on patient outcomes, including improvements in therapeutic relationships between
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clinicians and patients, adherence to treatments and improvements in symptoms (Doyle,
Lennox and Bell 2013; Kornhaber et al. 2016). The current study highlights this is an aspect
that also matters to students, and thus is a worthy focus for policy on student mental
healthcare.
Participants also frequently reported issues with access – especially their opportunities to
access alternative treatments, either alongside current services or as an alternative treatment.
After their GP, the most used avenues of support were counselling services and mental health
advisers within universities, suggesting that alternative forms of support are being sought and
that students desire more help (Shaw 2014). Counselling services have shown significant
improvements in students’ levels of depression and anxiety (Royal College of Psychiatrists
2011), however students are not always aware of the services available to them (Kitzrow
2003). It is essential that communication increases between university mental health services,
GPs and students, so that students are aware of all the possible options available to them.
Together, these findings suggest that there is an issue with students being able to access the
support that they need, when they need it and with it being individualised to their specific
needs. These unmet needs could exacerbate mental health issues, reduce the motivation to
seek help and increase the risk of reoccurrence if left untreated (Zivin et al. 2009). The
likelihood of students accessing support is related to several social and psychological
barriers, such as self-stigma and past experiences (Cage et al. 2018). Even once support has
been sought, the current study indicates that barriers continue to be faced, suggesting that
current services do not adequately address the issue of student mental health. In the UK, there
is arguably a long way to go before parity of esteem is reached for mental health care
(Millard and Wessely 2014).
Attitudes towards peer support.
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Peer support – although not an alternative to professional mental healthcare – could be
beneficial if students are facing long waiting lists to access NHS support. In the current study,
half of participants reported that user-led peer support should happen more at their university,
with a third reporting that they would access peer support but most unsure if they would
access it. This supports previous research demonstrating a desire for peer support services
(Cunningham et al. 2017; Shaw 2014) although the number of unsure participants indicates
that they may benefit from further information about peer support. The main reasons
participants wanted peer support was to support recovery and meet new people. Qualitative
responses added further insight into the perceived benefits of peer support, such as mutual
understanding and meeting like-minded individuals. Supporting previous research, these
findings suggest that students value being understood and relating to others (Naslund et al.
2014), and peer support could provide opportunities to normalise experiences (Dass and
Gorman 1985).
Qualitative responses also indicated that reducing loneliness and increasing friendship were
benefits. This benefit may be unique to peer support, and previous psychological research has
highlighted the important role social belonging plays in mental wellbeing (e.g. McBeath et al.
2017). Indeed, Byrom (2018) found that students who attended six peer support group
sessions experienced significant improvements in mental wellbeing. However, it is
noteworthy that Byrom’s (2018) study lacked a control group, making it harder to determine
if these benefits are due to an increase in social support or specific benefits of a peer support
service. More research is needed to evaluate the effectiveness of peer support on student
mental health outcomes.
Despite peer support services being identified as a promising strategy for improving student
mental health, potential limitations should be considered. In the current study, many
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participants had concerns over confidentiality, trust and anxiety. These potential limitations
are regularly cited as main oppositions to peer support (Davidson et al. 2012; Shaw 2014).
Discussing these concerns directly with students could be beneficial, such as by confirming
that peer supporters would be trained appropriately and would respect confidentiality
(Davidson et al. 2012). Additionally, qualitative responses further suggested that emotional
barriers and stigma were common concerns. Emotional barriers are often raised as issues for
young people when seeking help, with Rickwood et al. (2005) finding that young people who
were less skilled at managing their emotions were less likely to seek help.
Together, these findings suggest that peer support could have emotional value, particularly
helping to increase social support from others with shared experiences. However, emotional
aspects also serve to limit the benefits of peer support, with fears over how others would
perceive them if they used the service, and whether they could trust their peers. The
effectiveness of peer support could therefore be limited by overarching stigmatizing attitudes
towards mental health. Indeed, stigma has been identified as one of the most significant
barriers for young people seeking help for mental health problems (Gulliver et al. 2010).
Developing mental health literacy in students and staff may be an important tactic to ensure
students are accessing the support they need and want.
Limitations and future directions
First, the generalisability of the current study is a significant limitation: most participants
attended universities in South East England, suggesting that experiences of students in the
current study may only be representative of NHS mental health services in this area. Further,
most participants were female. Vidourek et al. (2014) reported that females are more likely
seek social support for mental health problems, which may have contributed to the positive
views on peer support in the current study. Despite this limited generalisability, the study’s
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findings still have value in improving understanding of student experiences of NHS mental
health services and perceptions of peer support services.
The study also assumes that intentional behaviour is a valid indicator of actual behaviour.
Previous research has suggested that intentional behaviours for accessing mental health
support does not always translate into actual behaviours (Li 2016). Therefore, students may
like the concept of peer support and intend to access it, yet not use it. Further, the study
assumes there no changes in the need for peer support services throughout a student’s time at
university. Previous research has suggested that certain time points at university such as the
initial transition may be particularly difficult, increasing the need for additional support
(Knoesen and Naude 2012). Thus, future longitudinal research could explore whether the
need for peer support changes throughout university so that timely support can be offered.
Additionally, the study only gathered responses specifically on experiences of NHS mental
health services, despite participants reporting that they had accessed other services such as
mental health advisers and university counsellors. Previous research has reported that
students value counselling services at university and these services are particularly beneficial
when they have a formal link to the NHS (Quinn et al. 2009). Future research should consider
student experiences of university mental health support services such as counselling, mental
health advisers, disability services and mentors to develop a full understanding of mental
health support for students.
Future research should also investigate the content of peer support services, to facilitate the
provision of appropriate training and guidance. Davison et al. (2012) found that peer support
staff reported that positive self-disclosure, role modelling and conditional regard were
especially useful to increasing feelings of hope, control and a sense of belonging amongst
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users of the service. These findings suggest that exploring ways to effectively develop such
skills in peer support staff is a worthy area of focus for future research.
Since stigma was noted as a barrier to receiving peer support both in the current study and
elsewhere (Lucksted et al. 2011; Lawton-Smith 2013), online peer support services could be
offered as an alternative option. This novel delivery method of peer support could offer
advantages including increasing accessibility and allowing for anonymity. In a systematic
review of online peer support, Ali et al. (2015) suggested that due to the anonymous nature of
online support, as well as the common use of the internet to connect to others, online peer
support may be an effective tool in reducing stigma and increasing help-seeking behaviour. In
addition, online peer support could reduce waiting times for support, and allow students to
access help outside of traditional opening times, such as weekday evenings, which was the
preferred time to access peer support in the current study. Online peer support services may
be particularly beneficial as lack of consistency in support has been noted as a problem for
students due to short term dates (Brown 2018). This aspect is important as previous research
has identified consistency in care and support as important factor in promoting positive
mental health and recovery (Dixon, Holoshitz, and Nossel 2016).
Conclusion
The current study contributes to our understanding of student experiences of NHS mental
health services and perceptions of peer support services. Several areas of improvement for
mental health services were identified, including the need to reduce waiting times, improve
access to alternative treatments and facilitate more patient-centred communication. Benefits
of peer support services were also identified including the potential to normalise experiences
and promote belonging, suggesting peer support could be a promising strategy for fostering
better student mental health. Addressing the current problems with NHS mental health
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services and facilitating appropriate peer support services at university are a worthy focus for
policy development for student mental health support.
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Table 1. Diagnostic information on mental health conditions in the sample.
Percentage

Percentage

reporting

diagnosed during

Median age of

Condition

diagnosis

university

diagnosis

Anxiety disorder

30.3%

33.3%

17

Mood disorder

22.3%

27.3%

16

Eating disorder

8%

23.3%

15

Obsessive Compulsive Disorder

5.9%

36.4%

17

Personality disorder

3.7%

28.5%

19

Post-Traumatic Stress Disorder

3.7%

50%

19

Psychotic Disorder

1.6%

33.3%

17.5

Other

1.6%

25%

16

Addiction disorder

.8%

33.3%

17

Note. Participants could report more than one condition.
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Table 2. Support types that had been accessed for mental health during university.
Support service

N (% of sample)

I have not accessed any services for my mental health

163 (43.4%)

General Practitioner

152 (40.4%)

Counselling at university

119 (31.6%)

Mental health adviser at university

77 (20.5%)

Counselling outside of university

64 (17%)

Disability services at university

62 (16.5%)

Psychiatrist

40 (10.6%)

Clinical Psychologist

31 (8.2%)

Community Psychiatric Nurse

14 (3.7%)

Other

10 (2.7%)

Note. Participants could select more than one support service.
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Table 3: Participants views on the qualities of their GP during their last meeting to discuss
their mental health.
Yes,

Yes, to some

GP quality

definitely

extent

Listened to

52 (35.6%)

65 (44.5%)

29 (19.9%)

Trusted/had confidence in them

57 (39%)

58 (39.7%)

31 (21.2%)

Treated with dignity and respect

85 (58.2%)

41 (28.1%)

20 (13.7%)

Adequate time to discuss condition and treatment 39 (26.7%)

40 (27.4%)

67 (45.9%)
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No

Table 4. Ways students support each other at participants’ universities and what types of
support are needed. Note: Participants could select more than one support service.
Type of Support

Ways that students

What types of support

support each other at

are needed at

university:

university:

n (% of sample)

n (% of sample)

1:1 support

108 (28.7%)

213 (56.6%)

Support in a crisis

78 (20.7%)

205 (54.5%)

Telephone/Online support

154 (41%)

189 (50.3%)

Drop in sessions

132 (35.1%)

181 (48.1%)

Relaxation & Mindfulness

156 (41.5%)

180 (47.9%)

Condition-based groups

53 (14.1%)

177 (47.1%)

Young adult (18-25) support groups

29 (7.7%)

175 (46.5%)

Activity groups

200 (53.2%)

137 (36.4%)

Develop new life skills

48 (12.8%)

131 (34.8%)

Help to link with wider community activities 52 (13.8%)

121 (32.2%)

Recovery Star

6 (1.6%)

120 (31.9%)

Recovery stories

24 (6.4%)

117 (31.1%)

Support groups for new mothers

5 (1.3%)

92 (24.5%)
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Figure 1. Categories and subcategories from the content analysis on qualitative responses on
improvements to NHS MH services
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Figure 2. Categories from the content analysis on qualitative responses on peer support
services
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