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Foreword 
Everyone knows someone who has had mental health concerns whilst at university. 

The financial, academic and social pressures placed on students coming into the 

hustle and bustle of a London university can be very straining on any student's mind. 

Whilst the rates of anxiety and depression increase by the day, the taboo placed on 

the topic of mental health is still as strong as ever. Some are scared to speak for fear 

of saying the wrong thing, some are worried that others won't see them the same way 

and some just don't know who it is that they should confide in.   

 

This stigma is something that needs to be broken down, as the invisible disability of 

mental ill health isolates, hides and draws a person away from the great things in life. 

It turns on a grey filter for 1 in 4 students here at UCL and whilst the Student 

Psychological Services do an incredible job dealing with students as they come, there 

simply aren't enough resources to reach out to every student facing such issues.  

 

It is this significant stigma and reduced resources that led to the launch of the UCLU 

Heads Up Campaign. It looks at making UCL a campus where students from all 

backgrounds can openly talk about their mental health, where they can be seen 

immediately if they have mental health concerns and where they can be prevented 

from reaching a stage of crisis in the first place.  

 

This report examines the responses of thousands of UCL students through a paper 

survey or a focus group and highlights the extent to which they are aware of the mental 

health services available, the severity of their mental health illnesses if any, and the 

link between their mental health and demographic compositions. Through this detailed 

study, four recommendations have been made to UCL, which all look at working with 

the Heads Up Campaign to make mental health a priority amongst all individuals on 

our campus. 

 

I would like to show my deepest gratitude to the various individuals who have made 

immense contributions to the planning, research and writing of this report, particularly 

Alessandro Massazza, Vicki Baars, Stephen Garry, Simon To and Sinéad Booth, who 

are the authors of this study and have worked tirelessly to bring the position of mental 

health at UCL to light for all who read it. 

 

 Letôs talk mental health together.  

 

Mehjabin Ahmed 

Welfare & International Officer  
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Recommendations  

 

1. Employ effective communication throughout UCLôs support services with the 

creation of a single reference point. Over half of students that participated in our 

research could never, or only occasionally, identify where to access psychological 

support at UCL.  

 

2. Destigmatise mental health through a collaborate campaign delivered by UCL and 

UCLU. Attitudinal work should be undertaken through an educational and emotive 

campaign, paying particular attention to the disproportionate level of perceived 

stigma suffered by male students with mental health difficulties. 

 

3. Identify designated staff contacts who will provide pastoral support. These roles 

should be on a voluntary basis but include standardised training to enable staff to 

support students suffering with mental health difficulties. 

 
 

4. Increase funding to UCL Student Psychological Services by £340,000. This would 

translate to 6.5 new staff members, necessary to cover the numbers of students 

accessing the service. This would shorten the waiting list, facilitate follow-up with 

students and allow for additional support where needed.  
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1. Introduction 
1.1. Research highlights that higher education students typically display higher levels 

of mental distress than the general population. In a study of 1,208 UK students by 

Stewart-Brown et al. (2000), higher education students scored considerably lower 

in terms of health status as measured by the Short Form Health Survey (SF-36) 

than their equivalent non-student age group local population (Stewart-Brown et 

al., 2000). The most striking difference related to emotional problems, with up to 

two-thirds of students confessing that anxiety about university studies was limiting 

their ability to work. Roberts et al. (1999) also found that the mental health of two 

London universitiesô student populations, as measured by the General Health 

Questionnaire (GHQ), was substantially lower than that of the general population.  

 

1.2. Research on student mental health in the UK reports various levels of heightened 

mental distress among higher education students. In a study by Andrews and 

Wilding (2004), involving 351 UK students surveyed one month before starting 

university and mid-course, 9% of students who had no symptoms before starting 

university had depression as measured by the Hospital Anxiety and Depression 

Scale (HADS) and 20% had clinically significant anxiety by mid-course. A similar 

longitudinal study by Cooke et al. (2006) involving 4,699 UK higher education 

students also found that, though levels of mental distress fluctuated across the 

first year of university, it never returned to pre-enrolment level. 

 

1.3. According to Bewick et al. (2008), who found that anxiety was higher than 

depression within their cohort of 1,129 university students, university appears to 

be an ñanxious rather than depressive timeò (p. 2). Indeed, in a research paper by 

Webb et al. (1996), students reported strikingly lower levels of HADS-measured 

depression (13%) than anxiety (54%). However, our datasets do not support this 

finding, as among UCL university students the rates of depression were higher 

than the rates of anxiety. Several changes in the university system and in the 

demographic structure of the student population might have influenced this shift 

in psychopathological trends.  

 

http://www.ncbi.nlm.nih.gov/pubmed/11192277
http://www.ncbi.nlm.nih.gov/pubmed/11192277
http://www.ncbi.nlm.nih.gov/pubmed/11192277
http://www.ncbi.nlm.nih.gov/pubmed/10584444
http://onlinelibrary.wiley.com/doi/10.1348/0007126042369802/abstract
http://onlinelibrary.wiley.com/doi/10.1348/0007126042369802/abstract
https://www.researchgate.net/publication/230821364_Measuring_monitoring_and_managing_the_psychological_well-being_of_first_year_university_students
https://core.ac.uk/display/41933
http://www.ncbi.nlm.nih.gov/pubmed/8843811
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1.4. In a longitudinal study by Zivin et al. (2009) of 2,843 USA higher education 

students, depression rates (as measured by the Patient Health Questionnaire-9) 

were substantially higher than anxiety rates at both Time 1 and Time 2 (15.3% vs. 

4.75% and 12.93% vs. 6.97%). The National College Health Assessment reported 

that one in three undergraduate students in the USA reported feeling ñso 

depressed it was difficult to functionò at least once during the year. Furthermore, 

one in ten students had reported ñseriously considering attempting suicideò 

(American College Health Association, 2008).  

 

1.5. In a similar study by Drum et al. (2009) of a sample of 26,000 USA university 

students at 70 different institutions, 18% of undergraduate and 15% of graduate 

students had ñseriously considered attempting suicideò and 6% of undergraduate 

and 4% of graduate students had ñseriously considered attempting suicideò in the 

past 12 months. These results further highlight the importance of collecting data 

on the patterns of suicidal ideation and behaviour among student populations.  In 

a study of a large student section at the University of Leicester (Grant, 2002), 40% 

of the student sample reported sadness, depression and mood changes with 14% 

of them scoring 2 or more (moderately distressed) on the Brief Symptom Inventory 

for depression. On the other hand, 23% of them had experienced anxieties, 

phobias and panic attacks.1 However, as Grant highlighted in her account of the 

Leicester Student Psychological Heath Project while much of the previous work 

on mental health in higher education has focused on particular issues and specific 

conditions, little work has attempted to provide a more general and broad picture 

of university studentsô mental health. 

 

1.6. A more recent 2016 Unite report of 2,169 university applicants and 6,504 current 

students found that 12% of the respondents identified themselves as having 

mental health difficulties. Furthermore, 32% of students reported that they had 

ñalways or often felt down or depressedò in the previous four weeks and 30% 

                                                        
 
1 More information on the Leicester study and on past research on student mental health can be 
found in the comprehensive volume ñStudentsô Mental Health Needs - Problems and Responsesò (ed. 
Stanley and Manthorpe), 2002. 

http://www.ncbi.nlm.nih.gov/pubmed/19178949
http://www.acha-ncha.org/docs/JACH%20March%202008%20SP%2007%20Ref%20Grp.pdf
http://psycnet.apa.org/index.cfm?fa=buy.optionToBuy&id=2009-08599-001
http://www.unite-students.com/about-us/insightreport/2016-full-report
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reported ñalways or often feeling isolated and lonelyò. These results are similar to 

the findings of our survey with 33.8% of the surveyed male population and 35.2% 

of the female population at UCL displaying moderate levels of mental distress. As 

stressed by the Higher Education Policy Institute report, it appears that students 

in higher education express moderately high rates of mental distress in 

comparison with the general population, though rates of psychiatric disorders are 

lower (12% in the Unite report versus 23% of the whole population in the 2007 

NHS Adult Psychiatric Morbidity household survey). 

 

1.7. The College Report CR166 (2011) commissioned by the Royal College of 

Psychiatrists also constitutes a recent and comprehensive review of the literature 

on mental health in UK higher education. This report called for up-to-date research 

on the subject of mental health in higher education institutions due to changes in 

wider socioeconomic conditions within British and global society and shifts in the 

demographic structure of the university population partially sustained by a 

widening participation agenda. The research group was particularly struck by ñthe 

paucity of recent, high quality research into the nature and prevalence of mental 

disorder (including drug and alcohol abuse) in the UK student populationò (p. 14).  

 

1.8. Finally, the 2016 report ñThe Invisible Problem? Improving Studentsô Mental 

Healthò by the Higher Education Policy Institute presents an excellent standpoint 

for mental health policy implementation and there are many similarities between 

their recommendations and those presented in this report.   

  

http://content.digital.nhs.uk/pubs/psychiatricmorbidity07
http://content.digital.nhs.uk/pubs/psychiatricmorbidity07
http://www.hepi.ac.uk/2016/09/22/many-universities-need-triple-spending-mental-health-support-urgent-call-action-new-hepi-paper/
http://www.hepi.ac.uk/2016/09/22/many-universities-need-triple-spending-mental-health-support-urgent-call-action-new-hepi-paper/


Heads Up: Reporting on Mental Health 

 

 

6 
 

2. Quantitative results 
2.1. A detailed description of the study methodology is given in Appendix 1. Briefly, 

during the months of February and March 2016, we collected mental health data 

from 2,567 students through a paper-based questionnaire and 314 students 

through a web-based questionnaire. This sample of 2,881 students represents 

approximately 7.5% of the total UCL population.  

 

Paper Survey of Students 

2.2. The sample of students who responded to this survey is broadly representative of 

the total UCL population in terms of demographic characteristics (Figure 1). 

According to UCL Student Statistics, in the year 2015-16 the student population 

was composed of 42% males and 58% females, 71% home students and 29% 

overseas students, 53% postgraduate students and 47% undergraduate students 

and 5.9% students with a reported disability (with 19.2% of the total disabled 

students reporting a mental health difficulty in the year of 2015-2016). 

Unfortunately, due to the lack of UCL-wide data on sexual orientation, gender 

nonconformity, religion and age we were not able to make comparisons between 

our study sample and the total student population for these characteristics. A 

limitation of our study sample was the under-representation of PhD students (0.6% 

of the sample) due to the difficulty in accessing this specific student population. 

The considerably higher participation of PhD students in the online version of the 

survey (7.3%) highlights a potential benefit of the web-based method of survey 

collection among PhD students.  
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Figure 1: Demographics of Survey Respondents (N=2,567) 

 

 

2.3. The paper questionnaire asked students to reply to a modified CORE-OM 

questionnaire and a set of questions on peer and mental health support 

preferences at UCL. Figure 2 presents the average CORE-OM scores from the 

student sample. 

 

2.4. When interpreting the CORE-OM scores a value of 0 corresponds to ñno distress 

whatsoeverò and 4 corresponds to a maximum level of mental distress. Figure 2 

shows that the highest scoring questions were Q25 ñI have thought I am to blame 

for my problems and difficultiesò (mean score=1.88), Q2 ñI have felt tense, anxious 

or nervousò (mean score=1.87) and Q5 ñI have felt totally lacking in energy and 

enthusiasmò (mean score=1.70). Questions with the lowest means scores among 

our student sample were Q28 ñI have felt humiliated or shamed by other peopleò 

(mean score=0.60), Q21 ñI have thought I have no friendsò (mean score=0.69) and 
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Q23 ñUnwanted images or memories have been distressing meò (mean 

score=0.80).  

 

Figure 2: CORE-OM Mean Scores for Each Question in the Paper Survey 

 

 
 
2.5. According to CORE-OM guidelines, the overall expected mean score in a non-

clinical population is 0.88 and 2.12 in a clinical population. The overall mean score 

in our study sample of UCL students was 1.25, higher than would be expected in 

a non-clinical population (Table 1). This pattern of elevated average CORE-OM 

scores was evident across all three dimensions of the questionnaire (Wellbeing, 

Problems and Functioning). 

 

 

0.60
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Q28 I HAVE FELT HUMILIATED OR SHAMED BY OTHER PEOPLE 

Q21 I HAVE THOUGHT I HAVE NO FRIENDS 

Q23 UNWANTED IMAGES OR MEMORIES HAVE BEEN DISTRESSING Χ

Q13 I HAVE FELT PANIC OR TERROR

Q19 I HAVE FELT DESPARING OR HOPELESS

Q8 TALKING TO PEOPLE HAS FELT TOO MUCH FOR ME

Q1 I HAVE FELT TERRIBLY ALONE AND ISOLATED

Q20 I HAVE FELT CRITICISED BY OTHER PEOPLE 

Q7 I HAVE BEEN TROUBLED BY ACHES, PAINS OR OTHER PHYSICAL Χ

Q24 I HAVE BEEN IRRITABLE WHEN WITH OTHER PEOPLE 

Q17 MY PROBLEMS HAVE BEEN IMPOSSIBLE TO PUT TO ONE SIDE 

Q12 I HAVE FELT LIKE CRYING

Q9 TENSION AND ANXIETY HAVE PREVENTED ME DOING Χ

Q4 I HAVE FELT O. K. ABOUT MYSELF

Q18 I HAVE BEEN ABLE TO DO MOST THINGS I NEEDED TO

Q11 I HAVE BEEN DISTURBED BY UNWANTED THOUGHTS AND Χ

Q6 I HAVE FELT ABLE TO COPE WHEN THINGS GO WRONG

Q10 I HAVE BEEN HAPPY WITH THE THINGS I HAVE DONE
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Q22 I HAVE FELT UNHAPPY 
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Q15 I HAVE HAD DIFFICULTY GETTING TO SLEEP OR STAYING ASLEEP
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http://www.coreims.co.uk/downloads_forms.aspx
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Table 1: Mean Score for CORE-OM Dimensions in Paper Survey  

Dimension 

UCL Students 
Paper Survey 

(N=2567) 

CORE-OM 
Non-Clinical 

Sample (N=1084) 

CORE-OM 
Clinical Sample 

(N=863) 

Wellbeing 1.36 0.91 2.37 

Problems 1.27 0.90 2.31 

Functioning 1.16 0.85 1.86 

All Non-Risk Items 1.25 0.88 2.12 

 

2.6. The Problems dimension is comprised of four different sub-sections in which 

specific questions refer to anxiety (Q2, Q9, Q13 and Q17), depression (Q5, Q19 

Q22, Q25), physical issues (Q7, Q15) and trauma (Q11, Q23). The Functioning 

dimension is divided in the three sub-sections of general functioning (Q6, Q10, 

Q18, Q27), close relationships (Q1, Q3, Q16, Q21) and social relationships (Q8, 

Q20, Q24, Q28).  

 

2.7. Within the Problems or Symptoms dimension the most prevalent symptoms 

shared by UCL students are of depressive nature (mean score=1.49) followed by 

anxiety (mean score=1.28), physical symptoms, including physical pain and sleep 

difficulties, (mean score=1.27) and finally symptoms of trauma (mean score=1.06, 

Table 2). Data from the sub-sections of the Functioning dimension highlight how 

UCL students scored relatively low on issues relating to social relationship (mean 

score=0.92) but higher on issues relating to closer relationships, such as friends 

and support from close others (mean score=1.15). 
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46%

43%

10%

1%

Males

Table 2: Mean Score for CORE-OM Sub-Sections in Paper Survey 

 
Sub-section  Mean score 

Problems dimension overall 1.27 

- Anxiety 1.28 

- Depression 1.49 

- Physical Issues 1.27 

- Trauma 1.06 

Functioning dimension overall 1.16 

- General 1.42 

- Close Relationships 1.15 

- Social Relationships 0.92 

 

2.8. According to the CORE-OM guidelines, the threshold for clinically significant 

mental distress is an average score of 1.36 for males or 1.50 for females. Overall, 

more than one-third of students in the study sample scored above this clinical 

threshold (33.8% of males and 35.2% of females). The female population had 

higher levels of mild or moderate mental distress than males, but there was no 

difference in the level of severe distress, which was 1% for both groups (Figure 

3).  

 

Figure 3: Level of Mental Distress, by Gender 
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2.9. A greater proportion of students who did not identify as either male or female 

reported severe mental distress (9% vs 1% for females or males); however, 

these results should be interpreted with caution due to the small sample size 

(0.9% of the study sample did not identify as either male or female). 

 
2.10. Following CORE-OM guidelines, clinical thresholds for the Wellbeing dimension 

were 1.37 for males and 1.77 for females, for the Problems dimension 1.44 for 

males and 1.62 for females and for the Functioning dimension 1.29 for males 

and 1.30 for females. The overall average scores for male and female students 

in our sample were below the clinical thresholds for all three dimensions; 

however, as Figure 5 highlights, females tend to have higher average scores 

than males across all three domains. 

 

Figure 5: Mean Scores of CORE-OM Dimensions Paper Survey, by Gender 

 

 

2.11. Looking within Problems and Functioning dimensions provides further evidence 

that female students at UCL tend to display higher rates of mental distress (Table 

3). The differential between male and female scores is particularly marked within 

the anxiety sub-section (female-male differential=0.28) followed by depressive 

symptoms (female-male differential=0.16) and social relationships (female-male 

differential=0.12). However, in the sub-section of close relationships the male 
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population scored higher than the female population (female-male=-0.06). This 

pattern of results was also evident in the online version of the questionnaire.  

Table 3: Mean Score for CORE-OM Sub-Sections in Paper Survey, by Gender 

 

Sub-section 
Male mean 

score 
Female mean 

score 
Female-Male 
Differential 

Problems dimension overall 1.21 1.39 0.18 

- Anxiety 1.13 1.41 0.28 

- Depression 1.40 1.56 0.16 

- Physical Issues 1.21 1.32 0.11 

- Trauma 1.01 1.10 0.09 

Functioning dimension overall 1.13 1.18 0.05 

- General 1.37 1.46 0.08 

- Close Relationships 1.17 1.11 - 0.06 

- Social Relationships 0.85 0.97 0.12 

 

 

2.12. The mean CORE-OM scores also varied by gender for several questions (i.e. the 

female-male differential<-0.20). For example, males were less likely to have felt 

warmth or affection for someone (Q16) or to feel that they had someone to turn 

to for support when needed (Q13). However, in all the other questions, females 

displayed higher levels of mental distress than males. In particular, females were 

more likely to respond that they have felt like crying (Q12), felt overwhelmed by 

their problems (Q14) and felt tense, anxious or nervous (Q2, female-male 

differential >0.20).   

 

2.13. In addition to gender, there was variation in average CORE-OM scores by other 

demographic characteristics. As Figure 6 shows, the demographic sub-groups 

with the highest average CORE-OM score were: disabled students (mean 

score=1.79), students who did not self-identify as either male or female (mean 

score=1.69) and students who self-identified as lesbian, gay, bisexual and queer 

(mean score=1.55). The sub-groups with the lowest levels of mental distress 

were: students above 30 years old (mean score=1.13), EU students (mean 



Heads Up: Reporting on Mental Health 

 

 

13 
 

score=1.15), students who self-identified as male (mean score=1.18) and finally 

students who self-identified as white (mean score=1.18). 

 

Figure 6: Demographic Specific CORE-OM Averages for Paper Survey  

 

 

2.14. Besides the modified CORE-OM, the paper questionnaire distributed to the 

student population also included a series of question focusing on peer and 

mental health support at UCL.  

 

2.15. The first question asked whether student felt that they knew where to go if they 

needed psychological support (on a scale of 0 being ñnot at allò to 4 being ñhighly 

awareò). Overall, 20.8% of students replied ñnot at allò and 35.9% replied ñonly 

occasionallyò.   

 
2.16.  Students with severe mental health difficulties (based on their CORE-OM 

scores) had higher rates of awareness of the services in comparison to other 

1.18
1.32

1.69

1.24
1.15

1.35

1.28
1.2

1.38

1.23
1.55

1.46

1.25
1.25

1.18
1.31
1.31

1.79
1.24

1.27
1.3

1.24

1.27
1.26

1.13

0 0.2 0.4 0.6 0.8 1 1.2 1.4 1.6 1.8 2

MALE 
FEMALE

IN ANOTHER WAY

UK 
EU 

INTERNATIONAL 

UNDERGRADUATE 
MASTER 

PHD 

HETEROSEXUAL 
LESBIAN, GAY, BISEXUAL, QUEER

IN ANOTHER WAY

RELIGIOUS
NON-RELIGIOUS

WHITE 
BLACK AND ETHNIC MINORITY 

IN ANOTHER WAY 

DISABLED 
NON-DISABLED 

SELF-FUNDED 
EXTERNALLY FUNDED 

STUDENT LOAN 

BETWEEN 18 AND 21
BETWEEN 22 ANS 29

ABOVE 30 



Heads Up: Reporting on Mental Health 

 

 

14 
 

students (Figure 7). For example, 16% of the students with severe mental 

distress were ñhighly awareò of the psychological support services available 

compared to 5% of students expressing mild levels of mental distress. However, 

almost half of students with severe mental distress (48%) reported being ñnot 

aware at allò of where to go if they needed psychological support.  

Figure 7: Awareness of Psychological Support Services at UCL (ranging from 

0 = ñnot at all awareò to 4 ñhighly awareò), by Mental Distress Scores  

 

 

2.17. Lesbian, gay, bisexual and queer students and students with a disability had 

higher levels of awareness of psychological support services compared to other 

students (Figure 8). This may be due to higher likelihood of mental health 

difficulties among these populations. For example, a 2016 YouGov survey 

reporting that 45% of LGBT students struggled with mental health difficulties 

versus just 22% of non-LGBT students. Students with the lowest awareness of 

the support services were students who do not identify as either male or female 

and black and minority ethnic students. 
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Figure 8: Awareness of Psychological Support Services by Demographics 

 

 

2.18. Data from UCL Student Psychological Services represents the most 

comprehensive and up-to-date source of information related to student mental 

health at UCL (Figure 9). Of the 2,620 students who registered with UCL Student 

Psychological Services between 2014 and 2015, 87.6% (n=2,294) presented 

with multiple problems. The most common mental health difficulties experienced 

by students accessing UCL Student Psychological Services were depression 

(16%) and anxiety (15%), a lack of confidence or low self-esteem (10%), sleep 

problems (7%) and lack of close relationships (5%).  
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Figure 9: Presenting Problems by Students Accessing Student Psychological 

Services Between 2014-2015 (N=2,620) 

 

 

2.19. Among our study sample, the CORE-OM question with the highest average 

score was ñI have thought I am to blame for my problems and difficultiesò (mean 

score=1.88). An increased likelihood of blaming oneself for situations that are 

out of oneôs control may be associated with the widespread lack of confidence 

and self-esteem expressed by students registering with UCL Student 

Psychological Services. Additionally, the elevated level of sleeping difficulties 

evident in the data from UCL Student Psychological Services is consistent with 

the high average score for the question ñI have had difficulty getting to sleep or 

staying a sleepò among the students in our study sample (mean score=1.51). 

Finally, academic problems as a presenting problem for students registering with 

UCL Student Psychological Services correlates with the discussion of mental 
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health difficulties related to academic performance and stress during the focus 

groups conducted as part of this study (see Section 3).  

 

2.20. Additionally, there is anecdotal evidence from UCL Student Disability Services 

that ñstudents predominantly present with depression and or anxietyò; however, 

students also present with eating disorders, personality disorders, bipolar 

disorder and schizophrenia. 

 
2.21. The CORE-OM questionnaire does not focus on drug use and is not a focus of 

this report. However, in January 2016, a drug use survey was carried across UCL 

out by the drug harm reduction hub drugsand.me.2 In total, 113 participants 

completed the survey which was distributed to all UCL Life Sciences 

departments via email and shared on social media. Overall, 94% of respondents 

were students and 74% between the ages of 17-21 with 61% of them being male 

and 39% female. The incidence of drug use was high with 72% of the 

respondents reporting having tried a class B drug (e.g. cannabis) within the last 

two years and 39% having tried a class A drug (e.g. MDMA, cocaine, LSD) within 

the last two years. Only 23% of the respondents had not taken any drugs (except 

for alcohol and tobacco) in the last two years. The incidence of illicit prescription 

drug use was also high (24%). Additionally, most of the respondents (58%) were 

unaware of information on how to reduce harmful effects of drugs. Those results 

call for future research on the use of drugs among UCL students and on the 

provision of reliable information so to reduce the possible harm caused by 

recreational drugs. 

 

Online Survey  

2.22. Students who responded to the online survey (N=314) were different from those 

who completed the paper questionnaire in terms of demographic characteristics. 

In particular, 75.7% of respondents identified as female, 16.6% of respondents 

                                                        
 
2 This website (developed by UCL students Ivan Ezquerra Romano and Pablo Lubroth and CEU San 
Pablo student Gabriel Hirschbaeck) provides an excellent source of harm reduction information on 
several common drugs.  

http://www.drugsand.me/
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as lesbian, gay, bisexual or queer, 6.3% as disabled and 70% as white. Overall, 

7.3% of respondents were PhD students and 64.6% of were UK students.  

 

2.23. The levels of mental distress recorded through the online survey were higher 

than the paper survey, overall and across the three dimensions of Wellbeing, 

Problems and Functioning. While in the paper questionnaire the overall, average 

CORE-OM score was 1.25, in the web-based survey it was 1.69. However, this 

score is still considerably below the average score for clinical populations of 2.12. 

The question with the highest average score in the online survey Q2 ñI have felt 

tense, anxious or nervousò (mean score=2.53, Figure 10). 

 

Figure 10: Method Comparison for CORE-OM Dimensions Mean Scores 

 
 

2.24. Despite the higher average scores, the findings from the online survey were 

similar to those of the paper questionnaire. For example, in the online survey 

depressive scores were higher than anxiety scores (mean score of 2.01 vs 1.86) 

and scores for distress associated with close relationships were higher than the 

scores for distress associated with social relationships (mean score of 1.39 vs 

1.26). The total CORE-OM average score for the male population was 1.52 

compared to 1.69 for the female population. Again, the female population was 

considerably more likely to ñhave felt like cryingò and to ñhave felt overwhelmed 

by their problemsò but also more likely to ñhave felt warmth or affection for 

someoneò and ñto have felt to have support when neededò than their male 
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counterparts. Finally, disabled and lesbian, gay, bisexual and queer students 

displayed higher levels of mental distress in comparison to other groups.  

 
2.25. In conclusion, the students in our study appear to display moderate levels of 

mental distress, with more severe mental health difficulties evident among some 

sections of the student population, such as females, lesbian, gay, bisexual, queer 

students and students with disabilities. The mental health difficulties of UCL 

students are higher than the non-clinical populationôs rates suggested by the 

CORE-OM, though it is still considerably below the levels of a clinical population. 

However, more than one-third of students in the sample exceeded the clinical 

threshold of mental distress.  
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3. Qualitative Results 
3.1. These results are based on a series of focus groups involving 36 students in total. 

A detailed description of the study methodology is given in Appendix 1.  

Mental Health Difficulties 

3.2. The most frequent theme in focus groups discussions concerned mental health 

difficulties experienced while studying at UCL (17% of the total conversations, 

Figure 11). The most common mental health difficulties discussed were academic 

stress (28.7% of the mental health difficulties thread), depression (22.9% of the 

mental health difficulties thread) and anxiety (13.7% of the mental health 

difficulties thread).  

 

3.3. A second theme that emerged from the focus groups regarded the interaction 

between students experiencing psychological distress and their personal tutors 

within departments (16% of the total conversations). In particular participants 

called for an increased knowledge of mental health difficulties by tutors (76% of 

the personal tutors thread), potentially via a series of training initiatives, and for a 

more careful selection of personal tutors by departments (4% of the personal 

tutors thread). Additionally some students expressed significant levels of concern 

regarding the possibility of their mental health disclosure being used against them 

by their personal tutors as a result of stigma (20% of the personal tutors thread).  

 

3.4. The general lack of awareness surrounding mental health difficulties among UCLôs 

student and academic populations and the levels of stigma surrounding mental 

illness  (8% of the total conversations) were also an important theme (15% of the 

total conversations).  

 
3.5. The fourth main theme related to the insufficient visibility and limited cohesion of 

the support services at UCL (9% of the total conversations). Focus group 

participants discussed the provision of support services within UCL (7% of the 

total conversation), with particular attention to the UCL counselling services 

(Student Psychological Services) (49.1% of the support services within UCL 



Heads Up: Reporting on Mental Health 

 

 

21 
 

thread). There were also discussions of peer support that will be published 

separately in further report.  

 

Figure 11: Focus Group Themes 

 

 

3.6. Participants in the focus group mentioned a variety of mental health difficulties 

ranging from diagnosed and long-term psychiatric conditions to milder 

environmental factors such as relationship and family difficulties (Figure 12). 

However, the most widely mentioned mental health difficulty concerned the 

elevated levels of stress resulting from academic pressures. In most of the cases, 

the increased levels of stress were not a problem per se but rather a mediating 

mechanism that triggered symptoms of anxiety, depression and other mental 

health difficulty. Many participants perceived UCL to be a highly stressful 

environment due to academic deadlines, peer pressures and competition, future 

job prospects and perfectionism. According to one participant, the general attitude 
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ñWhen it comes to intense academic work, professors and lecturers always take 

the attitude ñyou know, if you canôt handle ité just go!ò instead of [saying] itôs 

not a problem, you can do itò 

 

Figure 12: Mental Health difficulties in Focus Group Discussion 

 
 
3.7. Similarly participants often identified themselves and other students as being 

ñhigh-achieversò. This often resulted in unrealistic comparisons and idealistic goal 

setting, especially as some students felt that they had gone from being ñbig fishes 
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problems?ò While stress is not inherently negative, intense or chronic 

environmental adversity is a potential trigger for the development of a vast array 

of mental health difficulties including mood disorders and substance use disorders 

(Dohrenwend, 2000). Furthermore, individuals suffering from pre-existing mental 

health difficulties and entering a perceived-as-stressful environment might display 

impaired levels of resilience and less effective coping mechanisms in managing 

external stressors (Kessler et al., 1985). Answering the question of what services 

they would have liked to see implemented at UCL in the future, a participant 

responded: 

 

ñYeah just like they [other participants] were talking, maybe more stress-relief 

groups, because I think that stress is the number one issue or to talk about 

resilience and how to cope with, different thingsò 

 

 

3.9. While stress, as related to academic pressures, was the most prevalent topic in 

discussing the experience of mental health difficulties while studying at UCL other 

conditions that were often mentioned were depression and anxiety (mostly as 

generalised anxiety disorder). While depression was more widely discussed than 

anxiety, they were both often referred to as occurring simultaneously as would be 

expected given the elevated levels of comorbidity between the two conditions 

(Hirschfeld, 2001). There was variation in the severity and duration of presenting 

conditions among participants with some having experienced long-term, severe 

and clinically diagnosed disorders while others displaying short-lived, sub-clinical 

or self-diagnosed symptoms. Nonetheless, some commonalities did run 

throughout the expression of anxiety and depressive experiences among the 

participants. Firstly, many students reported the difficulty of acknowledging the 

presence of a clinical problem and the attitude of simply dismissing their feelings 

as consequences of external stressors was widespread. Connected to this frame 

of mind was the external and often internalised belief concerning the need to 

ñpower throughò or ñbrush offò oneôs own mental health difficulties.  

 

http://www.ncbi.nlm.nih.gov/pubmed/10750319
http://www.ncbi.nlm.nih.gov/pubmed/3883893
http://www.ncbi.nlm.nih.gov/pubmed/15014592
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ñSo I donôt have depression but I deal with anxiety and, I think for me it was 

quite hard to realize that I had this problem because I just thought that I was 

constantly stressed slash I did not really consciously experience it, like I think 

it was more like psychotic, before I was aware of that problem I was just 

subconscious, like you know what I mean and, yeah I think as soon as I started 

dealing with it and it got better but partly with taking medication I realized that 

it sort of how some things went away sort of thing so I got better.  So I think it 

is hard for people to sort of realize that you have a problem but I think that a lot 

of people actually do have that problem like I know that in my friendship group 

other people have started seeing like their GPs and staff about those things, 

probably as well as you get in third year the stress is just so much and so for a 

long time just kind of gets too muchò 

  

3.10. Besides anxiety and depressive disorders no mention was made of other 

psychiatric disorders within the focus group discussion. This does not reflect the 

epidemiological distribution of psychiatric disorders within student populations. 

The onset of several mental health difficulties (such as schizophrenia, bipolar 

disorder and obsessive-compulsive disorder) corresponds to the age-span of 

university students (Kessler et al., 2005). In addition, the widespread availability 

and use of alcohol and other addictive substances among the student population 

(Blanco et al., 2008), together with the potential for sexual abuse and unwanted 

sexual attention common within university culture (National Union of Students, 

2011) means many experience substance use problems and trauma-related 

disorders. Personality disorders and eating disorders are also known to be present 

in student cohorts (Sinha and Watson, 2001; Yager and OôDea, 2008). The lack 

of discussion about mental health difficulties other than depression and anxiety in 

our focus groups may be due to the small sample size or participants not wanting 

to discuss these types of mental health difficulties in a group setting.  

 

3.11. When mentioned during the focus groups the attitude towards more severe 

mental health difficulties was mixed, with one student advocating for an increased 

http://archpsyc.jamanetwork.com/article.aspx?articleid=208678
http://archpsyc.jamanetwork.com/article.aspx?articleid=482915
http://www.ncbi.nlm.nih.gov/pubmed/11406995
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focus on them while others distancing their own mental health difficulties from a 

more stereotyped view of ñmadnessò.  

 

ñ[It would be important] also not just being able to deal with the small levels of 

stress but also for like for more advance mental health difficulty not just like 

talking about mild anxiety not just talking about like mild depression I mean also 

more serious and also outside of anxiety and depressionò 

 

ñYeah my dad like he works in mental health so my kind of perception of it was 

quite extreme so like people who are like hearing things and canôt be left 

unattended and stuff like that so a quite difficult for me to acknowledge that I 

was having like, being quite anxious and stuff like that and quite a lot of time to 

acknowledge it [é] because I think for someone who is uneducated they just 

have that kind of, like extreme idea that it is just that crazy person who screams 

stuff in the streets or stuff like that when in reality I think a lot of people are 

dealing with it but very few of them talk about it, cause I know probably a lot of 

my friends I can see that they are extremely stressed, so they are probably 

experiencing similar issues but then nobody talks about itò 

 

Personal Tutors 

3.12. While the predominance of mental health difficulties within the thematic 

analysis was somewhat expected, an unanticipated result from the coding process 

was the prevalence of discussions focusing on personal tutors and mental health. 

The main themes that informed the focus group conversations around personal 

tutors focused on the perceived lack of mental health knowledge and empathy 

displayed by certain personal tutors. Other topics of discussion concerned the 

fears of mental health disclosures negatively affecting the student, the personal 

tutor selection process, the disproportionate emphasis placed on the academic 

aspects of a personal tutorôs role and the variation among personal tutor systems 

across faculties and departments. 
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3.13. The views expressed by the participants regarding the capacity of personal tutors 

to interact with students experiencing mental health difficulties were polarised, 

with some students expressing high levels of satisfaction with their personal 

tutors and others recounting upsetting personal experiences. A generalised 

belief shared by the focus group participants was the lack of basic mental health 

knowledge manifested by personal tutors. This absence of mental health 

expertise pertained mainly to two areas. Firstly, personal tutors were unaware of 

how to recognise and provide immediate and basic support to students 

experiencing mental health difficulties. Secondly, focus group participants 

highlighted personal tutorsô lack of knowledge related services available within 

UCL and the signposting procedures.  

 
 

 
ñDuring the first term I spoke to my tutor and it was just before I was leaving 

and I was talking about these problems, these symptoms and he just like 

ñbrushed it offò as if it was nothing and I think that if he actually acknowledged 

it at that time in first term I wouldnôt be as bad as I am now, I think if he did 

something about it there that I wouldnôt be unwell nowò 

 

3.14. Additionally, students reported that a minority of personal tutors expressed 

overtly discriminatory and insensitive attitudes towards students presenting with 

mental health difficulties. Several participants described various anecdotes 

experienced by themselves or by close friends in regards to how personal tutors 

had responded to their mental health difficulties. 

 

3.15.  One participant mentioned how their personal tutors would at times end 

meetings with his tutees by ironically asking whether ñanyone was depressedò. 

Similarly, a personal tutor responded to their studentôs concerns over how their 

anxiety might have affected exam performance by stating: ñoh you can apply for 

extenuating circumstancesé but I took amphetamines to get through my 

exams!ò Finally, replying to a studentôs email informing them of the studentôs 
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decision to interrupt their studies due to mental health difficulties, the tutors was 

said to have responded ñoh message me at the end of the term so that I know 

that you are not deadò. These anecdotes were indicative of a generalised belief 

among participants surrounding the inadequacy of certain personal tutors in 

attending to their pastoral duties. Although a lack of factual knowledge 

surrounding mental health difficulties and signposting procedures is 

understandable (considering the absence of training), inconsiderate, 

discriminatory and stigmatising attitudes towards vulnerable students are not 

justifiable.  

ñI am quite lucky as I have a really lovely personal tutor, who sheôs very kind 

and she has always been, I disclosed my trans status and my mental health 

difficulties to her like in first year and she has been so good like, I am third year 

now and she has been so good, I donôt really think that she knows a lot about 

mental health or anything [é] I think that if she had some more knowledge 

about signposting then that would be perfect, but she knew how to do active 

listening, she knew how to listen, she would absolutely follow up if you missed 

a meeting, and like just kind of having that support there that she is kind of ñI 

want to see you, I want to hear about your problemsò 

 

ñI think making you feel like they actually care a bit, then even if they do not 

have that much training, just the idea that they want to listen to you [é] I think 

that if you feel that they care then you are more willing to disclose and then you 

know that they know how to support and then if they have the information to 

give to you and they are open and they are willing to listen then I think that is 

just a good thing to haveò 

 

3.16. In response to the general discontent with the perceived lack of factual mental 

health knowledge and signposting procedures and the occasional blunted 

emotions expressed by certain personal tutors, focus group participants 

suggested that some training should be compulsory for personal tutors. The 
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general argument was that if personal tutors do hold a pastoral responsibility 

towards their students then it is their duty to be trained to do so sensibly and 

effectively. Indeed UCLôs formal definition of the personal tutoring system is that 

of a service that ñprovides every student with at least one member of staff who 

gets to know them as an individual, who keeps an eye on their overall academic 

progress and who is concerned for their general welfareò.3  

ñI found that a lot of the time, my personal tutor is brilliant and they just donôt 

know what support services there are and they donôt know what problems you 

are likely to face and they donôt know how to help in any way reallyò 

 
 

3.17. When asked to outline what the compulsory training for personal tutors should 

include respondents generally mentioned three elements. The first and 

perceived as most essential component of the training was that of acquiring an 

elementary understanding on how to respond to a student in distress. Frequent 

references were made to the development of skills such as active and empathic 

listening. Secondly, participants identified a precise knowledge of the support 

services available within UCL and a mastery of the signposting procedures as 

crucial components of the training. Finally, a basic awareness of common mental 

health difficulties was perceived as a third essential section in the training 

process. 

 
3.18. We would recommend training programmes to also include the development of 

skills for the detection of suicide and harm risks and practical procedures to 

follow when faced with a student at crisis point. It is fundamental to stress that 

this report is not advocating for a shift of a personal tutorôs role to that of a clinical 

entity, as this could lead to potentially negative consequences for both the 

student and the personal tutor. However, research within UK higher education 

system highlights the key ñgatekeeperò role played by personal tutors within the 

                                                        
 
3 A more detailed description of the personal tutorôs role and of their pastoral responsibilities can be 
found at  https://www.ucl.ac.uk/personaltutors/personal-tutor-UCL/role  

https://www.ucl.ac.uk/personaltutors/personal-tutor-UCL/role
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management of student mental health. In a series of student-wide, longitudinal 

surveys conducted by the University of Leicester the second most common 

source of advice for mental health difficulties, following friends and family (65%) 

was personal tutors (54%) (Grant, 2002). Additionally, the data from the UCL 

Student Psychological Services reveal how 1 in 10 students is referred to the 

counselling unit by their personal tutors, a rate just below that of the Ridgmount 

GP practice (1.1 in 10).  

 

3.19. Personal tutors can often provide an immediate form of initial support to a student 

experiencing psychological distress. Unlike UCL Student Psychological 

Services, personal tutors manage a limited number of students and may be more 

readily able to arrange a meeting with the student even at short notice. The 

Ridgmount GP practice does also hold a walk-in clinic every morning and every 

afternoon during weekdays, but students might be more inclined to disclose their 

mental health difficulties to their personal tutors for two reasons. Firstly, most 

students may more easily identify personal tutors as a ñfriendly faceò for the 

communication of personal troubles as they have had previous contact with 

them. Secondly, some students might not necessarily perceive their mental 

health difficulties as serious enough to require a clinical intervention or they might 

feel puzzled by a state of being they have never experienced before. As 

highlighted in the previous section on discussion of mental health difficulties in 

the focus groups, a common attitude shared by students first experiencing 

mental health difficulties is that of denying or minimising their problems. In this 

situation of confusion, the immediacy and established relationship of personal 

tutors might therefore shape the preference for a contact with them over a GP or 

UCL Student Psychological Services. Finally, students experiencing mental 

health difficulties might be worried about how their difficulties are influencing their 

academic performance. The internal position of personal tutors within 

departments and their resulting negotiating capacities could further enhance 

their potential for simple, preliminary and immediate support to students 

experiencing mental health difficulties. 
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3.20. However, as highlighted in the previously presented anecdotes, some students 

believed that certain personal tutors, no matter the amount of training, would lack 

the qualities necessary for the provision of pastoral care due to personality and 

character traits. Focus group participants suggested two potential solutions to 

this problem. Firstly, they called for improved clarity surrounding the selection 

process of personal tutors. There was a general consensus on the problematic 

nature of designating the personal tutor responsibility as a compulsory duty 

within departments. Students believed that no member of the academic staff 

should be compelled to hold such a delicate and sensitive role without their 

explicit desire.  

 
3.21. The second solution proposed by the focus group participants was to provide 

training to a portion of academic staff members rather than to every personal 

tutor. This strategy would provide students with a group of academic staff 

members within every department with a comprehensive expertise of mental 

health first aid and of the signposting procedures to UCL support services. 

Personal tutors suspecting the possibility of a student developing mental health 

difficulties could refer the student to one of the academic staff members equipped 

with more appropriate knowledge.  

 
3.22. This second solution appears to be concordant with the changes envisioned by 

UCL for the peer support system in the future. Independent of changes to the 

peer support system, we support the introduction of a designated staff contact 

being available to provide students with pastoral support at departmental or 

programme level. If the role of a personal tutor is to maintain a pastoral duty of 

care, then failure to do so implies a deficiency in performing the role of personal 

tutor as a whole. Just as personal tutors would not be allowed to refuse, or 

provide inadequate, academic support to their tutees, similarly negligence to fulfil 

pastoral duties should be considered just as problematic. However, an essential 

precondition for the presence of ña concern with student wellbeingò within the 

personal tutorôs role is that this needs to occur on a voluntary basis. We 

understand the difficulties faced by departments in promoting such a role on a 

voluntary basis. However, the simple physical presence of a person is not a 


