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ABSTRACT

Suicide is the second leading cause of death among young people worldwide (World Health
Organisation, 2014). People with care experience have an elevated risk of suicidal ideation and

behaviour and dying by suicide compared to those without care experience (Evans et al., 2017).

However, the existing empirical information on suicidal ideation among care-experienced
people, particularly young adults leaving care in England and Germany, is scarce. An in-depth
understanding of factors influencing the development and coping strategies is required to help
inform suicide prevention strategies within the care systems tailored to young people in care
and the transition to adulthood. Furthermore, it remains unclear whether the knowledge about
this topic applies beyond national borders due to the lack of cross-national comparative studies

about suicidal ideation among people with care experience.

Therefore, this thesis addresses the following research questions: what is the occurrence of
suicidal ideation among care-experienced young adults in England and Germany? Which
factors do care-experienced young adults perceive as influencing suicidal ideation? This thesis
applied a mixed-methods approach, consisting of a survey and semi-structured interviews with
care-experienced adults from England and Germany, to answer these questions. Joiner’s
interpersonal-psychological theory of suicide (IPTS) informed the study, focusing on
interpersonal factors influencing suicidal ideation. This study is the first that applied this suicide

theory to people with care experience.

This study shows that the occurrence of suicidal ideation among care-experienced people is
complex. Many participants reported having experienced suicidal thoughts from a young age
and during the transition from care to adulthood. The results underline the importance of

belongingness and caring relationships for care-experienced people.

This innovative thesis aims to deepen the understanding of suicidal ideation among care-
experienced people in England and Germany. The findings highlight the necessity of holistic

suicide prevention based on trauma-informed practices within the care system.
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1. INTRODUCTION

Young people are taken into state care when they cannot live with their family anymore due to
various reasons which present a risk to their well-being. Some stay in the care system for several
years and sometimes for most of their childhood and adolescence. Research has for decades
looked at the living conditions, well-being and various outcomes of people with care experience
and considered this group as vulnerable due to several investigated disadvantages and

challenges before, during and after care (Stein, 2006a).

A unique and growing attention in research and practice has been drawn to the transition from
care to adulthood (Ehlke et al., 2021; Stein, 2006a). Young people age out of care usually when
they turn 18 years old. They are widely known as ‘care leavers’ in the international professional
discourse. Generally, the development from adolescence to adulthood comes with social
expectations of achieving an independent living, which is particularly a challenge for care
leavers, as they face this transition at a younger age than their peers and have fewer social
resources to rely on (Sievers et al., 2016). For many young people, adolescence and young
adulthood contain instabilities and uncertainties concerning the future and identity (Arnett,
2007).

Statistics published by the World Health Organisation (WHO) show a global risk for young
people to die by suicide, especially between the ages of 15 and 29 (World Health Organisation,
2018). Suicide prevention is on the global public health agenda. It is crucial to identify risks,
deal with such threats and support young people, particularly those considered vulnerable, to
allow them to develop a self-confident, satisfying life and future perspective. Research from
several countries has identified people with care experience as at an increased risk of suicidal

ideation and behaviour and dying by suicide (Evans et al., 2017; Vinnerljung et al., 2006).

However, as suicide rates, groups at risk and care systems differ from one country to another,
it is questionable how far the results from one country are transferable to others. In addition, it
remains unclear how far different national child welfare systems and structures of support
influence the risk of suicide among care-experienced people. Despite the wealth of research
about the outcomes of children in care, it is missing a homogenous cross-national study design
based on primary data of lived experience to explore suicidal ideation among young adults in
the transition from care to adulthood, in this case, from England and Germany. The two

countries’ care systems and leaving care experiences show certain similarities and differences,
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making the comparison and exploration of the potential transfer of knowledge about this topic

interesting.

Therefore, this thesis pursues two central aims to understand the risk and elements of suicidal
ideation among people with care experience by conducting a cross-national study in Germany
and England. Firstly, this project investigates the occurrence of suicidal ideation in young adults
who have left the out-of-home care system in both countries. Secondly, the study explores
factors influencing suicidal ideation, covering its development, prevention and coping

strategies.

With a mixed-methods design of quantitative and qualitative approaches, the findings provide
comprehensive insights into the experiences of suicidal ideation among care-experienced adults
from both countries. Concerning the specific social conditions related to the care experience of
young people, this thesis applies Joiner’s (2005) interpersonal-psychological theory of suicide.
This relatively novel suicide theory focuses on relational factors and has not yet been applied
to a group of care-experienced people. The study focuses on suicidal ideation instead of suicidal
behaviour, attempts or death by suicide. Based on the theoretical framework, suicidal ideation
can be seen as the cognitive foundation of the risk of suicide. Exploring factors influencing both
the occurrence of and coping with suicidal thoughts is fundamental to help inform suicide

prevention tailored to people with care experience.

This thesis aims to deepen the understanding of suicidal ideation among care-experienced
young people, with a specific focus on the impact of the transition from care in early adulthood
on its development. Further to this, this research intends to contribute to developing evidence-

informed practices of suicide prevention tailored to young people with care experience.

The thesis is structured as follows: after presenting a scoping review to provide an overview of
the existing empirical research and the research gaps on this topic, a broader review of the
literature presents the two care systems in England and Germany, including leaving care
approaches, relevant information about the risk of suicide among young people with care
experience, and suicide theories. The following part features the research questions,
methodology and ethical considerations in conducting this study. After presenting the findings
from the online survey and interviews, the final part features a discussion of the results in light
of the existing literature and theoretical foundation. In addition, implementations for policy and
practice and limitations of this study are discussed. The thesis closes with a conclusion,

including suggestions for future research.
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2. EMPIRICAL AND THEORETICAL BACKGROUND

To explore the research gaps and provide a brief overview of previous studies on suicidal
ideation among people with care experience, focusing on those in the transition from care, this
chapter starts with a short presentation of a scoping review. The relevant studies identified in
the scoping review are then presented and contextualised in the broader existing literature about
suicidal ideation, care experience and the transition from care. Apart from an overview of the
(leaving) care systems of England and Germany and the known risk of suicide among people
with care experience, the following sections present definitions of suicidal ideation and
behaviour and a synopsis of theories of suicide. The chapter proceeds with a discussion of one
selected suicide theory in light of the previous empirical work on the risk of suicide among
young people with care experience. The chosen suicide theory provides the conceptual

foundation of the empirical work presented in this thesis.

2.1 ldentifying the empirical foundation and research gap: A scoping review

To find essential literature about the risk of suicide among young people leaving care in
England and Germany and identify research gaps, a systematic approach of a literature search
via a scoping study was conducted (Aveyard et al., 2016). In Figure 1, the PRISMA (‘Preferred
Reporting Items for Systematic reviews and Meta-Analyses’) diagram visualises the selection
process of articles (see Aveyard et al., 2016; Moher et al., 2009; PRISMA, 2019).

Five databases were searched (as of June 2019): Royal Holloway Library, PubMed, PubPsych,
peDOCS and fachportal-paedagogik. Peer-reviewed articles that contained the following search
terms and criteria were included: care leavers, children/young people in care, in
foster/residential care, suicide/suicidal ideation/behaviour, England or Germany, published in
English or German and published after 2000, because the Children (Leaving Care) Act 2000
was published at that time and provides a statutory foundation for leaving care support in

England.

Studies from other countries were only included if they were considered suitable and relevant
and fit the other criteria. Articles were excluded with the reversed or not relevant criteria, such
as unaccompanied asylum-seeking minors, medical patients, elderly people in care, education
and employment, homelessness, minority ethnic background or non-suicidal self-injury,

newspaper articles or recensions. If a study solely looked at children still in care and focused
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not intensively on the risk of suicide, it | —
. g Records identified through database
was also excluded. The following ||¢ searching (published 2000-2019)
£ (n= 801)
keywords in English and German were | = I
used in diverse combinations: suicid*, Records after duplicates removed
(n=554)
Suizid*, Selbstmord*, care leaver*, l
care leav*, children in care, young ||z Records screened Records excluded by it
. ) (n=554) — (n=514)
people in care, youth welfare, ||3& l
‘]Ugendhi Ife, Hllfen fur junge Abstracts assessed for eligibility Records excluded by
. . . . (n=40) —> abstract
Volljahrige, Heim*, Pflegekind*, (n=14)
England, Germany and Deutschland. M) l EEratidieadiniel
g Full-text articles assessed for S
. . . z eligibility 2 suitability
In total, 554 different articles published || = (=25l (n=14)
between 2000 and 2019 were listed. | ) — l
3 Studies included for research focus
. . 3 d 5
After selecting the results by title, date, | |3 e

language, access to full text and - - - - -
Figure 1: PRISMA diagram, template from prisma-statement.org
SUItab”Ity 26 Studies were Included for (see /11:(’}’(11'(/ et (I/., 2016, Moher et al., 2()()()}
further review of the full texts. Eighteen out of 26 studies fitted the inclusion criteria and
focused on suicides, suicidal ideation and behaviour among care-experienced people, including
studies about both young people still in care and care leavers. Appendix 1 shows an overview

of the 18 identified studies.

The results contained academic papers with different methodological approaches, including
quantitative and qualitative studies and literature reviews. Ten papers focused on care leavers
and care-experienced adults. Six focused on children or adolescents who were still in care. Due
to the study design and focus, two did not specify whether they referred to young people still
in care or care leavers. Five papers presented information from England, whereby one paper
was a literature review comparing outcomes of care leavers in England and France (Stein and
Dumaret, 2011). The other four used primary or secondary data about suicide attempts and
suicides among care-experienced adults from England (Bullock and Gaehl, 2012; Goddard and
Barrett, 2008; Slater et al., 2015; Ward, 2011). However, they did not focus on suicidal ideation.
A further five papers presented studies from other parts of the UK: three from Northern Ireland
(Cousins et al., 2010; Daly, 2012; Hamilton et al., 2015), one from Scotland (Harkess-Murphy
et al., 2013), one generally referring to the UK (Mallon, 2005). Six papers were from other
countries: the USA (Pilowsky and Wu, 2006), Canada (Baiden and Fallon, 2018; Katz et al.,
2011), Sweden (Berlin et al., 2011; Vinnerljung et al., 2006) and Finland (Kalland et al., 2001).

No study from Germany was found. Two papers were unspecific about the origin due to one
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being a general focus on a therapeutic approach for young people leaving care (Andrew et al.,
2014) and one being a meta-analysis from studies about suicidal ideation and behaviour among
young people in care from several countries, including England, Canada, the USA and Australia
(Evans et al., 2017).

All selected studies mentioned the high risk of suicidal behaviour for care-experienced people,
presented in more detail in the following sections. Furthermore, several studies from different
countries highlighted that people with care experience show higher rates of suicidal ideation
and behaviour or death by suicide compared to those without care experience (Berlin et al.,
2011; Bullock and Gaehl, 2012; Evans et al., 2017; Katz et al., 2011; Pilowsky and Wu, 2006;
Vinnerljung et al., 2006). The main factors identified to contribute to the risk of suicide were
poor educational performance (Mallon, 2005), a low educational qualification, a lack of
continuity of (former) care practitioners (Berlin et al., 2011), unemployment, male gender,
adverse childhood experiences, and types and higher number of placements (Hamilton et al.,
2015).

However, the dominant focus of the existing empirical work is on suicide attempts or death by
suicide. Five papers focused, among other aspects, on suicidal ideation (Baiden and Fallon,
2018; Evans et al., 2017; Hamilton et al., 2015; Harkess-Murphy et al., 2013; Pilowsky and
Wu, 2006), whereas only one of those refers to young people leaving care (Hamilton et al.,
2015). None of those concentrated on suicidal ideation among young adults leaving care in
England or Germany. No paper presented a cross-national comparison with primary data or
influencing factors from a care-experienced young adult’s perspective.

This literature search was updated in April 2022. Five new relevant papers were published
between June 2019 and April 2022. One study investigated conditions related to deaths by
suicide among children and adolescents in the UK, including looked-after children (Rodway et
al., 2020). The second paper presented a quantitative study from Sweden about the comparison
of outcomes in adulthood, including suicidal behaviour and suicides, between former foster
children and their siblings who lived with their families (Brannstrom et al., 2020). The third
paper presented a study from France about the role of attachment with biological parents and
foster carers and how it influences the risk of suicide among maltreated, care-experienced
people in adulthood (Danner Touati et al., 2021). The remaining two were review papers
covering an overview of mental health problems, including a higher prevalence of suicidal
ideation and behaviour, among people with care experience (Engler et al., 2022; McKenna et

al., 2021). McKenna et al. (2021) reported that among the 55 studies identified in their scoping
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review on long-term mental health outcomes in adulthood of former youth involved in child

welfare services, suicidal ideation and the death by suicide have received the least attention.

The little empirical coverage found in this review highlights a gap in research about suicidal
ideation among young people leaving care during early adulthood in England and Germany.
The review underlines the need to further investigate this topic due to the identified risk of
suicide among this group from several countries, backing a cross-national comparison with
primary data. There is a need to better understand the risk of suicide among young people aged
out of care that aims to contribute to tailored suicide prevention strategies. Therefore, it is
essential to investigate the occurrence of suicidal ideation among care-experienced young
adults and which factors cause or reduce these suicidal thoughts.

The following theoretical and empirical background includes a selective literature review
incorporating and supplementing the scoping study findings. The narrative synthesis aims to
contextualise the research topic beyond the 18 studies identified in the scoping review by
describing the group of interest, the care system in both countries and the phenomenon of
suicidal ideation and behaviour. The more comprehensive empirical and theoretical background
leads to the conceptual framework, fundamental argumentation for the research project and the

identification of a more specific research focus.

2.2 Care experience and the transition from care to adulthood

Young people become looked-after by the state and enter the public care system, also referred
to as out-of-home care, when it is not possible for them to live with their biological parents,
either temporarily or permanently. This group is often interchangeably called ‘looked-after
children’ or ‘children in care’ in the English literature and belongs to a broader term of ‘people
with care experience’ (Gupta, 2016; The Care Inquiry, 2013a). This thesis uses the terms

‘people with care experience’ and ‘care-experienced people’ interchangeably.

Most young people become looked after because of childhood adversities such as maltreatment,
family dysfunctions or breakdowns, and absent parenting like in cases of unaccompanied
minors seeking asylum (Department for Education, 2018). The looked-after system is generally
diverse with respect to the options of out-of-home placements: short-term to long-term
placements, residential, foster or kinship care or adoption (Gupta, 2016). These interventions
for out-of-home placements are based on safeguarding principles, preventing or mitigating the

risk of harm as is necessary for the child’s health and safety (Burns et al., 2017b, 2017a). The
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further focus is on residential and foster care. This study does not include kinship care and
adoption, inter alia, because they provide different relationships between child and carer
compared to residential or foster care. Another reason for this omission is that non-consensual
adoptions are not an option in Germany, which would not be suitable with respect to the planned

cross-national comparison.

Young people leave the care system (residential or foster care) usually when they turn 18 years
old, in some cases even earlier, from the age of 16 years. The term care leaver’ is considered
controversial due to the possible stigmatisation of this specific group. Hiles et al. (2014)
interviewed young people leaving care who mentioned that they feel stigmatised and confused
about their identity as care leavers (See also Adley and Jupp Kina, 2017). Sievers et al. (2016)
mentioned that the English term care leaver is increasingly used in the international and non-
English literature and professional communities, including Germany. They argue that this
commonly used term is helpful to specify the focus on the situation of this group (Sievers et al.,
2016). To avoid misunderstandings, the common term care leavers is used in this thesis as the
following description of a specific group: older adolescents and young adults who have been in
care at or after the age of 16 and are in the transition from care and eligible for leaving care
support (usually up to age 21 or 25). The Department of Education defines care leavers as
follows: “The cohort covers children looked after for a total of at least 13 weeks after their 14%
birthday, including some time after their 16" birthday” (Department for Education, 2017, p.
15). These young people are supposed to develop their own independent life by the time they
leave the care system (The Care Inquiry, 2013b). Statutory support for the transition process
from the care system to adult life is defined as a duty of youth welfare authorities at least until
care leavers turn 21 years of age, with the possibility of receiving further support until the age
of 25 in England or until the age of 27 in Germany if certain conditions are met (see §41 SGB

VIII, Children and Social Work Act 2017 c. 16).

Within this context, the transition from care relates to the expectation of living independently
as an adult. Nevertheless, the transition from dependence during care to independence all at
once is not realistic. Therefore, after leaving the last care placement, the period is often referred
to as ‘interdependence’ instead of independence. Interdependence after leaving care indicates
that young people leaving care are in a partly dependent relationship with social or professional
support systems (Cameron et al., 2018; Mendes and Moslehuddin, 2006; Sievers et al., 2016).
Independent living instead refers to a self-dependent final goal and a target outcome in further

adulthood.



-18 -

Arnett (2007) introduced the term ‘emerging adulthood’ as the development from adolescence
to adulthood. This developmental stage, which covers the age between the late teens and the
mid- to late 20s, is diverse and characterised by new responsibilities, instabilities in lifestyles
and identity, and possible mental health issues for some. While some studies presented an
increase in mental well-being (for example, by decreasing the rate of depression) and self-
esteem between the ages of 18 to 25, others within this age group experience an increase in
mental health issues. The latter group includes vulnerable subgroups such as young adults with

care experience (Arnett, 2007).

Young people with care experience are considered a vulnerable population with reduced
chances in life in several areas compared to their peers who grew up in their birth families and
experienced ongoing parental support (Bullock and Gaehl, 2012; Sievers et al., 2016). Poorer
educational or employment outcomes, health difficulties, unstable accommodation and
financial situations, early parenthood, offending behaviour and changing relationships, for
instance, are more likely for people with care experience than for others (Dixon, 2008; Gypen
etal., 2017). Outcomes of young people with care experience are influenced by multiple factors
such as living together with their siblings in care (Ashley and Roth, 2015) or (in)stability of
placements and relationships (Bollinger et al., 2021; Ward, 2011).

Young people with care experience have higher rates of mental health disorders than the general
population (Engler et al., 2022). Despite the higher need for mental health support, many
countries show a lack of mental health service provisions for care-experienced young people.
For instance, Baiden and Fallon (2018) reported issues in accessing mental health support for
maltreated children involved in the child welfare system in Canada. The study showed that
about three-quarters of maltreated children who engaged in self-harming behaviour and two-
thirds who expressed suicidal ideation did not receive access to mental health support (Baiden

and Fallon, 2018).

In Germany, collaborations between psychiatric services for youth and especially residential
care exist. However, a further extension and intensification of this collaboration between these
two systems would be still required to fill the existing gaps and better address the mental health
needs of young people in care (Nutzel et al., 2005). Schmid (2008) highlighted the risk for
several social problems and complex disorders for young people leaving care. He criticised the

gap in the transition from youth services to appropriate adult mental health services in Germany
(Schmid, 2008).
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Similarly, Briheim-Crookall et al. (2020a) also call for the need to improve the transition from
child to adult mental health services in England. Several authors criticised that Children and
Adolescent Mental Health Services (CAMHS) in England are underfunded (Callaghan et al.,
2017), have long waiting lists for specialised services (York and Jones, 2017) and even restrict
access to support for looked-after children if they are not in a stable care placement (Mooney
et al., 2009). Stanley et al. (2005) criticised the fact that available long-term support was not
provided and directed to those looked-after children with the highest mental health needs after
initial assessment. Several researchers claim that while many children in care have mental
health needs that would require the service by CAMHS, only a comparatively small number
would access the service, although early interventions would counteract the risk of further
deterioration of their mental health and socio-ecological problems in adulthood (Callaghan et
al., 2017; York and Jones, 2017). Issues have been identified in the inter-agency collaboration
between social work and other professions working with looked-after young people that can

also affect the efficacy of service provision and, thus, outcomes (Kaip et al., 2022).

Despite opportunities for support after leaving care regulated by law, several researchers have
reported discrepancies between policies and reality which often picture disappointment by
young people with care experience. Compared to their peers, who live with their families of
origin, young people in care are forced to become independent much earlier within a short time
and have limited resources of support (Sievers et al., 2016; Strahl et al., 2012; The Care Inquiry,
2013b). Young adults leaving care often experience the depressing feeling of being left alone,
not being prepared for an independent life, experiencing another breakdown and further
instabilities in relationships and living conditions (Adley and Jupp Kina, 2017; Briheim-
Crookall et al., 2020a; Sulimani-Aidan, 2014; Ward, 2011). Moreover, these young people have
often experienced a precipitate leave and a sudden cut in support (Doll, 2017; Sievers et al.,
2016).

The outcomes within this population vary. Stein (2006a, 2012) distinguishes between three
groups of care leavers concerning their post-care outcomes: the first group is called ‘moving
on’ and includes people who achieve positive outcomes and experienced more stability and
continuity during care. They have achieved an independent lifestyle successfully. The second
group are the ‘survivors’ who have experienced several placement and relationship breakdowns
during care, are more likely to undergo times of homelessness, and just a few are in education
or employment. They behold themselves as ‘tough’ and self-reliant and able to cope with
problems. The third group, the ‘victims’ or ‘strugglers’, registers the most complex difficulties

during life, including highly damaging pre-care experiences, disruption during care and worse
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post-care outcomes. They undergo behavioural and mental problems earlier than their peers in

the care system and face loneliness, social isolation and mental disorders as care leavers (Stein,
2012, 2006a).

In the first months after leaving care, many young people experience increased mental
problems, including symptoms of suicidal ideation and behaviour (Stein and Dumaret, 2011,
Ward, 2011). Research from different European countries has presented that care leavers are
more likely to face additional challenges in their late teens or early adulthood, such as teenage
pregnancy, unemployment, low educational qualification, homelessness, criminality or severe
health problems (See Berlin et al., 2011; Cameron et al., 2018; Knight et al., 2006; Stein, 2006a;
Stein and Dumaret, 2011; Wade and Munro, 2008). Mallon (2005) identified discontinuation
of contact with previous carers and social workers after leaving care along with the fear of
feeling abandoned by the care system, the lack of investment in the young people, self-doubt
and fear of failure as post-care risk factors among care-experienced people with no or low
educational background. The absence of a supportive social network and loneliness as common
experiences among young people leaving care is repeatedly highlighted in the international
literature, which explains that reliable social relationships are essential for a smooth transition

from care to an in(ter)dependent living (Sievers et al., 2016; Sulimani-Aidan, 2014).

Although several countries have already undertaken research on people with care experience
and their outcomes in their future life, international comparative studies on specific outcomes
of young people in the transition from care to adulthood are still limited and have only received
more interest during the last decade (Stein, 2012). The literature is missing a cross-national
study design with the same standardised research tools to investigate the transition from care to
adulthood and outcomes of young people leaving care which would make international
comparisons possible (Harder et al., 2011). The current state of research on young people
leaving care in Germany, especially regarding their mental health, shows gaps in knowledge
about this group (Cameron et al., 2018). A cross-national study design between England and
Germany about the risk of suicide among people leaving care based on primary data would
contribute to filling some gaps in knowledge in each of the two countries and on an international

basis.

Before focusing on one specific, little-investigated mental health concern among young adults
with care experience, in this case, suicidal ideation, the following short overview presents the
care systems in the two European countries in focus. Similarities and differences in leaving care

in both countries are outlined afterwards.
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2.2.1 England

The number of looked-after children in England has constantly increased in the last years. In
March 2021, the Department of Education (2021) reported that 80,850 children in England were
looked after, 1% more than in 2020, and a further 2% from the year before. Similarly, in March
2018, 75,420 children and adolescents were looked after by the state, 4% more than in 2017
from 72,000 (Department for Education, 2018). With 66% of these young people in 2021, the
majority became looked-after because of abuse or neglect. Foster care remains the most
prominent type of care in England. By 2021, 71% of all looked-after children in England were
in foster placements, 14% were in residential placements such as secure units, children’s homes
or semi-independent living accommodation, 7% were placed with a parent while they were on
a care order, 3% were placed for adoption, and the rest were in other forms of placements.
Among these types, 7% of young people looked after were living in unregulated placements
such as semi-independent living or living independently (Department for Education, 2021).
This study will focus on the first two mentioned types of care placements: foster and residential

care.

In England, 44,590 care leavers between 17 and 21 years old were registered between April
2020 and March 2021. The local authorities are supposed to stay in touch with the young person
after leaving care. Local authorities reported that they were in touch with 73% to 95% of care
leavers. The numbers vary by age group (Department for Education, 2021). However, these
numbers must be interpreted with caution, as it is also counted as ‘in touch’ when the local
authority had contact with the young person three months before and one month after the young
person’s birthday. The national statistical report does not explain the frequency and intensity of

the contact between the local authority and a care leaver (Department for Education, 2018).

The youth welfare system and social work in England are based on child protection, risk
management and risk minimisation (Evans and Kessl, 2016; Harder et al., 2013). Legal support
from the youth care system is, in general, offered for people until the age of 21 (under special
conditions also further), but many young people are not older than 18 years at the time they
leave care (Hiles et al., 2014; The Care Inquiry, 2013b). The legal option of ‘staying put’ offers
care leavers the opportunity to stay at the foster placement even after their 18" birthday until
their 21% birthday or if they finish an educational or training programme, up to their 25%
birthday (Department for Education, 2017). By law, ongoing support for care leavers is based
on the Children (Leaving Care) Act 2000, Care Planning, Placement and Case Review
(England) Regulations 2010 and the Children and Social Work Act 2017. The latter describes
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the principles of corporate parenting for every looked-after child and young person, meaning
the legal responsibility of the local authority to provide adequate services with respect to the
young person’s needs, wishes and interests. Furthermore, the Act highlights that local authority
must provide advice and support to young people until the age of 25, for example, with the
individual ‘pathway plan’, a ‘personal advisor’ (PA) and be publishing information about local
support services (‘local offer for care leavers’) (Sievers et al., 2016; Stein and Dumaret, 2011).
Despite the provided legal preconditions for further support for several years after their 181
birthday, not every care leaver uses this support, they may struggle to access it and, therefore,
must deal with all new challenges by themselves (Hiles et al., 2014; Sims-Schouten and
Hayden, 2017).

For instance, Hiles et al. (2014) found that, inter alia, the authorisation of the request for staying
put was uncertain and required a “fight for the necessary funding” (p. 6) together with the foster
carers, as articulated by interviewed care leavers. The authors described that the preparation for
the leaving care process did not always receive sufficient time, and gaps in the provision of
mental health support occurred between child and adult mental health services. Some young
people make the transition to adulthood by themselves without relevant resources such as
parental support (Hiles et al., 2014). Findings from interviews published by Matthews and
Sykes (2012) presented that some care leavers in England are not getting involved in planning
their support (Matthews and Sykes, 2012). The Care Inquiry (2013) presented the views of care
leavers, highlighting that leaving care is a vulnerable, overwhelming period for them with a
lack of supporting people and long-lasting professional relationships, or with difficulty in
communicating their own needs. The English studies by Adley and Jupp Kina (2017) and Ward
(2011) support these findings.

In conclusion, the research examples show that some young people still miss out on the support
they need and wish for in the transition from care to adulthood. However, the recent legislation
Children and Social Work Act 2017 had not yet been published and introduced when most of

the studies presented were conducted.

2.2.2 Germany

The number of out-of-home placements for looked-after children in Germany was about
158,000 in 2020. Slightly more than half (53%) of those young people (83,482) were in
residential care (§34 SGB VIII), and 33% (52,962) of the young people were in foster care (§33
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SGB VIII). The remaining 14% (21,906) of the young people were in kinship care. About
18,000 young people who were 18 years old or older were still in residential care, and about
4,000 young adults lived in foster care, while about 20,000 young adults ceased accessing the
support of residential or foster care in the same year (Statistisches Bundesamt, 2021a). The
various out-of-home support services are part of the broad spectrum of statutory family and
youth support services called Hilfen zur Erziehung (translated by International Youth Service
of the Federal Republic of Germany [IJAB]: ‘socio-educational support’, see

https://ijab.de/en/resources-for-practitioners/youth-work-translator-a-multilingual-glossary-of-

specialist-terms), including family support, counselling and group services legally implemented
in 8827-35 of the 8. Sozialgesetzbuch (SGB VIII; translated by IJAB: German Social Code
VIII: The Child and Youth Service Act).

Regarding fundamental characteristics of support for young people leaving care, Germany’s
youth welfare system and social work are part of a conservative welfare state with universal
and right-based services and family-service orientation. Social work is predicated on social
pedagogy, people’s empowerment and positive risk-taking (Evans and Kessl, 2016; Harder et
al., 2013). As Bain and Evans (2017) described, the interdisciplinary-informed principles of
social pedagogy in the youth welfare system in Germany are not deficit-oriented but consider
people’s need for guidance to develop their capabilities. Social pedagogues focus on young
people’s development and empower them to manage their lives by building respectful and

trusting relationships (Bain and Evans, 2017).

Like England, Germany also offers legal support from the youth welfare system for young
people until the age of 21 (and also further). However, as mentioned before, many young people
leaving care are not older than 18, and sometimes even younger (Harder et al., 2013; Hiles et
al., 2014). The quantitative study by Klein (2021) reports that the average age of young people
in Germany leaving (mainly residential) care was 18.5 years. About one third of the sample of
520 young people with care experience left care before their 18™ birthday, one third left their
last care placement when they were 18, and the last third were 19 years old or older when they
left their last care placements. After leaving care, about two-thirds of the sample of care leavers

moved into their own or a shared flat (Klein, 2021).

The German statutory ‘support for young adults’ is based on §41 SGB VIII. This article offers
further pedagogical support to develop their personality and a self-dependent living based on
the offers for young people under 18 years. Inter alia, the article contains access to pedagogical,

therapeutic or counselling services, programmes for training and employment, social group
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work, foster or residential care and support for living costs. Therefore, based on this article,
young adults can request to stay in foster or residential care, including semi-independent
accommodation, after their 18" birthday. The legal support for young adults intends to create

person-centred aid based on the principle of participation (see §41 SGB VIII).

Kongeter et al. (2012) described that the approval of requests for support for young adults based
on §41 SGB VIII is not compulsory. Therefore, the service arrangement varies from one welfare
office to another and one young person to another. Apart from regional differences, the granting
of support for young adults has declined since 2000 (Kdngeter et al., 2012; Sievers et al., 2016).
Similar to the reports from England, not every care leaver in Germany applies for support after
their 18" birthday, for example, due to the required bureaucracy that presents a burden for
young people (Klein, 2021; Sievers et al., 2016; Strahl et al., 2012). The study by Klein (2021)
reported that 75% of the care-experienced sample applied for support for young adults based
on §41 SGB VIII, with almost all (96%) requests approved.

However, in some cases of leaving care, a shift of responsibilities to other legal frameworks
and institutions occurs. Schrder et al. (2016) call this sometimes-confusing shift for care leavers
the bureaucratic ‘transition jungle’, as this also comes along with different laws and responsible
authorities. Instead of the youth welfare office, care leavers often get in touch with, for example,
job centres (regulated legally by the SGB II: 2" German Social Code Book ‘Basic Income for
Job Seekers’) which provide programmes for education, training or employment and financial
support but lack social pedagogical offers to address further needs (Sievers et al., 2016; Strahl
etal., 2012).

Klein’s (2021) quantitative study showed that about 80% of care leavers received some
preparation for the time after leaving care, and about two-thirds of young people were involved
in the planning of support after leaving care. However, adequate support following leaving care
and connecting the transition process is not available for every care leaver. For instance, in

2011, 57% of care leavers did not receive any follow-up support from the youth welfare office

(Nusken, 2014).

In June 2021, the Kinder- und Jugendstdrkungsgesetz (KJSG; translated by 1JAB: Act to
Strengthen Children and Youth), a revision of the SGB VIII, was published: this also contained
a strengthening of rights for care leavers in Germany. The new law includes obligatory follow-
up support for young people leaving care, a coming-back option after support has ended, and a
reduction of the Kostenheranziehung (Achterfeld et al.,, 2021). Notably, the
Kostenheranziehung (§91ff. SGB VIII) is a highly criticised approach. The approach allowed
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the local authority that looks after a young person to keep up to 75% of the young person’s
wealth or income from a job or apprenticeship to cover the expenses of the young person’s care.
However, with the implementation of the KISG in June 2021, this has been reduced to 25% of
a young person’s income (BAG KJS and BVKE, 2021; Loh and Vo, 2021). Loh and Vo (2021)
highlighted that this approach often let young adults decide to terminate the support they

received from the youth welfare office and dissuaded them from staying in care beyond age 18.

In summary, young adults leaving care in Germany face particular challenges, while having
legal options to request support for the transition to adulthood. However, the current study and

the reports by participants do not cover the changes by the KJSG established in June 2021.

2.2.3 Similarities and differences in the (leaving) care systems in England and
Germany

The different numbers of looked-after young people in England and Germany may reflect
different thresholds to enter the care systems. For instance, reasons for entry into out-of-home
care cover threats to the child’s welfare in both countries, but in Germany, further reasons are,
among others, family conflicts or the child’s social behaviour (Cameron et al., 2018). Generally,
the main criteria for entering the looked-after system have many overlaps in both countries and
are based on the risk for the child’s well-being. The legal framework for young people leaving
care shows similarities in both countries. Statutory child and youth support services for young
adults are structured within the same age limits (18, 21 and 25 when in education or training)
and focus on similar principles such as participation, advice and support, education or work and

preparing them for independent living.

Differences are, for example, the legal obligation of the local authorities in England to provide
a PA and an individual pathway plan for every former looked-after child, whereas this was not
a legal duty for German welfare offices until 2021 (see §41 SGB VIII; Children Act 1989;
Children and Social Work Act 2017). Doll (2017) describes that young people in care in
Germany experience a sudden drop in their rights for support as soon as they turn 18 and leave

care, which reflects the lack of legal obligation of the youth welfare offices for young adults.

Previous studies have already indicated similar experiences after leaving care in both countries:
for example, some young people experience leaving care and the expectation of turning into an
adult as a sudden, overwhelming moment that they did not feel prepared for (Daly, 2012;
Goddard and Barrett, 2008; Strahl et al., 2012). They face the breakdown of relationships due
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to the change of accommodation and responsibilities, which presents an additional experience
of discontinuity (Sievers et al., 2016; Ward, 2011). With respect to the lack of support from the
birth family, the relevance of at least one stable trustful relationship is considered beneficial for
young people leaving care in England and Germany (Ehlke, 2013; Goddard and Barrett, 2008).
Furthermore, similar risks for adverse outcomes such as low educational qualifications for

employment, social exclusion and lack of a supportive network occur in both countries (Bullock

and Gaehl, 2012; Jackson and Cameron, 2012; Kongeter et al., 2013; Strahl et al., 2012).

In addition, similarities between the two countries were found when looking at the mental health
of young people leaving care. The quantitative study by Klein (2021) showed that more than
60% of the sample of young people in Germany experienced at least one major crisis after
having left care. The majority reported that the crisis, mainly related to education and
employment, occurred within the first year after leaving care. While most participants showed
an optimistic future perspective, one third showed a decrease in their capabilities and, thus,
adverse developments after leaving care (Klein, 2021). Klein’s (2021) study did not present the
impact of leaving care on young people’s mental health. However, Schmid (2008) highlighted
that care leavers in Germany often face social problems and have severe complex mental health

disorders that require ongoing support in early adulthood.

Several studies available from England or other parts of the UK demonstrated that a high
number of care-experienced young people show mental health issues while in and after leaving
the care system, including suicidal ideation and behaviour (see Dixon, 2008; Goddard and
Barrett, 2008; Hamilton et al., 2015; Sims-Schouten and Hayden, 2017; Ward, 2011). Briheim-
Crookall et al. (2020a) showed that while most care leavers in England presented a medium to
high well-being, about one quarter reported low life satisfaction compared to only 3% of the
general same-age population. The publications ‘Consultation on preventing suicide in England’
and ‘Preventing suicide in England’ by HM Government (2011, 2012), based on public
consultation in England in 2011, referred to care-experienced young people as vulnerable to
mental health problems, including self-harm: “Looked after children and care leavers are four
to five times more likely to self-harm in adulthood” (HM Government, 2012, p. 22). Previously,
the published report of the consultation informing this publication in England stated that
looked-after children and care leavers would have a four to five times higher risk of attempting
suicide as adults than the general population (HM Government, 2011). This statement would
need to be taken with caution, as the data sources producing these numbers were not evident in

both publications. The research and information about suicidal ideation and behaviour among
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young adults leaving care in both countries, especially Germany, and factors influencing their

risk of suicide are scarce.

Previous cross-national comparisons are based on secondary data without the same study design
and tools, limiting comparability. Despite cautions with cross-national assessments, as
mentioned by Cameron et al. (2018), the cross-national research design with England and
Germany offers opportunities to assess the similarities and differences of these two samples on
specific outcomes and, additionally, whether different structures and practices influence various

outcomes. Furthermore, it would give a broader insight into both national populations.

2.3 Suicidal ideation and behaviour

The WHO published in 2012 and 2014 that suicide was the second highest death cause among
15-29-year-old people globally (Fleischmann, 2016; World Health Organisation, 2014).
Europe faces the highest mortality rate by suicide compared to other continents (World Health
Organisation, 2017b). In 2020, after a decreasing trend for several decades, 9,206 suicides were
registered in Germany (Statistisches Bundesamt, 2021b). In comparison, there were 9,041
suicides reported in Germany, with 185 suicides among young people under 19 in 2019
(Statista). In 2015, overall, 10,800 suicides were registered, with 215 suicides among young
people under 19. For 18-19-year-old people in Germany, suicide belongs among the most
common causes of death; with 22% among all other causes of death, this age group has the

highest percentage of suicides compared to other age groups (Statista, 2018).

In 2017, the UK (England, Northern Ireland, Scotland and Wales) registered 5,821 suicides.
England has the lowest proportion of suicide in the UK (Office of National Statistics, 2018).
Despite the low suicide rate of people younger than 20 years compared to the general population
in England, Rodway et al. (2016) “found an escalation of risk during the late teen years (ie, 18—
19 years)” (Rodway et al., 2016, p. 757).

The rate of suicide attempts is higher than the number of suicides. A suicide attempt is a risk
factor for suicide in the future (Joiner, 2005; World Health Organisation, 2018). Numbers for

suicidal ideation are not available in the national statistics.

Several studies worldwide have investigated the experience of suicidal ideation and behaviour
among care-experienced young people. For example, the following studies showed that care-

experienced people have an elevated risk of suicide from a young age than those without care
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experience. Taussig et al. (2014) investigated pre-adolescent looked-after children (9-11 years
old) in the USA. They showed that 26% reported suicidal ideation and behaviour, five times
more likely than the general population in the same age group (Taussig et al., 2014). The case-
file study by Cousins et al. (2010) found that 10 out of 165 children in care aged 1015 in
Northern Ireland attempted suicide. Another study based on a systematic review and meta-
analysis presented estimated predictions that suicidal ideation would occur in almost 25% of
care-experienced children and young people compared to about 11% in the non-care
experienced population (Evans et al., 2017). Two Canadian studies showed similar high rates
of suicidal ideation and behaviour among groups with care experience (Kaspar, 2014; Katz et
al., 2011). One representative American study presented that about 27% of US adolescents (12—
17 years old) with a history of foster care experienced suicidal thoughts within 12 months

compared to about 11% of adolescents not in care (Pilowsky and Wu, 2006).

People with care experience show higher rates of adverse mental health conditions, including a
higher prevalence of suicidal ideation and behaviour also in adulthood (McKenna et al., 2021).
Two Swedish quantitative studies compared specific outcomes of (adult) former looked-after
children in long-term care with same-age peers of the general population of birth year cohorts
from 1972/1973 to 1981/1982. They presented that care-experienced people were four to five
times more likely to be hospitalised for suicide attempts and more females (14% care, 2% peers)
than males (9% care, 1% peers) attempted suicide (Berlin et al., 2011; Vinnerljung et al., 2006).
A recent study by Brannstrom et al. (2020) showed that former foster children in Sweden had
a higher risk of suicide attempts and dying by suicide in adulthood compared to their siblings
who lived with their families. The Finnish study by Kalland et al. (2001) showed that mortality
rates due to substance misuse, accidents and suicide were higher among the population of young
people up to early adulthood who were involved with the child protection system than in the
general population. Among the 106 identified deaths, the researchers found 35 suicides of care-
experienced young people aged 15-24 (Kalland et al., 2001).

The Australian study by Cashmore and Paxman (2007) investigated suicidal ideation and
behaviour in a longitudinal study among young people in the transition from care to adulthood.
The study showed that more care leavers reported suicidal ideation and suicide attempts shortly
after the transition from care than after four to five years later. The authors found that young
people who left care were less likely to report suicidal ideation if they felt supported by family

or friends (Cashmore and Paxman, 2007).
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Furthermore, several studies have explored suicidal ideation and behaviour or the death by
suicide among young people with care experience across the UK. For instance, at the end of the
1990s, Gibbs and Sinclair (1998; 1999) investigated 48 English children’s homes with a sample
of 223 looked-after children. They noticed that almost one quarter of the participants from local
authority children’s homes reported suicidal thoughts, and more than one third of the sample
mentioned attempted suicide or self-harm (Gibbs and Sinclair, 1998; Sinclair and Gibbs, 1999).
A recent study by Rodway et al. (2020) investigated suicides among adolescents in the UK,
including looked-after children. The researcher found that looked-after youth who died by
suicide had higher rates of housing problems, social isolation, experiences of domestic violence,
mental health conditions of family members, bereavement and drug misuse than those young
people without care experience (Rodway et al., 2020).

A Northern Irish study published by Hamilton et al. (2015) presented that young people leaving
the public care system (foster care and residential care) have a high vulnerability for suicidal
ideation and behaviour. Young people leaving care were especially at greater risk if they were
socially isolated and lacked social resources (Hamilton et al., 2015). In addition, the studies by
Andrew et al. (2014) and Slater et al. (2015) could identify the elevated risk of suicide attempts
among care leavers (Andrew et al., 2014; Slater et al., 2015). Stein and Dumaret (2011)
reviewed several English and French studies that noticed suicidal tendencies among care leavers
(Stein and Dumaret, 2011). Moreover, in evaluating the health, well-being and outcomes of
young people leaving care, Daly (2012) and Dixon (2008) explored health difficulties and
suicide behaviour in this particular group. After investigating 12 case files of suicide deaths of
care experienced young people in Scotland, Cowan (2008) reported a lack of recorded
professional intervention and prevention in cases of known self-harm and suicidal ideation and
behaviour among care leavers. He called for greater attention to the risk of suicide among care
leavers (Cowan, 2008). Reflection on all of these studies raises the following question: why are

people with care experience vulnerable to suicidal ideation and behaviour?

The specific developmental stage that young adults leaving care face is essential to consider.
Care leavers experience an early transition from adolescence to adulthood. Therefore, they enter
the phase of emerging adulthood earlier than their peers. Boeninger and Conger (2012)
highlighted that the risk for suicide among young adults in the stage of emerging adulthood is
higher than among adolescents. They explained this development with the new combination of
stressors and resources and a possible perceived difference between expectations and reality
(Boeninger and Conger, 2012). Ageing out of care and moving into an in(ter)dependent adult

life relates to stressful life changes, and some might struggle to find a new role and purpose in
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their day-to-day life and set new routines, a difficulty which results in severe mental health

problems (Arnett, 2007). These changes might be further risk factors for suicide.

Furthermore, young people with care experience might be more vulnerable to suicidal ideation
and behaviour due to a childhood experience of, for instance, a mentally ill parent or disturbed
family relations and experienced separation or losses (Wasserman, 2016a). Suicidal people
“mask their vulnerability with such defences as fantasy of greatness that emphasize their
independence and invulnerability, despite their great dependence and vulnerability [...] [their]
denial of real-life circumstances [...] is another mean of self-defence against the own
vulnerability” (Wasserman, 2016b, pp. 148-149). The perception of invulnerability and
masking behaviour are redolent of Stein’s (2006b) resilience framework and one of the defined
groups of care leavers, the survivors. The survivors’ paradoxical behaviour of a strong,
invulnerable self-image despite their critical living circumstances might be misinterpreted by
others (Stein, 2006b). For instance, social workers might assess their behaviour as provocative,
rejecting or self-sufficient. If the response to their behaviour is rejection by professionals, care
leavers may feel confirmed in being not loved, needed or wanted (Wasserman, 2016b). This
vicious circle highlights the importance of sensibility in working with this group and knowing

the different subgroups and risk factors.

To assess the risk of suicide and identify factors influencing suicidal ideation, it is essential to
understand the phenomenon of suicide and related intents and behaviour. Therefore, this chapter
proceeds by discussing the terminology of this phenomenon, followed by an overview of
suicide theories. Then, the conceptual framework of this study is presented based on one
selected suicide theory most suitable for investigating suicidal ideation among people with care

experience.

2.3.1 Definition and terminology

Suicide, based on the combination of the Latin terms ‘sui’ (oneself) and ‘caedere’ (to kill),
means the act of ending one’s own life on purpose. Death by suicide is caused by self-injury
with the intended result of death (Posner et al., 2014). Concerning the definition used by Posner
etal. (2014), it “must be self-instigated or self-initiated, but not necessary self-inflicted”” (Posner
etal., 2014, p. 9). In Germany, based on the Gesundheitsberichterstattung des Bundes (Federal
Health Monitoring System), the term ‘suicide’ is defined as “the deliberate destruction of one’s

own life, explainable as based on a free decision (appearing in hopeless situations, conviction
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that it is futile to continue living) or as sickly compulsive act (in depressions and psychoses)”
(Gesundheitsberichterstattung des Bundes, 2018). The Office of National Statistics in the UK
published a definition of suicide that “includes all deaths from intentional self-harm for persons
aged 10 and over, and deaths where the intent was undetermined for those aged 15 and over”
(Office of National Statistics, 2017). HM Government (2015) uses the term ‘suicide’ as the
death of intentional self-harm and injury, including those with uncertain intentions. The medical
definition of suicide is the death from self-inflicted injury with the person’s intention to die,
based on ICD-10 (International Classification of Diseases) X60-X84 (intentional self-harm)
and Y10-Y43 (the event of undetermined intent) (HM Government, 2015). The terminology of
the phenomenon of suicide, suicidal ideation and behaviour shows variabilities and little
consistency in existing literature, as Posner et al. (2014) criticised. The terminology and
definitions of suicidal ideation and behaviour based on the US Centers for Disease Control and

Prevention (CDC), as suggested by Posner et al. (2014), are used in this thesis.

Three classes define the phenomenon of suicide, as proposed by the US National Institute of
Mental Health: suicide (death as the outcome of an act intended to kill oneself), suicide attempt
(the non-fatal act with a potential or supposed deadly outcome) and suicidal ideation (intent to
die without a physical action) (Posner et al., 2014). In recent literature, the terms ‘suicidal
ideation’ and ‘suicidal behaviour’ are often used to describe the phenomenon of suicidal
thoughts and acts which intend suicide. Suicidal ideation can be distinguished between passive
and active suicidal thoughts. Passive suicidal thoughts contain the perception that life is not
worth living and the desire to die, while active ideation includes thinking of taking their own
life and having a plan to attempt suicide (Van Orden et al., 2015). The term ‘suicidal ideation
and behaviour’ describes the overall scope of thoughts, self-harm, attempts and accomplished
acts to take someone’s own life (O’Conner and Sheehy, 2000, in Hamilton et al., 2015). Suicidal
behaviour also includes preparatory acts such as collecting pills, writing a suicidal note, giving
things away or revising a will. The term ‘self-harm’ covers a great range of harmful behaviour
that can be a way to cope with overwhelming behaviour, as Harvey et al. (2015) described. The
most common forms of self-harm are self-cutting or self-poisoning apart from, for instance,
scratching or self-hitting. Self-harm describes the behaviour and not the intention, which may
not always be clearly distinguished between non-suicidal and suicidal self-injury (Harvey et al.,
2015).

Terms such as suicidality, completed/successful suicide, failed attempt, parasuicide, suicidal
gesture and suicidal threat have unclear, contradictory or redundant meanings. For instance, the

term ‘suicidality’ includes suicidal thoughts and behaviour without distinction. Based on the
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CDC’s publications, Posner et al. (2014) recommended distinguishing these terms because they
differ in appearance, interactive factors, outcomes and interventions. Nevertheless, suicidal
ideation and behaviour cannot be circumscribed entirely from each other and appear converged
(Wasserman, 2016c). Concerning the recommended terminology, in a context that refers to both

suicidal thoughts and acts, the term ‘suicidal ideation and behaviour’ is used in this thesis.

Restrictions on the terminology of suicide are also mentioned by the WHO. They have
published resources for media professionals and recommend a careful choice of terminology
while reporting and publishing on the topic (World Health Organisation, 2017a). Apart from
the terms mentioned above, the WHO recommends avoiding the phrase ‘to commit suicide’, as
this would implicate suicide as a criminal act. Although the criminal reference may be the case
in some countries, it is not applicable for the focused countries England (based on the Suicide
Act 1961) and Germany (based on the Basic Federal Law) (Suicide Act 1961, 1961; Weilert,
2018; World Health Organisation, 2017).

In summary, a common terminology of suicide is necessary to achieve comprehension. This

thesis uses the following general terms listed in Table 1.

Table 1: Terms and definitions of the phenomenon related to suicide

Term Definition

Suicide The death caused by a person’s self-harm with the intent to end
their own life

Suicide attempt A person’s non-fatal but possible or supposedly deadly action with

the intent to die

Suicidal behaviour/ All acts of a person with the intent to end their own life, including

acts preparational actions

Suicidal ideation/ All thoughts about the wish and intention to die and ending one’s
ideas/thoughts own life

Passive suicidal The perception that life is not worth living and having the desire to
ideation die

Active suicidal Thoughts of killing oneself and a plan (on how) to attempt suicide
ideation

Suicidal ideation and | Includes both thoughts and acts of a person with the intent to end
behaviour their own life

Suicidal person A person who experiences suicidal ideation and/or shows suicidal
behaviour; this person experiences the wish to end their own life
by suicide
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2.3.2 Theories of suicide

Various models have been developed to explain the phenomenon of suicide. The theoretical
views and understanding of the phenomenon of suicide vary, and no common explanation
exists. These include biological models, psychodynamic ideas, sociological theories and

psychosocial explanations.

Biological explanations are based on predispositions like neurotransmitter dysfunction (Selby
et al., 2014). For example, the stress-vulnerability model and the role of neuroplasticity (the
dynamic brain structures and functions) refer to constitutional predispositions for suicide which
mark either the resilience or the vulnerability to psychological stress. Inefficient coping
strategies for psychological stress would constrain emotions, memories, learning and decision-
making abilities and further suicidal ideation and behaviour (Wasserman and Sokolowski,
2016). It is essential to mention that these theories do not provide a complete understanding of

suicide and require further research, as Selby et al. (2014) mentioned.

Related to some theories from a psychodynamic approach, Shneidman (1996, 1998) published
his psychache theory of suicide. The term ‘psychache’ is a combination of psychological pain.
Shneidman understood suicide as an act to end a person’s pain. As long as no option to reduce
this pain is found, the desire to end one’s own life by suicide increases (Selby et al., 2014;
Shneidman, 1998). Similarly, the emotional dysregulation theory of suicide by Linehan (1993)
relates to high emotional sensitivity to distressing triggers and the difficulty in regulating
emotions. Self-injury, and in this relation also suicide, is understood as a method to escape from
these negative emotional states. However, these approaches are also criticised as, for instance,
the psychache theory lacks a detailed description of the development and possible mechanism

and consideration of the severity of suicidal behaviour (Selby et al., 2014).

Similarities to the theoretical concepts of psychache and emotional dysregulation, but from the
social-psychological field, can be found in the escape theory, established by Baechler (1980,
cited in Selby et al., 2014) and further developed by Baumeister (1990). This understands
suicidal ideation and behaviour as the individual tendency to escape from a negative, painful
self-awareness. The escape theory describes the process which leads to suicide attempts,
initiated by the perceived discrepancy between expected and actual outcomes, the lack of
perspectives and the further development of negative cognition (Baumeister, 1990; Selby et al.,
2014).
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A well-known theory from sociology was established by the French sociologist Emile
Durkheim in his publication Le suicide: étude de sociologie in 1897 and determined social
factors as the leading causes of suicide (Selby et al., 2014; Thompson, 2004). Durkheim defined
social integration and moral regulation as the most influential factors for suicide. Durkheim
argued that suicide is the result of a disturbed regulation between the individual and society and
distinguished between four societal types of suicides: the ‘egoistic suicide’ is the result of a lack
of social integration and the feeling of being discarded; the ‘altruistic suicide’ occurs when the
individual believes that the society would profit from the their death due to a too close emotional
connection to society; the ‘anomic suicide’ follows from a lack of moral regulation which
results in a deficit in economic value, meaningfulness and achievable goals that cause suicide;
and the “fatalistic suicide’ is the result of extreme moral regulation which disables any kind of
personal development and future aim (Selby et al., 2014; Thompson, 2004).

Turning from Durkheim’s sociological theory and Baumeister’s escape model of suicide to a
clinical perspective, the hopelessness theory by Beck et al. (1974, 1973), and similarly by
Abramson et al. (2002) shows similarities to Durkheim’s anomic suicide and Baumeister’s
process of cognitions and emotions. Beck’s hopelessness theory indicates hopelessness as a risk
factor for suicidal ideation and behaviour. The theory describes how in case of thoughts and
feelings of hopelessness people cannot improve their lives, they develop the desire to die by
suicide (Beck et al., 1989; Selby et al., 2014). Based on this theory, Beck et al. (1974) developed

the Hopelessness Scale, which proved to be helpful in predicting the risk of suicide.

A relatively novel theory of suicide was published by Joiner in 2005. His interpersonal-
psychological theory of suicide (IPTS) combines the wish to die by suicide based on specific
interpersonal states and one’s ability to fulfil this longing. The IPTS is grounded in a three-way
interaction of the following components (see Figure 2): perceived burdensomeness, thwarted
belongingness and acquired capability (Selby et al., 2014).

Joiner (2005) defined perceived burdensomeness as the individual perception of being
ineffective and incompetent, which constitutes a burden for beloved others. This feeling is
related to shame and the focus on one’s death as the only possible solution to the supposed
problem one presents to loved ones. The second factor is thwarted belongingness which
indicates social isolation. Aspects of social isolation are the experience of withdrawal from
others, alienation, the lack of trusting other people and difficulties in achieving long-lasting
relationships (Joiner, 2005). Van Orden et al. (2010) further defined “thwarted belongingness

as loneliness and the absence of reciprocally caring relationships” (p. 582). Joiner (2005) drew
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the connection to Durkheim’s theory of the role of social integration in death by suicide, for
example, altruistic and egoistic suicide. Both factors, perceived burdensomeness and thwarted
belongingness, must co-exist simultaneously to develop the desire to end one self’s life (suicidal
ideation). In other words, if one of the aspects of personal effectiveness and social
connectedness is present, the will to live is solid. When in addition to the desire to die due to
the co-occurrence of thwarted belongingness and perceived burdensomeness, a person has the
acquired ability to execute lethal self-harm (acquired capability), the risk of a suicide attempt
or death by suicide is high (Joiner, 2005).

The Interpersonal Needs Questionnaire (INQ) and the Acquired Capability for Suicide Scale
(ACSS) are tools to assess the IPTS factors (Ribeiro et al., 2014; Van Orden et al., 2012). As
presented in section 3.4.2, the INQ is separated between the thwarted belongingness scale (TB)
and perceived burdensomeness scale (PB). Several empirical studies have proven the
interaction of all three factors for the risk and prediction of suicidal behaviour and, therefore,
provide evidence for the validity of the IPTS (see Christensen et al., 2014; Ma et al., 2019;
Schonfelder et al., 2019; Van Orden et al., 2012). Selby et al. (2014) evaluated Joiner’s IPTS

as “a valuable framework for understanding suicide and assessing suicide risk” (p. 297).

With close links to the IPTS, Castro and Kintzle (2014) reflected in their military transition
theory on the role of transition from military service into the civil community on the risk of
suicide among previous soldiers. They explain the risk of suicide among military veterans, inter
alia, with changes in relationships, the need to develop a new identity within their new
community, perceived burdensomeness and the ability to harm themselves lethally due to

combat experiences (Castro and Kintzle, 2014).

Joiner’s Interpersonal-Psychological Theory of Suicide (IPTS)

I. Thwarted belongingness (TB)

(e.g. loneliness, exclusion)

25 > Suicidal ideation

II. Perceived burdensomeness (PB) o
(e.g. feeling like a burden for others) Suicide (attempt)

=

+

III. Acquired capabilty (AC)

(e.g. fearlessness of death)

_/

Figure 2: Three-way interaction of Joiner’s (2005) interpersonal-psychological theory of suicide (IPTS) explaining the
development of suicidal ideation and behaviour.
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The framework published by Cramer and Kapusta (2017) provided interesting links between
several suicide theories, including IPTS, that they use to develop their socio-ecological suicide
prevention model (SESPM). The authors present a multi-level suicide risk theory consisting of
four theories on four socio-ecological levels: Shneidman’s concept of psychache on the
individual level, Joiner’s IPTS on the individual and interpersonal level, the military transition
theory on the community level and finally, Durkheim’s societal theory of suicide (Cramer and
Kapusta, 2017). Their work shows that suicide theories often focus on specific socio-ecological
factors to explain the risk of suicide but can also complement each other to gain a broader

understanding.

2.4 From suicide theory to care leavers: A conceptual framework

Several suicide theories refer to emotional pain and social perceptions as causes for suicidal
ideation and behaviour. Particularly adverse interpersonal experiences such as social isolation
and lack of social support are often reported by young people leaving care. A recent Israeli
study presented that social factors influence care leavers’ life satisfaction (Refaeli et al., 2019).
For the purpose of this study investigating the risk of suicidal ideation among young adults with
care experience, especially in the transition from care, a suicide theory focused on social factors
seems reasonable as a theory of choice due to the particular social experiences of the group of
interest. Joiner’s IPTS is the most suitable framework to assess suicide risk among people with
care experience concerning relational components. It, therefore, provides the conceptual
foundation to guide this study. Previous research implies that people with care experience are
likely to experience thwarted belongingness and perceived burdensomeness (see Fulginiti et al.,
2018; Schofield, 2002; Sulimani-Aidan, 2014; The Care Inquiry, 2013b). However, it remains

to be investigated whether the IPTS factors can explain the elevated risk of suicide among this
group.

Thwarted belongingness, the feeling that oneself does not belong to a valued group or being
withdrawn, might be perceived due to the care experience. For instance, Schofield’s (2002)
psychosocial model highlights that belongingness, including unconditional interest, support and
a place in the community, composes a central aspect of a care-experienced young person’s
outcomes in later life. The transition from care may contribute to the occurrence of thwarted
belongingness. Young people ageing out of care are aware that they must leave their living

space and the people they lived with. People who cared for them are not responsible for them
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anymore. A return to this group in the role of being looked after is not possible. Former
relationships with carers or other cohabiters will not last for many young people after leaving
(Ward, 2011). Particularly, Dima and Skehill (2011) mentioned that some care leavers perceive
that they suddenly have to leave and start their often self-dependent own life because of possible
avoidance of reality prior to this moment. Some care leavers perceive social isolation and
loneliness, as reported in several studies (Adley and Jupp Kina, 2017; Stein, 2006b; Sulimani-
Aidan, 2014; Ward, 2011). Young people with care experience may feel alienated and different
from others, as a lack of belongingness continues from childhood to adulthood (Butterworth et
al., 2017). The lack of trusting other people and achieving long-lasting relationships due to
social isolation, which draws a connection between childhood maltreatment and suicidal
behaviour as described by Joiner (2005), relates to the experiences of some care leavers.
Alternatively, as a form of belongingness, positive attachment to biological parents and foster
carers can present a protective factor against the risk of suicide among care-experienced adults

who had experienced childhood maltreatment (Danner Touati et al., 2021).

The Care Inquiry (2013b) presented the views of care leavers: “Some of them [care leavers]
said they [care leavers] felt at their most vulnerable because, if things went wrong, there were
few people to turn to and they felt like a burden” (p. 19). Perceived burdensomeness as the
individual perception of being incompetent and a burden to others is related to self-blame and
the feeling of shame (Van Orden et al., 2010). Adley and Jupp Kina (2017) examined the feeling
of shame among care leavers by rejecting or asking for support. The researchers explained this
emotional state with the personal will to prove their ability to manage their own lives (Adley
and Jupp Kina, 2017). Perceiving themselves as incapable of handling an independent living
would cause them to feel like a burden to others, such as former key workers or carers who are
not responsible for them anymore, if they would reach out to them for support. They may not
consider asking for help from new professional support such as the PA because of their lack of
trust and building new trustful relationships. Perceiving themselves as a burden might cause
emotional stress and, accordingly to Joiner’s concept, would pose a risk factor for developing

suicidal ideation in young people leaving care.

Moreover, many care-experienced people are considered to engage in self-harming behaviour
(Furnivall, 2013; Harkess-Murphy et al., 2013). Transitions, such as from care, can cause
distress that triggers self-harming behaviour to cope with thoughts and feelings (Harvey et al.,
2015). Therefore, people with care experience may have acquired the capability to harm
themselves lethally due to an increased fearlessness of death in their self-harming behaviour

(Wadman et al., 2017), which increases the risk of suicide in combination with suicidal ideation,
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especially after the transition from care. While the current study does not focus on suicidal self-
harm, the factor of acquired capability due to self-harming behaviour is part of the theoretical
foundation of this study and important to acknowledge to understand the risk of suicide among
people with care experience. The current study focuses on suicidal ideation only, with the intent
to help inform suicide prevention strategies in social work and the care system to address the

cognitive component before acting on such thoughts.

Joiner’s theoretical explanation of the development of suicidal ideation due to the co-occurrence
of thwarted belongingness and perceived burdensomeness applies in many ways to young
people in the transition from care. This approach provides a valuable framework for empirical
assessment, which has been tested among diverse clinical and non-clinical groups (with the
INQ) and is proven as valid and reliable in investigating both factors related to suicidal ideation
(Forkmann and Glaesmer, 2013b; Hallensleben et al., 2016; Van Orden et al., 2012). The INQ-
15 is accessible online and available in several languages, including German (Forkmann and
Glaesmer, 2013a).

Schonfelder et al. (2021, 2019) identified a relationship between suicidal ideation and behaviour
and childhood abuse, a common reason for many young people to enter the care system. With
a clinical sample from Germany, the authors investigated the connection of suicidal ideation
and behaviour in adulthood with emotional, physical and sexual childhood abuse using, among
other tools, the INQ to explore the link further under consideration of the IPTS factors. The
authors considered the IPTS a promising theoretical foundation for investigating underlying
mechanisms of the risk of suicide (Schonfelder et al., 2021, 2019).

Using a theory focusing on social constructs as a risk of suicidal ideation is especially
interesting for a population with exceptional social experiences. It provides the opportunity to
assess whether interpersonal factors are part of the cause of suicidal ideation among young
people with care experience and how the constructs of thwarted belongingness and perceived
burdensomeness play a role within this population. Most empirical studies about suicidal
ideation and behaviour among people with care experience have neglected to apply suicide
theories to investigate this topic. The exceptional research by Cashmore and Paxman (2007) is
one of the very few that used a questionnaire based on the suicide theory, namely the
Hopelessness Scale by Beck et al. (1974), to explore suicidal ideation and behaviour among a
care-experienced group. Moreover, as the literature review shows, the INQ has not been applied

in empirical studies about suicidal ideation among people with care experience.



-39-

In summary, the literature review has presented that young people with care experience are
vulnerable to experiencing suicidal ideation and behaviour. The transition from care especially
appears to be a risk factor in increasing the risk of suicide in early adulthood. It remains unclear
how far the risk of suicide among care-experienced people differs between countries, in this
case Germany and England. The IPTS provides a promising theoretical foundation for this study
to explore the occurrence and factors influencing suicidal ideation among people with care

experience considering their care-related interpersonal experiences.
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3. RESEARCH QUESTIONS, METHODOLOGY AND METHODS

The study’s primary aim is to investigate the occurrence and influencing factors of suicidal
ideation among care-experienced young people and adults in England and Germany. As people
try to find causal explanations for situations or conditions they experienced (see Kelley, 1973),
this study aims to explore what people with lived experience perceive as causes and protective
or coping factors for their suicidal thoughts. The study addresses the following two key

questions:

l. What is the occurrence of suicidal ideation among care-experienced young

adults in England and Germany?

1. Which factors influence suicidal ideation in care-experienced young people?

Specifically:

a. Which factors do care-experienced young adults perceive as causative for

the occurrence of suicidal ideation?

b. Which factors do care-experienced young adults perceive as helpful for

coping with suicidal ideation?

The knowledge about factors that care-experienced young adults perceived as influencing
suicidal thoughts based on lived experience could help align professional support to young
people in and after leaving care, both as a prevention and intervention. A deeper understanding
of the risk for suicide is vital, as intentions might not be evident because many young people
do not express suicidal thoughts before attempting or dying by suicide (Rodway et al., 2016).
Munro et al. (2021) highlighted the heterogeneity and resilience of care-experienced people.
Compared to their peers without care experience, they might experience additional challenges
which require tailored support to promote their life chances (Munro et al., 2021). This project
aims to fill an academic void in cross-national knowledge about specific outcomes and living
conditions of care-experienced young people. In this case, the focus lies on suicidal ideation
and the subjectively perceived factors influencing such thoughts. The collected information
aims to contribute to informing suicide prevention guidelines tailored to young people in and

leaving care.
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3.1 Methodology

The philosophical approach underpinning this research is critical realism. With an
epistemological and ontological perspective of critical realism, the study aims to identify
tendencies (‘demi-regularities’) of suicidal ideation among care-experienced young people in
two countries and mechanisms that influence the development of suicidal thoughts or coping
strategies, including protective factors. A critical realist framework allows previous theories to
guide the research questions as an initial starting position for the investigation and analysis
(Fletcher, 2017). The interpersonal-psychological theory of suicide (IPTS) guided the study as
an initial foundation of the theoretical framework. As described earlier (see sections 2.3.2 and
2.4), this initial theoretical approach was chosen for this research because it enabled an
exploration of interpersonal factors that influence the occurrence of suicidal ideation and are
particularly interesting regarding (leaving) care experience. Hence, by applying the IPTS, the
Interpersonal Needs Questionnaire (INQ) helps to explore the occurrence of suicidal ideation
in relation to these factors as potential demi-regularities, on the one hand. On the other hand,
the theory helps to investigate in depth whether these factors can be identified as ‘underlying
mechanisms’ by using qualitative methods. This study is the first to apply this suicide theory to
the population of care-experienced young adults, as far as known based on the previous
literature review. As Fletcher (2017) mentioned, “CR [critical realism] aims to find the best
explanation of reality through engagement with existing (fallible) theories about that reality”
(p. 186).

Critical realism, whose origins were developed by Roy Bhaskar (1998) in the 1970s, emerged
from positivism and constructivism/interpretivism and is increasingly used as a philosophical
framework within social sciences (Hoddy, 2019; Zachariadis et al., 2013). Critical realism
received attention regarding its methodological development with respect to its application in
research design, as several research publications about diverse social topics show (see Craig
and Bigby, 2015; Fletcher, 2017; Hoddy, 2019; Meyer and Lunnay, 2013; Zachariadis et al.,
2013). For example, Zachariadis et al. (2013) applied the use of critical realism in a mixed-
methods study. They mentioned the various critical realist assumptions that justify the
application of both quantitative (‘extensive’) and qualitative (‘intensive’) methods. They argued
that this approach based on the critical realist methodology “is to use extensive methods to
identify and establish demi-regularities with data patterns, which are then used to guide
intensive research that will uncover the mechanisms, agencies, and social structures that
produce the behavior observed” (Zachariadis et al., 2013, p. 864).
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In general, Bhaskar’s critical realist approach is based on three main steps in science: the
identification of phenomena, the development of explanations for those phenomena and the
testing of these explanations, which lead to the identification of underlying (‘generative’)
mechanisms which produce the observed phenomena/event (Bhaskar, 1998). Several studies
have applied critical realism as a methodological approach to identify and explain various
phenomena and their underlying mechanisms (see Craig and Bigby, 2015; Danermark et al.,
2002; Fletcher, 2017; Hoddy, 2019).

This critical realism-informed thesis applied a mixed-methods approach to identify tendencies
(demi-regularities) and influencing factors (underlying mechanisms) of suicidal ideation among
care-experienced young people. IPTS was used as the main component of the initial theoretical
framework. The following sections present the applied quantitative and qualitative methods to

address the research questions.

3.2 Mixed-methods approach and cross-national study design

To provide a comprehensive and in-depth insight into this specific situation of care-experienced
young adults, a mixed-methods approach was applied, consisting of an online survey and semi-
structured interviews. Mixed-methods research is defined as a process of collecting and
analysing data, integrating these findings and drawing conclusions by using a combination of
quantitative and qualitative approaches in a single study (Tashakkori and Creswell, 2007). The
first research question is approached mainly quantitatively with an online survey in addition to
a partly qualitative assessment of the range of suicidal ideation. The second key research
question integrates quantitative and qualitative information with a specific focus on the in-depth

qualitative investigation based on semi-structured interviews.

This approach combines diverse perspectives of the issue of interest: the hypotheses and
possible tendencies of interest can be investigated via a quantitative method, while a qualitative
method can capture the individual perspectives to identify underlying mechanisms. Based on
reoccurring open-ended questions in the online survey and the interviews, more detailed
descriptions of the investigated experiences and hints for patterns of possible factors influencing
suicidal ideation identified in the interviews would be able to be given (Blaxter et al., 2010).
This approach was used to meet the multi-lateral necessity requiring both the quantitative
results to provide a broader picture identifying demi-regularities and the qualitative in-depth

views of care-experienced young adults about their experiences of suicidal ideation. The
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combination reveals the relevance of this issue and potential influencing factors that either

caused or reduced suicidal ideation among people with care experience.

Haight and Bidwell (2016) highlighted that “social workers are keenly aware of the complexity
of social issues” (p. 1) and that mixed-methods research can help “to better understand complex
human experiences and social structures” (p. 9). The topic under investigation combines two
highly complex experiences: suicidal ideation and care experience. As described by Neuman
(2006), the parallel triangulation of methods helped to view this matter from different angles.
This approach offers a more comprehensive investigation of suicidal ideation among care-
experienced young people due to combining these techniques. Therefore, this mixed-methods
research contributes to new insights and a holistic, socio-ecological, in-depth understanding of

this issue (Haight and Bidwell, 2016), thus addressing this study’s purpose.

The cross-national perspective contributes to a broader picture of the care-experienced
population. First, the results would contribute to the body of knowledge in each country, which
might be useful for further developing evidence-informed practice with young people in care
and after leaving care as young adults. Second, differences in the results by viewing both
countries would indicate whether the information about the population from research and
politics can be transferred cross-nationally and show how far different national support systems,
structures and practices influence suicidal ideation. Third, combining the responses from both
countries would allow a more extensive and versatile sample. The cross-national perspective
would contribute to evaluating the risk of suicidal ideation among young people with care

experience from an international perspective.

Germany and England were chosen for the cross-national approach because of several
differences and similarities of interest: as mentioned above, both countries have different
welfare systems with different orientations concerning child protection and family orientation.
Despite the same safeguarding principles to protect children from harm, the role of the family
and access to support services differ. Among others, these differences might explain which
factors influence young people’s mental health in and leaving care. Furthermore, the principle
of social pedagogy is dominant in the youth welfare system in Germany and would provide
different principles and professional relationships with the work of looked-after children.
Moreover, the number of looked-after children in residential care is higher in Germany than in
England. By choosing Germany, the cross-national perspective would offer more participants
for the study from residential care, while more participants from England may contribute with

experiences from foster care. Another reason is the statutory support for young adults leaving
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care. Both countries offer support for young people leaving care within the age limits of 21 and
25 years (and even 27 years for people with disabilities in Germany). However, leaving care
support is organised differently in both countries. By including those two countries, the access
to support for young adults leaving care might play a role in identifying influencing factors and

as a possible explanation for differences.

Therefore, comparing these two countries is highly interesting from an international perspective
that could contribute to a possible exchange and transferability of knowledge about this topic.
The cross-national approach can inform the further development of suicide prevention within

both countries’ (leaving) care systems.

The terms ‘participants/group/sample from England/Germany’ and ‘English/German
group/sample/participants’ are used interchangeably in the cross-national approach. They only
refer to the country in which the participants were in care and lived at the time of participation

and do not imply nationalities.

The mixed-methods approach and cross-national perspective created an innovative study design
to investigate suicidal ideation among young people who have already left care. It aims to

provide a comprehensive picture of this phenomenon.

3.3 Sampling: The challenges and stages during a pandemic

Before describing the study design of the online survey and interviews in detail, the sampling
process and, therefore, the access to potential participants for this study are illustrated. Apart
from explaining how participants were reached, it is important to keep in mind the
circumstances of the time the study was conducted that shaped the project regarding its

schedule, methodical amendments, recruitment efforts and expected sample sizes.

The initial sample characteristics targeted young adults with care experience between 18 and
26 years who had been in foster or residential care in England or Germany on or after their 16™
birthday. The initial age range was oriented on the maximum age of possible legal support for
care leavers in Germany based on SGB VIII (up to 25 years of age) and similar English

legislation. The focus was on the transition from care to early adulthood.

To reach a high number of potential participants in both countries, a large number of relevant
organisations and gatekeepers who have access to care-experienced young adults were

contacted to support the sampling process. Relevant organisations were local authorities that
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offer a leaving care service, residential care providers, foster care agencies, NGOs that provide
services for care leavers, care-experienced peer networks and advocacy groups. Additionally,
representatives of the care-experienced community were contacted: these were individuals who
engage in initiatives for care leavers and have contact with care-experienced people, inter alia,
via followers or closed groups on social media. In addition, relevant professional and academic
contacts were approached to establish supporting collaborations in the sampling process. The
use of these collaboration partners was essential to reach the considered hard-to-reach group of

care-experienced adults.

Initial contact with potential collaboration partners was established mainly by email. The
further correspondence with potential collaboration partners was by email, phone and on a few
occasions in personal meetings to discuss the aims of the study and the details of the
collaboration. The collaboration involved the distribution of the information material to the
groups of interest. Supporting organisations and individuals were asked to share information
documents, the link to the online survey and distribute digital flyers about the survey (including
a QR-code) and interviews (Appendix 2) within their network. Interested care-experienced

adults could access the survey and contact me if interested in partaking in an interview.

Convenience sampling was used due to the dependence on gatekeepers who supported the
study. In the course of the recruitment process of collaboration partners, some organisations
conducted snowball sampling by forwarding the information within their professional network.
Due to the two types of sampling, the response rate of collaborating organisations and
approached care-experienced adults cannot be estimated. Besides this, many approached
organisations did not reply at all. However, a few of them might have shared the information

within their networks without notification, which was the case for one interview participant.

In the course of the preparations and the total 12-month data collection period, several stages
of the continuous recruitment process concerning the search for collaboration partners took

place. The pandemic impacted the recruitment process and prolonged the data collection.

Pre-pandemic collaboration recruitment: November 2019—March 2020

After receiving ethical approval from the Royal Holloway Ethics Committee at the end of
November 2019, several relevant organisations were contacted by email with an invitation to

support the study. The first nine organisations from both countries were approached in 2019.
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At the beginning of 2020, the correspondence was continued with those who replied positively,

and further organisations in both countries were contacted.

By mid-March 2020, 50 organisations, with 28 in Germany and 22 in England, were contacted.
These included relevant teams in local authorities, charities, care leaver networks, care leavers
forums, and residential and foster care providers. A few organisations were umbrella
organisations or networks which work together with local authorities providing leaving care
services, fostering services or residential youth care placements. For example, one English
organisation which provides a nation-wide network with local authorities providing support for
care leavers shared my request for collaborations within their network. From those,
representatives from three local authorities in England expressed interest in supporting the
study. One of the 22 organisations from England and nine out of 28 organisations in Germany
replied by rejecting the collaboration. Reasons for rejecting the collaborations were various if

they explained their decision, for instance:

e They raised concerns about insufficient support for participants given the sensitive topic,
e they were not in touch with care leavers at that time,
e the organisation was not interested or not able to support, and

e they had already participated in other studies or had their own research projects.

A few representatives of organisations reacted to the topic of the study cautiously or
defensively. For example, in addition to concerns about required aftercare for study
participants, a few organisations mentioned the fear of triggering effects of addressing the topic
with specific questions and the tiredness of the care-experienced community of being ‘research
objects’, or they questioned how the organisation or care-experienced community would profit

from the study. These concerns were discussed together.

By mid-March 2020, six organisations in England (including one umbrella organisation with
no direct contact with care leavers) and eight in Germany (including three umbrella
organisations) responded positively by offering to support the study. A few organisations
replied by discussing the request with their managers or team members but never responded

with a clear decision. Many did not respond at all despite several emails or voice messages.
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The pandemic hit: Postponing the start of the study

The start of the data collection was scheduled for 1% April 2020. As of mid-March 2020, the
COVID-19 pandemic hit England and Germany with the implementation of nation-wide
lockdowns, social distancing measures and noticeable uncertainty and anxiety among the
population (Eurofound, 2020). After consulting the supervisory team, the start of the study was

postponed. All collaboration partners were informed.

The developments of the pandemic in both countries were observed for several weeks. The
study design was adapted to the current situation. This adaption included conducting interviews
online and incorporating an additional survey question about the impact of the pandemic on the
three aspects: feeling of belongingness, feeling like a burden and attitude towards life. The

Ethics Committee approved the amendment by the end of June.

Sampling stages during the pandemic

July 2020-September 2020: After postponing the start of the data collection by three months,

on 1% July 2020, the amended online survey was published. All 14 organisations and
representatives who expressed interest in collaboration by March 2020 were contacted by email,
providing them with all information to share with care-experienced young adults. Only a few
replied, and the rest were contacted by email and phone over several weeks. Some replied that
they were going to distribute the information soon. Other contact partners were on annual leave.
One organisation mentioned not being able to participate due to the negative impact of the
pandemic on their service. Further organisations said that the contacted manager who agreed to
the collaboration had changed organisation in the meantime. The latter also resulted in a

shortfall of these collaborations.

To find more collaboration partners, more organisations were contacted. A few organisations
showed interest and accepted collaboration by sharing the information with care-experienced
young people or organisations within their professional network. The study was introduced at
an online meeting of the ‘Bundesnetzwerk Care Leaver Initiativen’ (translated: the National
Network of Care Leavers’ Initiatives). However, no new collaborations resulted from this

venture.

By September 2020, five people had fully completed the online survey. The first two interviews

took place at the end of September.
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October 2020—February 2021: Due to the low participation rate and feedback from two

consulted collaboration partners who are part of the care-experienced community in England,
the age range for participants was extended up to 40 years. This amendment would include
care-experienced adults who would have been eligible to request leaving care support since the
early 2000s in line with the Children (Leaving Care) Act 2000, which would also conform with
the legal support for young adults introduced in Germany in the 1990s. The term ‘care leavers’
was changed to ‘care-experienced adults’ to address those who might not identify as care
leavers anymore and use a more inclusive terminology. Besides this, a WhatsApp number was
added to the interview leaflet to offer an alternative way with a presumably lower threshold for
young adults to get in contact and express their interest in partaking in an interview. Information

material was updated and submitted to the existing collaboration partners.

At the same time, a broadly geographic-structural recruitment strategy to contact more potential
collaboration partners was conducted. In addition to some nation-wide organisations, 104
organisations from all 48 English ceremonial counties with, in total, 240 email addresses, and
265 organisations from all 16 German federal states covering 105 areas, in addition to a few
nationwide organisations with 742 email addresses, were contacted by email. The different
numbers of approached organisations per country resulted from the accessibility of online
contact details. A few additional organisations or people were contacted due to

recommendations, attended conferences and established contacts with the supervisory team.

Reminders were sent about three weeks after the initial email to an updated mailing list of 860
contact email addresses of those previously contacted organisations that did not respond. While
65 contacts responded with a rejection to support my study for various reasons, 22 confirmed

their support. The reasons for rejecting collaboration were, among other aspects:

e no contact with young adults with care experience (21 replies, only from Germany),

e not enough capacity/limited resources or not in the position to participate (13 replies),

e the negative impact of the pandemic on service or lack of direct contact to inform young
adults about the project due to COVID-19 restrictions (seven replies),

o already participated in several leaving care research studies recently and/or received too
many research requests that may affect the self-perception of care leavers as being study
objectives (four replies), and

e the information to participate/collaborate was insufficient, or there was not enough

therapeutical support for aftercare due to the sensitive topic (three replies).
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From this extensive approach, the sample sizes of the survey and interviews increased. In total,
24 sufficiently completed survey responses were collected, and four further interviews took
place from November to January 2021. The recruitment of potential new collaboration partners
was paused in January and February due to the deterioration of the pandemic and national wide

lockdowns in both countries.

March—June 2021: As lockdowns were increasingly eased from March, infection rates

decreased, and vaccination programmes continued, the next round to recruit more collaboration
partners took place. Previously contacted organisations were approached, namely those which
did not reply to the requests from October or November or requested to be contacted again in
early 2021.

In addition to a national suicide prevention association in each country, 101 new organisations
and relevant contacts were contacted. Among them were 22 contacts at universities from both
countries as some, particularly English universities, have dedicated support services for care
leavers. Student advisors for care leavers from three English universities shared the information
with care-experienced students. Between March and June 2021, six contacts from Germany and

eight from England offered support in recruiting participants.

As a striking example of the challenges in recruiting collaboration partners, one contact person
from an English organisation that supports care leavers expressed interest and commitment to
supporting this study. However, after discussing the study with her colleagues, the organisation
declined the collaboration because they recently lost one young person who they supported due
to suicide. This decision was reasonable as staff members might have been emotionally affected

by their loss while highlighting the relevance of this topic under investigation.

On recommendation from one academic contact, a press release at local newspapers was
prepared in collaboration with Dr Katrin Bain and sent to 13 local newspapers across England
at the beginning of the Mental Health Awareness Week 2021. None of the approached editors
responded. Local newspapers in Germany were approached as well. One local German

newspaper published an article about the study at the end of May 2021.

With the request to share the information within their network again, reminders were sent to
(previously) existing collaboration partners in March and June. The active recruitment process
ended at the end of June 2021.
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Closing the data collection

The deadline for the active recruitment of collaboration partners and participants was 30" June
2021, followed by the closing of the data collection. More than 60 organisations and contacts
from both countries offered support in the sampling process of the study during the pandemic.
How many eligible care-experienced adults received the information is unknown due to
different sharing approaches and certain deficiencies in the correspondence. By the end of the
extensive and, thus, successful 12-month data collection period, the survey collected 45

sufficiently completed responses, and 13 interviews were conducted.

A reflection on the impact of the pandemic

The COVID-19 pandemic, an unprecedented time, has caused many changes in our everyday
lives across the world, including social and economic constraints. The current study was
prepared and designed between 2017 and 2019 with planned in-person information meetings
with relevant organisations and face-to-face interviews. However, as described earlier, the
COVID-19 pandemic impacted the data collection since spring 2020. The unprecedented
circumstances during the data collection would also need to be taken into account when

interpreting the study’s findings and valuing the success of the extensive recruitment strategy.

As accessing care-experienced adults who have already left care is considered to be difficult,
the employment of the described broad, extensive recruitment process with various kinds of
contacts and applied communication approaches seemed to be helpful in reaching more
potential participations (Keller et al., 2016; Mclnroy, 2016). The scope of the impact of the
pandemic on the sampling process, especially the accessibility of potential participants, was not
predictable at the time of the start of the data collection. Meanwhile, further research was
published on the impact of these unprecedented times on care leavers (see Feyer et al., 2020;
Munro et al., 2021; Partnership for Young London et al., 2020; Roesch-Marsh et al., 2021) that
would explain the challenges in the data collection process, the pandemic-related findings and

the small but, according to the circumstances, reasonable sample sizes.

With the shift to an exclusively online approach of the data collection due to safety measures
and travel restrictions, introductory meetings and interviews could not take place in person.
Potential participants would be required to have access to relevant digital devices and an
internet connection. Recent research from the UK and Germany indicated that some young
people in care settings and care leavers lack digital access options. In England, before the
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pandemic, most care leavers (91%) in England owned a smartphone, but 17% had no access to
the internet at home (Briheim-Crookall et al., 2020a). In Germany, digital and online
accessibility, both due to limited availability of devices and digital education, was found lacking
for young people in residential care settings, including those who might be in supported semi-
residential settings, compared to young people in the general population (Feyer et al., 2020).
Feyer et al. (2020) highlighted that residential care settings were not prepared to quickly catch
up with the digitalisation at the beginning of the pandemic. The lack of digitalisation covering
digital education and the accessibility of devices and the internet in care settings and for care

leavers became more prominent with its urgent indispensable need during the pandemic.

Roesch-Marsh et al. (2021) reported a digital divide affecting care-experienced people and care
leavers in Scotland during the pandemic. The mixed-methods study found that care-experienced
people, particularly care leavers, lacked access to the necessary technology, including devices,
internet access, software and support. Access to such technology was easier for those care
leavers with organisational links such as employment, education or training, or informal or
formal networks. However, others without such connections faced ‘digital exclusion’. Besides
this, care-experienced young people living in rural areas might also face unstable internet
connections due to regional internet limitations, which is a known issue across the UK.
Therefore, the pandemic highlighted that despite young people being considered ‘digital
natives’, fewer young people with care experience have access to relevant technology (Roesch-
Marsh et al., 2021).

Even more, the pandemic highlighted the extent to which care-experienced young people may
face exclusion, risking an increase in loneliness. The discussed digital exclusion of many young
adults with care experience would have restricted them from accessing and receiving
information and, thus, participating in this study. Therefore, these circumstances not only
further push people with care experience into a ‘hard-to-reach’ group for research purposes but
exclude them from accessing essential resources and increase the risk for their mental well-

being.
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3.4 Quantitative method: Survey

As the quantitative approach of the study, the survey intended to investigate the sample’s mental
well-being, suicidal experiences, and related factors in the context of care experience on a larger
scale. The first key question — What is the occurrence of suicidal ideation among care-
experienced adults in England and Germany? — is addressed with a quantitative method by
conducting a cross-sectional online survey in both countries (in English and German). The
statistical analysis tested the following hypothesis to determine whether differences in the

occurrence of suicidal ideation exist between the group from England and Germany:

() Ho:  The occurrences of reported suicidal ideation by care-experienced
adults in England (Ceng) and Germany (Cpg) are the same without a
significant difference.

Hi:  The occurrences of reported suicidal ideation by care-experienced
adults in England (Cenc) and Germany (Cpe) show a significant
difference.

For the second key research question — Which factors influence suicidal ideation in care-
experienced young people? — and the underlying theoretical foundation consisting of the IPTS,

the following hypothesis was tested:

(1) Ho:  Thereis no relationship between suicidal ideation reported by
care-experienced young adults and their scores in thwarted
belongingness (TB) and perceived burdensomeness (PB).

Hi:  There is a positive relationship between suicidal ideation reported by
care-experienced young adults and high scores in thwarted
belongingness (TB) and perceived burdensomeness (PB).

In addition, the survey explored relationships between suicidal ideation and demographic
variables and further factors that participants perceive as influencing personally experienced
suicidal ideation gathered in open-ended questions. In light of the COVID-19 pandemic, a

further question was added to assess the experienced effects of the pandemic on the feeling of
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belongingness, feeling of being a burden to others and the attitude towards life. The survey

structure is outlined in detail below (see section 3.4.2).

The anonymous survey was accessible online with the link to the website shared via the
mentioned collaboration partners. Online surveys have the advantages of being easy to conduct,
low-priced, collecting anonymised data from large numbers of respondents, being
geographically widespread and making it “easy for everyone to understand what the results
represent” (Watson and Coombes, 2009, pp. 124). The remote approach was considered to offer
broader access to the population and a lower threshold to answer sensitive questions. However,
despite the advantages of online surveys, the circumstances during the data collection posed

significant challenges to this study (see section 3.3).

3.4.1 The survey sample

As described above, the inclusion criteria for the research project were amended in the course
of the data collection. This consisted of widening the age range from 18 to 26 years up to 40
years (in October 2020). Adults between 18 and 40 years who lived in residential or foster care
at least on or after their 16" birthday in England or Germany were able to participate. The online
survey applied inclusion criteria automatically to guarantee a description of the sample and to
ensure the exclusion of especially younger respondents (children and adolescents) from the

survey concerning ethical and legal restrictions.

The online survey used the software Qualtrics. Qualtrics offers dynamic routing abilities of an
online survey by giving access only to respondents eligible to participate, for example, only
those who click on age categories between 18 and 40. This software meets the privacy standards

required for health care records (Schumacher et al., 2014).
To estimate the required sample size, the following formula was used (Tatherdoost, 2017):

p (100 — p)z?
TR

25 (100 — 25)1.962
Tl(c) = 52 ~ 288
n: required sample size; ny: total number of care leavers required
p: percentage occurence of a condition (e. g.suicidal ideation)

E: percentage maximimum error required

z: value corresponding to level of confidence
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The estimated sample size of n(cy = 288 was oriented on 25% occurrence of suicidal ideation

among the population based on the prediction of looked-after adolescents in foster care (Evans
etal., 2017). However, the predicted estimation was only based on adolescents younger than 18
years and in foster care, which might not directly represent the population of interest. The lack
of evidence on the occurrence of suicidal ideation among care-experienced adults led to the

orientation of the previous knowledge to consider the minimum sample size.

Furthermore, the software G*Power was used to estimate the sample size for the hypotheses
based on a minimum of 80% power value (a priori power calculations; see Appendix 3). Power
is the probability that, due to unidentified differences (Type II error), the null hypothesis is
falsely accepted as true, while it is false (Valliant et al., 2013). For testing the first hypothesis,
310 participants per group were recommended if the effect would be small (d = 0.2). For
testing the bivariate correlation model of the second hypothesis with the parameters of two tails

and estimated medium effect size (r = 0.3), the sample required a minimum of n¢ ¢y = 84.

Despite the described recruitment effort, none of the calculated sample sizes were reached over
the one-year data collection period. While 99 respondents gave full consent to participate (see
Figure 3), 52 were either not eligible to participate — for example, because they did not answer

Q1.5 (“Have you ever been in care?”) or stated that they were not in care on or after their 16

birthday (n = 29) — or did not reach the end of Recorded number of
. . . survey accesses
the survey as a signal of withdrawing from the =272
study (n = 23). In total, 47 of the remaining
respondents viewed the whole questionnaire. consentto
participate
Two did not fill out a substantial part of the n=299 Not fulfilling
. . -+ |inclusioncriteria
survey, as they did not answer any question of n=29
. Eligble to participate
the main parts two to seven that would address n=70
the topic of the study. Therefore, those A Withdrza?:”a'
n=
insufficiently completed cases were excluded =
ighle and no
from the analysis. In total, ng) = W'thf':;"’a'
A Insufficiently
45 completed survey responses were collected ———= answered
n=2
with n = 29andn = 16. Final sample
(Cpe) (Cene) G
The calculations for preferred sample sizes
Sample from Sample from
might be unrealistic for this research project, as England Germany
n=16 n=29
they do not consider the accessibility of the

. . . Figure 3: The process shows how the eligibility criteria
targeted group and time-specific circumstances formed the final survey sample of 45 respondents.
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such as the pandemic. As Sydor (2013) stated in discussing the challenges of conducting
research with hard-to-reach groups, in this case, care-experienced young adults during a
pandemic, “well-evaluated but limited research data are preferable to no information from
groups that are hidden or hard to reach” (2013, p. 33). Therefore, the statistical analysis was
processed as the data provide important insights into the mental health, particularly experiences

of suicidal ideation, among care-experienced young adults who have left care.

Demographic information

The overview of the demographic data aims to provide a better understanding of the sample
and the results presented in section 4. Table 2 provides an overview of demographic information

of the survey sample and the two subsamples from England and Germany.

The majority of survey participants were female (78%) compared to male (22%). Covering the
age range from 18 to 40 years, the average age of the survey sample was 26 years. The majority
(73%) were heterosexual, with 81% of the English sample and 69% of the German sample.
Approximately half of the respondents (49%) stated they were single, 36% were in a
relationship, 7% married and 9% others (including widowed). Eighty-four per cent of all
participants reported having no children. About half of the participants (53%: 9 from England
and 15 from Germany) stated they lived alone. Forty per cent of the sample (56% from England,
28% from Germany) classed themselves as having a disability. If specified, most of the

disabilities were mental health disorders and autism spectrum disorders.

The average qualification level of the care-experienced sample was diverse. The majority of the
English group had A-Level equivalent or higher, up to PhD level, of which about 30% had
either a Bachelor’s or Master’s degree. 13% (n = 2) stated having GCSE-level qualification,
and 19% (n = 3) had no qualification. The most common qualification level of the care-
experienced sample from Germany (41%) was a Realschulabschluss/Mittlere Reife (GCSE
equivalent). Seventeen per cent had a Hauptschulabschluss (lowest secondary school
certificate). About a quarter had an Abitur (equivalent to A-Level), Bachelor’s or Master’s
degree. Two people had completed professional training. About 10% (n = 3) were without

qualification.

Concerning participants’ occupation status, one third were employed or self-employed, and
22% were students at the time of completing the survey, with similar distributions in both

subsamples. Seven per cent were doing an apprenticeship. A further 7% mentioned being either
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a homemaker or having several roles, such as being a student with part-time jobs. The remaining

29% stated they were either unemployed or unable to work.

Half of the English sample identified as White British (n = 8), about one third as White, British,
British Irish or Scottish, and three participants classified themselves as either Black British
African, Bengali or Middle Eastern. All participants from Germany stated being German, with

two also having either a Kurdish migration background or an American ancestor.

The key characteristics of participants’ care experience were diverse with a wide range of ages
on entering care, duration in care and different types of placements. Table 2 shows basic data

about their care experiences, and section 4 presents further data about care experience.

Table 2: Basic characteristics of sample’s demographics and care experience

Total England Germany
n=45 n=16 n=29
N % N % N | %
Gender
Female 35 77.8 13 81.3 22 75.9
Male 10 22.2 3 18.8 7 24.1
Age
18-20 13 28.9 3 18.8 10 345
21-25 12 26.7 4 25.0 8 27.6
26-30 8 17.8 3 18.8 5 17.2
31-35 8 17.8 4 25.0 4 13.8
3640 4 8.9 2 125 2 6.9
Mean age 25.7 27.3 24.8
Sexuality
Heterosexual 33 73.3 13 81.3 20 69.0
Homosexual 2 4.4 0 0.0 2 6.9
Bisexual 5 111 2 125 3 10.3
Other 4 8.9 1 6.3 3 10.3
N/A 1 2.2 0 0.0 1 3.4
Relationship status
Single 22 48.9 8 50.0 14 48.3
In a relationship 16 35.6 5 31.3 11 37.9
Married 3 6.7 2 125 1 34
Widowed 1 2.2 0 0.0 1 34
Other 3 6.7 1 6.3 2 6.9




Living situation (multiple-
response)
Living alone
With partner
With own children
With parents
With (an)other family
member(s)
With (a) foster parent(s)
With (a) friend(s)
Shared accommodation
Semi-independent living
Residential care placement
Student hall
Unstable housing situation
Other

Care placement types
Foster care
Residential care
Both foster & residential care
Others

Age entering care
<1
2-5
6—9
10-13
14-17
>18
Missing
Mean age

Age leaving care

16

17

18

19

20

21

22

Still in care (e.g. staying put)
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3.4.2 Pilot test and structure of the survey

The predesigned survey was tested with a small sample prior to data collection. The pilot test
aimed to test the content, phrasing and understandability of questions, the average duration for
completing the online survey and to provide feedback on existing or missing questions and the

structure. A small-scale pilot test (n.s) = 7) of the online survey was conducted at the

beginning of March 2020. The seven test participants were care-experienced young adults and
professionals from relevant fields (social work, psychology and psychotherapy) with and
without personal care experience. Participants of the pilot test completed the survey within 20—
30 minutes. Their feedback helped shape the final version of the survey regarding clarity and
completeness of questions, appropriate lengths and emotional responses considering the topic’s

sensitivity.

The survey ‘Promoting Mental Wellbeing among Care-Experienced Adults’ consists of seven
parts with 72 items (Appendix 4). Depending on previous answers, the number of items
displayed to a participant varied, as follow-up questions were displayed only if applicable. After

an information and consent form, the survey was structured as follows:

General information part 1 (1)

The participant was asked about their demographical information. As several aspects are
necessary concerning the topic of suicidal ideation, this part was split into two — one part at the
beginning and one at the end of the survey — to keep the participant motivated and turn to the
relevant topic quickly. Furthermore, the participant was asked about their care experience,

including their age of entry into and leaving care and the number of placement changes.

Personal well-being (2)

This part introduced the participant to the theme of mental well-being and attitudes towards
life. Five questions asked about feelings about their current life, well-being and future

perspectives.
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INQ (3

The INQ-15 is a questionnaire based on Joiner’s IPTS. It has 15 items on a 7-point-Likert scale
from 1 (“not at all true for me”) to 7 (“very true for me”). Two scales separate perceived
burdensomeness (PB) and thwarted belongingness (TB). Six items, items 1-6, belong to the PB
scale. The remaining nine items, items 7-15, belong to the TB scale (Van Orden et al., 2012).
The sum of the items on each scale presents the score of PB and TB. Higher scores imply greater
PB (range 6-42) and stronger TB (range: 7-63) (Brookings and Pederson, 2018). The English
and German versions were used (Forkmann and Glaesmer, 2013a; VVan Orden et al., 2012). The
INQ-15, as a dominant part of the survey, was chosen due to its popularity in research about
suicidal ideation and behaviour. Previous studies have proven the INQ as a valid and reliable
tool (Hallensleben et al., 2016; VVan Orden et al., 2012). It is a compact questionnaire with only
15 items that usually do not require more than five minutes (Forkmann and Glaesmer, 2013b).
The English and German versions of the INQ are free to access online
(https://psy.fsu.edu/~joinerlab/ and https://psychometrikon.de).

Attitudes towards life and death (4)

Following the INQ-15, four questions assessed suicidal thoughts with increasing severity based
on interview questions by Paykel et al. (1974), also known as the Paykel Suicide Scale (PSS).
The increasing severity measured by the four applied PSS questions (excluding the fifth
question about suicide attempts) can be differentiated between low severity as passive suicidal
ideation or thoughts about death (items 1-2) and high severity as active suicidal ideation (items
3-4) (Ashrafioun et al., 2016; Fonseca-Pedrero et al., 2019; Van Orden et al., 2015). These
were distinguished between lifetime occurrence, last suicidal thoughts (within the previous
month, previous 12 months or before the past year) informed by the study by Dennis et al.
(2009), and a care-related occurrence as a point in time (only while in care, while in care and
after leaving care, only after leaving care) oriented on the approach applied by Ayalon (2012).
The PSS has been applied in international studies with various groups, including young people
in the ‘Saving and Empowering Young Lives in Europe’ (SEYLE) study (Ashrafioun et al.,
2016; Balazs et al., 2013). The German translation was thankfully received from Professor Dr
Michael Kaess, who was involved in studies applying the PSS among young people in Germany
and internationally, including the SEYLE study (see Kaess et al., 2014, 2011).
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The next question asked, on a 5-point Likert scale, how the COVID-19 pandemic had impacted
the person’s feeling of belongingness, feeling of being a burden and attitude towards life. Next,
questions about the time when the suicidal thoughts appeared first were posed. Open-ended,
free-text questions asked about factors that participants consider to cause their personally
experienced suicidal thoughts and that supported moving on. These were adopted in the in-

depth interviews as well.

Reflection on care (5)

Two open-ended questions were asked about the respondents’ opinions on the role of care
regarding their attitude towards life and in suicide prevention. The first question asked whether
and how their own care experience had influenced their attitude towards life. The second
question asked about their wishes on how the care system could change to empower young

people to have a satisfying early adulthood and prevent suicidal thoughts.

Empowerment and joy (6)

After the questions about suicidal ideation, open-ended questions were asked about the
participant’s experiences and resources, which are empowering for them. These questions were
placed after the questions about suicidal ideation to turn the participant’s focus on positive
memories and resources, as answering the previous questions may have caused distress. Due to

the focus of the research questions, this part was not included for analysis in this thesis.

General information part 2 (7)

The last part of the survey closed with further demographical questions. They focused on
sexuality, relationship status, education and employment. Apart from getting more information
about the participant, this part might also be helpful at the end of the survey to let the participant
focus on specific aspects other than the previous sensitive questions about suicidal ideation. In
the end, the survey thanked participants for their time and provided information on support

services.
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3.4.3 Practicability and psychometric properties

The survey underwent a pilot test to ensure its practicability for the planned study. As described
above, a small group of young adults with care experience and professionals from relevant

fields with and without care experience were consulted to assess the survey in a pilot test.

The incorporated INQ-15 is a questionnaire based on Joiner’s IPTS to assess the two scales, TB
and PB. This tool “was developed by the authors for use by researchers in the investigation of
the etiology of suicidal desire/behaviour, as well as by clinicians as part of a risk assessment
framework grounded in the theory” (Van Orden et al., 2012, p. 2). This instrument has been
tested among diverse populations, for example, young people, elderly people, chronically ill
women, and non-clinical and clinical samples (see Brookings and Pederson, 2018; Hallensleben
et al., 2016; Ma et al., 2019; Van Orden et al., 2012). Several studies reported good
psychometric properties of the INQ and considered it a reliable and valid instrument for
evaluating proximal causes of suicidal ideation (see Forkmann and Glaesmer, 2013b;
Hallensleben et al., 2016; Ma et al., 2019; Van Orden et al., 2012). The findings from a review
and meta-analysis study by Chu et al. (2017) showed that the combination of TB and PB was
significantly related to suicidal ideation. However, the authors highlighted the limitations of the
INQ, as the results showed small to moderate relationships between IPTS factors and suicidal
ideation and behaviour (Chu et al., 2017). Further limitations were mentioned regarding the
lack of applied cut-off scores for the risk assessment, showing a concrete threshold when

suicidal ideation is present (Brookings and Pederson, 2018; Forkmann and Glaesmer, 2013b).

Therefore, Forkmann and Glaesmer (2013b) recommended using additional tools to assess the
risk of suicide in combination with the INQ. The four interview questions of the PSS are suitable
as an additional assessment tool for suicidal ideation (Paykel et al., 1974). Other questionnaires
for assessing suicidal ideation such as Beck’s Hopelessness Scale or Beck’s Suicide Intent Scale
were rejected from being used in the survey because they consist of more items to be answered
and are not openly accessible for free. Furthermore, the constructs of the IPTS focus on the
individual social perceptions, which are especially interesting to investigate for a group such as
care-experienced adults who have particular social experiences due to having been in and

leaving care.
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3.4.4 Analysis of the survey data

The survey data gathered with Qualtrics were downloaded in two file formats in Excel and
Statistical Package for the Social Science (SPSS 25). While the analysis of open-ended
questions was prepared with Excel and coded with NVivo 13, the computer-assisted software

SPSS was used to analyse the further survey data.

Descriptive statistical analysis was used to present the sample’s characteristics as a total sample
and each country-specific subsample separately. First, the distribution of frequencies was
analysed for demographic data, care experience, mental well-being, INQ factors and suicidal
experience. Next, the means x including the range and standard deviation of numerical or
ordinal variables were calculated: age (Q1.1); care experience characteristics such as age
entering care (Q1.5.4-8); life satisfaction and mental well-being (Q2.1-2); future perspective
(Q2.4); TB and PB score (Q3.1); PSS scores (Q4); the impact of the COVID-19 pandemic
(Q4_Corona); and age of first suicidal thoughts (Q4.5).

The Shapiro—Wilk tests, with p > 0.05 indicating a normal distribution, and a visual inspection
of their histograms suggested that most variables were not normally distributed (see Appendix
5). In contrast, only the variables of future perspective (Q2.4) and TB scores generally and the
age entering care for each subsample were approximately normally distributed for both
subsamples based on the Shapiro—Wilk test (p > 0.05). If the visual inspections of histograms
showed unclear distribution results in addition to the normality test result, then the Shapiro—

Wilk test’s result was used as the final indicator for the distribution and following tests.

Mann-Whitney tests for non-parametric distributions were conducted to test the first hypothesis
and to explore whether the differences between the two independent subsamples, in this case,
mainly based on the two countries, were statistically significant. Kruskal-Wallis tests for more
than two independent groups assessed differences in PSS scores across categorical variables of
sexuality, relationship status and care types. If the Kruskal-Wallis test showed a significant
difference between several groups, post hoc Mann—Whitney tests were conducted to assess
which groups differ from each other.

Bivariate correlations between the responses of the PSS and relevant demographic (for
example, age, gender and sexuality) and care-specific data were tested with Spearman’s rank
correlation coefficient (r;) and Kendall’s Tau (t). For instance, based on previously identified

risk factors for suicidal behaviour among young people leaving care in Northern Ireland by
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Hamilton et al. (2015), correlations between suicidal thoughts and the age entering care, lengths

of care experience and the number of care placement changes were tested.

To explore the relationship between recent suicidal thoughts (PSS of last month) and INQ
scores considered in the second hypothesis, a scatter graph was created first. Correlation tests
with Kendall’s t were carried out to test the second hypothesis to investigate a possible
relationship between the variables. In addition, correlations between PSS scores and future

perspectives were explored.

Generally, all percentage results are presented without decimal places to enhance legibility.
Means and standard deviations are presented with one decimal place. Results of correlation

tests such as p-values are presented with three decimal places, as required.

The data analysis of the open-ended questions aimed to identify reoccurring themes across the
sample to explore influencing factors of suicidal ideation. While the two care-related open-
ended questions (see Q5.1-2) were displayed to all participants, only those survey respondents
who answered at least one of the general PSS questions with “Yes” saw the open-ended
questions about experienced changes, perceived causes of suicidal ideation and coping
strategies (see Q4.6-8).

As O’Cathain and Thomas (2004) described, open-ended questions offer respondents the
opportunity to voice their views, particularly important for this study regarding the limited
knowledge and presumed complexity about factors that influenced suicidal ideation among
care-experienced young people. Open-ended questions about such issues were helpful, as it was
impossible to provide an appropriate list of response options or anticipate possible answers and,
therefore, were post-coded (Aldridge and Levine, 2001). Due to the limited free-text space,
answers to open-ended survey questions are, unlike interview data, confined in their depth and
may be assumed as neither qualitative nor solely quantitative data (O’Cathain and Thomas,
2004). The free-text answers were uploaded as an Excel file to NVivo 13 to assist in coding and
sorting the data. As informed by content analysis, the following four steps were undertaken, as
described by O’Cathain and Thomas (2004):

1. | familiarised myself with the responses to each open-ended question.

2. A coding frame for each issue was drafted based on the thematic content of the
responses.

3. The coding frame was applied to the related texts and coded with NVivo.

4. The frequency of codes and themes were analysed.
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The coding frames for questions 4.6—8 and 5.2 were informed by the thematic framework used
to analyse the interview data and adapted. Question 5.1 “How do you think your experience of
being in care influenced your attitude towards life?”” was grouped into positive, negative, mixed,
no impact and other as the coding frame. Matrix coding queries in NVivo 13 were conducted
to show frequency distributions across the different themes and categories, and their ratios were

further explored and graphically presented in Excel.

The data were analysed in its original language. A selection of quotes to support the findings is
incorporated into the presentation of the results below (section 4). Quotes are displayed as they
were written without any grammatical or spelling corrections. Selected German quotations were

translated into English with translation software and manually checked for accuracy.

As Bryman (2012) mentioned that open-ended survey questions tend to be limited in length and
detail and less likely to be answered by some respondents, the information gathered from semi-
structured interviews conducted enabled to investigate this topic in greater depth. To link survey
responses with in-depth interview data, these questions regarding content reoccurred in the

interviews (see section 3.5.3 and Appendix 8).

The analysis of survey data would provide a broader perspective in understanding the
experiences of suicidal ideation among care-experienced young adults. However, to supplement
an in-depth understanding of the survey data, semi-structured interviews provided qualitative
data to explore underlying mechanisms further.

3.5 Qualitative method: Interviews

To address the second key research question — Which factors influence suicidal ideation in
care-experienced adults? — in-depth data from 13 semi-structured interviews were collected to
investigate factors perceived to influence both the occurrence of and coping with suicidal
ideation, including preventive factors. Based on the mixed-methods design, the qualitative
interview data complement the survey data, particularly the responses to the open-ended
questions, to address this research question by providing a more detailed, contextual
understanding and possible explanations of the complexity of the lived experiences (Klassen et
al., 2012). Focusing on factors and underlying mechanisms that influenced suicidal ideation
among care-experienced adults may offer a better understanding of empowering young people

in care and future care leavers. Furthermore, the qualitative approach aims to contribute to
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preventive, empowering social work practices before looked-after young people leave the care

system.

In both countries, care leavers often report the same difficult situation: when young adults have
left the care system, various reports claim a rapid reduction of meetings with the social worker
or a sudden drop of any contact with professionals or professional support (Sievers et al., 2014;
Strahl et al., 2012; The Care Inquiry, 2013b). These circumstances might be related to limited
financial or structural resources and austerity of the youth welfare systems in both countries
(National Care Advisory Service, 2011, cited in Stein, 2012; Sievers, et al., 2016). Therefore,
identifying factors to empower care-experienced young people even before leaving state care
might enrich social work practice as part of the leaving care process. It might be even more

realisable than suicide interventions after the public care has terminated.

The interviews collected the views of 13 care-experienced young adults who had experienced
suicidal ideation in care or after leaving care and found coping strategies. The lived experience
was important to better investigate contributing factors and mechanisms. The qualitative
approach would help understand a young person’s experience of suicidal ideation and care in
depth.

3.5.1 Data collection and inclusion criteria

For the qualitative research part, interviews with voluntary participants with care experience
from each of the two countries were conducted. Due to the pandemic, the interviews took place
remotely only. Online meeting platforms such as Zoom, Microsoft Teams or Skype were
predominantly used for the interviews. Telephone calls were only conducted alternatively in
cases where the person would feel more comfortable, or difficulties with the internet

connections occurred.

The sampling for the qualitative semi-structured interviews was selective and purposive. A
selection of suitable interviewees was necessary for two reasons: first, the criteria ensured the
fitting demographical characteristics of the research group. Second, most importantly, the
criteria went along with the ethical considerations by selecting participants to ensure their
ability to reflect on coping strategies and their well-being to limit the likelihood of emotional
distress during the interview. Appendix 6 presents the inclusion and exclusion criteria for the

interviews used for sampling.
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The selective criteria were essential to ensure the participants’ emotional well-being and
reflectivity about influencing supportive factors such as coping strategies. Emotional stability
had to be confirmed by the participants. To ensure the well-being and safety of the participants,
participants needed to confirm that they had not experienced suicidal thoughts recently and
were able and willing to talk about their experience of these thoughts. The criteria, particularly
the emotional and reflective abilities, were discussed in advance with potential interviewees
during an initial phone call. A checklist helped ensure potential participants’ eligibility and
collect some demographic information in advance (Appendix 7). To thank them for their time,

a €15/£15 e-voucher or PayPal transaction was offered to each interview participant.

Various experts recommend different sample sizes for qualitative research, which balance
between one and seventy or even more interviews depending on the purpose, time and
availability (Baker and Edwards, 2012). The qualitative interviews aimed to investigate factors
that influenced past suicidal ideation among care-experienced adults that are either considered
causes or resources. In addition, the interviews sought to explore the role of the care experience
and system and the transition to adulthood. Therefore, participants were required to have been
in care at least on/after their 16™ birthday and not have experienced suicidal ideation recently.
As the inclusion criteria were relatively narrow, the sample size depended on the availability of
participants and the achievement of a substantial in-depth view. In total, 13 interviews were
conducted between September 2020 and June 2021. Five further people expressed interest in
taking part in an interview but did not fit the inclusion criteria and, therefore, were not

interviewed.

3.5.2 The interview sample

The following demographic information was collected from 13 interviews with care-
experienced young adults, seven young adults from England and six from Germany. All of the
participants were between 18 and 30 years old. The total sample consisted of nine females,
including one transgender female, and four males. While the gender distribution in the German
sample was even (three females and three males), the English sample had the majority of
females (six females, including one transgender female, and one male). Participants from
Germany were all German nationals, with one having double citizenship. The group from
England showed a range of ethnicities, with four participants identifying as ‘White’ or ‘White

British’ and three as ‘Asian British’, ‘Mixed’ or ‘Iranian/Middle Eastern’. Overall, seven were
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in full-time or part-time employment, were freelancers or had several jobs, three were in
apprenticeship/vocational training, and three were unemployed or unable to work (one did
unpaid volunteering work). Three of the seven in any employment were university students at

the time of the interview.

The age of entering the care system ranged from 1 to 17, with nine participants entering care as
teenagers between 13 and 15. Participants from Germany who had all solely lived in residential
care, the most used type of care in Germany, entered the care system between 13 and 15 years.
The age range when entering the care system in the English sample was more diverse, with
three out of seven entering the care system under the age of six. The sample of interviewed
participants spent different lengths in care ranging from 1 to 17 years. In addition, the care types
were more diverse in the English sample, with the majority of them having lived with foster
families either only or at least at some point during their time in care. One participant reported
being in kinship care before living with a foster family, another one lived in multiple foster and
residential care placements, and one who entered the care system at the age of 17 lived in
supported temporary accommaodations. Striking here is also that the number of changes of
placements during their time in care was higher among the English sample, with 1-48 changes

compared to 0-2 changes in the German sample.

While one participant from Germany reported being ‘still in care’ while living in supported
accommodation at age 18, all others reported having left care between the ages of 16 and 20.
Two young adults from England were living in semi-independent living at the time of the
interviews, though they did not consider themselves still in care. Different legal definitions
from both countries of when care officially ends may influence whether some young adults
view themselves as ‘still in care’. In England, young people officially leave care at the age of
18, and though they have the option of staying put or moving into semi-independent living,
young people are not considered in care anymore after this age. Participants from England
perceived the time when leaving their last foster or residential care placement as the point of
leaving care. Therefore, the English sample reported leaving care between the ages of 16 and
19 (with one person including the time of staying put with her former foster carer). Care-
experienced young adults in Germany still consider themselves in care when living in supported
or semi-independent accommodation by a residential care provider. The age range of leaving
the care system for German participants was between 17 and 20, with the latest time of ceasing

support by the care provider.
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All participants had experienced suicidal ideation at least at one point in their past. The last

time they had suicidal thoughts was between three months and five years before the interview.

In conclusion, the sample presents a range of experiences and diversity. While the German
group reflects residential care during adolescence, the English group shows a great variety in
care types and age entering care. Each group shows a diverse distribution of regions in which
they lived in care and at the time of participation. While qualitative research does not aim for a
representative sample, the variety of experiences and backgrounds across all interviews

contributes to a broad spectrum of perspectives.

3.5.3 The interview structure

The interviews aimed to explore factors influencing suicidal ideation among care-experienced
young people in England and Germany. IPTS informed the semi-structured interviews as an
initial theoretical foundation. The semi-structured interviews focused on lived experiences

while addressing theoretical constructs (Bryman, 2012; Galletta, 2013).

Wengraf (2006) published a pyramid model for the construction of qualitative research. It
shows the relationship and setting from the research purpose, the research question over theory
questions to interview questions (Wengraf, 2006). This model was adopted in the interview
guide (see Appendix 8). The interview guide had four broad parts: care experience, perceived
causes of suicidal ideation, coping strategies, and wishes and recommendations on how the care
system could contribute to preventing suicidal ideation. The questions on the topic guide served
only as a thematic orientation and suggested prompts. Demographic data were collected before,
at the beginning of or after the interview (see Appendix 9). All interviews were audio-recorded
and took place in either English or German.

The interview was structured into three broad segments recommended by Galletta (2013): the
opening, middle, and concluding segments. The opening segment covered preliminary steps to
ensure the participant’s informed consent and a comfortable atmosphere, and introduce the
topic. The topic-related introduction is supposed “to be the most open-ended [segment] in [the]
interview, focused on encouraging a generative narrative, a way into the phenomenon of study
as determined by the participant” (Galletta, 2013, p. 48). The consent to participate was audio-
recorded at the beginning of the interview.
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The first theory question (TQ1) addressed the experience of (leaving) care and the occurrence
of suicidal ideation (see interview guide). As an initial question to encourage a generative
narrative, the participants were asked to talk about time in care, particularly when they left care.

Questions about the occurrence of suicidal ideation followed.

The middle segment focused on influencing factors to this experience related to the
specifications of the research questions Il-a and Il-b. The interview questions under the theory
questions TQ2 and TQ3 formed the central part of this segment. TQ2 addressed perceived
causes of suicidal ideation, including interpersonal factors based on the IPTS. By keeping the
IPTS as the main component of the initial theoretical framework in mind but without using
leading questions, the participants were asked to describe their social life and feelings when
they were with other people when they had acute suicidal thoughts. To explore the influence of
the care system in the context of suicidal ideation, questions about the role of their social
workers, carers or PAs were asked. Similarly, by investigating TQ3 about resources and coping
strategies, questions about interpersonal factors regarding their social life and the care system’s

role were asked.

The concluding segment offered the opportunity to turn back to points that were said before to
explore and clarify them further, for example, contradictions. This segment is about meaning-
making with the participant. The participant’s wishes and recommendations (TQ4) on suicide
prevention within the care system were explored. This part led to the end of the interview by
asking the participant about their final thoughts and points, emphasising the participants’
contribution and appreciating them for the interview (Galletta, 2013). The 13 interviews lasted,
on average, about 73 minutes, including occasional breaks due to disrupted internet or telephone

connections.

After finishing the interview by stopping the recording, the meeting continued with a
debriefing. A follow-up call was scheduled on the following days to check for the participant’s
well-being in case of pondering or emotional distress as a further debriefing segment and
provide the option to add additional ideas or clarifications to the interview. Five of the 13

interviews were supplemented during the follow-up call.
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3.5.4 Preparation for analysis: Transcription and data management

The audio-recorded interviews were manually transcribed into Microsoft Word documents in
their original language, English or German. The purpose of the transcription from the sound
recordings of each interview was to capture the content of the spoken word of the interviewee
in a textual form to be coded and analysed later (Poland, 2001). A verbatim transcription
informed by Powers (2005) was used, including punctuation and selected non-verbal aspects
that appear relevant to the meaning of the spoken word, such as pauses, laughter, and
paraphrasing others. If words were unclear to understand, they were marked in the transcript.
The interviewer’s words were transcribed in a simplified way by leaving out non-verbal aspects
based on recommendations from Powers (2005), as those would not contribute to the quality
and purpose of the transcript.

A higher level of detail of non-verbal, phonetic aspects was not necessary for the goal of this
piece of research, in addition to the technical limitations of capturing non-verbal clues in online-
and telephone interviews. The transcription system (see Appendix 10) was informed by Powers
(2005), and the “alternative abbreviated instructions for transcribers” by Poland (2001, p. 641),

with some aspects simplified to fit the purpose of the transcript better.

While transcribing the interview recordings and familiarising with the data, Saldafia (2013)
suggests handwritten preliminary jottings of codes and striking topics. They included
reoccurring and new topics, and links between topics and contrasts to aspects identified in

previous interviews.

The transcripts were analysed with the computer-assisted qualitative data analysis software
NVivo 13. NVivo provides various features to manage and examine the meaning of the records
with a specific focus (Bazeley and Jackson, 2013). Each transcript was assigned as a case in the
category ‘person’. Case classifications were added for every interview participant, including

demographic information such as gender, age, country, ethnicity and type of care placement(s).

3.5.5 Framework analysis

Framework analysis, developed by Ritchie and Spencer, is an “analytic approach [...] in the
context of conducting applied qualitative research” (Ritchie and Spencer, 1994, p. 173). As
initially used in applied policy research, the authors highlighted the role of qualitative research

in understanding, explaining and theorising social behaviour relevant to policy makers.
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Research objectives in line with the origin of this analytical approach would need to address at

least one of the four categories:

e Contextual: identification of characteristics of phenomena (for example, people’s
experiences, attitudes, needs)

e Diagnostic: investigation of reasons or causes of phenomena

e Evaluative: assessment of the effectiveness

e Strategic: creating theories, plans or policies (Ritchie and Spencer, 1994).

Primarily contextual and diagnostic, but also strategic objectives have intertwined in this
research. It aims to understand the needs of care-experienced people who had experienced
suicidal ideation (contextual), and investigate the causes and developed coping strategies
(diagnostic). In the end, the study seeks to provide recommendations for future research and
social work or care practice on how the findings could help improve the support for young

people in and leaving care in light of suicide prevention (strategic).

Framework analysis was used as a method for analysing the data systematically. It is a well-
studied, transparent, systematic and structured approach to analysing the data, especially from
semi-structured interviews in applied medical, health, social and policy research (Gale et al.,
2013; Parkinson et al., 2016; Ritchie and Spencer, 1994). It provides a thematic analysis that
orders and integrates data with a matrix-based method according to key themes, concepts and
categories (Bryman, 2012; Ritchie et al., 2003). In line with the type of qualitative data gathered
for this part of the research project, this approach is most suitable for analysing semi-structured

interviews thematically where a comparison between cases is desired (Gale et al., 2013).

Framework analysis is an analytical method for qualitative data that appears suitable for CR-
oriented research. It is flexible regarding its underlying epistemology to allow deductive and
inductive analysis (Gale et al., 2013). Joiner’s IPTS as part of the conceptual framework
informed the construction of a priori codes. Furthermore, this approach offered to explore
emerging themes and ideas. The examination of participants’ causal attributions about the
causes for developing suicidal ideation, the reasons for the decline of suicidal thoughts and
ways that helped them cope with suicidal thoughts would be in line with the critical realist aim

of emerging new ideas about the underlying mechanism that caused the events.

Framework analysis applies five constitutive steps: familiarisation, identifying a thematic
framework, indexing, charting, and mapping and interpretation (Gale et al., 2013; Parkinson et
al., 2016; Ritchie and Spencer, 1994).



-72 -

1) Familiarisation
The step of familiarising is to gain an overview of the material (Ritchie and Spencer, 1994).
Transcripts were reread, also partly while relistening to the recordings simultaneously (Gale et
al., 2013). All transcripts from one country underwent the familiarisation process first before
proceeding with the second country to develop a country-specific insight of the data in
comparison. Relevant aspects such as key ideas and recurrent themes were jotted down (Ritchie
and Spencer, 1994). Overview tables per country were created in Excel with summaries about
the main contents of each case distinguishing between the following aspects: care experience,
leaving care experience, perceived causes of suicidal ideation, experiences of suicidal ideation,
coping strategies and wishes or recommendations. Memos were reviewed, and a priori concepts
were listed based on the conceptual framework, including interview topic guide, survey topics,
and relevant suicide theories. This approach offered an inductive and deductive combination to

test, for instance, the informing theoretical framework containing Joiner’s IPTS.

After familiarising with each interview, the initial coding of three interviews was undertaken
on paper. Transcripts were read and coded paragraph by paragraph to “divid[e] up [the]
transcript [...] into bite-size pieces for analysis” (Lacey and Luff, 2009, p. 31). For each section,
either one code or several simultaneous codes were assigned. Codes were created in English.
As the 13 interviews were lengthy, with up to 32 pages of a transcript to review, initial coding
helped gain and retain an overview of the data. As Gale et al. (2013) described, the initial coding
process takes place between the first stage of familiarisation and the second stage of identifying

a thematic framework.

2) ldentifying a thematic framework
Based on the previous familiarisation with the data, the next stage contained the identification
of a thematic framework to sort the material. The thematic framework consists of three
components: a priori issues informed by the research objectives and theoretical foundations,
emergent topics, and analytical themes based on recurrence and detected patterns of

perspectives and experiences within the material (Ritchie and Spencer, 1994).

Codes were sorted hierarchically to generate themes. The structure of the interview guide and
the IPTS as a theoretical foundation informed the structure of codes and themes. Similar codes
were grouped, and references from the data were collated. By applying the first version of the
framework (‘index’) to a few transcripts, categories and major themes were further refined to

represent the diverse experiences and views gathered from the data. As the sample consisted of
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care-experienced young adults from England and Germany with the objective of a bi-national
comparison, a joint index in English was used for both groups to help identify common and
divergent themes (Ritchie and Spencer, 1994).

This process of identifying a suitable thematic framework was verified with the supervisory
team, who read the initially coded transcripts, discussed striking topics and provided coding
suggestions. The guidance by the supervisory team helped to revise the coding process to
include a more inductive approach. Several options to structure codes and themes were tested
to decide the most suitable framework. The final thematic framework consisted of 61 codes

grouped into 10 themes (Appendix 11).

3) Indexing
Next, the thematic framework was applied to all interview transcripts using NVivo 13. NVivo
13 helped to organise the data into the thematic framework. Codes were managed into the
identified themes and hierarchies based on a combined numerical system that included
descriptive index headings (Ritchie and Spencer, 1994). Memos were written during the

application of the thematic framework to help identify possible links between codes and themes.

4) Charting

The following step of charting enables “to build up a picture of the data as a whole, by
considering the range of attitude and experience for each issue or theme” (Ritchie and Spencer,
1994, p. 182). The references were thematically arranged into a chart subdivided into headings
and subheadings. The thematic approach provides separate charts for each major theme. Each
row of the chart was assigned to a case, while the columns presented the codes that were
considered to be a pattern of experience or view underlying the major theme (Ritchie and
Spencer, 1994). Two charts were created for each of the 10 themes, one for England and the
other for Germany, to facilitate a comparison between the two countries (Ritchie and Spencer,
1994).

The function called Framework Matrices offered by NVivo 13 was used to create charts.
References were automatically assigned to a cell that linked a code (each in a new column) to
a case row. The framework matrices were transferred to Excel for further processing, as it

provides a more flexible use to view and summarise the cells of the charts (see Figure 4).
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Codes
A: 5.1-Control B : 5.2-Psychological, emotional pressure C : 5.3-Overwhelmed

1:EO01-E1 Interview

2 : E07-E2 Interview

3: E08-E3 Interview

: E09-E4 Interview

5: E10-E5 Interview

6 : E11-E6 Interview

Participants (England)
S

7 : E13-E7 Interview

Figure 4: Example of the chart ‘control” with codes (columns), cases (rows) and incomplete cells containing summaries.

The cells of references were summarised in English while maintaining the original meaning of
the interview passage (Gale et al., 2013). Each chart was copied into a second Excel sheet to
enhance the closeness to the original meaning. While one sheet contained the summaries of
each case per code only, the other one contained additionally one central quote per case and
code. Quotes were kept in the original language. To track all original quotes, each summary
was referenced by the line numbers of the transcript (Ritchie and Spencer, 1994). Contrasting

cases and simultaneous coding were noted.

5) Mapping and interpretation
After filling out the charts with the data, guided by the research questions and the study’s
objectives, the final step of the framework analysis described by Ritchie and Spencer (1994) is
to review key attributes of the data and interpret the data set. The charts and additional notes
were examined by comparing and seeking patterns of responses (Ritchie and Spencer, 1994).
Analytical memos were written for each theme to prepare for the interpretation process. The
memos included a definition of each theme, underlying codes, a summary of key points of each
code in comparison between England and Germany, deviant cases and further ideas for the
interpretation process, such as identified links to other themes. The themes were assigned to
one of the three socio-ecological levels: individual, interpersonal and structural. In addition,
simultaneous coding was reviewed to identify reoccurring links across themes and different

socio-ecological levels.
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Chapter five presents the findings of the interviews analysed with the framework analysis. The
presentation of the findings was complemented with direct quotes, which were extracted from
the transcripts without changes to the non-verbatim signs. Quotes in German were translated

with software and checked for translation accuracy.

The data from the semi-structured interviews aimed to provide an in-depth understanding of
suicidal ideation among care-experienced young people, particularly the role of the transition
from care and potential implications for suicide prevention in the care system. Moreover, this
was the first study that gathered qualitative data about this topic from young adults with care

experience from two countries.

3.6 Ethical considerations

Ethical considerations were fundamental to the study, considering the sensitive topic and
researched group. Every participant received information about the study, its purpose,
anonymity, autonomy and voluntariness during participation, precautions and supporting
information about support services. The six principles of ethical research from the Economic
and Social Research Council (ESRC) informed the ethical framework for this research design:
voluntariness, informed consent, anonymity and confidentiality, transparency, independence of
research, well-being and value (ESRC, 2015). These are in line with the Market Research
Society’s (MRS) code of conduct principles in the MRS Guidelines for Research with Children
and Young People (MRS, 2014). In addition, the ethical considerations in conducting research
with care leavers by Mendes et al. (2014) and Keller et al. (2016) were taken into account.

Ethical considerations included the following criteria:

e Participation was voluntary. Participants could skip questions during the survey and the
interview. Furthermore, the participants could stop or withdraw from participation at
any time, which would ensure their autonomy.

e Participants received details about the purpose, participant criteria, options and risks for
participants and contact details of the research team before starting the survey or
interview. Every participant was required to give their informed consent before
participating in the study.

e Privacy and anonymity were ensured, including the online survey platform’s privacy

policy and data storage. No identifying details were collected during the survey to
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ensure the anonymity of the participants. Names and other identifying information of
interview participants were anonymised in the transcripts.

e There was no conflict of interest in conducting this study. This research was
independent. This research project was funded by the Studienstiftung des deutschen

Volkes [translated: German Academic Scholarship Foundation].

Special attention was paid to all participants’ emotional well-being throughout the process,
particularly as sensitive questions were asked that may cause distress as they might remember
an unpleasant experience. The participants were informed about the topic, possible sensitive
and distressing questions, and the opportunity to withdraw from the study at any time. Contact

details for support services were provided in the survey and the interviews.

To address topic-related ethical considerations, an additional literature search was conducted in
advance to find information about possible iatrogenic effects of screening for suicide. This
knowledge was valuable in discussions with potential collaboration partners and in addressing

their concerns about the safety of young care-experienced adults participating.

The online survey had limitations concerning the researcher’s control for observing, intervening
and identifying participants who were at acute risk. With the awareness of these limitations, the
choice to conduct an anonymous online survey to investigate the occurrence of suicidal ideation
and influencing factors also had advantages, mainly as it addressed a sensitive topic. Based on
the reported experiences in the SharpTalk study, which conducted an online study about self-
harm with young people, anonymity is considered highly important to report their experiences
and feelings, which they might feel reluctant to disclose if they are identifiable by the
researchers (Sharkey et al., 2011). This advantage of a digital study design was already
supported in the late 1980s by a clinical study with 102 inpatients, which demonstrated that the
use of a computer-delivered screening for the risk of suicide is widely accepted and further
provides more information that patients may be unwilling to tell a professional face-to-face
(Levine et al., 1989). Whitlock et al. (2013) confirmed that a “growing body of research
suggests that web-based surveys increase honest disclosure of private behaviors, such as NSSI,
suicidal thoughts or actions [...] [which would have] never previously [been] revealed in off-
line exchange” (Whitlock et al., 2013, p. 28). Based on the web-based study design, the
autonomy and personal control of the participants in deciding whether they want to answer
questions or even withdraw from the study would be easier in an anonymous online survey than

in a face-to-face approach (Whitlock et al., 2013).
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Furthermore, a non-face-to-face approach would reduce the possible pressure to answer to
comply with social expectations or the fear of possible consequences of an honest but maybe
worrying answer. Sharkey et al. (2011) reported that reviewers of ethics committees expressed
concerns about the vulnerability of the potential participants as limitations due to safety were
present. Concerns were, among other things, that the subject or the medium of the study could
raise the vulnerability (Sharkey et al., 2011). These ethical considerations were addressed by
Plener et al. (2012) and Whitlock et al. (2013), who referred to previous studies assessing these
concerns. Those studies showed that the rate of suicidal behaviour stayed the same or even
decreased after questioning about suicidal ideation and behaviour (Plener et al., 2012; Whitlock
et al., 2013). One of the mentioned studies conducted a survey with adolescents about suicidal
ideation and behaviour and reported that those young participants who disclosed depressed
feelings and suicidal behaviour seemed less upset after participating and experienced the study
about this topic as beneficial for their well-being (Gould et al., 2005). Other studies about
suicide research have reported similar effects within the investigated samples (Gibson et al.,
2014; Smith et al., 2010). The study by DeCou and Schumann (2018) presented that no
significant pooled effect was found during assessments of the iatrogenic effect of suicidal
screening among vulnerable groups, for example, adolescents with a history of depression and
adults with a history of suicide attempts and suicidal ideation. The authors concluded that the
assessment for suicidal ideation and behaviour is appropriate and does not cause any harm

(DeCou and Schumann, 2018).

In summary, several researchers have inferred that research-based questioning about these
experiences does not trigger suicidal ideation and behaviour and is safe to conduct (DeCou and
Schumann, 2018; Gould et al., 2005; Law et al., 2015; Plener et al., 2012; Smith et al., 2010).
During the literature review of the mentioned databases, no publication indicated that screening
for the risk of suicide would trigger suicidal ideation or behaviour. This finding would support
the statement that the risk of inducing suicidal thoughts and behaviour with questions about the

topic, which ethical committees and gatekeepers are often worried about, is a myth (Bajaj et al.,
2008).

Nevertheless, it was essential to be aware that some people might feel uncomfortable about
being asked about suicide directly (Bajaj et al., 2008). In the Australian school-based study by
Robinson et al. (2011) about the screening for the risk of suicide among students, the
researchers reported that a minority of at-risk students perceived the questions as more
distressing and less worthwhile than others not at risk. However, the general results of the study

supported the previously mentioned evidence that screening for the risk of suicide did not cause
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significant distress (Robinson et al., 2011). De Beurs et al. (2016) investigated the affective
reactions of university students answering questions about suicidal ideation. The researchers
found that answering questions about suicide did not affect the mood of the participating
majority. A small group of more vulnerable participants reported distress, but none of the
participants contacted the recommended psychologist during or after the study (de Beurs et al.,
2016). This study was reviewed, among other aspects, concerning the iatrogenic effects of
suicidal screening and included in a meta-analysis that presented that “the pooled effect of

assessing suicidality was nonsignificant with regard to the increased psychological distress”

(DeCou and Schumann, 2018, p. 535).

It must be considered, and participants were informed in advance, that the questions about
suicidal ideation might provoke temporary pondering and short-term emotional distress,
particularly for those who experienced life adversities, as Whitlock et al. (2013) mentioned. At
the same time, the researchers highlighted that such questions could stimulate self-reflection,
which might be related to the mentioned beneficial experiences of a possible reduction of the
symptoms (Whitlock et al., 2013). Providing distressed participants with contact details of
support services as resources mentioned by Law et al. (2015) and ensuring autonomy about
answering the questions, in addition, took into account that a few participants might feel

uncomfortable and upset. The following principles were applied:

e Participants were informed about the study and possible risks and asked about their

informed consent.
e Participants could ask questions and contact the researcher and the supervisory team.

e Participants were informed about support services, including contact details to ensure

their safety and access to support.
e Anonymous participation and confidentiality were ensured.

e Participants maintained control by choosing to answer, skip a question or withdraw from

the study at any point.

e Participants could request a summary of the study results at the end.

These ethical principles were accordant with the ethical requirements in online surveys with
vulnerable and hard-to-reach young groups (Mclnroy, 2016). The principles mentioned above

were applied to both parts of the study.
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Due to the direct contact, the interview process was arranged in three stages that enhanced the
ethical realisation: a pre-interview call, interview and a follow-up call. The pre-interview call
was set after a person expressed interest in participating in an interview. This relatively informal
call aimed to discuss details of the interview participation, clarify questions, build rapport, and
check on the interview participant’s eligibility. Interview participants were informed in more
detail about the study and the topic. One part of the information given to the participant in
advance was the limitation of confidentiality in the best interest of the participant to keep them
safe based on the ESRC’s (2015) Framework for Research Ethics: “If for example an interview
reveals that a participant or another person identified in the interview is in significant danger,
the researcher will be obliged to take action in response to that disclosure” (p. 24). In case of
disclosure of the severe risk of harm, measures to ensure their safety would have been discussed
with the young adult, as Mendes et al. (2014) recommend when conducting research with care

leavers.

In order to reduce this eventuality, interviewees were selected based on the inclusion criteria
(see section 3.5.2), mainly whether they appeared and confirmed themselves to be comfortable
and emotionally stable to share their experience. In addition, suitable participants were advised
to identify a person they trusted to meet or talk to (considering lockdown measures)
immediately after the interview. As previously (pre-pandemic) planned, participants could have
invited a person who would accompany them to a face-to-face interview, as recommended by
Keller et al. (2016). The option of a support person was discussed in advance at a pre-interview
call. This option would ensure that participants who might get distressed would feel more
comfortable and have direct support identified and in place. Contact details of support services

were given to every participant in writing.

The pre-interview call allowed for building rapport by giving potential participants the option
to ask questions about the project and the researcher, which would reduce the power imbalance
between the researcher and the researched (Karnieli-Miller et al., 2009). With the initial contact
before an interview, a longer relationship with the interviewees and a more comfortable,
confident interview atmosphere were established (Keller et al., 2016). If the person was
considered eligible and agreed to participate, a date for the interview was scheduled. The
information sheet, including the consent form and contact details of support services (see

Appendix 12), was sent to participants in advance.

The interview appointment started with casual chatting to continue building rapport and making

the person feel more comfortable, then reminding the person about the interview topic, aim and
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conditions before starting the recording with the participant’s consent. During the interview, a
focus was on the emotional reactions of the interviewee if the person might signal emotional
distress. A few emotional reactions occurred during the interviews. For example, one person
asked to have a break for a minute to take a deep breath. Generally, the interview atmosphere
appeared to be positive and relaxed throughout and this was confirmed in the feedback from all
participants afterwards. The interview ended by stopping the recording. However, the meeting
continued with a debriefing consisting of a reflection on the interview and, as Keller et al.
(2016) recommended, informal chatting for several minutes afterwards. The reimbursement

options and confirmation of the day and time of the follow-up call were discussed.

As Mendes et al. (2014) discussed the ethical questions about financial reimbursements for
participants in leaving care research, I considered a small financial reimbursement for their time
and potentially uncomfortable situations due to possible distress as fair and ethical. Incentives
as small financial reimbursements of €15/£15 were offered to each interviewee. All
interviewees were ensured to receive this incentive even if they decided to withdraw from the

interview.

During the follow-up call, usually the following day of the interview, the interviewees were
asked about their well-being, pondering and further thoughts resulting from the interview.
Keller et al. (2016) raised the question of professional boundaries within the role of a researcher
and whether it is ethical to call an interviewee afterwards. However, I consider this follow-up
contact part of my ethical responsibility as a researcher to ensure the emotional well-being of
the participants after discussing sensitive topics, such as past suicidal ideation and care
experience. Furthermore, this follow-up call offered the option to supplement the interview data

that otherwise would have been missed.

As a qualified social worker with a specialisation in psychosocial counselling and mediation
and work experience in the psychiatric field and youth and family services, I was confident in
having the required skills to conduct this research safely. As part of my preparation for this
study, I attended extra training in suicide prevention prior to the data collection. While I
previously worked inter alia with young people who showed self-harming behaviour and
expressed suicidal ideation, my experience and self-reflection skills would contribute to dealing
with this sensitive topic myself. Furthermore, these skills enabled me to respond appropriately
if a participant showed signs of distress during or after the interview. Therefore, with the

preparations and ethical considerations, I was able to conduct this research in a safe manner.
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The study received ethical approval from the University Research Ethics Committee of the
Royal Holloway University in November 2019. An amendment regarding its adaption to the

pandemic was approved in June 2020 (see Appendix 13).

3.7 Summary

This chapter presented the research questions, methodological foundation informed by critical
realism and methods applied. The recruitment process during the pandemic was described in
detail, and the additional challenges during these unprecedented times were highlighted. The
study compared England and Germany with a mixed-methods approach containing an online
survey and semi-structured interviews. The ethical considerations of conducting a study about
suicidal ideation among a vulnerable group were addressed in thorough preparations to

investigate this topic.

4. FINDINGS FROM THE SURVEY

This chapter presents the findings from the cross-national online survey in England and
Germany. Survey data were collected from July 2020 to June 2021. In total, 45 completed
questionnaires fulfilled the eligibility criteria. The total sample (n = 45) had 29 participants
from Germany and 16 participants from England. The average age of the sample was 26 years

(SD = 6.8), with a range from 18 to 40 years, and three-quarters were female.
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Key findings of the survey ‘Promoting Mental Wellbeing among Care-Experienced Adults’ are
presented, and relevant results in comparison between the two subsamples are highlighted. The
survey seeks to explore the occurrence of suicidal ideation among people with care experience,
how many participants experienced suicidal thoughts of various severity and the factors
influencing this experience. This part closes with the participants’ reflections on the influence
of their care experience on their attitude towards life and their wishes on how the care system

could contribute to suicide prevention among care-experienced young people.

Selected statistical findings are presented graphically. An applied colour code distinguishes
between results from the total sample (grey), the sample from England (blue) and the sample

from Germany (orange/red).

4.1 Care experience

A central inclusion criterion for participation was the experience of care on or after a young
person’s 16" birthday. This criterion was chosen as it is the basis for young people being
eligible for leaving care support and experiencing the transition from care in early adulthood.
The following descriptions aim to explore characteristics of care experiences that help
contextualise the subsequent results about suicidal ideation among care-experienced adults. To
explore similarities and differences between the two groups from England and Germany,

comparisons of specific aspects of their care experiences were conducted.

As Table 2 shows (see section 3.4.1), the average age when participants came into care was 11
years, ranging from age one or younger up to 18 years. About half of the respondents entered

care between 12 and 16.

Almost half of the survey participants (47%; n = 21) were in residential care, 22% (n = 10)
in foster care, and about 24% (n = 11) lived in both foster and residential care (see Table 2,
section 3.4). The rest, 7% (n = 3), lived in alternative care accommodations, which included
temporary housing, hostels, therapeutic residential care, and supported or independent

accommodation.

The distribution of care settings differs between the two subsamples, as presented by national
statistics (see sections 2.2.1 and 2.2.2). Half of the participating care-experienced adults from
England were only in foster care compared to 7% (n = 2) from Germany. A further 19% (n =

3) of participants from England were only in residential care compared to 62% (n = 18) of
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participants from Germany. A combination of foster care and residential care placements was

reported by 19% (n = 3) of respondents from England and 28% (n = 8) from Germany.

The average length of being in care was seven years (SD = 4.9), similar in both countries.
Overall, participants reported changing care placements on average 4.6 times (SD = 11.6)
while in care. Adults with care experience from England reported more changes in placements
while in care than those from Germany. The English group had, on average, 10.5 changes, with
31% (n = 5) reporting five moves and 25% (n = 4) of participants stating having had six
moves or more, while two participants both reported having moved 57 times (see section 4.6:
‘A possible double-response: Tests to validate results’). The German group reported an average
of 1.5 moves within the care system with a maximum of six times. As displayed in Figure 5,

most respondents from Germany had no or only one change of placements.

A Mann-Whitney test for non-normal distributions, and a t-test, if normally distributed, were
conducted to determine whether there were statistically significant differences between the
English and German samples. The result shows that the number of placement changes of the
groups was significantly different statistically (p = 0.001), while the age entering care (t-test:

p = 0.674) and lengths of care (p = 0.961) indicate similar distributions (Appendix 14.1).

How often did you change placement during your time in care?
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Figure 5: Frequency distribution of the number of placement changes while in care in comparison between the two samples
from England and Germany.

Eighteen years is considered a crucial age for many care-experienced young people as this is
usually the age at which they leave care. Participants were, on average, 18.3 years old when
they left care. Forty per cent (n = 18) of the participants from both countries left care at the
age of 18. One quarter (n = 11) left care between 16 and 17. Another quarter (n = 11) left
their last care placement between 19 and 22, indicating a leaving care support by prolonged

living in their care placement, such as staying put. About 4% (n = 2) were still in care at the
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time of participation. One of these two respondents from Germany mentioned that he was living
in residential care. The other reported living in semi-independent accommodation offered by a

residential care provider.

As shown in Figure 6, there is a slight shift in the age distribution of leaving care between the
two countries. A Mann-Whitney test indicated no significant difference between the

distribution of both groups (p = 0.557, Appendix 14.2).
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Figure 6: Country-specific distribution of the age when participants left care (not included are participants who stated they
were still in care).

Two-thirds of respondents (n = 30) were in contact with professionals from the care system at
the time of participation. Fifty per cent of the English group and 76% of the German group were
still in touch with their social worker, PA or a former carer. The majority of adults with care
experience from Germany mentioned that they were still in contact with their (former) carers,
13 mentioned carers from residential care and five mentioned foster carers, while participants
from England named PAs. This result indicates that most participants kept in contact with
professionals after the support ended, while ten participants were still supported. At the time of
the survey, about 22% of the total sample with a similar number in each country (25% of the
English sample and 21% of the German sample) stated that they were still receiving support for
care leavers from the local authority or youth welfare office. On average, participants, excluding
those who were still receiving support, were 19.5 years old when their support from the local
authority terminated. In an overview, 9% mentioned that their support ceased at age 16 or 17,
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27% at age 18, 18% at age 19 or 20, 13% at age 21 and a further 11% between age 23 and 25
(see Appendix 14.3).

Family relationships and contact with family members were explored in the context of care
experience. Eighty-seven per cent of participants (75% from England, 93% from Germany) had
contact with family members while they were in care and 76% after leaving care (63% from
England, 83% from Germany). Care-experienced adults from both countries had most often
regular contact with siblings (n = 28) and/or mothers (n = 21) after leaving care (see
Appendix 14.4). Approximately 90% (n = 41) of the sample had siblings (94% from England,
90% from Germany). Forty-four per cent (n = 20) mentioned that their siblings lived with their
family when they were in care, with an almost equal amount in each group (44% from England,
45% from Germany). Thirty-two per cent (n = 13) mentioned that either all or some of their
siblings were in care at the same time as they were (47% from England, 23% from Germany).
Of the 15 participants who reported that at least one of their siblings were in care concurrently,
67% (n = 10) mentioned that they lived at least partly together with their siblings in the same
care home, while of the rest, 33% (n = 5), stated that they did not live together with their

siblings.

4.2 Mental well-being

The general mental well-being of the sample was assessed. This section covers the current
evaluation of life satisfaction, mental well-being, contact with mental health services and future

perspectives.

Participants were asked to assess on a scale from 1 (not positive at all) to 10 (extremely positive)
how they felt about their current life at the time of participation. Generally, participants showed
an average life satisfaction of x = 5.6 (SD = 2.5). The group from England had a mean life
satisfaction of xgzy; = 5.8 (SD = 2.6) compared to a mean of X,z = 5.6 (SD = 2.5) of life
satisfaction among the group from Germany. To determine whether there is a difference in life
satisfaction between the group from England and Germany, a Mann-Whitney test was
conducted after a Shapiro—-Wilk test, suggested a non-normal distribution. The results indicate

no significant difference between both groups (U = 223,p = 0.829).

Both groups described, on average, their mental well-being as fair (x = 3.0, SD = 1.0). Forty-

four per cent (n = 20) of the total sample was in contact with a mental health service within
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the last two months before participation, with more participants from Germany (52%,n = 15)

stating recent contact with a mental health service than from England (31%,n = 5).

On a scale from 1 (not positive at all) to 10 (extremely positive), participants described how
they felt about the future. The participants showed a slight trend to a positive future perspective
with x = 6.3 (SD = 2.3) as presented in Figure 7. With no statistically significant difference
between the means of the subsamples indicated by an independent sample t-test (t,—43 =
—0.486,p = 0.630), the English sample reached a mean of xzy; = 6.1 (SD = 2.4), and the
German group showed a slightly higher mean of X,z = 6.4 (SD = 2.3).

Feelings about the future

Mean = 6.3
Std. Dev. = 2.3
n=45
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Figure 7: Distribution of scores about the feeling about the future (future perspective) of the total sample. The scale ranges
from 0 as 'not positive at all' to 10 as 'extremely positive.'

4.3 The occurrence of suicidal ideation

To answer the first research question — What is the occurrence of suicidal ideation among
care-experienced young adults in England and Germany? — the data set was analysed to
determine the occurrence of suicidal ideation among care-experienced adults. Therefore, the
answers to the four questions of the Paykel Suicide Scale (PSS) were assessed regarding the
occurrence of suicidal ideation across a lifetime, the last year and last month, and at time points
during or after leaving care. Furthermore, participants were asked to provide the age at which

they experienced suicidal thoughts for the first time.

Forty-three participants answered at least one of the lifetime PSS questions with “Yes”. With
an average of x =3.4 (SD = 1.1), the majority of participants from both countries

(84% of n = 45) had experienced active suicidal ideation (scoring 3—4 of PSS) at one point in
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their lives, with 71% having reached the point where they seriously considered taking their life
(scoring 4 on the PSS). In comparison, the sample from England scored on average Xzyc = 3.9
(SD = 0.3), and the sample from Germany showed, on average, a slightly lower lifetime score
of Xpr = 3.1 (SD = 1.3).

Looking at the more recent occurrence of suicidal ideation, the total sample’s average PSS score
was x = 2.0 (SD = 1.7) for the past year and a further x = 1.1 (SD = 1.4) for the past month
of participation (n = 34). About half (n = 16) of the 34 responding participants reported
active suicidal thoughts within the last year, of which nine participants (27% of 34) had
seriously considered taking their lives. In the previous month, about one-fifth (n = 7) of the
respondents reported active suicidal thoughts, with three (9%) answering all PSS questions with
“Yes” (including the fourth question: “Have you reached the point where you seriously
considered taking your life?”). Figure 8 presents the distribution of PSS scores across different

time scales.

Decreasing trends between the two time points can be seen across both country-specific
subsamples, with fewer people reporting active suicidal thoughts within the last month. The
group from England (n = 12) showed Xgzyc = 1.9 (SD = 1.7) within the last year of
participation and gy = 0.8 (SD = 1.5) within the last month. The results from the group from
Germany (n = 22) showed Xp, = 2.0 (§D = 1.7) within the last year and xp, = 1.3 (SD =
1.3) in the last month.

Past month Past year Lifetime
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Figure 8: Percental distribution of Paykel Suicide Scale (PSS) scores of the last month, year and lifetime occurrence across
the total sample and subsamples from England and Germany.

A Mann-Whitney test shows that the lifetime scale of the PSS was at the edge of the
significance level at p = 0.050. Overall, the results suggest that the means of the PSS data of
a lifetime occurrence, last year (p = 0.901) and previous month (p = 0.276) do not differ
significantly between both groups from England and Germany (see Appendix 14.5). Therefore,

the null hypothesis is likely to be retained, that is, there is no significant difference in the
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occurrence of suicidal ideation between the two groups from England and Germany.
Furthermore, these results show that with a more recent, smaller time scale, fewer people
experience suicidal thoughts. In contrast, larger time scales show more people reporting the

experience of suicidal ideation with increased severity.

In addition, a Mann—Whitney test was computed to assess gender differences in the PSS scores.
The PSS scores across different times do not show any significant difference between genders
(Umontn = 3.775,p = 0.896, Uyeqr = 95.9,p = 0.752; Upiferime = 170,p = 0.864; see
Appendix 15.6).

Overall, the average age of first suicidal ideation was x = 13.6 years (SD = 3.8), with about
half of respondents (n = 19) reporting having been 12 years or younger. About one quarter
(n = 10) of all 39 respondents to this question who had experienced suicidal ideation reported
having been ten years or younger. Five participants reported having first experienced suicidal
thoughts as adults when they were 18 years or older (three were 18 or 19, one was 24, and
another was 26 or older). A similar mean age was shown between people with care experience
from England xgye; = 13.7 (SD = 4.1) and Germany xp; = 13.5 (SD = 3.6). The Mann—
Whitney test indicated no significant age difference in first suicidal ideation between the two

groups (p = 0.966, see Appendix 14.7).

As presented in Figure 9, most participants (40-60%) stated that they experienced suicidal
ideation of different severity assessed with the PSS both during and after leaving care. More
people reported having experienced active suicidal thoughts only after leaving care (11-16%)

than only in care (7-9%).
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PAYKEL SUICIDE SCALE IN/AFTER CARE

B Only while | was in care before | left care %
B While | was in care and after | left care %
OOnly after | left care %

1. Have you ever felt that life was not worth living? 11 60

2. Have you ever wished you were dead?

3. Have you ever thought of taking your life?

4. Have you ever reached the point where your
seriously considered taking your life?

Figure 9: The distribution of Paykel Suicide Scale (PSS) responses (n=45) presenting the occurrence of suicidal ideation
only in care (black), in and after leaving care (dark grey), and only after leaving care (bright grey).

4.4 Exploration of factors influencing suicidal ideation

To explore the second research question, the survey data were analysed to explore factors
influencing suicidal ideation. This analysis included testing the second hypothesis to determine
whether a relationship exists between recent suicidal ideation among care-experienced young
adults, assessed with the PSS, and the Interpersonal Needs Questionnaire (INQ) factors,
perceived burdensomeness (PB) and thwarted belongingness (TB). Correlations between the
INQ factors and suicidal ideation were explored across groups of different countries and gender.
In addition, various variables such as data about care experience, age and future perspectives
were analysed to investigate whether a relationship with suicidal ideation exists. The impact of
the pandemic on PB, TB and the general attitude towards life was investigated. The categorised
answers to the open-ended, free-text questions about what participants considered as factors
influencing the occurrence of suicidal thoughts and coping with suicidal ideation are presented

in their frequencies.
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IPTS factors: Perceived Burdensomeness and Thwarted Belongingness

Based on the theoretical foundation of this research, the INQ factors assessed on a scale of 1-7
showed an average score of xpg = 2.8 (SD = 1.7) for PB (n = 45) and X5 = 3.7 (SD = 1.2)
for TB (n = 43). The histograms in Figure 10 show the distribution of both factors.

Recent suicidal ideation within the last month was correlated positively with PB (7 =
0.426,p = 0.002; n = 34) but not with TB (t = 0.078,p = 0.575; n = 32). Similar results
were found between suicidal ideation within the past year and the two INQ factors with PB
positively correlated (t = 0.421,p = 0.002; n = 34), while there was no correlation shown
for TB (t = 0.155,p = 0.262; n = 32).

The scatter plots of Figure 11 present a positive relationship between PB and PSS scores of the
last month and the last year compared to TB. Therefore, the second key hypothesis, “there is a
positive relationship between suicidal ideation reported by care-experienced young adults and
high scores in thwarted belongingness (TB) and perceived burdensomeness (PB)”, can only
partly be confirmed for PB and suicidal ideation, as no significant correlation was found with
TB (see Appendix 14.8).

The relationship between INQ and PSS scores was further explored in comparison between the
two groups from England and Germany. The sample from England showed a positive
correlation between recent PSS scores and PB (last month: T = 0.542,p = 0.030; last year:
T = 0.775,p = 0.001; n = 12) but not for TB. The sample from Germany showed a significant
positive correlation between last month’s PSS scores and PB scores (t = 0.432,p = 0.011)
but not of the past year or TB. The results show that recent PB is correlated with a higher PSS

score of the last month in both countries.

14 Mean =28 14 Mean =37
Std.Dev. =17 Std.Dev.=1.2
n=45 n=43

Frequency

INQ_PB INQ_TB

Figure 10: Frequency distribution of Interpersonal Needs Questionnaire (INQ) scores of perceived burdensomeness (PB)
and thwarted belongingness (TB) based on the total sample (n = 45).
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Figure 11: Scatter plots presenting the relationship between Paykel Suicide Scale (PSS) scores and the Interpersonal Needs
Questionnaire (INQ) factors; left: positive correlations between perceived burdensomeness (PB) and PSS; right: no
significant correlations between thwarted belongingness (TB) and PSS.

Future perspective

To explore further relationships between several factors and suicidal ideation, correlations were
tested on various ordinal or continuous variables. First, Kendall’s 7, as well as a Spearman’s
rank correlation test, were conducted to assess the relationship between future perspective and
suicidal ideation (PSS score) in the past month, year and across lifetime. There was a significant
negative correlation between future perspective and PSS score of the past month, 7 =
—0.388,p = 0.006; , = —0.463,p = 0.006;n = 34), and past year, (= 0.406,p =
0.003; o, = 0.512,p = 0.002; n = 34). There was no significant correlation found between
the variable and PSS score in a lifetime; = —-0.036,p = 0.775; r, = —0.037,p =
0.808; n = 45. These results indicate that a more positive future perspective correlates with a
lower PSS score within the last month and the past year and vice versa (see Figure 12). By
repeating Kendall’s T test with a comparison between the subsamples from England and
Germany, these results were only reflected by the group from England (n = 12), last month:
T=-0.579,p = 0.027; last year:7 = —0.739,p = 0.003. There was no significant
correlation found for the group from Germany (n = 22), last month: T = —0.302,p = 0.082;
last year: T = —0.240,p = 0.170. Therefore, a negative future perspective correlates with

higher PSS scores, but the relationship was only evident in the English sample.
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Figure 12: Negative correlation between a positive feeling about the future and higher Paykel Suicide Scale (PSS) scores of
the past month and year.

Age, relationship status and sexuality

In the next step, demographic characteristics were tested regarding a relationship with suicidal
ideation based on PSS scores. This demographic information was age, relationship status and

sexuality.

First, correlation tests with Kendall’s T and Spearman’s rank correlations coefficient were used
to explore whether a relationship between the age of a person and the recent PSS scores exist.
There was no significant correlation found between age and PSS score of the last month (t =
—0.037,p = 0.785; r, = —0.046,p = 0.784;n = 34) and past year (7 =0.107,p =
0.429; r, = 0.131,p = 0.461;n = 34).

Second, the distribution of PSS scores was compared between different relationship statuses
and sexuality across the whole sample (see Appendix 14.9). Kruskal-Wallis tests were
conducted to assess whether significant differences between the groups exist. The results show
no significant difference across different groups in terms of their relationship status: H(3) =
2.08,p = 0.556 for last month’s PSS scores; H(3) = 3.76,p = 0.289 for the past year’s PSS
scores; and H(3) = 0.61,p = 0.0895 for lifetime PSS scores. Similarly, the Kruskal-Wallis
test indicated no significant difference in PSS scores between different sexual orientations:
H(3) = 5.59,p = 0.133 for last month’s PSS scores; H(3) = 5.58,p = 0.134 for last year’s
PSS scores; and H(3) = 0.95,p = 0.813 for lifetime PSS scores.
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Continuous care-specific variables

Next, the non-parametric correlation tests were used to assess the relationship between suicidal
ideation (month, year and lifetime) and care-related continuous variables covering age entering
care, duration in care, number of placement changes and age ceasing support from social
services. There was no significant correlation between PSS scores and any of the variables (see
Appendix 14.10).

Kendall’s T correlation tests were computed to explore whether a relationship between these
care-related variables and INQ factors exists. Again, no significant correlation was found
between the variables (Appendix 14.11).

Care placement types

Based on PSS scores, different groups of care-related categorical variables were compared
regarding their suicidal ideation. First, different care placement types were assessed regarding
their distributions of frequencies of PSS scores, as presented in Figure 13. The following
Kruskal-Wallis test indicated that differences across groups are not statistically significant:
H(3) = 5.59,p = 0.133 for last month’s PSS scores; H(3) = 5.58,p = 0.134 for last year’s
PSS scores; and H(3) = 0.95,p = 0.813 for lifetime PSS scores. Due to visual different
distributed frequencies between the groups who only lived in foster or residential care, a Mann—
Whitney test was conducted to compare these two groups separately. Results indicated no
significant difference between foster care and residential care: U,,pnen = 44,p = 0.130;
Uyear = 48.5,p = 0.235; and Uy ferime = 102,p = 0.874.

Type(s) of out-of-home care placement(s)

Both residential care
Foster family Residential care and foster family Other

Frequency

0
0 1 2 3 4 0 1 2 3 4 0 1 2 3 4 0 1 2 3 4

PSS scores: Last month

Figure 13: The frequency distribution of Paykel Suicide Scale (PSS) scores (month) across different care placement types.
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Siblings in care

Second, another care-related categorical variable of whether participants’ siblings lived in care
simultaneously as the participants’ did was tested on differences in the distribution of PSS
scores. Figure 14 presents the distributions of PSS scores for last month, year and lifetime
occurrence across the different groups. Those answering “No, my sibling(s) lived with our
family while I was in care” show the highest and more distributed PSS scores compared to other
groups.

G Sibling(s) in care at the same time
Yes, alof my sibings _Yas. onwisome ofmy - No. my sithn
were ( sae silings chre z "H Twas  No, because of other

Time as Iwas e same s reasons Other

¢ |
@ Sibling(s) in care at the same time
Yes, all of my siblings Yes, one/some of my No, my sibling(s) lived
were in care ai the same  siblings was/were in care with our fam Iy whlle Iwas  No, because of other
time as | was at the same time as | was easons Other q
| |
| ‘
| » .L l
6 1 2 3 4.0 1 12 3 40 2 2

PSS score: Lastyear

Frequency

Frequency

Sibling(s) in care at the same time

Yos, llolmy sibings _ves. one/some cfmy o, m;sb\ gw ed ="
e 2 as lo, because of other
time 35 | was X the Same e 28 1 as o car teasons Other

0 1 2 3 40 1 2 3 40 1 2 3 40 1 2 3 40 1 2 3 4
PSS score: Lastmonth

Frequency

PSS score: Lifetime

Figure 14: Frequency distribution of Paykel Suicide Scale (PSS) scores of last month (A), last year (B) and lifetime occurrence
(C) across different groups of whether siblings of participants were in care at the same time as themselves.

A Kruskal-Wallis test showed a significant difference in the distribution of PSS scores within
a month, H(3) = 11.766,p = 0.008, between groups of adults whose siblings were or were
not in care at the same time as themselves. Participants whose siblings were not in care at the
same time showed higher PSS scores. There was no significant difference for the PSS of the

past year: H(3) = 8.39,p = 0.061; and lifetime: H(3) = 2.00,p = 0.596.

To determine which groups differ significantly, post hoc Mann-Whitney tests were conducted
for pairwise comparisons (see Appendix 14.12). The Mann—-Whitney tests indicated significant
differences in the PSS scores of the last month (U,,ontn = 12.5,p = 0.020) and the past year
(Uyear = 16,p = 0.039) between those whose all siblings were in care at the same time as
they were and those whose siblings were not in care at the same time as they lived with their
family and due to other reasons (for instance, because the siblings were already adults at that
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time or lived with another parent who was not the participant’s parent). Those whose siblings
were in care at the same time had lower PSS scores. Similarly, the PSS results varied between
the group that mentioned some (but not all) of their siblings were in care at the same time as
themselves and the group whose siblings lived with their family: Uyonensomey = 10, p =
0.044; Uyear(somey = 10, p = 0.022. For those who stated that their siblings were not in care
at the same time because of other reasons (than siblings living with the family), the test results
indicated significant differences for only last month’s PSS scores, with the groups stating that

all or some of their siblings were in care at the same time as themselves: Up,ontnay = 2.5,
p = 0.048; Uponin(some) = 2, p = 0.048. The results did not show any significant difference

between the group ‘other’ and any other groups.

Third, following these results, the frequency distributions were assessed by distinguishing the
responses of those whose siblings were in care at the same time as themselves into three groups
of having lived together, partly living together or not living in the same care placement. A
Kruskal-Wallis test was computed to assess whether significant differences in the PSS scores
(month: n = 6; year: n = 6; lifetime: n = 10) exist between the groups. The results do not

show any significant differences between the three groups: Hponen = 0,p = 1.000; Hypqr =

0.480,p = 1.000; and Hy;forime = 1.97,p = 0.333.

In summary, the results indicate higher rates of suicidal ideation in adults whose siblings lived
with their family while they were in care. The separation of siblings between different care
placements did not show significant differences in suicidal ideation in adulthood. Therefore,
the results indicate better outcomes with less severe suicidal thoughts in adulthood for those
whose siblings were in care at the same time as they were, independently of whether they lived

in the same care placement.

Influence of the COVID-19 pandemic

The survey data were tested on how far the pandemic influenced INQ factors and the attitude
towards life. Survey respondents were asked to report on a 5-point Likert scale (from 1 =
positively to 5 = negatively) how the COVID-19 pandemic affected their feeling of
belongingness, perception of being a burden to others and attitude towards life. On average, the
sample reported a mean of Xgeiongingness = 3.6 (SD = 1.2), Xpyrgen = 3.1 (SD = 1.2) and
XLife attitude = 3-1 (SD = 1.2), as presented in Figure 15. These results show that participants

tended to assess the impact of the pandemic slightly negatively on the factor of their feeling of
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belongingness. To compare, the English group reported a mean of Xgeiongingness = 3.9 (SD =
0.9), Xgyrden = 3.6 (SD = 1.2) and Xp;fe qrtitude = 3-5 (SD = 1.1), and the German group
reported a mean Of Xpeongingness = 3-5 (SD = 1.2), Xpyrgen = 2.9 (SD =1.2) and
Xiife attituae = 2.9 (SD = 1.2) (see Appendix 14.13). The group from England seemed to rate

the impact of the pandemic on all factors slightly more negatively than the group from

Germany.

As a Shapiro-Wilk test showed a non-parametric distribution, a Mann—Whitney test was
computed to assess whether the two samples’ distributions of the pandemic-related variables
differ significantly. The Mann—Whitney test showed no significant difference between the
distribution of the impact of the pandemic on the feeling of belongingness (p = 0.260), the
feeling of being a burden (p = 0.095) and attitude towards life (p = 0.094) between the two
groups (see Appendix 14.14). These results indicate that both groups showed a similar
distribution of the impact of the pandemic on all three factors.

Impact of the COVID-19 pandemic

Attitude towards life O |

Feeling of being a burden

Feeling of belongingness |

1 2 3 4 5
positive negative
Figure 15: Impact of the COVID-19 pandemic. Mean and standard deviation of how the pandemic affected the three

factors of the feeling of belongingness, the feeling of being a burden and attitude towards life; ranging from (1) positively
to (5) negatively (n = 45).

Perceptions of links to suicidal ideation

The 43 participants who had a lifetime PSS score of 1 or higher were asked three open-ended
questions about changes at the time of their first suicidal thoughts, their perceptions of causes
and what helped to cope with suicidal ideation. The coding framework identified from the

analysis of the interview data was adopted. The coded answers were grouped into themes,
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including simultaneous coding if the person mentioned several aspects (multiple responses).
Frequency analyses were conducted to assess how many participants mentioned a specific
theme or code. The most common themes are presented in more detail.

Participants were asked whether they experienced changes at the time of their first suicidal
thoughts. The 31 participants, who confirmed experiencing changes at that time, were further
asked what changed when they experienced suicidal ideation for the first time. Figure 16

presents the frequencies of their categorised responses.

Thirty participants answered the open-ended question about changes at the times they
experienced suicidal ideation for the first time. One third each (n = 10) of all 30 respondents
to this question mentioned aspects grouped into the themes ‘transition & places’ and ‘social

connection’ and, hence, the categories appeared most often.

Distribution of themes about changes at the time of first suicidal ideation

Transition & places

Sodial connection

StrUctural SUp Tt s

Interpersonal critical or traumatic events —I——

SEIRE GG I———

.. . . . Total
Suicidal ideation experiences I

W Germany

Self-care & health
S u England

Control I

Future perspective & development  ——
Communication —
Other  —

0 10 20 30 40 50 60
% of respondents

Figure 16: Frequency distribution (in %) of themes developed from coded open-ended answers on what participants
perceived of changes at the time they experienced suicidal thoughts for the first time.
‘Transition & places’ contain most often responses about transitions into, within or from the
care system, including placement breakdowns, education or employment changes or changes
of accommodation. In the following, a few written responses about changes at the time of first

suicidal thoughts are presented that were categorised as ‘Transition & places’:

Change of school and move. (26-year-old man from Germany, first suicidal thoughts at
the age of 13)

Foster placement breakdown. (21-year-old woman from England, first suicidal thoughts
at the age of 17)
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| came into care at the age of 13 and have received psychological help. (18-year-old

woman from Germany, first suicidal thoughts at the age of 11)

The quotes indicate that transitions do not necessarily mean a transition from one foster home
to another or from care to independent living during early adulthood. They instead show that
general changes in a young person’s life — such as places, social environment, relationships or
support — occurred around the same time as several participants developed suicidal ideation for

the first time.

The theme ‘social connection’ often includes reports about lacking or thwarted belongingness,
such as feeling rejected resulting from losing friendships, relationship breakups and reduced or
ceased contact with family members. For instance, the following written responses were

assigned to this theme of ‘social connection’:

Family contact became less, felt rejected more. (32-year-old woman from England, first

suicidal thoughts at the age of 14)

My brother went into care and | was not allowed to see him. (20-year-old man from

England, first suicidal thoughts at the age of 15)

| fell in love for the first time with a boy who didn't want to know anything about me.

(27-year-old woman from Germany, first suicidal thoughts at the age of 12)

Many responses assigned to the theme ‘social connection’ referred to family relationships and
the care system’s impact on these. These findings indicate a possible negative impact of the
care system on relevant, especially intra-familial relationships that can affect a young person’s
mental well-being and further contribute to the development of suicidal ideation. However,
thwarted belongingness, including the experiences of exclusion or rejection, was not only
mentioned in light of family relationships and care experience but also identified in peer and

romantic relationships, as indicated by the last quote above.

A further 20% (n = 6) of participants each mentioned aspects of ‘structural support’ and
‘interpersonal critical or traumatic events’ as changes at the time they first experienced suicidal
ideation. ‘Structural support’ mainly covers reports about access to support that was either
restricted or received to help deal with suicidal ideation. Some participants stated restricted or

disappointing access to support as follows:

And no support from pathways. (21-year-old woman from England, first suicidal
thoughts at the age of 17)
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Police were useless rapist was never convicted. (40-year-old woman from England, first

suicidal thoughts at the age of 26 or older)
Others, in comparison, stated positive changes to access support such as:

And I was able to come to terms with the events through therapy. (19-year-old man from

Germany, first suicidal thoughts at the age of 14)

Help has changed my perspective on life in a positive way. (39-year-old man from
Germany, first suicidal thoughts at the age of 14)

‘Interpersonal critical or traumatic events’ were also mentioned by 20% of participants (n =
6) as a change at times of their first suicidal ideation. Reports of this theme cover bullying,
sexual assault, parental mental health issues or a loss of a close person, including miscarriages.

Quotes are presented below:

And was bullied at school (.) At that time, my mother became even more depressed than

before. (27-year-old woman from Germany, first suicidal thoughts at the age of 12)

Got raped [...] got a new job where | was bullied new relationship was violent. (40-

year-old woman from England, first suicidal thoughts at the age of 26 or older)

Met a man, got married, had children, suffered several miscarriages, 1 abortion. That’s
when you learn to appreciate and love life. (35-year-old woman from Germany, first

suicidal thoughts at age 19).

Traumatic events at the time of the first experienced suicidal ideation were diverse. While intra-
familial abuse or neglect is a common reason many children come into care, those were not
directly mentioned in the participants’ answers about the time when their suicidal thoughts
appeared for the first time. However, the following two quotes may imply negative intra-

familial experiences and living situations while providing no details or further explanation:

Familial circumstances. (20-year-old woman from Germany, first suicidal thoughts at

the age of 10 or younger)

| think I was aware of my surroundings when | started to grow up. (26-year-old woman

from England, first suicidal thoughts at the age of 12)

One person who had a lifetime PSS score of 1 with answering “Yes” on the question “Have you

ever thought of taking your life, even if you would not really do it?” stated the following as an
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interpersonal traumatic event that may indicate the cautious interpretation of suicidal ideation
of the PSS:

Basically, I didn 't have suicidal thoughts, I said | was going to kill myself because | was
being bullied, and | thought if I said that, they would leave me alone. (29-year-old

woman from Germany)

This case highlights how bullying at school can affect a young person. Even if the person stated
that she did not have suicidal thoughts, her answers indicate bullying can cause desperation and
a search for an escape from the situation. However, as shown in the further findings, others

attributed bullying as a cause of their suicidal ideation.

Other less commonly mentioned themes with only two or three reports were ‘self-perception,’
reflecting on self-esteem and guilt; ‘suicidal ideation experiences’ such as self-harming
practices and changes of attitude towards life; and ‘self-care and health’ containing personal
mental health issues or stress. One-response topics followed, including ‘control’, regarding loss
of control; ‘future perspective & development’, regarding growing older; and ‘communication’,

such as having friends to talk to.

The responses reflect changes at the time the respondents experienced suicidal thoughts for the
first time. While some of the responses may be understood as possible triggers of suicidal
thoughts, such as foster placement breakdowns or feeling rejected, others, such as entering the
care system and receiving mental health support, may positively affect expressed suicidal
thoughts. Therefore, these reports reflect changes at the time of first suicidal ideation and may

not be directly understood as causes or triggers solely.

Perceived causes of suicidal ideation

With the next open-ended question, participants were asked what they perceived as causes of
personally experienced suicidal ideation. Figure 17 presents the frequencies of the categorised
responses about the perceived causes of 41 respondents, with 15 participants from England and
26 from Germany. The most common themes above 20% of the total sample are described

below.

‘Interpersonal critical or traumatic events’ were perceived as the most often mentioned cause
of participants’ suicidal thoughts (63%), with 12 (47%) participants from England and 23

(73%) participants from Germany mentioning aspects grouped under this theme. This theme
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Distribution of perceived causes of suicidal ideation

Critical/traumatic events

Social connection
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Figure 17: Percentual frequency distributions of themes about perceived causes of suicidal ideation, distinguished
between the total sample (grey), the subsamples from England (blue) and Germany (orange).

consists of a variety of codes reflecting the perceived causes: intra-familial abuse (11%,n =
5), violence and abuse (general) (24%,n = 10), loss of a beloved person (13%,n = 6),
parental mental health issues (13%,n = 6) and harassment and bullying (29%,n = 12).
Figure 18 A shows the percentual distributions across the codes of the themes. A selection of

quotes assigned to different codes is presented below.
Intra-familial or general abuse and violence:

Mistreated by foster parents /...] Abused by parents and step parents. (31-year-old

woman from England)
Years of emotional abuse from my mother. (23-year-old woman from England)

Wanting to escape abuse. (18-year-old woman from England)

Loss of a beloved person:
My mother took her own life. (21-year-old woman from Germany)
Death of carer. (26-year-old woman from England)

Parental mental health issues:

Was becoming aware of my mum’s ill [...] mental health and alcohol addiction. I've
been told I found my mum unconscious after an overdose. (35-year-old woman from
England)
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Figure 18: Distribution (in % of n = 41 respondents) of codes of the three most common themes about what participants
perceived as causes of their suicidal ideation: ‘interpersonal critical or traumatic events’ (4), ‘social connection’ (B) and
‘self-care & mental health’ (C).

Parents who would rather drink alcohol than call their child. (35-year-old woman from
Germany)

Harassment and bullying:

| had the feeling that no one understood my feelings because | was laughed at at school.

(27-year-old woman from Germany)
| was bullied and threatened at school. (18-year-old woman from Germany)

The findings highlight the impact of harassment and bullying and generally the experience of
any violence and abuse, both intra- and extra-familial, on the development of suicidal ideation.
While multiple factors may contribute to the development of suicidal ideation, as several
answers were assigned to multiple codes or themes, the experience of traumatic events appears

to be a relevant risk factor for suicidal ideation.

The second-most mentioned theme in the context of perceived causes of suicidal ideation was
‘social connection’ (49%,n = 20). As presented in Figure 18 B, most responses were often
assigned to theme-internal codes of ‘feeling of belongingness’ such as social exclusion,
rejection, loss of friends, impacted family relationships, and ‘loneliness & social company’,
including feeling alone and social isolation. The quotes below are examples of the responses

that were assigned to the codes ‘feeling of belongingness’ such as aspects of thwarted
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belongingness and ‘loneliness & social company’:
Social exclusion for more than three months. (26-year-old man from Germany)

Rejection was more apparent the older | got, family became less interested, all my
siblings were still at home [ ...] lack of socialisation in 2—1 staffed placements. (32-year-

old woman from England)

I missed my brother and knew | was unable to go home and see him. (40-year-old woman
from England)

The feeling of being completely alone, having no one. (35-year-old woman from

Germany)

The quotes above show that thwarted belongingness is diverse and includes a lack of social
contacts, exclusion, and physical and social distance from family members. Loneliness seems
to be closely connected to the feeling of belongingness. It can be experienced both by being
alone physically and socially as having no one to reach out to for company and support.
Furthermore, the findings also indicate links between thwarted belongingness and the care

system.

The third most common topic with 22% (n = 9) of participants was ‘self-care and health’ as
causes of suicidal ideation. Most of the responses grouped under this theme referred to the
mental health issues of the participants themselves. The quote below by a young man from
England is an example of how participants attributed their mental health issues, such as

depression, as a cause of their suicidal ideation:

Being very depressed and sadden about where | lived and what had happened in my

life. (20-year-old man from England)

Further but less frequent themes mentioned by six or more participants as causes of suicidal
ideation included ‘transition & places’ such as changes of accommodation. The theme included
care placement changes and uncovering or processing their past, which appeared to be related
to transitions described in chapter five in more detail. In addition, the theme ‘self-perception’

was identified, covering low self-esteem and guilt of letting others down.

Some quotes presented above were extracted from a longer answer. As mentioned before,
several participants reported multiple causes assigned to various codes and themes. The

following quote from a young man from Germany shows that he perceived multiple causes of
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his suicidal ideation:

Father died, family broke up, mother became mentally ill, was bullied, had almost no
friends, was cheated on... | have become a part of an addiction (computer games). (19-

year-old man from Germany)

To summarise, interpersonal traumatic events such as bullying and abuse and social factors
regarding the lacking or thwarted feeling of belongingness or social isolation were identified as
the most often mentioned factors perceived as influencing their suicidal ideation. Several
participants mentioned multiple factors. The frequencies of themes showed a similar order in

both groups from England and Germany.

Coping with suicidal ideation

Next, participants were asked what they perceived as helpful in coping with and resolving
suicidal ideation. Figure 19 presents the frequencies of their categorised responses to coping
strategies and resources. In contrast to the previous question about causes of suicidal ideation
that showed a similar order of frequencies of themes in both groups from England and Germany,
the prominence of themes differs between the two subsamples. Therefore, the five most often
mentioned themes across the whole sample of respondents (n = 40) are presented in more

detail, as these also cover the most common themes in both countries.

Thematic distribution of resources and coping strategies

Structural support
Social connection
Self-care
Motivation

Suicidal experiences

Communication Total
Transition & places B Germany
M England

Interpersonal critical or traumatic events
Control

Self-perception

Don't know

o
=
o

20 30 40 50
% of resondents

Figure 19: Percentual distribution of themes identified as resources and coping strategies.
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Both the themes of ‘structural support’ and ‘social connection’ received the most counts across
the whole sample (33%). They were the most common themes from the group of Germany
(46%, 38%) but not from England (13%, 25%).

As shown in Figure 20 B, participants, mainly from Germany, mentioned that professional
mental health support such as psychotherapy or inpatient psychiatric treatment was helpful for
them in coping with suicidal ideation. Mental health support was also the only topic of this
theme mentioned by the two participants from England. However, apart from the stated positive
impact of professional mental health support, some also reported the discharge from

(psychiatric) hospitals due to negative experiences in hospitals.

The quotes below were assigned to the theme ‘structural support’. They reflect positive and
negative experiences of mental health support when answering the questions about what

participants consider contributing to reducing and coping with suicidal thoughts.

An inpatient stay at the child and adolescent psychiatry [name of city]. (18-year-old

woman from Germany)

One of the other children who was abuse[d] alongside me took his own life when I was
24 1 was so upset and did not want the person to ruin anyone else life so with therapy

dealt with some of the trauma. (40-year-old woman from England)
Transfer to another hospital + discharge day. (39-year-old man from Germany)

| was hospitalised given medication and electronic shock treatment it was terrible in
hospital | was an adult and most staff treated me like a child and spoke to others about
me including my parents rather than to me some staff were abusive and treated me like
a criminal but after about three months | was discharged. (40-year-old woman from
England)

Furthermore, referring to social resources (England: 25%,n = 4; Germany: 38%,n = 9),
respondents reflected most often on the positive role of their partners in the coping process, as
shown in the quotes below (see also Figure 20 A). Those were mentioned by 25% of participants
from England (n = 4) and 13% from Germany (n = 3). Family (8%, n = 2), friends (4%, n =
1) or professionals (4%, n = 1), mentioned only by a few participants from Germany, seemed

to have a minor role compared to romantic relationships.

Now | have a boyfriend for many years and he is my salvation from this hole. (22-year-

old woman from Germany)
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These thoughts still come back from time to time. But lately less because | get a lot of

support from my partner. (19-year-old man from Germany)

My boyfriend being the only consistent thing in my entire life. (21-year-old woman from
England)

‘Self-care’ was mentioned by 23% (n =9) of participants, including 25% (n = 6) from
Germany and 19% (n = 3) from England. This theme contained mainly distractions and
activities as coping with suicidal ideation (see Figure 20 C). Some mentioned self-management
skills such as developing a routine, showing emotions and having a choice. Furthermore, one

person noted that having positive experiences contributed to coping with suicidal thoughts.

Participants from England (38%, n = 6) most often reflected on their personal motivation to
cope with suicidal thoughts (see Figure 20 D), with 20% of the total sample (n = 8). This theme
contains personal development, the reflection on their achievements, a positive future
perspective and hope, a purpose in life such as caring about others by not leaving a person due

to suicide, and their intrinsic motivation to change.

I moved to a new city and got a job 1’'m good at and rewarded for. (30-year-old woman

from England)

| have always been passionate about my education and the career plans | had for myself
- so | would just put all my energy into planning my future etc. Also, as | was the only
person my mother really had in her life, what often was the only reason I didn 't commit
suicide was the thought of leaving her to her own devices, the guilt was too much.
Moving out of toxic environments and being nurtured. (23-year-old woman from
England)

The other theme that received 20% (n = 8) of responses was ‘suicidal experiences’ as a
reflection on coping strategies (see Figure 20 E). Apart from one person who mentioned self-
harm as a coping strategy, most of the respondents to this theme indicated that they view their
suicidal ideation as a chronic or reoccurring experience which they would never completely get
rid of. The reoccurring or chronic suicidal experience was mentioned by more participants from
England than from Germany. While many participants who had experienced suicidal ideation
in the past showed that they found a way to cope with suicidal ideation, as shown above, some

might have long-term suicidal experiences.
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Figure 20: Distribution of codes assigned to the five most common themes about resources and coping strategies (n = 40):
‘social connection’ (4), ‘structural support’ (B), ‘self-care’ (C), ‘motivation’ (D) and ‘suicidal experiences’ (E).
The quotes below were assigned to the code ‘suicidal ideation as a constant background noise.’
The two quoted participants describe their experiences of chronic suicidal ideation.

| live with them... suicidal ideation is a part of my life now- though far less powerful. |
think ageing, employment, time and independence has helped me forge a different
perspective. (35-year-old woman from England)

They [suicidal thoughts] never left because my youth had a big impact on me and there
was never any psychological help from the youth welfare services. Since | was not a
drug addict or violent, | fell through the cracks and received no support. Unfortunately,
the youth welfare services also only focused on "functioning” (eating, going to school

and not attracting negative attention). (33-year-old man from Germany)

The last quote highlights a chronic experience of suicidal ideation concerning the care system.
The young man from Germany explains that a lack of formal support from youth welfare

services and, thus, access to mental health support influenced his chronic experience of suicidal
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ideation. He reflects on the focus of “functioning” by the youth welfare services and may imply
a deficit-based orientation within the care system that restricted him from accessing necessary

support.

In summary, the samples from both countries differ in the frequencies and dominance of factors
their participants experienced and considered helpful in coping with suicidal ideation. On the
one hand, the group from Germany most often mentioned professional mental health support
and help from romantic partners. On the other hand, participants from England more often
mentioned their personal motivation as a coping strategy or reflected on the experience of
continuous or reoccurring suicidal ideation. While the latter highlights that people might
experience suicidal ideation over various time ranges, the results show diverse resources and

coping strategies.

4.5 Reflection on the influence of care

This part presents respondents’ reflections on how their experience of being in care influenced
their attitudes towards life. Furthermore, their wishes are presented on how the care system
could change to ensure that care-experienced young people have satisfying early adulthood and
to prevent the experience of suicidal ideation. Forty-two participants (14 from England, 29 from

Germany) answered this part of the survey.

Participants from both countries showed different tendencies in assessing how their care
experience influenced their attitude towards life (Figure 21). While the vast majority of
respondents from Germany, 76% (n = 22), reported a positive impact of having been in care,

only 14% (n = 2) of the group from England reported a solely positive impact.

How do you think your experience of being in care
influenced your attitude towards life?

100

80

Total

60 G
% ermany

40 m England

20 I I
O .
Positive Negative Mixed Others No

influence

Figure 21: Percentual distribution of participants' evaluation of the relationship between their care experience and attitude
towards life.
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I was shown that it is also possible to live differently. Therapies helped me during this
time. Carers were able to convince me that my parents were not quite right. They gave
me trust and security, which every child desires. | learned discipline and personal
responsibility to be the way | am today. To be a role model for my children. (35-year-

old woman from Germany)

| think I wouldn't have as good a life as | have today without my time there. | feel like |

can do everything and have a good structure. (25-year-old woman from Germany)

I go through life more positively because | have people around me who share their

experiences with me and I can benefit from that. (18-year-old woman from Germany)

The whole experience gave me a lot of healing to work on it gave me resilience
independence strength and the motivation to succeed my attitude towards life after
leaving care is only you can make what you want of your life [.] That's now | am older
and wiser but many of my younger years | had an attitude of being alone without any of

the above in sight. (31-year-old woman from England)

However, 21% (n = 3) of respondents from England described the mixed influence of their
care experience on their attitude towards life that combined both positive and negative effects.
From Germany, only 7% (n = 2) reported a mixed impact. Almost half of participants from
England (43%,n = 6) described that their experience of being in care influenced their attitude
towards life negatively, compared to 7% (n = 2) from Germany. The quote below by a young
woman from England indicated a negative influence, as her care experience contributed to a

sort of alienation and implied perceived burdensomeness and thwarted belongingness.

I will always feel different. Christmases, mothers day and fathers day are very touchy
subjects for me and | have mental health issues now as | feel like everyone would be
better off without me. | have rejection and attachment issues. (21-year-old woman from

England)

One person from Germany described that the experience of being in care did not influence the
person’s attitude towards life. The category ‘others’ covers answers that did not directly answer
the influence of care experience on the person’s attitude towards life. For example, respondents
described other experiences such as abuse or their general attitude towards life without linking
it to their care experience. One person reported how her negative experience of being in care
influenced the fact that she now supports care-experienced young people, while her statements

did not reflect on her attitude towards life.
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Wishes on how the care system could improve to ensure that care leavers have a
satisfying (early) adulthood/to prevent suicidal thoughts
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Figure 22: Percentual distribution of topics identified as wishes for improvement and changes in the care system.

Next, participants were asked about their wishes for changes in the care system to ensure that
care-experienced young people have a satisfying (early) adulthood and to prevent suicidal
ideation. As Figure 22 presents, the two groups differed partly in the order of frequencies of
themes. The three most prominent themes of each country are presented in the following

section.

Both groups mentioned that access to mental health support would be essential to ensure high
life satisfaction and prevent suicidal ideation. Access to mental health support was the theme
most often mentioned by participants from Germany, while it was also among the three most
frequently mentioned themes among participants from England. Some respondents wrote the

following concerning access to mental health support:

| would like to see more cooperation between youth welfare and (child and youth)

psychiatry. (32-year-old man from Germany)

That you have the possibility to talk to a psychologist who belongs to the youth welfare
service. Otherwise, you have to spend months or even years looking for one and hoping
to get on the waiting list. There are far too few psychologists and far too many need

them. (22-year-old woman from Germany)
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Access to talking therapy to help resolve childhood trauma help to develop friendships
and to have higher expectations of you and make you aware of opportunities. (40-year-
old woman from England)

Participants from England (50%) most often mentioned the wish that the relationship with
professionals would need to change as a means to prevent suicidal ideation. Participants
reflected, inter alia, on the permanence of professionals, emotional support from professionals,
careful selection of foster carers and possibilities to stay in touch with professionals after

leaving care. A woman from England described her wish as follows:

Provide more support and understanding when in and leaving care [.] Correctly place
children and young people also correctly match them with social workers and PA[s]
they think they will actually form a beneficial relationship with [.] Cut out the amount
of social workers and PA[s] the young person has so it is a personal service they receive

rather than a numbers game. (31-year-old woman from England)

Another aspect, equally often mentioned among both groups, was the wish for extended support
in the transition from care. Often, people wished that leaving care would be based on their
development and readiness rather than on age. The following two quotes from participants

reflect such wishes:

To set young people up for the future, more semi[-]independence living arrangements
with ongoing support, an involved after care support service and more mentoring
services to set people up for real life and for longer than the ages currently stand, most

care leavers need longer to adjust. (32-year-old woman from England)

Youth welfare services should stop forcing young people to move out when they reach
the age of majority and deprive them of financial security. Not the age, but the respective
development of each person in care must be taken into account. (22-year-old woman

from Germany)

Especially for participants from Germany, the qualification and skills of professionals,
including the way and options to talk, was also a common theme. They raised the wishes that
foster parents should be suitable for their role and carers. Both foster parents and residential
care workers need to be well-educated on addressing young people’s psychological needs and
issues appropriately. The wish was raised that carers develop greater awareness of the young
people’s mental health. Furthermore, participants wrote that they wished that the

communication between young people and adults involved in their care would improve. In
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addition, professionals need to take young people’s expressed suicidal thoughts and mental
health issues seriously. The following quotes were assigned to the code ‘professional

qualification, skills and communication’:

More training on how to help young people (with mental health problems). Many group
homes are unprepared and overwhelmed by some of the ‘abnormal’ comments of

teenagers etc. (18-year-old woman from Germany)

In any case, the suicidal thoughts should be taken seriously and no stupid sayings should
be made. The carers should talk to the young person to see what actually triggered it
and, if necessary, draw up a skills box (together with the young person). (18-year-old

woman from Germany)

Change essentially everything. Children who go through have a significantly lower
chance of becoming successful and mentally, financially stable. It starts with how the
social workers neglect the minors trying to come into care, as it ll cost them money and
time, not to mention the racial injustice. To the foster parents not looking after the child
for the right reasons and right way. (18-year-old woman from England)

As already referred to in the last quote from the 18-year-old woman from England, another
theme was the access and availability of support, which participants from England most often
mentioned. Participants wrote wishes about more support and understanding, more interaction
between professionals and young people and better availability and accessibility of
professionals without the young person needing to become active to approach them for support.

A woman from England wrote the following:

| would want them [social workers etc.] to interact with children and young people
more, to let them know what the services are really about and how they support children
and young people, as | feel that isn 't properly recognised and we try and run away from
it not knowing this is the support we actually need. (26-year-old woman from England)

In summary, the two groups from England and Germany evaluated their experience of being in
care very differently. While the participants from Germany most often described a positive
impact of their care experience, respondents from England more often described that their care

experience negatively influenced their attitude towards life.

The views on how the care system could contribute to preventing suicidal ideation and ensuring
satisfying early adulthood of care leavers were diverse, though prominent themes across both

groups were access to mental health support and extended support in the transition phase from
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care. In addition, participants from England most often described wishes for an improved

relationship with professionals in the care system.

4.6 A possible double-response: Tests to validate results

After completing the tests and reviewing the results, two completed questionnaires attracted
attention due to the same very specific, unusually high number of placement changes during
care (57 times). | reviewed the responses of both completed questionnaires. One was completed
in December 2020, and the other one in May 2021. While some key data were different, such
as age entering and leaving care, others like age, gender, country and placement types were the
same. Due to some similar phrases used in open-ended questions, the suspicion substantiated
that both questionnaires were completed by the same person at different times, about six months

apart.

Therefore, to check whether the significant results presented above would change if either one
or both questionnaires were excluded from the analysis, the most central tests, primarily
focusing on those indicating significant results before, such as significant differences of
distributions between different groups or correlations, were conducted again. The following
tests were conducted again with only the first questionnaire excluded (n = 44), only the second
questionnaire excluded (n = 44) and both excluded (n = 43), and compared to the results of

the initial total sample (n = 45):

e Mann-Whitney test

o Number of placement changes: England and Germany

o PSS lifetime: England and Germany

o PSS year: England and Germany

o PSS month: England and Germany

o Age of first suicidal thoughts: England and Germany

o Coronavirus pandemic impact: England and Germany
e Kruskal-Wallis test

o PSS scores (month, year, lifetime) and groups regarding siblings in care
e Post hoc Mann—Whitney test following Kruskal-Wallis test

o PSS scores: siblings in care at the same time and not in care
e Kendall’s 7 test

o PSS (month, year) and INQ factors
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o PSS (month, year) and INQ factors: country

o PSS (month, year) and future perspective: country

If one of the two responses was excluded (n = 44), the average number of care placement
changes decreased to 3.4, from previously 4.6 (see section 4.1), and for the English sample (n =
15), from 10.5 to 7.1 changes on average. While only two tests showed a change from a
previous significant (n = 45) to a non-significant result, all other tests showed a similar

significant result, as previously presented (see Appendix 15).

First, one significant difference between the samples appeared when the most recent, possibly
double-completed questionnaire was included but not the one from December, as the otherwise
significant correlation between PSS of last month and PB is no longer significant. This change
is related to a very time-sensitive question that is highly likely to vary within one case over a
specific time, even if a person completed the questionnaire twice. It is significant again when
both responses are deleted. Therefore, a significant correlation is rather likely between PB and

PSS scores of the last month.

Second, the p-value of the Mann—Whitney tests for the past year’s PSS between those whose
siblings were in care at the same time as themselves and those whose siblings lived with their
family while they were in care was slightly over the significant level (pg=44) =
0.053,p(n = 43y = 0.086) compared to the total samples of n =45 (p = 0.039). While the
year’s PSS then no longer showed a significant difference between these two groups, all other
group comparisons of the PSS of the last month and year still indicated the same result as with

the total samples of n = 45.

Due to some similarities but also variations and differences in the responses from these two
completed questionnaires, even differences in time-independent variables such as different ages
mentioned when the respondent(s) left care, it can be neither disproven nor confirmed whether
it was the same person, and hints of specific responses made this check indispensable. Due to
the verification of significant tests, the presented results above can be still counted as valid for

this study. Therefore, the following discussion refers to the initial total sample of n = 45.

4.7 Summary

The results from the survey indicate a variety of experiences of suicidal ideation among adults

with care experience. The occurrence of suicidal ideation across the sample varied dependent
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on the time scale. While most participants reported having had active suicidal thoughts at least
at one time in their life, fewer people described suicidal ideation more recently. First suicidal
ideation was reported on average in early adolescence. Also, the impact of the pandemic on the

attitude towards life and IPTS factors was explored.

While some differences were found between the group from England and Germany, such as the
number of placement changes, several similar trends were found between the two samples. For
instance, there was no significant difference found in the occurrence of suicidal ideation,

indicating a similar distribution of reported suicidal thoughts.

The hypothesis that a positive relationship between recent suicidal ideation and IPTS factors
would exist was partly confirmed. Other factors such as gender, sexuality, placement changes
or length of care did not show a significant correlation with suicidal ideation despite the
indication of previous research. However, other factors indicated significant differences, for
instance, whether a young person’s siblings were in care at the same time as they were or not.
If siblings were in care simultaneously to the respondents, they showed significantly less severe

suicidal ideation in adulthood than those whose siblings lived with their families.

In addition, participants reported on changes at the time of their first suicidal thoughts, including
reports of transitions, negatively experienced social relationships or traumatic experiences.
They perceived interpersonal critical or traumatic events and impacted social connection as the
most common causes of their suicidal ideation. Furthermore, the participants described factors
contributing to coping with suicidal thoughts, including access to structural support such as
mental health support and social resources. Moreover, the results indicate that while many
reported coping strategies and helpful resources, some might experience suicidal ideation rather
chronically or reoccurring. Finally, the participants reflected on the influence of their care
experience on their attitude towards life and how the care system could contribute to preventing

suicidal ideation for care-experienced young people.

Taken together, the results present a multi-faceted picture of the experience of suicidal ideation
among adults with care experience from England and Germany. The findings reflect the
complexity of this topic that would not allow a general, simple answer to the research questions

on the occurrence of and factors influencing suicidal ideation.
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5. FINDINGS FROM THE INTERVIEWS

This chapter presents the findings from the semi-structured qualitative interviews with 13 care-
experienced young adults. From the interviews, 61 codes were created, grouped into 10 themes
using the framework analysis to answer the research questions and explore factors influencing
suicidal ideation among care-experienced young adults in England and Germany. Each theme
is firstly defined before presenting the related central findings. Deviant cases, as well as
similarities and differences between each country-specific group, are highlighted. Since the
themes consist of multiple codes grouped, some of which appeared more dominant than others,
the length of the themes varies. At the end of this section, the interpretation of the findings
across themes and thematic interconnections within a socio-ecological framework are discussed
to provide a more comprehensive answer to the research questions about the occurrence and

influencing factors of suicidal ideation among people with care experience.

The 10 themes identified across the interview data are categorised into three socio-ecological
levels: individual, interpersonal and structural (see Figure 23). The individual level comprises
five themes focusing on internal emotional and cognitive experiences: suicidal ideation
experiences, self-perception, control, self-care and motivation. On the interpersonal level, three
themes cover relational factors separated into interpersonal critical or traumatic events, social
connection and communication. The structural level covers transitions between placements,
places, services and from care, and structural support reflecting on the accessibility and

organisational conditions of formal support.

Themes and levels overlap in multiple ways. At the end of this chapter, an example presents
the interconnections of themes across different levels as part of the further interpretation of the
findings from the interview data discussed in chapter 6. The current chapter aims to provide
insight into each theme and guide towards the further interpretation using a socio-ecological

perspective.
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Figure 23: Themes categorised into three overlapping socio-ecological levels: individual, interpersonal and structural.

5.1 Individual level

The individual level covers mainly person-focused cognitive and emotional experiences in the
context of suicidal ideation. This category includes aspects of the experience of suicidal ideation
itself and intrapersonal factors contributing to the development of and coping with suicidal
thoughts, including self-perception, control, motivation and self-care. While the focus is mainly
on the individual, some aspects have links to interpersonal and structural levels, which are

further discussed at the end of the chapter.

5.1.1 Suicidal ideation experiences

As a starting point in presenting the findings from the interview data, this chapter provides an
overview of experienced suicidal ideation and other related experiences gathered from the
interviews. This overview should help to better understand the range of experiences of suicidal

ideation reported by the participants. This theme consists of six identified codes:

e first suicidal ideation,
e active suicidal ideation,
e passive suicidal ideation,

e ambivalent attitude towards life and death,
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e self-harm, and

e suicidal ideation as continuous background noise.

The age at which the interview sample had first experienced suicidal thoughts ranged from 8
to 18. Seven out of 13 participants had their first suicidal thoughts between the ages of 11 and
13. As described below, these thoughts were not clinically assessed but individually reported
by each participant. One young woman from Germany mentioned developmental impacts on
mental health in relation to puberty as a triggering stage for developing suicidal ideation. In
both groups, from England and Germany, the time of initial suicidal thoughts varied, occurring
before entering the care system, during the time in the care system or after leaving care. Note,
however, that some of the participants from England entered the care system before the age of

eight.

Furthermore, the interviews clarified the difference between active and passive suicidal
ideation. In this context, it is essential to highlight the range of suicidal thoughts that were

reported. For instance, a young woman from England described her passive suicidal thoughts:

And I was having um like, like suicidal ideation, like kind of ‘Oh, it would be great if I
could just disappear’ [...]. It was on my mind a lot. (E1)

A young man from Germany described his experience of passive suicidal thoughts first

experienced while he was in residential care:

‘For me it’s easier when |'m not here.’ So not here from [the residential home], but
here, eh, on earth and [not?] underground [six feet under]. These (-) these thoughts
then came up at some point. They also started to creep up on me, um, and then (-) first
(-) I started to self-harm. Um, and only then did it develop, um, with the suicidal
thoughts too (-) but it was also very, very gradual. It didn’t happen all of a sudden, it

went on for weeks, maybe even a few months, until it manifested itself. (D4)

One participant from England described suicidal thoughts as two different types of thoughts.
One type of thought was described as an intrusive thought like a voice in her head, and the other
was called a “glide state” (E5), like a state of uncertainty, with blankness and feeling of loss of
control with the depression taking control. While she did not describe these two kinds as passive

or active suicidal thoughts, the various severity of these cognitions becomes apparent.

A distinction between passive and active suicidal thoughts is between feeling that life is not

worth living and having concrete plans to die by suicide, as described by the young woman
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(E4) in the following extract below. Just as she reported, several other participants reported
experiencing their first passive suicidal thoughts from a young age as the first suicidal
experience that developed further into active suicidal thoughts in later life.

Somewhere around 11 or 12, | started internalising everything [...] That was probably
atatime | was 11 or 12. [ was like have thoughts like ‘Oh, it must be my fault. Then it
must be my problem. [inaudible] must be terrible. I should just die.” Um, so I think, 11
or 12, probably 12. (.) Yeah. I think the first ones. (.) So, they were, | think (-) they
weren’t that serious to begin with [...] there were a lot of thoughts going through my
head [...] And then got to self-blame and lots of kind of ‘Maybe I should just (.) not be
here then.’ [...] And I think the older I got up more and more I stopped thinking it was
other people and more it was me. So, at the time 1 (-) I think, probably the first time |
had a serious blank | would have made a plan and I might do this, um, I was (-) probably
my first year at uni actually. It got just worse and whether the first time | had a plan
wouldn 't have been until I was (.) yeah, at uni. (E4)

She reflected on her experienced trajectory from passive to active suicidal thoughts over several
years. She mentioned particularly the time of transition from care to university and having
several problems coming up at once as triggering the change from previously passive to active

suicidal thoughts marked by starting to make suicidal plans at this point in time.

A young man from Germany reported one exceptional case about the distinction between active
and passive suicidal thoughts. He described that a drug overdose triggered his first severe active
suicidal thoughts in the year of leaving the care system, which continued to last beyond the
consumption of drugs. He reported having had less severe suicidal thoughts when he was
younger when he experienced some loss, such as breaking up with a partner. In addition, he
described the ambivalence between active suicidal thoughts as an escape from painful problems

and fear of taking this action.

Suicidal thoughts, you don 't look forward to it, it’s a reaction. Something that at least
caused me a lot of fear. | was (-) afraid of taking this way out. [...] it’s a way out,
because if you 're no longer alive, you no longer have any problems. So if you look at it
soberly. But then I’'m very (-) you want to live, and you 're very afraid of no longer (-)
being there, and then you lose what you have. (D3)

Several participants reported an ambivalence between suicidal and life-affirming thoughts

and behaviour. Concerning contact with professionals and professional assessments, the
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reported experience of ambivalence between life and death is essential to take into account.
This ambivalence includes the fear of death or planning one’s own future while simultaneously
having the wish to die by putting oneself into life-threatening situations. A young woman from
England described the challenge for professionals to deal with such ambivalent suicidal

behaviour as follows:

It was confusing because I've always had two sides to me. So, on one hand, ['ve always
been very kind of enthusiastic and very determined in terms of like my career and my
education and all those things | wanna do. But on the other hand, like I'm looking at
university courses I wanna do but I'm doing it whilst I've (-) I've not taken my insulin
and I'm really high and I know I'm going to, you know, end up in hospital in (<) in like
this evening or something. So, it’s just like I'm on my way to hospital looking at
university courses, but like if I'm going to hospital ‘cause I didn’t take my insulin. So, |
had this like whole destructive side and like suicidal side that | was planning my future
at the same time. So, it was just (.) a really weird kinda dynamic that | had in my head,
which was really confusing to the professionals as well because I'd be in hospital talking
to them about the courses | have applied to and the work experience | want to do but,
you know, I'm sitting there because I did that to myself and I'm putting myself'in danger,
and I'm jeopardising all the things that I'm planning by not, you know, taking my insulin

or putting myself into dangerous situations. (E7)

As part of the suicidal experience or as a coping strategy, several participants from both
countries reported self-harm, varying from cutting to misuse of medication, as described above.
Some young adults from Germany reported starting with self-harming practices before having
had suicidal thoughts. For instance, one young woman from Germany described that residential
care workers ignored her self-harming practices while she was in care. She did not have suicidal
ideation at that time. However, suicidal thoughts occurred first when she moved out to live

alone in a supported flat by the same care provider, where she then attempted suicide.

| also remember exactly when | hurt myself for the first time. It was on [date]. It was
because | couldn’t cope with this emotional inner pressure, and | had to relieve it
somehow /.../ And not deep or anything, but it was (-) it just hurt and it was good for
me in that moment. [...] 1 hid it all the time, somehow for a month, but | did it over and
over again. And at some point it came out and the care workers said that | was only
doing it to get attention. So. At that time | thought, ‘Well, no. Are you just stupid?’and

today | think that of course it was a cry for help, but you just didn't react the way |
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wanted. /... I don’t think I'll ever forget that [...] and then this ‘Yeah, you’re just
looking for attention. [...] you're not really feeling that bad. You just want to get
noticed.’ [...] I had a really bad low and hurt my leg at some point. [...] And then |
really got down with my freshly injured leg and of course | saw the care workers looking
at me, and they just didn't react at all. They just sat in their seats and let me do my
thing. (D6)

Her reflection on this situation shows disappointment in the care workers’ ignorance of her self-
harming behaviour and mental well-being. She reflected that her self-harming behaviour had
two functions: one was a coping strategy, and the other was a cry for help, help that she did not

receive from the residential care workers.

Some young people might have developed a cognitive protection mechanism restricting their
ability to discuss their suicidal ideation and underlying causes. One interviewed person
described having experienced depression since being a small child. However, she also
mentioned that it was difficult to recall the triggers and causes of her first suicidal thoughts as

her brain would try to protect her from those memories.

It also appeared that some experienced suicidal ideation as something chronic as a so-called
‘constant “background noise” (E5) with active suicidal thoughts “pop [up]” (ES5)
occasionally, as described by a young woman from England. Additionally, further participants
reported having such thoughts regularly or being always there hidden in the background until
the people received psychotherapeutic treatment and finally coped with the triggering
experiences they had undergone. One young woman from Germany described her acceptance

of chronic depressive and suicidal experiences as follows:

Of course, there are still dark days when, for example, I harm myself or something,
which hasn't been the case for a long time (knocks on the table). Um. But it’s just (-) it’s
really been reduced. And I think it also has a lot to do with acceptance, simply
understanding that this will accompany me throughout my life and that there will always

be one or two dark days a year. (D6)

There are many similarities between the reports from both countries that covered both self-harm
experiences, continuous suicidal ideation as background noise, and the difference between
passive and active suicidal thoughts. In addition, the ambivalent attitudes between the wish to
die and to live were discussed in both groups, which participants considered as posing

challenges for professionals to deal with the young person’s suicidal state. Both groups reported
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a range of ages when participants experienced suicidal thoughts for the first time. To
summarize, the experience of suicidal ideation is diverse, with overall similarities between

reports from the two countries.

5.1.2 Self-perception

Another theme that emerged from the interview data was ‘self-perception’. Participants
reported that they considered their perception of themselves to influence either the development
of suicidal ideation or coping with it. This theme consists of one deductively informed
theoretical construct of the interpersonal-psychological theory of suicide (IPTS) perceived

burdensomeness’ and the following further identified related codes:

e letting others down,
e self-worth and self-esteem,
e self-blame and reproaches, and

e identity and self-image.

Based on the theoretical origin of IPTS, perceived burdensomeness connects the individual to
the interpersonal level. However, the code was grouped within this theme because perceived
burdensomeness appeared to be more strongly linked to self-blame and self-esteem, as

described below.

The IPTS construct of perceived burdensomeness was inter alia found in a report by one
young adult from England who described the impact of this factor as the crucial point at which
suicidal ideation becomes life-threatening. She explained from her experience that active
suicidal thoughts become most dangerous when a person starts believing that their death would

be better for anybody else.

That’s the (.) one that causes the people to attempt suicide because (.) it’s (-) it’s
(breathing out) it’s impregnably (pause) destructive would be my best description. It
basically just removes all reason, all love, it (-) it makes you believe what you 're doing

is the right thing, What you re doing is better for anybody else. (E5)

A self-perception of being a burden links both the intra- and interpersonal levels. Several
participants from the German group reported further links to this factor. Some described that

they did not want to become a burden to others by causing them to worry, so they distanced
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themselves and would not talk about their situation. A young woman from Germany discussed

the link between the feeling of being a burden and suicidal thoughts as follows:

D6: It’s a very long process, it’s also connected to my childhood, because I quickly get

this feeling that 1’'m a burden to others. [...] And then I interpret too much into it. [...]

Interviewer: You just said that you had this feeling early on that you could be a burden
to others. How (-) does this thought play a role, if it is somehow connected to your

suicidal thoughts, is there any connection that you see?

D6: Yes, such elements are of course very conducive to such thoughts. Yes. (..) So, it
was also back then when | had this (-) Well, there were a total of 3 suicide attempts, and
the last one was just the most blatant. [...] And it was also this: I can 't confide in anyone
because I’'m a burden, no one understands me and I’'m actually just a big burden for

everyone and they would all be much better off if they didn 't have me.

Others mentioned this feeling of being a burden when getting rejected by others. One person
described a vicious circle of suicidal ideation, as such thoughts were triggered by the feeling of
being a burden to his parents by causing worries because he needed psychiatric inpatient

treatment due to being suicidal.

Then | didn't really want to go there [psychiatry] again, only at the insistence of my
parents did I go there again and | definitely had a lot of suicidal thoughts because | was

there and had the feeling that my parents felt very bad and that | felt very bad. (D5)

Related to this was the report of a young adult who developed suicidal thoughts when he felt
like a failure and let others down, particularly beloved people such as family and friends, which
also linked to low self-worth that contributed to suicidal ideation. The perception of letting
others down appears closely related to perceived burdensomeness and self-blame and affecting

or possibly mirroring a person’s self-worth.

Topics such as low self-esteem, self-hatred, feeling of being unwanted, the unfulfilled longing
for unconditional love and self-doubts linked to suicidal ideation were mentioned across the
whole English sample and several from their German counterpart. One person mentioned that
the many changes in foster carers (as she lived with eight foster families) made her question

whether she was not loveable or worth the love:

And [in] terms of like the suicidal ideation and stuff, I think, you know, the fact that (.)

| had lots of different social workers and | was going from one, you know, even before
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turning 18 going from one foster carer to another foster carer to another foster carer
it’s just like (.) especially when I had to go back home because the foster carers weren’t
very nice to me. It just felt like ‘OK, well, my mum can’t look after me because she has
mental health issues but like you're being paid to look after me. You're being paid to
try and support me or try and provide me with some sort of love but you re not able to
do it’ either so if this is just continuously happening at some point you're going to be
like, OK, maybe I'm just not worth the love. Or maybe I'm just not lovable in any sort

of sense. (E7)

Contrary to this, the opposite strategies of actively practising self-love, strengthening self-
esteem, and feeling that others appreciate and believe in this person were examples of resources
and coping strategies to deal with suicidal ideation. Examples from two young women from
England stated their positive self-perception as relevant resources to cope with suicidal ideation

as follows:

| felt like, um-m-m, when | started to feel better, | felt like I was someone that people
could want to be around. Again. I felt like I lost that for a long time and | by that | never
had that. (E1)

I wanted to feel unconditionally loved. Um. And now that’s actually a funny one [...]
because I at the time I didn 't realise | wanted unconditional love but actually now later
in life I've realised | find that unconditional love within myself. I don’t need someone
to love me unconditionally when I do that myself. And I think that’s just part of like
mindset change and stuff like that as well. (E6)

One young adult from England reported that a buffer protecting her mental health from
deterioration was praising and appreciating behaviour by her foster carer that contributed to her
self-perception as a contrast to the emotional abuse she had experienced previously. However,
when this support went away with the transition to university, and she struggled to connect with

people to find new friends, active suicidal thoughts were triggered.

My mental health got worse and worse and worse until | was 15, 16. And then | moved
into my new placement and she [foster carer] was just (-) | mean there were lots of
things wrong with that placement, there were lots of things really, really good about it.
And one thing that was really good about [name of carer] which is the woman who was
taking care of me (-) um, she was just showering me in compliments all the time. [...]

She was just nice to me. She gave me a boost all the time. She told me that | was a nice
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person and that | was pretty and just said nice things to me. And | suppose that was so
contrary to everything that I‘ve been exposed to before that that (-) I mean, it didn’t
always go in and it probably didn’t change the way I thought about myself but it was a
buffer (.) that made me kind of feel better in a day-to-day. (E4)

Another identified factor contributing to the development of suicidal ideation was self-blame.
Particularly, those who had experienced abuse blamed themselves for the abuse or for not
talking about it. As one young adult from England reported, self-blame for being in care may
be common across the care-experienced population. The person highlighted a need to actively
tackle this self-blame experience among care-experienced people. Here, the person called for
active engagement with foster children, telling them that they were not to blame and that it was

not their fault for being in care.

This abandonment from being taken from their primary caregiver from an early age it
causes them to make a connection of it’s their fault, and then they carry that into
adulthood because nobody has told [them?] that it’s not their fault because nobody
assumes that this child is blaming themselves for the issue because there was no /...J
way their fault. (E5)

Another aspect influencing suicidal ideation seemed to be identity and self-image. For
instance, one young adult who had been abused sexually reported experiencing a negative self-
image and body image after the abuse contributing to the development of depression and further
suicidal ideation. Participants who entered higher education reported an identity only based on
academic success. They reported that the difficulties experienced in their academic education
when their expectations of academic success were not met shook up their self-image, which
further affected their mental health and triggered suicidal episodes. One participant from
England recommended actively implementing identity-building activities for children in care
by helping them identify hobbies, widening their interests and contributing to positive
experiences. She hoped that this would prevent young people in care from only identifying with

their academic success.

The biggest thing was, um, growing up in care, it was so much pressure like because
my school knew | was clever, like 1 mean | worked hard, | could perform well
academically. [...] So, I got to university. It was like (-) it was like working your whole
life for something and then it happened. And it’s just there. And it was like, now what?
[...] Or (-) kind of [course subject] wasn’t working out and it was just like all those

expectations had been absolutely crushed and I was like ‘Oh, my gosh, what am [
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doing?’ It was, yeah (-) I didn’t really know myself. I feel like that is a lot of the issue
with my mental health and with support with foster children is that in schools and with

the support, they could have done a lot more identity-building. (E1)

Another participant reported a similar experience of how academic expectations shaped her
self-image. She highlighted that not fulfilling her self-image and expectations on how she
viewed herself triggered active suicidal thoughts with a concrete suicide plan during her time

at university:

Somewhere in there, my identity flipped, and I got really obsessed with, um, not being
the thing that I ever [...] really thought | was and instead being this person who was
brilliant at academia and really, really good at [art form]. [...] I got already really
obsessed with this image of being very, very brilliant [...] Because, in the end, | just fell
down and couldn’t cope. Um. And then, that was the point that probably when it [got]
worst and that was the first time that | (.) probably really seriously making plans like |

had a proper (-) | knew where | was going to do it. (E4)

A further aspect of identity that contributed to the development of suicidal ideation for one
person was the reflection of gender identity during adolescence. The person indicated the
challenge of accepting her transgender female identity in addition to previously experienced

events.

That’s probably because, on a certain level, | always hated myself. Um, and as said was
the, um, the events that trying to describe transpired even to cause the (pause) suicide
attempt even where also in direct correlation with me, my ability to accept who | was.
(ES)

The young woman reflected on how her self-image and identity were linked to her suicidal
experiences. As described above, the disruption of a care-experienced young person’s identity
was identified as a reoccurring link to suicidal experiences across some of the participants’

reports.

Overall, similarities between the English and German samples were mainly found in the reports
of self-blame concerning their experienced abuse contributing to the development of suicidal
ideation. Furthermore, the importance of self-love and self-acceptance as coping strategies
against suicidal ideation appeared in reports from both countries, which was the counterpart to
negatively impacted self-esteem and self-worth, contributing to the development of suicidal

experiences.
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Perceived burdensomeness was more often but not solely a topic in the German sample, while
‘identity and self-image’, particularly a care identity, for example, related to academic pressure
but also self-blame, were mainly mentioned by English participants. As one participant
reflected, the care experience may trigger self-blame among children in care, which further
contributes to low mental health and poses a risk of developing suicidal ideation. Two
participants with a background in higher education from England described having an identity
focused heavily on academic success, sometimes attempting to tackle a negative stigma of care
experience. As discussed further in the next section, in cases where their educational
expectations and, thus, self-image were not fulfilled, their risk for suicidal episodes seemed to

increase.

5.1.3 Control

Another theme that emerged from the data was ‘control’. This theme included the following

three codes:

e (loss of) control,
e Dbeing overwhelmed, and

e emotional and psychological pressure.

For some participants, control or loss of control due to psychological pressure or overwhelming
experiences contributed to the occurrence of suicidal thoughts. Hence, these three codes are

closely linked with one another.

Some participants mentioned the feeling of lost control when being suicidal. One participant

from England described active suicidal thoughts as follows:

All I really know about the situation (.) is this (-) is just blankness and a feeling of loss
of control that and [inaudible] fear that’s whilst at place, um, I assume that’s how I (-)
how | (-) how my brain felt when it was being in this view glide state, but (.) I don’t

actually remember any of that. (E5)

Some reported attempts to gain control over a situation or emotions linked to low mental health
or suicidal thoughts. For instance, one participant from England reported the ambivalence
between fear of death and her wish to die, which was also reported by other young adults (see
section 5.1.1). She described that the fear of death was so consuming that, at one point, she tried

to tackle this fear by taking control over the time when she would die.
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It was a paradox because | was scared of death, but I didn’t really want to be alive. But
then my brain was almost like | can take control of this by choosing when | die. Um,
amid the circumstances | was in. So, very strange. (E1)

Some care-experienced young adults from Germany reported similar experiences related to this
theme. One young man described his suicidal thoughts as taking control by escaping painful

situations, mainly caused by pressuring himself to hide problems from his family:

These suicidal thoughts as a way out of a stupid situation, um, or when a stupid situation
kept coming up. (D3)

However, some from England also referred to their care experience itself, as they mentioned
that young people in care or care leavers often do not feel that they have control over their
support and decisions about their lives. For example, as discussed further in sections 5.2.2 and
5.3.1-2, care leavers are often not involved in decisions about when their support ceases. As a
woman from England reported, very abruptly closing of cases that happened may result in the
young person feeling a loss of control and could increase the risk of suicide if a young person
already felt suicidal beforehand.

Many reported that suicidal thoughts were caused not only by one factor or experience but also
by multiple problems mounting up, resulting in feeling overwhelmed. A young man from
Germany described the influence of multiple factors contributing to psychological pressure due

to self-doubts that pushed the desire to become better and resulted in his suicidal thoughts:

Because I often got into these problems or thought cycles: ‘Nobody wants me. I'm just
not good enough. I have to be better.” And then I built up pressure on myself and this
pressure became too much for me. And then came these thoughts of suicide. But | could
never pinpoint the crux of the matter, it didn’t really exist for me. There were many,

many factors, but they all hit me in a very short period of time. (D4)

Further aspects of control were related to psychological pressure, particularly mentioned by
those who entered higher education. This pressure was related to academic pressure to tackle a
negative stereotype of care or hide their care background in their new environment. As
described in the previous section about ‘identity and self-image,” one young woman from
England reported too much pressure to succeed academically and in her career, leading to an

emotional breakdown and active suicidal ideation.

So, when 1 got to third year [at university] | basically I just went too far like I took on

too much work. I (-) I had to (-) | was doing far too much, and | put a load of pressure
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on myself. /...] I was going to run a business. I started running a business whilst doing
my degree. And | was just (-) I was just doing far too much. [...] I got already really
obsessed with this image of being very, very brilliant. To my detriment because in the
end, I just fell down and couldn’t cope. (E4)

In comparison, contrasts between the two groups appeared to be mainly concerning academic
pressure experienced by care-experienced young adults in England, which may also be related
to the characteristics of the samples. However, hiding problems or their care background
causing psychological pressure and further contributing the suicidal ideation were reported
from a few participants from both groups. Based on reports from both groups, suicidal thoughts
might also be understood as regaining control over an apparently problematic, hopeless

situation as a sort of escape.

In conclusion, loss of control and feeling overwhelmed are relevant aspects influencing suicidal
ideation. As described above, multiple factors may accumulate, contributing to psychological

pressure and limited control and further the risk of developing suicidal ideations.

5.1.4 Motivation

The theme ‘motivation’ plays an important role in examining factors influencing suicidal
ideation among care-experienced young people. It covers all aspects related to internal
motivational factors triggering suicidal ideation and contributing to starting coping and

‘healing’. This theme contains the following codes:

e future perspective and hope,

e achievements and development,

e goals and actions for reaching goals,
e rewards and purpose,

e intrinsic motivation, and

e mentors and role models.

Interviewed care-experienced adults reported multiple aspects influencing their motivation to
cope with suicidal thoughts. Hopelessness and a lack of positive future perspective with no
hope for getting better were identified as elements of suicidal ideation. In contrast, one woman
also spoke of fears about the future and actively avoided thinking about the future as a coping
strategy by only focusing on her present. However, this delayed future planning until her mid-
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20s as thoughts about the future negatively affected her mental health. In comparison, hope and
optimism for getting better in the future, for example, based on religious faith and actively
reassuring yourself that the current mental health state is only temporary, were seen as
important factors influencing coping. As the following quote by a young woman from England

shows, the perception of time as a constant or changing state influences suicidal ideation.

And, | hope for the future. | think, hope for the future makes an enormous difference
even if you re struggling at the time to know that you can put a lot of work and it will
be hard but eventually you get to a point where things are OK because you have done
that work. That (-) That makes an enormous difference. It’s just knowing that it will get
better. And I think when you re in the depth of feeling suicidal one of the hardest things
is being able to see the woods through the trees. Like you, you know, you can cope with
being suicidal today if you know that in five years time your mental health with probably
been improved and your life will be better. But at the time you just feel like ev(-) there’s
no way anything will ever get any better and the only way out is this. (E4)

As she referred to suicidal thoughts as “not being able to see the woods through the trees”, she
indicated that suicidal people struggle to see or develop a future perspective. In contrast, a
positive future perspective, including the assurance that the emotional pain would be temporary,

was identified as a relevant resource to counteract suicidal thoughts.

Participants from Germany reported similar impressions on the role of future perspectives.
While one young woman also mentioned that a positive future perspective was an essential
resource of motivation for her to cope nurtured from positive memories and experiences in the
past, she highlighted that it needs to be realistic. The realism in the future perspective was
critical for her motivation to know that times of low mental health and suicidal thoughts might
also occur in the future. However, with her effort to cope, she hoped to be rewarded with more

positive than negative experiences in the future.

In addition, the active reflection on one’s achievements, such as academic and positive
developments, helped several young adults to be able to see further positive developments and
reach their goals in the future. Appreciating one’s achievements contributes to higher life
satisfaction. Hence, reaching one’s goals and collecting accomplishments in life were

considered a major coping strategy, as the following quotes indicate:

Gratitude plays a big part of my life. Just a pre-shading how far I've already come, um,

and all the things I've achieved, everything I have now is everything I actually dreamed
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of 5, 6 years ago when | was feeling really suicidal. And | used to cry myself to sleep
because my life was actually that bad. These are all the amazing things that I (-) | wished
and hoped for and | managed to get them now. Of course, I still want to go a lot further
and a lot higher and, you know, keep striving (.) but always take a moment to sit back

and appreciate everything I've been able to achieve. (E6)

So, | think the social circle that I have now has impacted me very, very positively just
because if | have a really bad day [...] they are able to sit me down and remind me that
actually you've come all this way and the work you're doing now, this is the sort of

impact | have on the young people, the next generation, etc. (E7)

Achieving the strengths to cope with trauma and suicidal ideation and realising positive
development despite negative past experiences was mentioned as a personal resource for coping
by participants from Germany as well. Even small achievements in daily life, such as taking
care of bills and appointments, were seen as a success and positively influenced young people’s
mental health. Purposeful tasks such as taking care of a pet could be identified as a resource for
life satisfaction. One young woman reflected on how her keyworker in residential care helped
her see her achievements and coping with suicidal thoughts:

[My keyworker] was able to strengthen me in that way. She also showed me the positive
side of life. She just brings up the good things. What | did well and everything. What
| 've already achieved in my life and that it would be too bad to just throw it all away.
(D1)

In addition, the importance of professionals in the care system being confident in dealing with
problems and contributing to developing the self-confidence that a young person can achieve
positive outcomes even in challenging situations was reflected by one young man from

Germany:

And | think it’s much less likely to happen again in the future, whether it’s suicidal
thoughts and so on and so forth, if you, um, know that you’re somehow protected
through this crisis situation as a young person and that there’s, um, a plan B for that as
well. (D5)

Developing goals to motivate oneself can also contribute to successful care outcomes and
coping with suicidal thoughts. Important are realistic, reachable goals for a young person. This
resource would require the young person to have the motivation to work on reaching their goals

and take active steps to achieve better outcomes. Implementing active changes and taking even
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small steps were important when developing the intrinsic motivation to cope with suicidal
ideation. Participants reported having developed a reflection on their individual state and the
wish to change for the better at one point. This development often related to the understanding

that it is about their actions to implement changes, as shown in the quotes below:

| was (-) didn’t want to end my life, myself. I kept thinking about it. But then I thought
like ‘na’ like, um, one day (.) one day I look myself in the mirror and kind of tweaked in
my head that I didn’t want to be like that anymore. That’s what I brought myself out.
[...] But I kind of looked myself in the mirror and just decided there and then I don’t
want to be like this anymore. And | started to get better. [...] So, | started doing little
things that would make my mood a little bit better but ultimately it was kind of just

looking at myself in the mirror. I am just going like ‘Na. This isn’t for me anymore.’

(E2)

When | kind of got myself into a calmer place mentally where I didn’t actively want to
kill myself that’s when I started to think logically and that’s when [ decided to make the

decision [ felt like if anyone is gonna fix this it’s would be me. (E6)

This intrinsic motivation to change their current mental state appeared to be a crucial turning
point to start coping with suicidal ideation. As described in the quotes above, the time point of
when a suicidal young person may develop this motivation may not be possible to predict nor
directly influenced by other factors.

However, for some, realising that they were not alone with their problems — as others
experienced similar issues — motivated them to improve their situation actively. Their actions
following the developed intrinsic motivation included introducing changes to their current life,
such as getting out of their room, meeting with others, changing a course at university that the

person struggled with, and actively seeking professional help.

The motivation to act against suicidal thoughts appeared to fluctuate and was difficult if active
suicidal thoughts occurred again. Some reported having developed an internal cognitive
conversation to motivate themselves to stay alive for a bit longer, even just another day
(discussed further in section 5.1.5). When having this inner motivational talk, some reminded
themselves of their achievements. Coping for those other than for yourself was also mentioned

as a helpful thought to motivate yourself against suicidal ideation.

Every time /.../ 1 would get stuck in some kind of suicidal thought cycle, | would just
kind of tell myself over and over again that like, you know, just because maybe things
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aren’t that bad as they seem right now which are probably not because your mind is
doing weird things but let’s say they are like it won 't be as bad forever and if you leave
now you won’t know what it might be later. It might be really good. You might just have
to hang around and walk through some stuff to get there. But like you should stay. (E4)

For example, just having little things like saying ‘OK, well, you know, my therapist
wants me to live, so I'm gonna try and stay. Or, you know, my mum needs me here, so
L'l try and stay. Or now I’ve got a cat in the house it’s just like let me stay until | have
to feed her tomorrow. Let me stay until my shampoo bottle runs out.” And just finding
little things like that rather than it needing to be ‘I love myself and I love life and it’s
worth staying and that’s why stay.’ I think it’s just doing it for other reasons, external
reasons, until you get to a point where you feel like ‘OK, | want to stay for me and |

don’t want to engage in those behaviours for me. (E7)

One participant also highlighted that sometimes a person would need a meaningful reason of
why their life is important to them and others to convince themselves against suicide as a

solution, hence, motivating oneself to cope in the moment:

You just find a way to remind yourself that your life is important to something, whether

it’s to you, to somebody else. (E5)

A purpose in life, such as having a meaningful, satisfying job, was mentioned as an important
resource for life satisfaction and motivation for coping. In addition, responsibilities in daily life,
such as looking after a pet, could contribute to life satisfaction. Several participants mentioned
that they actively used their care experience to help others, for instance, by choosing a specific
type of work, and realised that their voices matter to improve (leaving) care practice. For
example, one interviewed young woman was involved in participation programmes to help
develop and improve the service provision for young people in care and care leavers in their
local authority. The following quotes by two participants reflect the positive impact their

commitment to their work can have on their attitudes towards life and career perspectives:

| think mostly because even before my job, I've been doing a lot of volunteering for
social services then, um, trying to help kinda all the other kinda care leavers. And, um,
| think being able to go to trainings for social workers and going to trainings to train
foster carers and being able to go to those things and speak about my experiences /.../

And you know, seeing people starting to understand what these things mean [...]. So, 1
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feel quite lucky that I've been able to turn things around in that sort of sense, and that’s

really (.) changed my attitude towards life. (E7)

And the career path I chose, that | want to become an educator, is also because | can
help other young people in this situation. [...] Be it with suicidal thoughts or feeling
overwhelmed. [ ...] I think that if I hadn 't experienced all that, um, | wouldn 't be able to

live out my career aspirations the way | do now. (D3)

As mentioned by one person,