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Introduction
The research question which will be addressed by this literature review is “What evidence does previous research present about the impact of stigma around suicide on families and the wider community?”

This will be achieved by reviewing research literature relating to the stigma attached to suicide showing how society’s view of suicide has negative connotations for the individual, families and the wider community. This review will provide information how future research can inform and educate counsellors and psychotherapists. Suicide is a serious issue affecting not only the person who dies, but those closest to them, families, community groups and wider society. Linde et al. (2017) estimate that for every person who takes their life, on average six people experience intense grief. In 2019, statistics showed 6,859 suicides in the UK and Republic of Ireland (The Samaritans, 2019), which means it is estimated that 41,154 people were affected. Despite the level of suicide and public health concerns, stigma continues to inflict significant impact on the experience of survivors, including help seeking, mental/physical health and risk of suicidal thoughts and action. This literature review focuses on research undertaken by previous literature reviews, 3 experts in the field (Alexandra L. Pitman, Anneli Silven Hagstrom and Patrick W. Corrigan) and other authors of interest to consider developments in the understanding of stigma towards suicide. Using search engines/databases including EBSCO Host, Academic Search Premier, Medline, Proquest Central and Psych ARTICLES, numerous peer reviewed articles were identified and from these a selection was deemed more appropriate to review as part of this literature review.   This review focuses on the Social Constructivism (SC) approach, considering how attitudes and behaviours towards people who have taken their lives and suicide survivors is given meaning and what meaning it is given.

Critique of the literature
Impact of suicide on the bereavement process and wider social stigma has been of interest for many years within the counselling profession and the field of academic research. Similarly, the act of suicide is considered important enough to warrant being described in documents reaching back to Greco-Roman, Far Eastern and other early cultures (Cvinar, 2005). These documents record many of the changing social attitudes around and towards suicide over time as well as the impact on people bereaved by suicide. They include descriptions of suicide as politically expedient or an act to benefit society (Toynbee 1968; Cvinar, 2005).  Nathan and Nathan (2019) explain how in Ancient Rome men had a right to dispose of their own life, while Tait and Carpenter (2016) showed that Vikings held it as one of the noblest of deaths.  Early Christians used it to reach Heaven when social circumstances were intolerable due to oppression. During the early Middle Ages, social attitude to suicide changed as a response to mass frenzied suicide by sects (e.g. the Donatists) and repressive attitudes/behaviours were instigated by the Church. These included physical mutilation of bodies to prevent the person’s spirit disturbing the community, confiscation of property and ostracization of relatives. These actions left minimal bodily remains for burial preventing closure for surviving relatives and left survivors homeless and destitute without the support of a social group to depend on for survival in the conditions of the time (Dunne, et al, 1987; Minois, 1998 and Cvinar, 2005). Like many Christian/western cultures, in Sweden suicide was perceived socially as a sin against God and social community responses went wider than just against the individual and their immediate family. Silvén Hagstrӧm (2016) noted that in the latter Middle Ages this attitude towards suicide across Western Europe became an offence against the state as well as against God, embodying the concept in both religious and secular social organisation.

More recently, attitudes have changed comparatively rapidly.  In the 18th and 19th century the social, legal and religious punishment towards survivors started to reduce as did confiscation of property and social isolation (Cvinar, 2005).  In the 20th century, suicide was decriminalised under the Suicide Act 1961 (The National Archives, 1961) and survivors of suicide started to be perceived as people with special requirements and needs (Dunne, et al., 1987). Despite these mainly positive changes, social attitudes towards suicide and bereaved survivors continues to lag (Cvinar, 2005). Tait and Carpenter (2016) show that only 150 years ago, coroner burial instructions for suicides were a stake through the heart and to be buried at a road junction so beggars could spit on their grave.  Survivors still experience external stigma involving the negative reactions of others or their own internal emotional and psychological responses to the experience, such as shame and guilt (Dunn & Morrish-Videners, 1987; Ness & Pfeffer, 1990; Baddeley & Singer, 2009; Maple, et al., 2010 and Shields, et al., 2017)

Silvén Hagstrӧm (2017) recognises the continuation of experienced stigma and provides a complicated picture in which unconscious individual and social stigma seeks confirmation from new directions. Psychology can focus on normal/abnormal behaviours, leaving survivors feeling their loved ones were abnormal and unable to make a choice to live or that they failed in their relationship and were unable to save them. Similarly, wider social concerns meant it has become a public health issue where the emphasis is one of self-responsibility for our own health and life. This has been described as the new morality (Peterson & Lupton, 2000) in which suicide is still portrayed as failure. Public health discourse is usually focussed around the collection of statistics and can translate these into ‘costs’ to society. Kennelly (2007) estimated the cost of suicide in Ireland during 2001/02 as €1,741 million. The statistics are used to ‘justify’ the health education and promotion on a purely financial basis. This development could be interpreted as a further change in the main power focus of social organisation and its relationship towards suicide, from religious, to secular state, to financial market orientated societies.

Social Constructivism (SC) considers how human beings create meaning through social interactions rather than as individuals (Cottone, 2007). Although there are facts, the meanings imposed on that fact will be constructed by individuals agreeing on a social consensus. SC considers the meanings given to human actions. Behaviours and thought processes are also constructed through the same process; what we think we know is underpinned by the language and traditions of the culture we grow up in, our social relationships. In terms of suicide and stigma, historical changes in behaviours and attitudes towards suicide could be considered within SC as evidence of the change in social consensus as noted above from religious, to secular, to financial. 

Cvinar (2005) provides a brief history of stigma towards suicide and noted that centuries of stigma had not yet been relieved. Cvinar comments on the literary criticism that few studies had been undertaken to provide a coherent theory for supporting the suicidal bereavement processes. She noted research evidence that bereavement by suicide is different to other bereavements due to the forms and impact of stigma on survivors. Themes of isolation, shame, guilt and blame evidence the action of internal/external stigma. Individually suicide survivors were seen to struggle more with a search for meaning and sometimes re-rooted themselves to new areas in efforts to conceal the event and minimise experiences of stigma. Even within supportive family groups, discussing stigma being felt by all was avoided.  Cvinar also presented contrasting evidence that there are more similarities in bereavement through other forms of sudden death than differences and in some studies no differences were evidenced. She notes the research reviewed was limited in statistical power and the issue of stigma was likely to prevent suicide survivors participating in research. A lack of analysis of the meaning of bereavement following suicide was also considered a contributing factor. Research raised the question whether educating society or treating the survivor was the correct approach.
 
Sudak et al. (2008) considered suicide and stigma from the perspectives of a psychiatrist, experienced therapist and lay person running suicide survivors support groups. They consider the importance of reducing stigma in mental health and include the concern that the de-stigmatisation of suicide could normalise and make suicide appear a normal behaviour. They include many of the issues already identified, including guilt, internal and external stigma as well as considering disenfranchised grief for those whose loss is not considered socially relevant, such as divorcees and therapists. The authors note the lack of evidenced based research in relation to the differences between bereavement through suicide and other forms.

Hanschmidt et al. (2016) refer to American research that indicates 18 individuals are impacted by every suicide, significantly multiplying the numbers being affected. Their review reiterates many of the same issues of experience of stigma.  Hanschmidt et al. also commented on the paucity of research into the manifestation of stigma and the importance of separating out other grief reactions from stigma due to the complex relationship between individual emotions and social processes.

Linde et al. (2017) raised concerns that the methodological quality in their review was on average low. The authors note many of the same issues around the difficulties and stigma relating to suicide and that people who have found the bodies of their loved ones find the experience impedes their grieving process. People bereaved by suicide are more likely to experience complicated grief and its inclusion in the DSM V (American Psychiatric Association, 2013) under the section for conditions needing further research reinforces the need to develop our understanding. Although complicated grief can develop from other types of bereavement, those surviving suicide are at higher risk of ending their own lives.

Shields et al. (2017) focussed on 11 qualitative studies in response to concerns that experiences are poorly comprehended through quantitative methodology due to the possibility that statistical approaches may not identify some of the thematic experiences of grief following suicide. They identify that bereaved people struggle with emotional pain, changing identity, finding new goals/meaning and maintaining a continuing bond with the deceased. It also evidences the possibility that the estimate of six people experiencing intense grief for every suicide is likely to be much higher with friends and the wider community also affected.  Qualitative approaches may ascertain if suicide survivors feel that only others with the same experience are able to understand them with implications for support groups and other therapeutic interventions.  Shields et al. (2017) identified that trying to come to terms with the event was likely to challenge individuals’ sense of their loved one, themselves and the world. Making meaning of the event includes making meaning of the decision to die, which helped survivors create space for positive memories and bonds. It raises questions of their own mortality and can help survivors develop positive attitudes to themselves and others. The SC viewpoint is touched on when it considers the importance of research into the social support through the journey of meaning making and how the wider perceptions of society may create barriers to interaction, support and service provision.

Pitman and Osborn (2011) produced an editorial on cross-cultural attitudes to help seeking for suicidal people. Although stigma was identified by 7% of respondents, the most prevalent experiences were low self-perceived need followed by lack of trust in treatment efficacy. Despite the statistic, stigma was a significant barrier to help seeking in a survey of many countries, overlapping with the stigma towards mental health. Three medical assumptions were challenged in the research; that clinical sub-groups respond the same to available treatments, that medically managing evidenced need is best undertaken in health settings and that determination of clinical need identifies all need for support. The research identified reliance on self and informal care to meet a key percentage of healthcare needs in all societies, as well as policy maker concerns about the lack of auditability from this informal care support. The level of previous negative experiences of involvement with formal services created a barrier to help seeking and evidence from limited studies was difficult to generalise. The disparity between the ability of high-income countries against lower and middle-income countries to provide a western level of services was highlighted. These factors tended to make service ‘customers’ in all countries look for help outside mainstream services for different reasons, creating the necessity to understand what help people are looking for as part of creating suicide services that best support people. Responding to this dilemma may include better ‘marketing’ of mainstream services or supplying more ‘resources’ to the other settings. Pittman and Osborn (2011) comment on the tension between clarifying ‘consumer’ preference and providing ‘cost effectiveness’ (Kennelly, 2007) in areas where research into support has yet to take place, such as informal settings and traditional healers.  

Pitman et al. (2016) researched suicide stigma with 3432 adult participants. They identified that stigma can be distressing, limits support availability, limits help seeking and is linked to risks for suicide completion including hopelessness and isolation. They set out to identify if stigma by suicide is higher than for other deaths and clarified that stigma can be personal, public, perceived and self-directed. Personal and public stigma is directed towards individuals by individuals/groups who exhibit stereotypical ideas, fear and mistrust. Although this has a long historical background as noted earlier, Pitman et al. (2016) identify it as present in current society, including the responses of insurance companies to suicide and even family history of suicide. Perceived stigma is that which survivors of suicide are aware of in their social surroundings. Self-stigma is when these stigmatising messages are internalised and directed towards the self through emotions such as shame. Perceived and self-stigma can limit help seeking while personal and public stigma limits help offering. Pitman et al noted the limitations of previous quantitative research including small size samples and unvalidated scales make findings that stigma is not particularly different for suicide survivors inconclusive. This research evidenced that survivors of suicide feel higher levels of stigma, guilt, shame and responsibility than sudden natural or non-natural death survivors. They also evidenced how the impact of stigma went beyond family and that friends also experience it, later supported by Shields et al (2017). Pitman et al. (2016) highlight that shame has a powerful impact on a sense of not being worthy of support, reducing awareness of support available. They suggest that due to the impact of stigma on help seeking, services be undertaken as early outreach work and that a non-judgemental and accepting approach is most beneficial. This would not only support individuals, but communicate the population is worthy of support – challenging stigma.

Pitman et al. (2018) presented qualitative research into stigma associated with suicide. They comment that although discussing death is a normal part of social communication, the reaction against suicide suggests the taboo persists. The use of the qualitative method enabled exploration of the idea of intensity versus nature of stigma experienced around deaths including sudden and suicidal. People who experienced bereavement by suicide were more likely to have multiple experiences of sudden death bereavement. Certain themes were identified post suicide; blame, pity, morbid fascination, social awkwardness, disrupted social networks, aversion to displays of grief, avoidance of the topic, avoidance of the bereaved, avoidance of the word suicide, failure to offer support, concealment of the cause and not wanting to disclose the event. The social enactment of stigma may change according to different forms of death, such as pity in relation to illness and shame or blame towards suicide. Failure to offer support and avoiding the name of the event was particular to suicide, likely due to social awkwardness. Findings were contrasted with research in other countries, noting that in China suicide was seen as a failure of family, in Israel and the US stigma was in relation to perceived connection with mental health and in Australia stigma was exacerbated by recent legal sanctions and religious perceptions. Pitman et al. (2018) felt this qualitative research linked closely with their quantitative research building a more comprehensive picture.

Silvén Hagstrӧm (2019) recognises a wide range of experiences in this field and focusses on younger people bereaved by parental suicide. Silvén Hagstrӧm explores the subject through SC and identifies the increased risk of social difficulties, mental illness and suicide as well as a sense of ‘othering’; not just made to feel different by others, but feeling to be different or strange inside (internal stigma) due to the taboo associated with the act of suicide (Dunn & Morrish-Videners, 1987; Ness & Pfeffer, 1990; Baddeley & Singer, 2009; Maple, et al., 2010 and Shields, et al., 2017).  This experience is presented as the main barrier to seeking social support.  In Sweden, children bereaved by suicide remain an invisible group due to the lack of statistics, despite research showing they are the most vulnerable group after a suicide (Pitman & Osborn, 2011). Children depend more on their social network to cope than adults as they have less life experience to utilise. This can often mean relying on the remaining parent to be present; which is not always possible and may produce barriers to discussion.  

Research indicates how stigma towards remaining parents can impact negatively on family communication, intensifying stigma within the family. Silvén Hagstrӧm (2013) notes that a lack of narrative based research also adds to the lack of understanding noted previously through research focussed on quantitative analysis. She assumes identity or self-perception is strongly linked to what takes place in social interactions; where ‘self’ is negotiated through narrative and the positions taken and/or given to others (Neimeyer, 2019). Narrative research can help identify how this works, by analysing how individual stories present the interactions of social moral boundaries, both normal and abnormal. In her 2013 research, there are positive notes that quantitative analysis would miss: one participant’s remaining parent had also experienced the suicide of a parent and this shared experience enabled the family to discuss the situation more supportively. All participants described becoming more grown up than their peers through the experience, no longer interested in childish things. Despite these positives, stigma experienced is due to a sense of moral deviation from a social norm, that almost all social relationships are affected by suicide, the survivors own internalised social norms reflect the wider social ones and these silent rules only become visible when transgressed.  Knowledge of this complexity is essential for practitioners to support bereaved people effectively.

Silvén Hagstrӧm (2017) researched a website that uses narrative to resist suicide stigma through shared storytelling and to assist in the grief process. It noted further identified risks for survivors including depression, PTSD, Bipolar Disorder, high risk behaviours as well as impaired life opportunities. She notes that survivors must liberate and normalise themselves from the impacts of stigma as agents of active resistence. Internet use is common and natural for younger people, providing the ability to remain anonymous while contacting many people with the same experience. Storytelling on the web is different to the narrative that might be utilised in therapeutic sessions, it is less coherent, with shorter interactions of statements, interpretations and arguments, reflecting the interaction between the general public rather than the professional relationship between therapist/client.  The research focusses on the relationship between website hosts and participants; how they co-construct the ethos and purpose of the website. Although focussed on parental suicide, the website emphasises similarities between experiences enabling all suicide survivors to feel they can participate.
 
Social Constructivism questions the constructed ‘meaning’ of suicide as a selfish act in which the parent puts their own needs before the child, or that it is the fault of the child. This puts the individual or family at fault and the website provides a social context for challenging these beliefs. SC considers understanding the thought of ‘sparing’ ongoing family distress due to suicidal feelings (Silven Hagstrom, 2017) in contrast to the social perception of suicide as an act of desperation, without will or choice. Individual communication with the deceased is considered a continuing bond and individuals’ experience is partially normalised through seeing themselves in each other’s accounts, creating a shared story and constructing their own social community. The website creates a knowledge base as a resource for educating the wider society, organisations and people in positions of power to influence the future of suicide and stigma.  The research adds to evidence for the relevance of SC theory; that all sorts of social groups can construct meaning out of all sorts of experiences. In 2019, Silvén Hagstrӧm considered the lack of services for young people bereaved by parental suicide. School, where many children spend much of their time and develop trust with adult professionals, would appear a good place to provide support. Professionals are expected to prioritise suicide prevention and postvention. She analysed how and what is communicated to clarify their concerns and how they are managed in the process, reaffirming previous research around the impact of stigma, the social nature of stigma and the responses to feeling it.

Neimeyer and Cerel (2015) produced recommendations for research in surviving loss through suicide in which the devastating effect can be fully understood. They note although attention is paid to lowering the level of suicide, less attention is given to the ‘shadow’ cast on individuals, families, workplaces and communities that remain. The paper includes complicated grief as a serious impact, something noted by Linde et al. (2017) in their literary review, as well as problems highlighted by many in the field: risk of suicide by survivors, increased depression and periods of psychiatric care. Neimeyer (2019) researched meaning reconstruction following bereavement and considers SC as a process in which humans seek to understand, anticipate and where possible control the events of their lives. Difficulties arise when events challenge assumptions and invalidate individuals’ meaning systems and Neimeyer considers complicated grief at the most severe end of this challenge. Statistically, 50% of people who have lost loved ones through suicide may screen positively for complicated grief and a state of poor family communication and possible criticism can impact further on the bereavement process. The effort to find meaning can form most of the impact in cases of suicide and that support to work through this process can mediate some of the adverse factors affecting bereavement. The paper considers many techniques of supporting storytelling in meaning making. Making meaning is a SC activity, affirmed, negotiated, contested in familial, social and cultural discourses. Stigma can result in a silent story, one where the bereaved person is unable to share what needs to be shared and therapists need to assist individuals to find the ways to tell their story in a safe place, leading them to master the traumatic rather than avoid it. 

Neimeyer and Konopka (2018) explore a therapeutic process that creates a physical 3-dimensional landscape used in sessions where unverbalised or unspeakable facets of experience can be shared. They consider how each of us has many identities in which we seek unity, but events can put these different roles into conflict, such as when a mother blames herself for her child’s death. In a companion paper, (Neimeyer & Konopka, 2019) the authors note that bereaved people can lose important aspects of themselves that were connected to their important attachment to the deceased.  Dialogical Self Theory (DST) supports continuing bonds with the person who has died. The theory links to SC in that the significant other is not separate to ourselves but also part of our extended, social self. This development of continuing bonds contrasts strikingly with early 20th century attitudes to mourning, in which quickly letting go, saying goodbye and moving on was the socially constructed ‘best way’ to mourn (Worden, 2002).

Corrigan et al. (2017) considers stigma in relation to mental health and explained that Goffman (1963) characterised stigma as an undesired differentness that results from a mark distinguishing and discrediting a social outgroup from the majority. Corrigan et al. points out that attempts to reduce stigmatic perception of mental illness by describing it as a physical illness can lessen some aspects of stigma.  However, participants were more likely to perceive people with mental health as more unpredictable and dangerous when described in this way, partly from a sense that it is biological/hard wired into the person. This perspective increases medicalisation and minimises perception of societal responsibility. The authors consider continuum beliefs as a more positive way to frame understanding, as it removes the boundaries between experiences that can be used to separate and devalue. Continuum beliefs made it easier for people to avoid reinforcing perceptions of incompetence and unpredictability as well as reducing social distancing. Continuum beliefs did lessen identified stigma, but its impact was limited on those with strongly held views that incorporated explicit prejudice and discrimination. Contact de-stigmatisation worked best when people met face-to-face rather than online. Overall public perception of others with mental health issues was most responsive when someone’s journey through recovery is the same as everyone’s journey in attempting positive life outcomes.

Corrigan (2017) considered stigma compared between depression and suicide. Participants felt recovery was more likely for someone with mental illness than someone who has attempted suicide. Many factors were identified by Sheehan et al. (2017) as barriers to recovery and help seeking; shame, secrecy and social isolation. Sheehan et al. also identify that suicide attempts are often considered attention seeking, possibly contagious and immoral. These perceptions can also raise barriers to help seeking. Processes of self and public stigma are manifested through stereotypes, prejudice and discrimination. Public beliefs about groups form the stereotypes, emotional responses to a particular group and the prejudices and restrictions of opportunities and rights form the discrimination. Stigma towards those who achieve suicide and those that attempt it were very similar, but the perception of potential recovery was worse for suicide than depression and suicide is perceived publicly as an extreme version of mental illness and harder to recover from. 

Corrigan (2017) advises that stigma arises through unjustified thought structures that create discrimination. Women were more likely to experience stigma than men, older people less than young people, and children and spouses more than parents. Attitudes include survivors being blameworthy, dysfunctional, feared, distrusted, avoided and excluded.  The paper identifies external/internal stigma and these can inhibit help-seeking, as well as the impact stigma experience can have on the development of complicated grief. Despite the likelihood of identified difficulties, most do not seek therapeutic interventions (Scocco, et al., 2017). The research evidenced that complicated grief and depression often occur together after suicide, that complicated grief predicted onset of depression and that symptom severity of depression is worse for those with complicated grief.  Although levels of depression were related to perceived stigma, severity of complicated grief was not as definitely linked. At the same time, higher intensity of experienced stigma will prolong the grieving process.  The authors posed the questions “Do people’s experience of stigma before suicide bereavement affect their grieving process?” and “Are some people less affected by stigma or is their survivor status receiving less stigma actions?”.

Fountoulakis (2016) considered how the process of redefining suicide as a socio-economic issue rather than a psychological one impacts on the social perception of how to minimise suicides as well as provision of resources and services. Fountoukalis acknowledges the close relationship between unemployment and suicide, noting the general evidence that increases in suicide accompany periods of financial crisis and austerity and these periods include deterioration in mental health services, exacerbating the likely numbers of suicides. There is a tendency amongst governments and researchers to frame the picture as one in which if everyone is employed suicide is less likely, creating measures to support the general population rather than vulnerable populations within it, as part of the public health discourse.  Fountoukalis raises concerns that focussing on economics trivialises suicide/mental health, in effect re-stigmatising suicidal individuals by denying them access to services and mental healthcare of valuable resources.

John et al. (2017) reviewed the impact of newspaper reporting on suicidal behaviour. It has been recognised that clusters of suicides in short periods of time without geographic connection often follow newspaper reports of actual/fictional suicides. Reports about celebrities/TV characters lead to copy-cat behaviours. The prominence of front-page headlines and detailed information, as well as repetition of the story are factors, as is the audience populations such as younger people and those with depression. Due to this correlation between reporting and suicide, John et al. inform that many organisations, including World Health Organisation (2005) and The Samaritans have published recommendations for responsible reporting. As part of their research John et al. analysed the reporting of the ‘Bridgend suicide cluster’ of 2007/8, considering how the type of reporting interlaced with the number of suicides. Sensationalising phrases such as suicide town, were noted as were photographs of the scene and detailed descriptions of methods. Out of 577 newspaper reports only four had no information identified as being poor-quality and only 13% included sources of advice, indicating that the reporting itself was a risk to public health during the period of the cluster. John et al. noted the media included suicides not part of the cluster and an increase in negative reporting/further deaths occurred after a press conference held to highlight the damaging role of the media. At the same time, support provided by health and voluntary agencies may have reduced further suicides or attempts.  Despite the furore in reporting, there is no statistical evidence for a higher than average number of suicides at the time in Bridgend.

Nathan and Nathan (2019) considered the public health concern regarding suicide and the perception of it on social media. Like John (2017), the same historical developments in attitudes towards suicide as other researchers including the range of stigma experiences were noted. They consider the technological development of the internet with one platform having 2.41 billion active users a month and locate each person’s psychological and biological individuality in the wisdom of a collective that reflects the social understandings of the time. The internet has allowed both positive/negative engagement with suicide, such as non-judgemental support as well as cyber-suicide pacts, accessing unregulated medications and pro-suicide peer pressure to complete suicide. Results found that 73% of respondents believed it was a person’s right to end their lives, whilst 86% believed it was preventable. The statistics evidence complexity with intriguing contrasts of intent, including weakness, strength, selflessness, escape or even revenge. They comment that survivors’ guilt also exacerbates experiences of stigma. Suicide bereavement can be impacted by an identification with the deceased that makes the option more tangible versus individual will to avoid suicide and beliefs regarding safeguards against the act, such as impact on others. 

Tait and Carpenter (2016) advise that the long history of suicide as criminality still affects contemporary perceptions of suicide, particularly in countries with coroners, such as the UK. The truth of a suicide lays with coroners who are often reluctant to reach this conclusion and the use of narrative conclusions (descriptions of circumstances without a category) confuses the picture.  Despite the history of research, the statistics of suicide rates are commonly held to be inaccurate with researched underestimates of 15 – 50%. 

In all the papers reviewed, the research focussed on the impact of the stigma on survivors of suicide, none considered the question the other way. From an SC perspective, it is important to consider why stigma against suicide is so resilient? If society is changing with the times, then surely there should be a decrease in the stigma around suicide.  It is still unclear how society benefits from its’ continuation and why society continues to construct stigma as an acceptable response to suicide.  One limitation is the lack of education and interventions on how the effects of suicide impact on individuals, communities and the wider society (John, et al., 2017).  Education is important especially if it is delivered by those who have experienced suicide and stigma. It provides knowledge and an insight into a world many people have no experience of.  Understanding how suicide can evoke strong emotions such as shame and guilt may help future generations to be more accepting of those who have tried to take their own life and their families (Pitman, et al., 2016). Subsequently, another limitation is the barriers preventing people from asking for or accessing the help they need.  Understanding the reasons why people do not ask for help allows society to change and improve the services available.  There may be hidden barriers such as culture which impacts on whether people ask for help (Pitman, et al., 2017).  It is important to consider that some may not want to share their feelings with those outside of their culture but sometimes seeking help from their cultural family is too difficult.  This is true for those who choose to end their life and for the family members left behind.

Another barrier to seeking help may be disenfranchised grief (Sudak, et al., 2008).  The relationship between the person who has taken their own life and their loved one may not have been recognised by society.  There may be stigma around the suicide which could be exacerbated by the stigma around a same sex relationship or an extra marital relationship for example.  How does a person ask for help and support if their relationship was not acknowledged or sanctioned by society? 

Recommendations for future research could entail using longitude studies including people who have been unsuccessful at taking their own life.  Interacting with these individuals over time may provide some insight into why they felt this way and how they feel months or years later.  Understanding their protective factors can help researchers to make necessary changes to help others. Longitude studies of family or friends may also provide important information (Pitman, et al., 2017).  It would be interesting to know whether (1) they experience stigma; (2) whether the stigma lessens as time passes; (3) if/how they manage to process their grief and (4) what the longer term effects of the suicide has on the individual and those around them. 

Furthermore, another recommendation for future research is to carry out more studies using male participants.  Many research papers read for this literature review focus mainly on female respondents, reinforcing evidence that males tend to minimise concerns and resist talking about them (Pitman, et al., 2016). There is also a lack of empirical evidence on whether ethnic minority communities experience stigma after suicide (Corrigan, et al., 2017).  It would be interesting to find out what the percentage of suicides are from these communities compared with other ethnicities and to see how families and communities respond or process these deaths. 

Conclusion
This literature review evidences that the answer to the research question is that despite the ‘best efforts’ of educators, researchers, practitioners and policy makers, stigma continues to weave its abusive impact across the whole social discourse; within individual beliefs, one to one interactions, families, communities, cultural understanding, social communication, popular media, professions, agencies, services, governments and legal statute. Stigma is both persistent over time and chameleon like in nature. Within SC stigma towards suicide is seen as the result of social consensus, the agreement between social members of the attitude to have towards suicide and those bereaved through suicide.  As members of society, researchers and practitioners are part of the social consensus and whether they support, are unconscious of or challenge the stigma; there is no such thing as a neutral position because being unaware of the issue allows stigma to remain the social consensus. Researchers position themselves with the theories they use to underpin their activities; such as Pitman’s public health approach or Silvén Hagstrӧm and Scocco’s as agents of active resistance. As a social construction, it’s persistence would indicate there is a ‘positive’ benefit that modern society gains from the stigma against suicide that enables it to remain as powerful as it is, though none of the research reviewed explicitly considers this.
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