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“Suicide is not only the end of life for the deceased but also the beginning of a highly challenging
life for those left behind”. While most efforts and scientific studies concerning suicide focus
on prevention [1], these touching words of Edwin Shneidman remind us that the societal
toll of suicide reaches well beyond human loss. Recent studies [2–4] noted that each
suicide affects, on average, five family members and up to 135 community members.
Considering that approximately 700,000 people worldwide die by suicide annually [5],
estimates are that 60 million people are added to the suicide-loss survivors’ population
each year. These numbers alone underscore the importance of understanding how we can
help those bereaved by suicide in their psychosocial journey of dealing with their grief.

A large body of data has found that suicide-loss survivors are at greater risk than other
bereaved individuals and the general population for many severe psychological and health
problems. Research has revealed that suicide-loss survivors present higher levels of depres-
sion, and suicidal ideation and behavior [6,7] than other bereaved individuals. Moreover,
those bereaved by suicide can experience adverse grief reactions such as prolonged grief
disorder symptoms [8,9] which can persist even several years following the loss.

Suicide loss has also been associated with other deleterious psychosocial consequences.
The turmoil of guilt, shame, anger, and embarrassment that follow the suicide of a loved
one (e.g., [10]) seems to facilitate social withdrawal and efforts to conceal the cause of the
significant other’s death [11,12]. These behaviors, along with low self-disclosure [13], low
perceived social support [14], and high levels of thwarted belongingness [15], have all been
found to characterize suicide-loss survivors. Together, these features can be viewed as a
call to action to devise ways to help those bereaved by suicide.

We have co-edited a Special Issue which focuses on suicide bereavement and postven-
tion, with the aim to highlight the current knowledge and advances in the research, prac-
tices, and policies regarding suicide bereavement. The Special Issue includes 19 papers
which cover a wide range of topics, including (a) the impact of suicide on individuals and
communities, and adverse grief reactions, (b) the impact of suicide on health professionals,
and (c) coping and support for those bereaved by suicide. The findings of these studies are
an important step forward in our understanding of additional approaches to support those
bereaved by suicide in their healing journey.

1. Impact of Suicide and Adverse Grief Reactions

Macdonald and colleagues [16] conducted a qualitative study with participants who
had lost a male family member by suicide. The participants reported on their perception of
the suicide and their struggles with meaning making and finding closure. Mathieu and
colleagues [17] compared bereavement after different modes of death six months after the
loss and did not find a difference in coping styles. However, having a previous mental
health diagnosis was associated with increased avoidant and problem-focused coping, and
stigma and shame were associated with increased avoidant coping. Women were more
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likely to report using adaptive coping than men. Goodall and colleagues [18] conducted a
systematic review on continuing bonds in suicide bereavement and found that continuing
bonds can be experienced in various ways and that most people bereaved by suicide
tended to perceive it primarily as a positive experience that may help with coping and
meaning making.

Little is known about suicide bereavement in later life, and to address this gap Hafford-
Letchfield and colleagues [19] explored how suicide loss can intersect with ageing and what
supports are needed for this population. Interestingly, several participants had guided their
social network to receive the necessary support. In another important study, Tiech Fire and
colleagues [20] focused on school staff, with the aim of understanding the impact of student
suicides on post-trauma and grief symptoms among teachers, counsellors, and school
principals. The authors found that homeroom teachers suffered more from complicated
grief and post-traumatic stress disorder (PTSD) compared to psychologists and counsellors
and, as such, should receive more preparatory training. Additionally, in the context of
schools, Khalid and colleagues [21] found encouraging results from a training program
that increased preparedness and skills in school staff to respond to student suicides. Rivant
and colleagues [22] focused on suicide bereavement among ethnic minority groups. They
found that this population suffers from a lack of support and high prevalence of stigma in
the aftermath of suicide loss. These preliminary results broaden our understanding of a
minority population which requires special attention, more visibility, and better access to
support services.

Andriessen and colleagues [23] examined the experiences of adolescents who par-
ticipate in qualitative research interviews about suicide-related experiences, as there is
a perception of risk regarding asking young people about these topics. Importantly, the
findings indicated that bereaved adolescents, as well as parents and clinicians, could safely
participate in research interviews regarding their experiences of grief after suicide, and
they highly valued this opportunity to share their experiences. These findings can be used
to build future study designs to help us to better understand the processes of grief after
suicide among adolescents.

Several studies in our Special Issue examined deleterious and long-term effects of
suicide bereavement. In a latent class analysis, Grafiadeli and colleagues [24] found that
about half of the examined population showed elevated prolonged grief disorder symptoms,
and one-third of the sample also showed PTSD symptoms. In a six-year longitudinal study,
Levi-Belz and Brinbaum [15] highlighted that suicide bereavement facilitated higher levels
of depression and suicide ideation. Other studies also emphasized the moderators of these
negative outcomes. Levi-Belz and Brinbaum [15] found that the sense of belongingness
can serve as a buffer against depression, as suicide-loss survivors with higher levels of
belongingness were less vulnerable to depression at later assessments. Levi-Belz and Ben-
Yaish [9] highlighted interpersonal factors, such as social support and self-disclosure, that
serve as moderators of prolonged grief symptoms following suicide bereavement. Pitman
and colleagues [25] examined whether bereavement by various causes had a deterrent
effect on alcohol and drug use in bereaved individuals. They found no group differences
regarding reduced alcohol use, but a significantly greater proportion of people bereaved by
sudden unnatural causes, including suicide, reduced/stopped drug use post-bereavement
compared to people bereaved by sudden natural causes.

2. Impact of Suicide on Mental Health Professionals

Both health and mental health professionals are at risk of losing a client or a colleague
to suicide. The integrated review of 17 articles conducted by Causer and colleagues [26]
emphasized the impact that a suicide by a colleague may have on workers in healthcare
and other settings. They found that the perceptions of grief are complicated by professional
identities and workplace cultures. Tamworth and colleagues [27] revealed that losing
a patient to suicide can be a profoundly traumatic experience for psychiatrists. Peer
support was key in processing their grief. Pisnoli and Van der Hallen [28] focused on
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mental health professionals who had a client die by suicide. These authors examined the
relationships between attitudes toward (client) suicide and the psychological impact of
client suicide as perceived by the therapists. It was found that those who believe that
“suicide can and should be prevented” reported a higher impact in the form of short-term
emotional and long-term professional impacts. Together, these studies indicate a need for
systemic postvention, enhanced peer support, and promotion of self-care among mental
health professionals.

3. Coping and Support for Those Bereaved by Suicide

Agnietė Čepulienė and Skruibis [29] conducted a qualitative interview study and ana-
lyzed the data using reflexive thematic analysis. They found that spirituality can function
as a resource after a loved one’s suicide and can even contribute to post-traumatic growth
after the loss, while spirituality-related issues, such as stigmatization and a lack of person-
ally meaningful traditions, can contribute to higher distress among suicide-loss survivors.
In a scoping review, Higgins and colleagues [30] indicated the potential effectiveness of
peer-led suicide bereavement support, but also highlighted a need for rigorous design and
evaluation of peer-led interventions in this field. Hybholt and colleagues [31] explored the
experiences of members of peer-led support groups in Denmark and Ireland. Although
some participants found it difficult to participate in a peer support group, most participants
described them as safe and supportive spaces that aided in their grief process. Griffin and
colleagues [32] surveyed participants of peer-led support groups and found a significant
improvement in wellbeing and grief reactions, adjusting for time since bereavement. The
participants reported that the groups provided a sense of belonging and hope. This study
underscored the enduring mental health challenges for those bereaved by suicide and the
need for the ongoing availability of peer-led support in postvention.

In conclusion, the studies included in this Special Issue emphasize the short- and
long-term impact of suicide loss, the needs of those bereaved by suicide, and appropriate
interventions in the aftermath of suicide loss. The included studies showed that suicide
bereavement impact various populations, far beyond the nuclear family of the deceased.
Moreover, these studies highlight the risk of long-term mental health challenges and
adverse grief reactions among those bereaved by suicide. Health professionals, often
involved in suicide prevention, should not be overlooked with regard to support after a
loss by suicide.

4. Public Health Approach to Postvention

As individuals and population groups may experience suicide loss differently, and
their needs for support may evolve over time, various support options must be available.
A recent review of the literature indicates that adjusting the support to the level of the
impact of the bereavement, and focusing the support on the grief rather than on other
outcomes are key characteristics of effective suicide bereavement support [33]. As indicated
by studies on peer-led support in this Special Issue, the involvement of trained peers who
may serve as role models or community members enhancing the social support network,
may contribute to the effectiveness of suicide bereavement support [33].

According to the public health model, universal interventions target those who experi-
ence little impact from a death by suicide. Such interventions may include, for example,
leaflets, fact sheets, or online information about suicide bereavement for wide audiences.
Selective interventions target people with moderate grief reactions and include support
groups, community and educational support, and training for health professionals. Indi-
cated interventions, focusing on people with adverse grief and mental health reactions, may
include specific grief therapy, and psychological and psychiatric support [33]. Adopting a
public health approach to postvention can help to better tailor service delivery to the needs
of the bereaved individuals and to align postvention with suicide prevention programs,
which are also often based on this public health model. The training of service providers,
including peers, volunteers, and health professionals, is paramount. Further evaluation
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and research will strengthen the evidence of effectiveness of the interventions and service
delivery in this important field.

Author Contributions: Conceptualization, Y.L.-B. and K.A.; investigation, Y.L.-B., K.A. and K.K.
writing—original draft preparation, Y.L.-B., K.A. and K.K.; writing—review and editing, Y.L.-B., K.A.
and K.K. All authors have read and agreed to the published version of the manuscript.
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Abstract: It is estimated that between 36,000 and 360,000 people are affected by suicide every year in
the UK, and a proportion may develop depression and post-traumatic stress disorder, or engage in
high-risk behaviours. Recent systematic analyses have revealed a clear gap in research on suicide
bereavement in minority ethnic groups. This study aimed to understand the experiences and support
needs of individuals from ethnic minority backgrounds bereaved by suicide and was the first in
the UK to investigate this matter. The study was a secondary analysis of data. Participants were
7158 people residing in the UK who completed an online survey about their experiences of suicide.
Free-text qualitative responses of 227 participants who did not identify as White British were analysed
using thematic analysis. Four themes were identified: maladaptive coping strategies, emotional
processes following suicide, lack of support from agencies, and the importance of mental health
awareness. Ethnic minority groups reported a lack of support despite attempts to engage with
services, noted the prevalence of stigma within ethnic minority groups, and expressed a need to
tackle this. These preliminary results suggest that ethnic minority individuals require visible and
accessible services that can successfully engage with and support them.

Keywords: suicide; bereavement; ethnic minority; support; stigma; postvention

1. Introduction

Every year, around 6000 people die by suicide in the United Kingdom [1] and it is
estimated that between six and 60 individuals are affected by each suicide [2]. However,
more recent evidence suggests that up to 135 individuals could be affected [3] and it is
possible that the number of people bereaved by suicide every year in the UK has been
underestimated. Data from the past few years also indicate that suicide rates are increasing
in the UK [1].

People bereaved by suicide experience physical and mental health issues, including a
higher risk of attempting suicide and dying by suicide, developing depression and post-
traumatic stress disorder (PTSD), and engaging in high-risk behaviours (such as substance
abuse) [4,5]. In the UK, around 10% of individuals bereaved by suicide will attempt to
take their own lives, whilst 8% will withdraw from education or resign from their job [6].
Compared to people bereaved by other sudden modes of death, higher levels of stigma,
shame, and guilt are also reported in this group [7]. As a result, suicide bereavement is
considered to be a highly stigmatizing type of bereavement, limiting the help-seeking
behaviour of those bereaved [7,8].
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Support in the UK for those bereaved by suicide, known as postvention, is limited and
inconsistent [9], despite the breadth of research showing that postvention is highly valued
by people bereaved by suicide and can assist in the grieving process [4,10]. Therefore, the
National Institute of Care Excellence (NICE) recommended that support be made more
available across the UK and that the bereaved should be fully involved in the development
of postvention programs [9]. This was further acknowledged by the latest NHS Long-
Term Plan which highlighted the importance of putting into place consistent support for
those bereaved by suicide in the UK [11]. As part of this plan, the Department of Health
and Social Care announced that funding would be provided across England to develop
services offering individual or group support sessions or referrals to appropriate mental
health services for the bereaved [12]. Similar strategies exist in the devolved nations of the
UK [13–15].

Whilst postvention needs are individual, certain specific groups (e.g., children or
ethnic minority groups) may have particular needs [16,17]. Understanding how and why
these may differ would be beneficial to the development of postvention, for example by
considering how the support needs of these individuals may be influenced by cultural
beliefs (e.g., religion and spirituality [18]). Yet, there has been very little research on these
groups [19]. Whilst there seems to be no significant differences between ethnic groups in
terms of grieving processes [20], bereaved Black Caribbean individuals in the UK reported
poorer health outcomes compared to their White counterparts, following the loss of a
relative or friend to a progressive disease [21]. This outcome was associated with housing
and legal issues following the loss of a loved one and suggested that individuals belonging
to a minority ethnic group may have different support needs [20,21].

Additional barriers to help-seeking that are not found among White British individuals
also need to be acknowledged when considering postvention interventions. Shefer et al. [22]
argued that minority ethnic groups face two types of stigma when seeking help for mental
health support: perceived or external stigma (i.e., perceived inequalities and discrimination
within medical institutions), which can lead to feelings of mistrust towards professionals,
as well as internal stigma regarding perceptions of mental health and associated feelings of
shame and guilt within their community. In the UK, people from ethnic minority groups
have reported that their cultural identity can be an obstacle to identifying psychological
distress and seeking help for the latter [23]. As a result, general mental health provision
in the UK has taken some steps towards tackling inequalities in mental health among
ethnic minority groups, notably by increasing representation and diversity in mental health
professionals [24]. Finally, there is evidence that ethnic minority groups are heterogeneous
and differ from one another in terms of help-seeking [25] and this needs to be considered
by postvention interventions.

Research has highlighted that individuals bereaved by suicide are a high-risk, vulner-
able group, specifically regarding suicide ideation, but it is largely unknown how ethnic
minority groups experience suicide bereavement. As a result, it is also unknown how
these groups can be supported to reduce the impact of suicide bereavement on physical
and mental health outcomes. This study aimed to address these gaps in knowledge by
exploring the experiences of individuals bereaved by suicide in people from a minority
ethnic background. Ultimately, furthering our knowledge has the potential to inform
research and practice in the suicide bereavement field with regards to ethnic minorities in
the UK, notably to support the development of specialized postvention services if required.

2. Materials and Methods

The current study presents a secondary analysis of qualitative survey data. This
analysis was undertaken as part of the first author’s Master of Science degree.

2.1. Materials

The survey designed for the primary study included 71 questions, of which 41 were
checkbox questions, 26 were free-text questions, and 4 were both checkbox and free-text
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questions. The questions revolved around three main topics: suicide bereavement in
general and in the workplace, the impact of suicide on the bereaved, and access to support
following suicide bereavement. For the current study, seven free-text questions (see Table 1)
were selected for analysis by the lead researcher (first author) and reviewed by the wider
research team. This selection was guided by previous literature on the impact of suicide
bereavement and research on grief outcomes and help-seeking among ethnic minority
groups. Questions which could potentially inform future practice and the development of
postvention with these groups were also retained. The questions, the range of response
length (i.e., shortest answer to longest answer), the mean response length in words, and
the response frequency (i.e., how many participants responded) for each question can be
found in Table 1.

Table 1. Free-text questions and response characteristics.

Question Range of Response
Length (in Words)

Mean Response
Length (in Words)

Response
Frequency N (%)

36. After the person had died by suicide did you feel this led to you
engaging in high risk behavior? (Examples of high risk behaviors might

include fighting, driving dangerously, unprotected sexual activities,
excessive spending, or adopting behaviors that were similar to how the

person died.) If yes, please tell us about the high risk behavior in the space
provided below.

2–25 6 35 (15%)

37. If you have any other comments on how the death of this person
affected you, please tell us in the space provided below.

2–642 52 103 (45%)

52. Are there any other organizations that you feel could have offered you
help? If so, please tell us in the space provided below.

1–92 18 53 (23%)

53. From your experience, how and when would you like to be approached
when being offered support by organizations?

1–122 14 73 (32%)

58. Please tell us about your experience of using support services in the
space provided below. 1–145 33 68 (30%)

60. Please provide further information on why you did not access support
services. 1–114 28 37 (16%)

64. Please tell us anything else you think might help to improve support for
people bereaved or affected by suicide. 1–353 41 55 (24%)

2.2. Participants

The primary study recruited 7158 participants using convenience and snowball sam-
pling. Participants were eligible to take part if they were aged 18 or older, lived in the UK,
and perceived themselves as affected and/or bereaved by suicide. For the secondary analy-
sis, the sample included all participants identifying as non-White British. The current study
included 227 participants (3.2% of the primary sample): 174 females (77%), 48 males (21%),
and 1 non-binary individual. The mean age of participants was 38.79 years old (SD = 12.44)
and ranged from 18 to 72 years old. In terms of ethnicity, 106 (46.7%) participants identified
as multiple/Mixed race, 73 (32.2%) as Asian, 32 (14.1%) as Black Caribbean or African, and
16 (7%) as belonging to any other ethnic background (including Arab and Middle Eastern).
Further information on the ethnic background of participants can be found in Table 2. For
nearly a fifth (18.5%) of the sample, suicide had occurred between two and five years ago,
and for around a sixth (15%), it had occurred between ten and twenty years ago. The rest
of the sample had been bereaved for less than six months (8.8%), between six months and a
year (7.5%), between one year and two years (8.4%), between five and ten years (10.1%),
and over 20 years (6.6%). One participant in six had lost a friend (17.6%), one in seven a
sibling (14.1%), and one in ten (9.3%) a relative other than a parent, child, or sibling (e.g.,
aunt/uncle, grandparent, cousin). The rest of the sample had lost a parent (6.6%), a spouse
or partner (5.3%), or a child (4.4%).
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Table 2. Ethnic background of participants.

Ethnic Group N Frequency

Mixed/Multiple ethnic groups 106 46.7%
White and Black Caribbean 36 15.9%
White and Black African 8 3.5%
White and Asian 39 17.2%
Other Mixed/Multiple ethnic background 23 10.1%

Asian/Asian British 73 32.2%
Indian 48 21.1%
Pakistani 9 4%
Bangladeshi 2 0.9%
Chinese 4 1.8%
Other Asian background 10 4.4%

Black/African/Caribbean/Black British 32 14.1%
African 9 4%
Caribbean 19 8.4%
Other Black/African/Caribbean background 4 1.8%

Other ethnic group 16 7%
Arab 2 0.9%
Any other ethnic background 14 6.2%

2.3. Procedure

The primary study advertised the survey on the Centre for Mental Health and Safety,
University of Manchester, UK website and the Support After Suicide Partnership website
between July 2017 and August 2018, as well as newspapers, social media, on radio and
TV, conferences and by word of mouth. Participants could complete the survey online
or using a paper version. The survey was preceded by the participant information sheet.
The latter informed participants that completing the survey would be taken as informed
consent, and that they could withdraw at any time without penalty. However, due to
the anonymity of the responses, participants were informed that, once the survey was
completed, it would not be possible to identify and withdraw their responses from the
collected data. Information signposting individuals to support organizations was provided
at the end of the survey which was designed to provide participants with support and
to minimise any potential distress as much as possible. The survey was expected to take
30 min to complete.

2.4. Data Analysis

Thematic analysis was used to identify themes and patterns in the data. This analysis
technique was chosen over other qualitative approaches as the focus of this study was on
the experiences associated with suicide bereavement, rather than how participants made
sense of or narrated these experiences [26]. As this was an exploratory study, the data were
analyzed using an inductive approach where the experiences of the participants led to
patterns and potential theory [26].

The thematic analysis was conducted using NVivo (Version 12; QSR International,
2020) and was guided by the steps described by Braun and Clarke [26]. The coding of the
data was undertaken by the first author. Once all data were analyzed, codes were reviewed
and similar concepts merged whilst broader ones were split into more specific codes. A
codebook was created to document this process and was shared with the research team.
Codes were then organized into prevalent patterns found in the sample and to answer the
research question with as accurate an interpretation of the data as possible.
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3. Results

Four themes were identified: maladaptive coping strategies, emotional processes
following suicide, lack of support from agencies, and the importance of mental health
awareness. Each theme will be discussed using illustrative quotes.

3.1. Maladaptive Coping Strategies

Participants reported engaging in maladaptive coping strategies as a consequence of
suicide bereavement. This was first reflected in a number of participants recalling they had
engaged in harmful behaviors, such as self-harm, suicide ideation, or suicide attempts, to
try and cope with their loss. One participant reported that “in the years after her death,
I have had thoughts of self-harm and thoughts of suicide although I do not think I ever
would have done either of these things, the thoughts were very distressing” (participant
190). Another participant reported experiences of suicide ideation: “I have had fleeting
thoughts of not wanting to go on myself” (participant 184). Experiencing harmful behaviors
as a consequence of suicide bereavement was one of the most reported experiences in the
sample.

Another maladaptive coping strategy adopted by suicide loss survivors was increased
alcohol use. One participant explained engaging in “excessive drinking and drugs” (partic-
ipant 134) and another reported that their loss had “increased my alcoholism” (participant
225). Whilst this was not as prevalent as experiences of suicide ideation or self-harm, it
was one of the most reported high-risk behaviors.

These high-risk behaviors seemed at times to be related to the initial emotional re-
actions of participants to the death. Indeed, a majority reported anger as a significant
experience associated with suicide bereavement. One participant reported feeling “awful
angry at the situation” (participant 65) whilst another explained that they “felt very angry
that he had done it” (participant 144). Experiences of anger in the sample seemed to be
particularly intense and at times overwhelming. In some cases, this intense anger resulted
in other maladaptive coping behaviors: one participant reported that their “upset and
anger about the suicide as well as other problems led to dangerous driving” (participant
226). Overall, these maladaptive coping strategies seemed to be an initial response to the
experienced loss, similar to acute grief.

3.2. Emotional Processes following Suicide

Participants reported experiencing guilt associated with their own behavior towards
the deceased before the suicide, feeling that they could have done more to help or could
have been more present for the deceased:

I have a sense of guilt and shame—that is not overpowering but always lingers. I wonder
what I could have done to help. I feel like I could have reached out in better ways. I knew
that he was going through a tough time—and I feel like I didn’t do enough to help when I
knew (participant 163).

Several participants also reported feeling guilt regarding their inability to notice the
distress the deceased had been experiencing before their death, and as a consequence felt
that they had failed them: “Overriding guilt of not having known more deeply about how
he was feeling or done more to help” (participant 106). As such, guilt was one of the main
feelings reported by participants.

In addition, a significant number of participants reported feelings of abandonment.
They felt as if they had been left behind by the deceased and were having difficulties
making sense of the world without them. One participant explained that “there was no
one left for me or to be proud of me because he was the only person who really parented
[sic] me, so I felt hopeless in living because there was no one to make proud or happy”
(participant 197). Such feelings were especially heightened in participants who reported
experiencing suicide ideation before the death: “It affected me because having had my
own suicidal thoughts it felt like the option had now been removed” (participant 64). This
participant reported experiencing feelings of anger and resentment, as their own issues
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were minimized and not being attended to following the suicide. On the other hand,
another participant reported that: “I think it has made me feel a bit more likely to act on
suicidal feelings as I think of him having done it and not feeling in pain when I am in a lot
of emotional pain” (participant 137). This participant reported having experienced severe
mental health issues in the past, and their experience of losing someone to suicide seemed
to have enabled them to draw parallels between their own mental health difficulties and
that of their loved one. Ultimately, this resulted in them feeling increasingly vulnerable
to suicide. Feelings of abandonment were reported by many participants but manifested
themselves in different ways from one participant to another.

These feelings of guilt and abandonment seemed to influence the participants’ under-
standing of the suicide and how they made sense of it, known as ‘meaning-making’ in the
literature [27]. For most participants, this was manifested by a need to replay potential
scenarios. Indeed, participants reported attempts to construct a narrative to try and under-
stand the suicide due to their feelings of guilt: “often [I] would try and replay scenarios
and put myself in his shoes but found it really hard to understand how this could happen”
(participant 12). Another participant who also experienced this phenomenon described
it as a distressing experience: “Nothing prepares you to lose someone that way. You go
insane thinking of all the times that you could have helped or done more and it consumes
you” (participant 98). Arguably, the need to replay scenarios could be explained by the
shock and disbelief usually associated with suicide deaths. Participants may have felt they
needed to try and make sense of the decision-making of the deceased. This can also be
seen as an attempt to make sense of their own perceived responsibility for the death, and
to resolve issues of guilt.

The distress associated with these emotional processes suggested an obvious need for
support; yet, support following suicide bereavement was found to be lacking.

3.3. Lack of Support from Agencies

The majority of participants reported a clear lack of support which was manifested
through different scenarios. First, most participants reported a lack of awareness regarding
support provision. They explained that they did not receive any support information from
agencies and, as a result, had to seek support on their own. One participant reported that
“if there were any support services around suicide, they were invisible to me (or very low
profile)” (participant 194), suggesting that the taboo around suicide impacted the visibility
and accessibility of support. This was supported by another participant who reported that
“there was not much indication of what help/support was available” (participant 178).
These accounts suggest that participants were proactive in attempting to access support;
however, the inability to find appropriate support may have led them to experience a sense
of helplessness and hopelessness, which, in turn, may have put them at an increased risk
of suicide themselves.

On the other hand, although some participants reported having received some form of
support information, their attempts to access support were unsuccessful. One participant
reported trying to access support by calling a number of different agencies:

There was no help for me. Charities [sic] couldn’t deal with bereavement. Other charity
[sic] who are supposed to deal with bereavement just gave me phone numbers and I was
constantly calling different number [sic] and it was getting me nowhere (participant 130).

Another participant described a similar experience: “asked for help but was ignored,
by many organizations, people push you from pillar to post” (participant 208). Participants
reported limited empathy and compassion from agencies throughout the process of seeking
help, and subsequently described having very little faith in them. This, once again, may
have led to feelings of hopelessness and helplessness. Overall, the experiences reported
by the participants suggested that there was no structured and coordinated approach to
support provision between agencies.

Few participants accessed support and had negative experiences with professionals.
Indeed, a number of these participants reported that professionals providing support for
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suicide bereavement had behaved in an inconsiderate manner. When asked about their
experience of receiving support, one participant described it as very negative: “Dreadful—
the visitor just kept saying ‘no wonder he killed himself, he had so many problems’”
(participant 90). Another participant who reached out to their GP and asked to be put on
medication to cope with their loss reported that “one doctor actually said to me, ‘Well, pills
won’t bring your brother back will they’” (participant 203). Overall, participants explained
that such experiences served to invalidate their difficulties and made them even less likely
to access support.

The police were cited numerous times by participants as an agency which provided
insufficient support. Participants believed that, as police officers are usually among the first
responders when a suicide occurs, they should provide more support for people bereaved
by suicide: “I believe the police are the first people who have contact with you when
you experience suicide and they don’t give you any information where to seek support”
(participant 176). Similar to other agencies, there did not seem to be a straightforward
procedure following a suicide death. One participant explained that “apparently I should
have had more support from the police and should have an assigned officer but [I] had
nothing. I did receive a call from the police who said they were sending me a booklet
which never arrived” (participant 214). This may have reinforced feelings of abandonment
and isolation in participants, especially since the police are usually regarded as an agency
that can provide help in times of crisis.

Overall, the lack of coordinated support made help-seeking after suicide bereavement
difficult at a time when participants already felt severely distressed and, as a result, often
felt unable to seek help.

3.4. Importance of Mental Health Awareness

A large proportion of the sample mentioned the need for mental health awareness
when asked what could be improved regarding suicide bereavement support. This sugges-
tion was the most common in the sample when participants were asked about potential
areas of improvement for suicide bereavement support. This seemed to reflect the partici-
pants’ belief that there was a need for prevention before postvention. In the sample, the
importance of mental health awareness was reported to serve two main purposes.

First, participants believed that increased mental health awareness could help people
experiencing suicide ideation. One participant explained there is a need for “more openly
available information on the importance of mental health and that there are people who
have suffered the same and come through to the other side” (participant 12). There was also
a belief that such awareness could also help bereaved individuals, who themselves may be
at an increased risk of suicide ideation/attempt following suicide bereavement. This was
reported by another participant: “there was (still is) some taboo around discussing suicide,
so some education to prepare people for if/when it happens around them; an awareness
issue” (participant 194). Overall, participants suggested that increased mental health
awareness could help both people with mental health issues and bereaved individuals.

Second, participants suggested that mental health awareness could reduce the stigma
experienced by individuals bereaved by suicide. Indeed, a number of participants reported
experiencing stigma following suicide bereavement and they believed that talking more
openly about mental health issues could help. One participant suggested: “have people
talk and share, there is so much stigma around this from the place I come from” (participant
151, of Indian ethnicity). This was highlighted by another participant: “have to remove the
stigma around the word suicide” (participant 156). More importantly, a few participants
mentioned that this was even more needed among certain ethnic minority groups. Indeed,
participants explained that suicide is rarely discussed in some communities and that this
can reinforce stigma: “There seems to be a lack of support groups within minority ethnic
groups and a lack of faith led support groups as suicide is often not talked about and the
individual can feel isolated” (participant 79, of Pakistani ethnicity). This was also reported
by another participant from an Asian background: “I think there should be support offered
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within the British Asian Community who still see it as something to hide and shameful”
(participant 86, of Indian ethnicity). Participants suggested that stigma is an even more
prevalent issue among people from a minority ethnic background; therefore, the need for
awareness was considered more critical in this group. The words “hide”, “shameful”, and
“not talked about” particularly suggested the taboo around suicide for minority ethnic
groups. Several participants reported being told to get on with their lives and to not dwell
on the suicide death for too long. Consequently, participants felt rejected by and isolated
from their own community, which may have further impacted their ability to seek help.

4. Discussion
4.1. Findings

This study aimed to explore and understand the experiences of individuals bereaved
by suicide in ethnic minority groups, specifically in relation to support needs and access to
support. Four themes were identified. Participants reported a range of maladaptive coping
strategies including harmful behaviors, increased alcohol use, and anger issues as a result
of suicide bereavement. Participants also reported that their understanding of the suicide
had been largely influenced by emotional processes following the latter which, for most
participants, was guided by feelings of guilt and abandonment, leading to further distress.
A lack of support was identified. Overall, participants reported that they had sought help
but had received very limited support or none at all. This suggested that participants were
proactive in seeking support and willing to engage with services. The need for increased
mental health awareness within ethnic minority communities was also expressed, notably
to tackle the stigma experienced by people bereaved by suicide, which was perceived as
more significant in some communities. This finding suggested that these groups may need
culture-specific support, including mental health support, to prevent issues of stigma and
isolation.

The maladaptive behaviors evidenced here have been reported previously in studies
looking at individuals bereaved by suicide in general. McDonnell et al. [4] reported an
increased risk of engaging in suicidal behaviors, such as self-harm, and high-risk behaviors
including substance abuse, unsafe driving, or sexual promiscuity. Guilt and stigma have
also been found to be significant experiences of suicide bereavement, whereby individuals
blame themselves for death and experience social rejection from others [8]. Previous
studies in the UK have revealed that accessing support is difficult and often not immediate,
and that many bereaved individuals are not offered any formal or informal support [28].
Wainwright et al. [10] have also reported that people bereaved by suicide often feel helpless
and hopeless when trying to access professional help. In our sample, participants felt
that professionals were not well-equipped to support them. General practitioners in
the UK have previously reported that they did not feel they had adequate training to
support individuals bereaved by suicide [29]. This evident need for specialized support for
individuals bereaved by suicide demonstrated by existing literature was also apparent in
this sample.

The experiences reported in this study seem to be in line with the literature on indi-
viduals bereaved by suicide, especially with regards to coping behaviors, poor access to
support, and associated feelings of helplessness [4,10]. Whilst there may be some variation
within different ethnic minority communities, the findings suggest that, overall, these
groups report very similar experiences and support needs to the ethnic majority. Ethnic
specific factors only emerged in the last theme when participants expressed potentially
higher levels of shame and stigma. Shefer et al. [22] argued that ethnic minority groups
experience more stigma and shame within their community than the ethnic majority regard-
ing mental health issues, which in turn affects help-seeking behavior for such issues [23].
A previous study by Barnes [16] in the US revealed that African American individuals
bereaved by suicide often had no support system due to the stigma associated with suicide.
Participants reported that, in order to avoid stigma, they would not discuss the suicide
further [16]. However, the data collected as part of the current study could not indicate
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whether lack of support was linked to the ethnic background of participants or was simply
a reflection of the overall lack of support offered to individuals bereaved by suicide. Indeed,
the current analysis did not directly compare the sample used in this study to a White
British sample.

4.2. Limitations

This is the first study in the UK looking at the experiences and needs of minority ethnic
groups in relation to suicide bereavement. This specific focus constitutes the main strength
of the study. However, some of its limitations should be addressed. This study discussed
the experiences of ethnic minority communities as a homogeneous group and doing so
may have led to a failure to identify differences between specific groups (e.g., between
Asian and Black communities). It could be that certain experiences (e.g., heightened stigma)
were specific to one group, which the design of this study could not identify. In addition,
there were no specific questions on the views and needs of minority groups which may
have elicited further material on differences between groups. No data on immigration was
collected as part of this study, although previous research has evidenced that immigrant
populations may present different help-seeking patterns from the majority population for
mental health issues [30]. Our data also did not allow us to draw conclusions regarding
the presence of external stigma as defined by Shefer et al. [22]. Future research could thus
benefit from investigating how immigration and external stigma may impact the needs of
individuals bereaved by suicide in ethnic minority groups. Finally, it is important to note
that snowball sampling may have limited the representativeness of the sample and that
21.6% of the sample had been bereaved for over ten years. Thus, their experiences may not
reflect current support provision in the UK.

4.3. Future Research and Practical Implications

This study begins to explore potential differences in experiences of suicide bereave-
ment and support needs between the ethnic majority and ethnic minority groups but it
was, nonetheless, unclear if aspects of suicide bereavement were more specific to or more
prevalent in ethnic minority groups, as well as differences between these groups. The
experiences of these communities would benefit from further research to ensure that our
understanding of their experiences and needs is comprehensive and accurate.

The findings suggest that ethnic minority groups require services that are accessible
and visible, and that can address their specific needs, especially to tackle stigma. Some
participants felt that professionals failed to engage with them and, therefore, that there may
be a need to develop support and services that are culture-specific. It is important to note
that participants did report engaging with services when given the opportunity. This is a
significant finding in relation to the development of postvention services. In October 2019,
the Department of Health and Social Care revealed that, as part of the NHS Long-Term
Plan, the government would provide GBP 1 million to ten areas across England to develop
suicide bereavement support [12]. Such support will be made available to relatives and
friends of the deceased shortly after the death. It could include individual sessions with
trained counsellors or volunteers, support groups, or referrals to appropriate mental health
services. The support offer will differ between areas to link with already available services,
such as local charities, the police, coroners, and healthcare professionals. Further research
will need to clarify whether support for the ethnic majority in the UK is appropriate for
people from a minority ethnic background. However, the preliminary findings of this study
suggest that offering immediate accessible support, as described in the NHS Long-Term
Plan, to the bereaved could be a first solid step towards better support provision for ethnic
minority groups. It is hoped that similar policies will be adopted in Wales, Scotland, and
Northern Ireland.

The Support After Suicide Partnership and their recently published Core Standards for
Developing and Running a Suicide Bereavement Support Service [31] may also further support
the development of postvention services for ethnic minority groups in the UK. One of these
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Core Standards, “Awareness and Access”, aims to ensure that services are accessible to
all, and address equality and diversity issues within suicide bereavement support [31].
This study provides an insight into the needs of ethnic minority groups and, along with
future research, could provide a basis for the development of evidence-based support for
individuals from an ethnic minority background.

5. Conclusions

This is the first study in the UK to engage with ethnic minority groups and provide a
preliminary understanding of their experiences and needs in relation to suicide bereave-
ment. The data suggested that experiences reported by these communities were similar
to those described in previous research on predominantly White samples. Participants
reported a clear lack of support despite attempts to seek help and engage with services,
and expressed the need for a coordinated and structured approach to suicide bereavement
support. These initial findings suggest that providing support that is accessible and visible,
tackles stigma, and enables professionals to successfully engage with these groups could
make a significant difference to the experiences of people bereaved by suicide.
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Abstract: There are concerns that involving adolescents bereaved by suicide and other traumatic
death in research may cause distress and harm. However, no study has investigated such bereaved
adolescents’ research experiences. In addition, no study has looked at the experiences of parents and
clinicians as participants in adolescent suicide and traumatic death bereavement research. This study
aimed to explore the short-term impact of research participation experienced by adolescents, parents,
and clinicians. A total of 61 participants (adolescents, n = 17; parents, n = 12; clinicians, n = 32) filled
out a short survey within two weeks of having taken part in a qualitative interview study. Data
were analyzed descriptively. Most participants had experienced no distress while participating and
no negative effects of participating; rather, participation was experienced as helpful for them and
they would highly recommend participating in a study like this to others. A few adolescents and
parents reported some distress, related to anxiety about participation and the unpleasantness of
grief memories. The study clearly indicates that bereaved adolescents, parents and clinicians can
safely participate in research interviews regarding their experiences of grief and help after suicide,
generally valuing the opportunity to share their experience. To prevent and mitigate potential
distress, training of research staff and implementation of appropriate participant distress protocols
are imperative. Future studies could include longitudinal follow-up of participants to assess any
longer-term consequences.

Keywords: grief; bereavement; suicide; traumatic death; research participation; ethics; research ethics

1. Introduction
1.1. Rationale

Adolescents who are bereaved by the death of someone close to them, such as a family
member or a friend, often experience short-term and long-term impacts regarding their
grief, mental health and social functioning [1–5]. Experiencing a death is often an unfamiliar,
disruptive and stressful event in their lives, leading to acute grief reactions such as crying,
and feelings of numbness, sadness and longing for the deceased person [2–5]. Compared to
other types of bereavement, adolescents bereaved by suicide and other traumatic death can
experience more pronounced feelings of shock, guilt, anger, and abandonment [3,4,6]. They
can struggle more with “why” questions, finding meaning in the loss, and experience less
social support [1–3,6]. In addition, they have an increased risk of mental health problems,
such as depression, anxiety, posttraumatic stress disorder, and long-term increased risk of
suicidal behavior compared to other bereaved and non-bereaved adolescents [7–9].

While negative grief reactions are more prominent, there is also emerging evidence of
personal or posttraumatic growth in this population [10,11]. The growth is understood as a
positive psychological transformation that occurs as the result of a struggle with a traumatic
and highly distressing event [12]. Traumatically bereaved adolescents can experience
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personal or posttraumatic growth in various domains, including increased appreciation of
life and relationships, increased maturity and self-care, and finding new opportunities, for
example, regarding school or professional career paths [3,11,12]. Nonetheless, bereavement
by suicide and other traumatic death among adolescents can disconnect them from their
friends and rupture the family equilibrium [13–15], which in turn may affect their parents’
and guardians’ capacity to support them and/or refer them to professional help [16].

Given the potential ramifications of bereavement by suicide and other traumatic death
in adolescents, conducting research with this population poses important ethical challenges.
The Australian National Statement on Ethical Conduct in Human Research (2007) (Updated
2018) [17] places value on principles of research merit and integrity, justice, beneficence, and
respect. Researchers are required to minimize and manage potential risks to participants,
and risks are only justified when they are outweighed by potential benefits for participants
or the community. The National Statement [17] stipulates that research with bereaved
minors/adolescents requires specific attention to participants’ capacity to understand the
research and consent.

Important concerns regarding participant safety and the potential negative impact
of research participation have been voiced in various research fields involving vulnerable
populations, including suicide [18–21], trauma and violence [22,23], palliative care [24],
psychiatry [25,26], and bereavement [27,28]. In studies with adults bereaved by suicide,
research ethics committees have expressed concerns about potential harm to research
participants, particularly that talking about grief experiences may traumatize them and
increase their suicide risk [29–31]. Further, there are concerns about whether research
participants who are negatively impacted will receive enough support [31].

Nonetheless, a recent systematic review found that most participants in suicide be-
reavement studies experience research participation positively [32]. Positive experiences
included gaining insight into their grief experience and providing opportunities for helping
others. However, a minority of participants reported unpleasant or negative experiences
when participating in studies, such as being reminded of painful experiences, e.g., [27,33].
Despite the importance of these findings, the reviewed studies had several limitations [32].
Most were psychological autopsy studies (in which participants provide information about
the deceased person rather than about themselves), and only one study included ado-
lescents in the sample [34]. Hence, little is known about the experiences of adolescents
of being involved in research regarding their own grief and help-seeking after a loss by
suicide or other traumatic death. In addition, no study has looked at the experiences of
parents and clinicians as participants in adolescent suicide and traumatic death bereave-
ment research. This study aimed to address this gap by exploring the short-term impact of
research participation experienced by adolescents, parents, and clinicians.

1.2. Background: Original Study
1.2.1. Sampling

The original study, about which participants were then asked about their participation
experience, was a qualitative study that examined how to best help adolescents bereaved
by suicide and other traumatic death. Although details have been published [13,35], we
summarize the original study here to provide context for the current study of participant
experiences.

The original study adhered to the COREQ criteria [36] and involved a purposive
sample of three groups of participants (adolescents, parents and clinicians) recruited in
Australia between October 2019 and March 2020. Adolescents could participate if they
had lost a family member or friend through suicide or other cause when they were aged
between 12 and 18 years, and had experienced the death between six months and 10 years
before participating in the study. Parents could participate if they were the parent of an
eligible adolescent. Adolescents and parents could participate whether or not their parents
or adolescent children participated. Clinicians could participate if they had at least five
years of experience with providing professional help to bereaved adolescents.
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Study participants (N = 72) included a total of 20 adolescents, 18 parents and 34 clini-
cians. The adolescent participants (16 girls, 4 boys) were aged 14 to 26 years (M = 19.50,
SD = 2.95). They had lost their father (n = 9), brother (n = 3), sister (n = 2), mother (n = 2),
other family member (n = 2), or friend (n = 2), by suicide (n = 18) or by accident (n = 2), on
average 4 years previously (M = 3.92, SD = 2.49, range 1 to 10 years).

The parents (18 mothers) were aged 43 to 60 years (M = 53.20, SD = 4.35). The deceased
person was the child’s father (n = 10), brother (n = 4) or sister (n = 4), and the person had died
by suicide (n = 13), accident (n = 2), manslaughter (n = 1), illness (n = 1) and undetermined
(n = 1), on average 5 years previously (M = 5.31, SD = 2.89, range 1.5 to 10 years).

The clinicians (28 females, 6 males) were aged 26 to 71 years (M = 48.47, SD = 11.35).
About one in four clinicians had five to nine years of experience (n = 8, 23.5%), 12 others
(35.3%) had 10 to 19 years, and 14 (41.2%) had more than 20 years of experience.

1.2.2. Data Collection and Analyses

Participants could choose between taking part in an individual interview by telephone
or an in-person group interview [37–41]. We conducted 28 individual interviews, and
11 group interviews with 44 participants. Individual interviews lasted, on average, 46 min
(range 19–76), and group interviews were an average of 77 min (range 40–102).

The interview guide was adaptable for individual and group interviews. It consisted
of open-ended questions allowing for probes and follow-up questions. The lead questions
addressed different aspects of the help (for example: “In your opinion, what help should
be provided to a bereaved adolescent?”, “How should the help be provided?”, “How long
after the loss?”, “What is the role of professional versus peer support?”, “What are the
characteristics that make help helpful?”). Adopting an inductive approach, we analyzed
the interview data through a codebook-based thematic analysis [42–44].

2. Materials and Methods
2.1. Survey

We created a short survey with five questions to assess the participants’ experiences
of taking part in the individual or group interviews. Table 1 lists the survey questions.
Participants were asked to answer the first four questions on a 5-point Likert-type scale
(1. Not at all; 5. Absolutely). After each question, participants could write a free text
comment. Question five was an open-ended question asking the participant if anything
important to them was not discussed during the interview. The survey was anonymous,
did not collect sociodemographic data, and could be filled out in less than five minutes.

Table 1. Survey questions.

Questions

1. At the time of participating, did you feel distressed when you participated in the Focus
Group/interview?

2. Today, do you think that participating helped you in anyway?
3. Today, do you feel that participating had any negative effects for you?
4. Would you recommend participating in a study like this to others?
5. Was there a topic very important to you that you thought we should discuss but did not? If

yes, please describe.

2.2. Sampling

Participants who took part in an in-person group interview received a hard copy of the
survey at the end of the interview, and/or by email, as requested. We emailed the survey
to those who had taken part in a telephone interview. We asked all participants to return
the survey within two weeks, and 85% (61 out of 72) did so. This included 85% (17 out
of 20) of the adolescents, 67% (12 out of 18) of the parents, and 94% (32 out of 34) of the
clinicians. This amounted to 96% (n = 42) of group interview participants and 68% (n = 19)
of individual interview participants.
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Of those who returned the survey, 54% (n = 33) provided at least one comment in the
free text boxes of the four survey questions and the open-ended question. This included
41% (n = 7) of the adolescents, 58% (n = 7) of the parents, and 59% (n = 19) of the clinicians.
There was no difference between the three groups (χ2 (2) = 1.589, p = 0.452). Additionally, an
equal proportion of individual (53%, n = 10) and group participants (55%, n = 23) provided
comments (χ2 (1) = 0.024, p = 0.877).

2.3. Analyses

We uploaded all data into SPSS version 26 [45]. We analyzed the quantitative data
descriptively and results are presented as frequencies and percentages. Levels 1 and 2 of
the 5-point Likert-type scale are considered as low, level 3 is moderate/medium, and levels
4 and 5 are high. We used the Kruskal–Wallis H test to test if there were differences between
the three groups of participants. We used Kendall’s tau-b correlation coefficient (2-tailed) to
investigate the correlations between the data derived from the four Likert-type questions.

As most comments provided in the free text boxes were short (a few words or a short
sentence), we opted to summarize the qualitative data allowing for a quantitative and
qualitative report of the findings [46]. The summary applied a deductive approach, based
on the survey questions. Two researchers (KA and KK) summarized the data independently
and compared their report; there were no discrepancies. The research team discussed the
progress and results to maximize consistency throughout the study.

2.4. Ethical Approval

The Human Research Ethics Committee of The University of Melbourne approved the
study (ID 1955213). All participants provided written informed consent.

3. Results
3.1. Quantitative Findings
3.1.1. At the Time of Participating, Did You Feel Distressed When You Participated in the
Focus Group/Interview?

Most participants (75%, n = 46) reported that they had no or hardly any distress
(18%, n = 11) while participating in the interview. Four participants (6.6%, three adoles-
cents, one parent) reported moderate levels, and none reported high levels of distress
(Figure 1). The Kruskal–Wallis test indicated a significant difference between the three
groups (H(2) = 11.772, p = 0.003). Pairwise comparisons showed that adolescent partici-
pants scored higher than clinicians (adj. p = 0.002).
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3.1.2. Today, Do You Think That Participating Helped You in Anyway?

About 75% (n = 46) of participants reported they felt that participation was helpful,
16% (n = 10) reported a medium level of perceived helpfulness, and 8% (2 adolescents,
1 parent, 2 clinicians) reported low levels (Figure 2). There was no difference between the
three groups (H(2) = 0.210, p = 0.900).
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3.1.3. Today, Do You Feel That Participating Had Any Negative Effects for You?

About 95% (n = 58) of participants reported having experienced no or hardly any
negative effects of participating (Figure 3); 1.6% (1 adolescent) reported a moderate level,
and 3.2% (1 adolescent, 1 parent) a high level of experienced negative effects. The Kruskal–
Wallis test found a significant difference between the three groups (H(2) = 11.836, p = 0.003).
Pairwise comparisons showed that adolescent participants scored higher than clinicians
(adj. p = 0.002).
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3.1.4. Would You Recommend Participating in a Study Like This to Others?

Almost all participant (97%, n= 59) said they would absolutely or close to absolutely
recommend participating in a study like this to others, with the other 3.3% (2 parents)
being somewhat likely to recommend (Figure 4). There was no difference between the three
groups (H(2) = 0.568, p = 0.753).
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3.1.5. Correlation Analysis

Table 2 presents the correlations, showing that there were significant associations
between questions 1 and 3 (p = 0.007), and questions 2 and 4 (p = 0.026). This reveals
that greater feelings of distress during participation were weakly related to more negative
experienced effects of participation, and that greater perceived helpfulness of participation
was weakly related to recommending participation to others.

Table 2. Correlations.

1 2 3 4

1. At the time of participating, did you
feel distressed when you participated
in the Focus Group/interview?

1

2. Today, do you think that
participating helped you in anyway? 0.056 1

3. Today, do you feel that participating
had any negative effects for you? 0.335 ** −0.071 1

4. Would you recommend participating
in a study like this to others? 0.000 0.264 * 0.077 1

*. Correlation is significant at the 0.05 level (2-tailed). **. Correlation is significant at the 0.01 level (2-tailed).

3.2. Qualitative Findings
3.2.1. At the Time of Participating, Did You Feel Distressed When You Participated in the
Focus Group/Interview?

Six participants provided a comment: 2 adolescents, 1 parent, and 3 clinicians. Two
adolescents reported having felt some anxiety but were otherwise fine, as stated by one:
“Have anxiety but it was really okay”. One parent reported feeling “distress” after hearing
stories of other participants, but the participant continued that this was experienced as a
“helpful connection and catharsis”, which helped to reflect “how far” they “had come in
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their own grief”. Three clinicians reported having felt safe and supported while participat-
ing in the interview, as stated by this clinician: [It was] “Very supportive and informative”.

3.2.2. Today, Do You Think That Participating Helped You in Anyway?

Twenty-two participants commented on this question: 5 adolescents, 5 parents, and
12 clinicians. Four adolescents and two parents experienced participating as being helpful
for themselves, as stated by this adolescent: “It helped me open up and share my experi-
ence”. One adolescent and three parents referred to being able to use their experiences to
help others in similar situations, for example, one parent wrote: “I appreciate being able
to share to help those behind me”. Eight clinicians commented that participating in the
interview was a learning experience, as stated by this clinician: “It’s always beneficial to
talk about one’s practice and reflect on the strategies used in your daily work”. Three other
clinicians experienced the interview also as a validation and encouragement, as said by
this clinician: “It reminds practitioners to continue doing great work”. Still, one clinician
commented on the interview as a “one-way conversation”.

3.2.3. Today, Do You Feel That Participating Had Any Negative Effects for You?

Two participants noted a comment (1 adolescent, 1 parent). The adolescent stated
that: “It brought up unpleasant memories but not overwhelming”. The parent reported
having felt sad and having cried after the interview “particularly after listening to other
participants, their loss of their loved ones”.

3.2.4. Would You Recommend Participating in a Study Like This to Others?

Seven participants provided a comment (2 parents, 5 clinicians). The parents em-
phasized the importance of listening to others “across cultures and genders” to “identify
evidence-based approaches that will work”. In addition, it may help us “learn how to
best equip and cope with a suicide loss”. The clinicians would recommend participating
because it “gives support and facilitates time to reflect, focus, and share ideas about a
neglected cohort”. In addition, it can “increase education and awareness” for clinicians,
and “support for young people”.

3.2.5. Was There a Topic Very Important to You That You Thought We Should Discuss but
Did Not?

Eighteen participants (4 adolescents, 3 parents, 11 clinicians) wrote a comment in the
last free text box of the survey, although several comments appeared to be more about
what participants thought was important regarding grief and bereavement, rather than
about topics that were not addressed in the interviews. Three adolescents emphasized what
they saw as crucial for helping bereaved adolescents. One wrote: “trust and knowing that
there is good information and discussion out there”, and another highlighted the “need to
let the younger teens know it’s not weak to speak and get help”. In addition, one parent
elaborated on the “secrecy around suicide” and the tendency of blaming someone for a
suicide, which may hinder bereaved adolescents. Subsequently, this parent argued for
increased literacy around dealing with grief in society. Two clinicians pointed at cultural
sensitivity in providing help, and financial impact of the loss, as important topics for
further discussion.

One parent commented on the composition of the group in which she participated.
Most participants in her group had lost a husband to suicide and only one participant had
lost a child to suicide. Hence, the participant recommended that groups in future studies
could be more balanced regarding types of relationship.

Twelve participants (1 adolescent, 2 parents, 9 clinicians) confirmed that everything
important had been discussed in their interview, as exemplified by one adolescent who
noted: “I believe we covered everything vital”, and participants expressed gratitude for
having been involved, as stated by this clinician: “I’m sure there is more, but right now it
feels good”.
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4. Discussion

This study was a first to investigate the reactions of adolescents, parents, and clin-
icians regarding their participation in a study on adolescents bereaved by suicide and
other traumatic death. Most participants reported that they experienced no distress while
participating and no negative effects of participating. Rather, they found participation
helpful for them and said they would definitely recommend participating in a study like
this to others. These findings reflect results of bereavement studies with parents [47,48],
siblings [49], and people bereaved by suicide [30,32], which reported that research partici-
pation was mostly a positive experience, with few negative experiences, and participants
perceiving participation as being beneficial for themselves and others [30,32,47]. In ad-
dition, the correlation analysis showed that there is no contradiction between reporting
distress or negative effects of participation and experiencing participation as helpful and
recommending it to others. This finding is corroborated by suicide-related research with
adolescents and trauma research with adults suggesting that emotional distress can be
understood as an indicator of engagement in a data collection process rather than as an
indicator of harm [50–52].

Although the overall levels of distress and negative effects reported in our study were
low, adolescents reported the highest scores, and a few mentioned having experienced
anxiety or unpleasant memories. This has also been reported with regard to adolescents
participating in health-related studies [53]. As suggested above, these emotional reac-
tions may be due to participants’ engagement with the research project [51], and a study
by Hawton and colleagues [34] suggested that this may lead to them benefitting more
from participating than adults. However, it may also point to the presence of emotional
problems [53,54]. One study in a systematic review [53] examining children’s and ado-
lescents’ reactions to participating in biomedical and health-related studies found that
the presence of emotional problems in children was the only variable associated with
short-lived negative research participation experiences [55]. Objective variables such as age,
gender, methods of data collection, and topic/health condition examined in the studies,
were not associated with participants’ appraisals of study participation [53,55]. Another
study on pain also reported that age and level of pain did not affect responses regarding
experiences of research participation [56]. However, as in our study, young participants
still recommended participation to others [56]. Nonetheless, while only a few participants
reported negative experiences, the phenomenon needs further investigation in bereaved
adolescents, especially since both short-term deterioration and improvement in mood have
been reported in adolescent mental health research [54].

Parents in our study were very positive about research participation. This is corrobo-
rated by other research with parents who participated in a study concerning the sudden
and traumatic death of their children [27]. All parents in that study reported positive
experiences and none regretted participating, despite 73% experiencing the interviews as (a
little to very) painful [27]. As in our study, having the opportunity to share experiences and
being able to help others contributed to a positive experience [27]. Still, one parent in our
study reported being emotionally affected, although this parent still perceived participation
as helpful. Follow-up data from adults participating in suicide research revealed that
participants can be susceptible to short-term deteriorations in mood [57]. However, any
negative effects of participation were confined to the days immediately following the study
and this temporary deterioration in mood did not increase risk of suicidal thoughts [57].

As with research with bereaved adolescents, research with suicide bereaved adults
indicated that objective factors such as gender of participants, their relationship to the
deceased, the method of suicide, and time since loss appeared to have little effect on their
experiences of participating in a research interview [58]. Moreover, research regarding
mental health in adults showed that the presence of mental health problems did not
differentiate participants with negative or positive experiences of research participation [59].
Hence, it may be that the presence of emotional problems has a stronger impact on the
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research experience of children and adolescents compared to adults, though further research
is needed to ascertain such differences between children/adolescents and adults.

Clinicians in our study found research participation to be a learning experience. This
is supported by findings from studies with clinicians who had lost a patient to suicide, who
reported their research participation as a learning and therapeutic experience [60,61]. The
finding is also in line with literature on substance abuse research participation [62]. Clinical
research participants were more willing to use research findings in practice, especially those
with favorable attitudes toward evidence-based practices and whose agencies supported
professional growth. The combined findings of our study and others from the literature [60,62]
suggest that research participation may reinforce clinicians’ willingness to use research findings
in practice, thus contributing to quality of services.

Although our participants expressed gratitude for being involved in the research, a
phenomenon also noted in the literature [63], our data suggest that from the three groups
of participants, adolescents potentially experience the most distress and negative effects
of participation in research interviews. Thus, researchers must inform potential partic-
ipants, especially adolescents, about both the potential benefits and distress of research
participation, and implement appropriate participant distress management protocols. As
Parkes [64] pointed out, if a participant becomes distressed, “the needs of the respondent
should take priority over the needs of the research” (p. 174). According to such protocols,
researchers must provide support to a distressed interview participant according to the
level of distress. This can range from allowing them to pause or withdraw from participa-
tion, providing emotional support to participants, providing or arranging referral to an
appropriate support service (which may include a parent or guardian), or calling medical
emergency services.

The literature indicates the important roles of narrating and sharing grief experiences
in the processes of meaning-making and personal growth in those bereaved by suicide,
which may also contribute to a positive experience as a study participant [10,58]. Interac-
tions with a skilled and empathetic interviewer can also contribute to positive experiences
for bereaved study participants [48,65]. While researchers must be sensitive to poten-
tial distress in participants, and provide emotional support if needed, they must also be
aware of the potential methodological and ethical challenges when research and therapy
blur [50,66]. For example, Biddle and colleagues [50] cautioned that participants may share
information that they do not want to be used for the research, and researchers may not have
the skills or capacity to deal with the distress or unintended shared information from the
participant [50,64,66]. Hence, our findings and the broader literature imply that research
interviews must be conducted by experienced and properly trained interviewers who
can deal with participants’ emotions and make judgements about pausing or continuing
an interview, or referring participants to external support [50,64,66]. Further research is
needed to clarify the role of the researcher and their approach to participants regarding
balancing data collection and being empathic and supportive for the research experience of
bereaved participants [48,65,67,68].

To fully understand the study findings, it is important to note that the study involved
participants who volunteered to share their experiences, and study participants may not be
representative of the population from which they are recruited. In a bereavement study,
Akard and colleagues [69] found that those who are motivated and have the capacity to
participate tended to respond to the initial researchers’ invitations, and sending more than
three invitations hardly increased the response rate [69]. Bereaved people who perceive
research participation as too difficult may either decline participation or refuse passively by
not responding [69,70]. These findings of the literature indicate the soundness of (potential)
participants’ judgements about research participation [50] and indicate that participants
make appropriate cost–benefit appraisals of their participation [52]. Research is needed
to confirm these observations in adolescents bereaved by suicide, parents or other family
members of bereaved adolescents, and clinicians. Nonetheless, researchers and research
ethics committees may consider these when designing and assessing research studies in
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this field. In addition, participants in our study had experienced the bereavement at least
six months before participating, which may also have contributed to participants reporting
little distress.

Limitations

The study involved a modest sample from a qualitative interview study. Despite
the high response rate, the findings may not reflect the experiences of those who were
invited to participate and chose not to. It is also not known whether findings apply to
participants of other interview studies or studies utilizing other methods of data collection.
Further, the survey did not include definitions of ‘distress’ or ‘negative effects’, and data
were collected only at one point in time shortly after research participation. Future studies
could include pre- and post-measures and longitudinal follow-up to assess any longer-term
consequences.

5. Conclusions

The study clearly indicates that bereaved adolescents, parents and clinicians can safely
participate in research interviews regarding their experiences of grief and help after suicide
and other traumatic death. Participants reported that they experienced little distress and
would recommend participation to others. To prevent and mitigate potential distress,
training of research staff and implementation of appropriate participant distress protocols
are imperative. Future studies could include longitudinal follow-up of participants.

Author Contributions: Conceptualization, K.A., D.R. and J.P.; methodology, K.A.; software, K.A.;
data collection, K.A. and K.K.; formal analysis, K.A. and K.K.; writing—original draft preparation,
K.A.; writing—review and editing, K.A., K.K., D.R. and J.P.; supervision, D.R. and J.P.; project
administration, K.A.; funding acquisition, K.A. All authors have read and agreed to the published
version of the manuscript.

Funding: K.A. is supported by a National Health and Medical Research Council Early Career
Fellowship (GNT1157796) and an Early Career Researcher Grant of The University of Melbourne
(ECR1202020). J.P. is funded by a National Health and Medical Research Council Investigator Grant
(GNT1173126).

Institutional Review Board Statement: The study was conducted according to the guidelines of the
Declaration of Helsinki and approved by the Human Research Ethics Committee of The University
of Melbourne (ID 1955213, 8 October 2019).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the
study.

Data Availability Statement: According to the ethics approval, data can only be accessed by the
members of the research team.

Acknowledgments: We are most grateful to the participants for sharing their experiences, and
to the numerous individuals and organizations who helped with recruitment and/or hosted the
focus groups, especially: The Compassionate Friends Victoria, Support After Suicide Jesuits Social
Services, Standby Support After Suicide, headspace National, Anglicare Suicide Prevention and Grief
Support South Australia, Sabrina’s Reach 4 Life, and the Australian Centre for Grief and Bereavement.

Conflicts of Interest: The authors declare no conflict of interest. The funding bodies had no role in the
design of the study, the collection, analysis and interpretation of data, the writing of the manuscript,
and the decision to submit it for publication.

References
1. Feigelman, W.; Rosen, Z.; Joiner, T.; Silva, C.; Mueller, A.S. Examining longer-term effects of parental death in adolescents and

young adults: Evidence from the national longitudinal survey of adolescent to adult health. Death Stud. 2017, 41, 133–143.
[CrossRef] [PubMed]

2. Balk, D.E. Dealing with Dying, Death, and Grief during Adolescence; Routledge: New York, NY, USA, 2014.
3. Andriessen, K.; Mowll, J.; Lobb, E.; Draper, B.; Dudley, M.; Mitchell, P.B. “Don’t bother about me”. The grief and mental health of

bereaved adolescents. Death Stud. 2018, 42, 607–615. [CrossRef] [PubMed]

28



Int. J. Environ. Res. Public Health 2022, 19, 452

4. De Rosbo-Davies, C.; Laletas, S.; Round, P. Daughters’ experiences of maternal bereavement during adolescence: A scoping
review. Death Stud. 2021, 1–11, Online ahead of print. [CrossRef]

5. Farella Guzzo, M.; Gobbi, G. Parental death during adolescence: A review of the literature. Omega 2021, 1–31, Online ahead of
print. [CrossRef]

6. Bartik, W.; Maple, M.; Edwards, H.; Kiernan, M. Adolescent survivors after suicide—Australian young people’s bereavement
narratives. Crisis 2013, 34, 211–217. [CrossRef] [PubMed]

7. Brent, D.; Melhem, N.; Donohoe, M.B.; Walker, M. The incidence and course of depression in bereaved youth 21 months after the
loss of a parent to suicide, accident, or sudden natural death. Am. J. Psychiatry 2009, 166, 786–794. [CrossRef]

8. Pham, S.; Porta, G.; Biernesser, C.; Walker Payne, M.; Iyengar, S.; Melhem, N.; Brent, D.A. The burden of bereavement: Early-onset
depression and impairment in youths bereaved by sudden parental death in a 7-year prospective study. Am. J. Psychiatry 2018,
175, 887–896. [CrossRef]

9. Del Carpio, L.; Paul, S.; Paterson, A.; Rasmussen, S. A systematic review of controlled studies of suicidal and self-harming
behaviours in adolescents following bereavement by suicide. PLoS ONE 2021, 16, e0254203. [CrossRef]

10. Levi-Belz, Y.; Krysinska, K.; Andriessen, K. “To turn a personal tragedy into a triumph”: A systematic review and meta-analysis
of studies on posttraumatic growth among suicide survivors. Psychol. Trauma 2021, 13, 322–332. [CrossRef]
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Abstract: The concept of continuing bonds as an alternative to detachment from the deceased person
has gained traction in grief literature over the years. Those bereaved by suicide are likely to experience
various grief reactions and may be at-risk for adverse grief and mental health outcomes. However,
it remains unclear how those bereaved by suicide experience continuing bonds. To address this
gap, we conducted a systematic review according to PRISMA guidelines. Searches of peer-reviewed
literature in Medline, PsycINFO, Embase, Emcare, EBM Reviews, and Scopus identified 15 studies
(2 quantitative and 13 qualitative) reporting on 12 samples, published between 2010 and 2021. The
study quality of the quantitative studies was poor, but it was fair amongst the qualitative studies.
People bereaved by suicide experienced continuing bonds across a variety of domains and reported
mostly positive experiences. Factors that tended to have an impact on the expression of continuing
bonds included time since bereavement, relationship to the deceased, social expectations, sex of the
bereaved, and the ability of the bereaved to make meaning of the death. The review concludes that
most participants reported positive experiences with continuing bonds. However, discrepancies
between males and females and between those bereaved by suicide and those bereaved by other
causes warrants further investigation. In addition, longitudinal community-based research involving
representative samples is needed to understand the evolution and experience of continuing bonds
over time in those bereaved by suicide and to inform future efforts in supporting them.

Keywords: continuing bonds; grief; bereavement; suicide; systematic review

1. Introduction

Suicide claims the lives of over 700,000 people per year globally [1]. A recent meta-
analysis of population-based studies indicated that approximately one in twenty people
experience a loss by suicide in one given year and one in five do so during their lifetime,
although the impact of the death may depend on the closeness of the relationship [2]. Due
to the complex nature of grief after suicide, individuals bereaved by suicide have a higher
risk of adverse mental health outcomes such as posttraumatic stress disorder, depression,
suicidal ideation, and attempted suicide than those bereaved by other causes [3]. People
bereaved by suicide also have particular needs for professional help in dealing with their
grief (for example, regarding feelings of guilt and struggles with ‘why’ questions) compared
to those bereaved by natural causes [4].

Initially, grief literature suggested that bereaved individuals progress through different
stages of grief in order to achieve detachment from the deceased person [5]. However,
Klass and colleagues [6] challenged this theory and proposed the concept of continuing
bonds as an alternative to detachment. They defined continuing bonds as the presence of
an ongoing inner relationship with the deceased person [6]. Still, the concept of continuing
bonds has been described in cultural literature and various religions over the centuries [7].
Klass and colleagues drew attention to specific rituals which demonstrated the practice of
continuing bonds long before the theory gained traction in grief literature [6,7]. They gave
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the example of Japanese Buddhism, in which the deceased become part of the spirit family
and are accessible to the bereaved, and in Judaism, in which the deceased are remembered
through prayer and the physical lighting of a candle [6,7].

Recent studies have aimed to characterise continuing bonds as positive or negative and
to specify the ways in which they manifest [7]. The process of meaning-making emerged
as an important tool in the formation of positive bonds [8]. Meaning-making refers to
the way in which bereaved individuals process the death in a way that holds meaning
for them [9]. The concept of continuing bonds has gained traction over the years, as
witnessed through the development of designated instruments [10] and studies in various
bereaved populations (such as after the death of a parent or a child) [7]. However, it remains
unclear how continuing bonds manifest themselves in those bereaved by suicide and how
this population experiences continuing bonds. To-date, no review on this topic has been
conducted. Still, a better understanding of this aspect of grief in people bereaved by suicide
may provide useful information for future efforts in supporting them.

This review will address this gap by synthesising and analysing the research on
continuing bonds in individuals bereaved by suicide. It aims to characterise aspects of the
continuing bond including how they manifest, and whether those bereaved experience
them as positive or negative.

2. Materials and Methods
2.1. Search Strategy

The review adhered to PRISMA guidelines [11], and the protocol was registered in
the PROSPERO database (CRD42021271971). The review involved systematic searches
of the following databases: Medline, PsycINFO, Embase, Emcare and EBM Reviews (all
accessed via Ovid), and Scopus. The search in Medline comprised MeSH and text words:
(Continu* bond*.mp OR continu* relationship*.mp OR continu* connection*.mp OR Ongo-
ing bond*.mp OR Ongoing relationship*.mp OR Ongoing connection*.mp OR meaning
making.mp OR Memorial*.mp OR Ritual*.mp) AND (Grie*.mp OR Grief/ OR Mourn*.mp
OR Bereav*.mp OR Bereavement/ OR Suicide bereave*.mp OR Bereave* by suicide.mp
OR loss by suicide.mp OR suicide loss survivor*.mp) AND (suicide.mp OR Suicide/).
A similar search string including headings and keywords was used in the other databases.

One researcher (R.G.) conducted the search in August 2021. It was limited to publica-
tions in English but not by date of publication. Two researchers (R.G., K.A.) assessed titles
and abstracts for eligibility and any discordance was resolved through discussion with the
third researcher (K.K.). The same two researchers then assessed the full text of potentially
relevant studies using the inclusion/exclusion criteria. Researcher R.G. hand-searched
the references of the included studies and conducted a forward-citation search in Google
Scholar to identify any further studies. Figure 1 summarises the search strategy.

2.2. Inclusion and Exclusion Criteria

Studies were included if: (1) the study population consisted of people bereaved by
suicide; (2) the study provided empirical qualitative and quantitative data on continuing
bonds with an individual lost to suicide; (3) the study was published in the English
language; and (4) the study was published as a paper in a peer-reviewed journal.

The review excluded: (1) studies not providing data specifically on people bereaved
by suicide; (2) studies not providing data on continuing bonds in the context of suicide
bereavement; (3) studies based on other methods, such as case studies, reviews and opinion
paper; (4) studies not written in English; and (5) studies which were not peer-reviewed.
Unclarity on the inclusion of three studies was resolved through discussion with the third
researcher (K.K.).
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Figure 1. PRISMA Flow Diagram.

2.3. Data Extraction

Two researchers (R.G., K.A.) independently extracted the following data: author, year
and location of study, eligibility criteria, sample size, participants’ sex, age, time since
bereavement and relationship to the deceased, setting, study design, and main findings.

2.4. Quality Assessment

Two researchers (R.G., K.A.) independently conducted the quality assessment and
resolved disagreements through discussion. No eligible study was excluded based on
its quality. Quantitative studies were assessed using the Newcastle-Ottawa Quality As-
sessment Form for Cohort Studies [12], comprising eight items across three domains:
(1) selection (four items), (2) comparability (one item), and (3) outcome (three items). Scores
in each domain were totalled to determine study quality as good, fair, or poor. The interrater
reliability was high (κ = 0.82).

The qualitative studies were assessed using the Consolidated Criteria for Reporting
Qualitative Research (COREQ) [13] consisting of thirty-two items across three domains:
(1) research team and reflexivity (eight items), (2) study design (fifteen items), and (3) anal-
ysis and findings (nine items). For each study, the number and percentage of items satisfied
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within each domain and across all domains was calculated. The interrater agreement was
high (κ = 0.92).

3. Results
3.1. Study Characteristics

The searches identified fifteen studies reporting on twelve samples. Five studies were
conducted in Australia [14–18], three in the USA [9,19,20], three in the UK [21–23], two in
Israel [24,25], one in Canada [26], and one in Switzerland [27]. There were two quantitative
and thirteen qualitative studies. The quantitative studies collected data via online question-
naires [19,24]. One also utilised the Two-Track Bereavement Questionnaire (TTBQ) [10] to
measure the level of functioning of bereaved individuals and their relationship with the
deceased person [24]. Eleven of the thirteen qualitative studies involved semi-structured
or in-depth interviews either in-person or via telephone, one utilised a survey [20] and
one collected data through a series of workshops over twelve weeks [18].

The quantitative studies had sample sizes ranging from N = 159 [24] to N = 1301 [19],
whilst qualitative studies had sample sizes ranging from N = 7 [14] to N = 50 [27], with the
exception of Jahn [19,20] who used the same data set for both a quantitative and qualitative
study. Tables 1 and 2 summarise the quantitative and qualitative studies, respectively.

A large percentage (67–89%) of participants in most studies (n = 9) were female [16,
19–22,24–27]. Three studies had equal numbers of both sexes [15,17,23], two had slightly
more male (57–60%) than female participants [9,14], and one study did not report the sex
of participants [18]. Across studies, the age range was between 8 and 85 years [19,23].

Whilst most studies included a broad range of relationships between the bereaved
individuals and the deceased, six focused on a specific relationship, including bereaved
parents (n = 3) [15–17], siblings (n = 2) [14,25], and children (n = 1) [23].

Time since death ranged between two months and over forty-five years [18,24].
Two studies focused on the grief reactions from five months onwards [21,22], whilst others
looked at continuing bonds and grief reactions on a longer-term from five years onward [9]
or within a ten-year period [14]. Eight studies did not limit participants by time since
loss [16,19,20,23–27], and three included longitudinal data [15,17,18].

3.2. Quality Assessment

Appendix A presents the methodological quality of the quantitative studies, and the
two included studies received a rating of ‘poor’ quality. One study [24] scored well in the
‘comparability’ domain, but both studies [19,24] tended to score poorly in the ‘selection’
and ‘outcome’ domains by using selected samples and relying on self-reported outcomes.
Appendix B outlines the quality assessment of the 13 qualitative studies. The studies
satisfied between 34% [22] and 75% [15,17] of the COREQ criteria [13]. Most studies
reported only few items across the ‘research team and reflexivity’ domain (on average 35%
of items were reported). However, most items (on average 63%) in both the ‘study design’
and ‘analysis and findings’ domains were reported.

3.3. Study Findings
3.3.1. In What Way Can Continuing Bonds Manifest?

Findings from the included studies showed that continuing bonds manifested or were
experienced in various ways. Quantitative data showed that 63% of participants reported
having spiritual experiences [19]. The most common experiences included dreams about
the deceased (73.4%), feeling the presence of the deceased (53%), and profound coincidences
(40.3%) [19]. In qualitative studies, participants reported the use of rituals and memorials
(both physical and online) [9,16,21,23], spiritual and religious beliefs [9,26,27], metaphysical
experiences [20,26], physical objects [9], and suicide-related thoughts and behaviours, such
as a desire to join the deceased and/or understand what they went through [9].
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Suicide bereaved individuals tended to experience continuing bonds across multiple
domains both concurrently and over time [15,25]. It was common to experience continuing
bonds across a continuum, for example, engaging in both public and private expressions
of continuing bonds [25]. A public manifestation may include participation in ceremonies
or rituals such as a funeral whilst a private manifestation may include writing to or
talking to the deceased [25]. Although the process of developing continuing bonds was
never described as linear, time since bereavement did appear to affect how the bonds
were experienced. Entilli and colleagues [15] and Ross and colleagues [17] described
experiences with continuing bonds as they appeared at 6, 12, and 24 months, observing that
memorialisation and intrusive thoughts were present early on whereas paranormal beliefs
and the maintenance of the relationship with the deceased were new themes at 24 months.
Similarly, Sands and colleagues [18] reported themes as they appeared during workshops
spanning over 12 weeks. Participants experienced thoughts around ‘why’ the person had
died by suicide before reconstructing the death story and repositioning the relationship
in order to establish positive ongoing bonds [18]. Suicidal ideation with a desire to join
the deceased and/or to understand what they went through was another common initial
reaction that typically subsided over time [9,14].

Qualitative studies found that most participants wanted to experience continuing
bonds and actively pursued them [14,26]. They achieved this through the creation of
online memorials [21,22], visiting places that were frequented by the deceased [16], keeping
objects that belonged to the deceased [26], actively reminiscing about the deceased [26], and
writing to the deceased [15]. However, some participants found that the social expectations
of grief and the stigma associated with suicide limited their public expression of continuing
bonds, forcing them to express their grief privately [16,21,22].

There were differences in the types of bonds experienced according to sex and type
of relationship to the deceased person [15,20,21]. A qualitative study found that female
participants and those who had a close pre-death relationship with the deceased family
member or partner had more spiritual experiences with the deceased [20]. Females also
created more online memorials than males [21]. Conversely, males appeared to engage
more in avoidant coping strategies and would express their grief less openly [15]. Though
children may experience continuing bonds in similar domains as adults, research suggests
they tend to interpret their experiences differently and this varies depending on age [23].

3.3.2. Continuing Bonds as a Positive or Negative Experience

Participants generally perceived continuing bonds as positive experiences [16,17,19–21,27],
which they associated with comfort and hope [26]. Although less common, negative experi-
ences were those that were beyond the control of the bereaved individuals and included
subconscious thoughts or feelings [25], spiritual or metaphysical experiences [26], or the
unexpected discovery of facts relating to the deceased that were not in-line with the percep-
tions of the bereaved [21]. A quantitative study [19] demonstrated that 74.5% of participants
interpreted spiritual experiences with the deceased as helpful whilst only 4.8% viewed
them as harmful [19]. However, another quantitative study comparing outcomes of those
bereaved by suicide with those bereaved by sudden or expected death found that those
bereaved by suicide had lower levels of close positive relationships with the deceased both
pre- and post-death, including less expression of continuing bonds [24].

4. Discussion

This review aimed to synthesise the research literature concerning continuing bonds
in people bereaved by suicide, including how they manifest and whether the bereaved
experienced them as positive or negative. The review identified 15 studies reporting on
12 samples. Factors that affected the way in which continuing bonds manifested included
time since death, type of relationship, societal expectations, sex of the bereaved person, and
their ability to make meaning of the death. In all but one study [22], participants reported
mostly positive thoughts, feelings and experiences regarding continuing bonds.
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4.1. Factors That Affect the Manifestation of Continuing Bonds

Aside from two longitudinal studies [15,17], there appears to be little research on
the effect of time since bereavement on the manifestation of continuing bonds in those
bereaved by suicide. Participants from one study [9] reported that the intensity of the bonds
had not lessened up to 10 years following the suicide. This is supported by a quantitative
study [24] which found that when compared to those bereaved by sudden or expected
deaths, those bereaved by suicide tended to maintain more intense bonds for a longer
period of time and consequently took longer to engage in ‘meaning-making’. These findings
are important due to the strong association between intense grief and less positive personal
transformation [24], highlighting the need for more longitudinal, comparative data.

Societal beliefs and expectations may impact on the manifestation of continuing bonds
in several ways [16,21,22,27]. Some participants felt they were forced to express their
ongoing relationship more privately due to the stigma surrounding suicide [9,21], and the
expectation to resolve grief [16]. Our review revealed that suicidal ideation [9,14] in suicide
bereaved individuals can be a way to reconnect with the deceased or to understand what
they went through, suggesting that suicidal ideation may be a manifestation of continuing
bonds in those bereaved by suicide. Interestingly, participants claimed that this process
aided their grief work by helping them to make sense of the suicide; however, reported
they felt discouraged from sharing these thoughts with others [9]. These findings illustrate
the importance of addressing suicidal thoughts in a constructive manner as opposed to
inadvertently reinforcing suicide stigma by silencing them [9].

The stigma associated with suicide in the context of religions may be particularly
strong, with some bereaved individuals choosing to hold private ceremonies following a
suicide death [27,28]. This is supported by a qualitative systematic review that found that
religious individuals often isolate themselves due to feelings of shame and suicide-related
stigmatisation emanating from religious doctrines [29]. Interestingly, taking part in religious
ceremonies was common practice even in those participants who identified as agnostic [27].
A possible explanation for this may be that societal and cultural expectations dictate how
we grieve, insofar as rituals such as funerals are expected in western culture [30]. Future
studies conducted in different cultures may shed light on the expression of continuing
bonds with regards to spiritual and religious themes and the possible stigma in this context.

Referring to the ‘Dual Process Model of Coping with Bereavement’ [31], studies
reported differences between males and females with females engaging in more ‘loss-
oriented’ behaviours, including continuing bonds, and males engaging in more ‘restoration-
oriented’ behaviours, including learning new skills [15]. Whilst it may be the case that
males experience continuing bonds to a lesser extent than females and/or in different
domains [32], literature suggests that societal perceptions of gender and masculinity may
influence the expression of grief, and grief after suicide, in males [33], resulting in males
engaging in restoration-oriented activities as a distraction from or expression of their
grief [33]. This view is supported by Entilli and colleagues [15] who found that fathers
avoided discussing their feelings regarding the loss by suicide. Future studies may further
compare the experience of continuing bonds between males and females and inform
services to be directed accordingly.

The process of ‘meaning-making’ was mentioned throughout the reviewed studies. It
refers to the ability of the bereaved person to make sense of or find meaning in the death [8,34]
and has been widely recognised in grief literature [8,34]. Milman and colleagues described
meaning-making as a method of alleviating the cognitive dissonance caused by the death
through purposeful reflection [34]. They highlight the importance of differentiating this
process from rumination as the latter fails to negotiate this discrepancy and is characterised by
passive, repetitive and negative thoughts [34]. Our review indicated that those who were able
to make meaning of the suicide experienced more positive continuing bonds whilst those who
were unable to make meaning experienced more negative continuing bonds. In addition, high
resilience characteristics and a strong social support network tended to predict less intense
continuing bonds and higher levels of posttraumatic growth [24].
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4.2. Continuing Bonds as a Positive or a Negative Experience

Most participants in the included studies reported positive feelings experienced with
continuing bonds [16,18,23], a finding that is mirrored by those of general bereavement
studies [35,36]. However, a quantitative study comparing different forms of bereavement
indicated that those bereaved by suicide reporting lower levels of close and positive
relationships with the deceased both pre-and post-death [24]. The incorporation of multiple
factors, including close and positive, and pre-and post-death relationships, make it hard to
accurately compare these results with other studies. As demonstrated by Leichtentritt and
colleagues [25], a ‘close’ relationship is not necessarily synonymous with a ‘positive’ one.
Likewise, as suggested throughout this review, the process of meaning-making transforms
the relationship so that the pre- and post-death relationships may not be equivalent. Further
studies comparing experiences of continuing bonds between those bereaved by different
causes may further clarify how to understand these experiences.

Negative experiences occurred when continuing bonds in the form of memories or
objects faded or were lost [14,21], when participants were not able to make meaning of
the loss [15], or when aspects of continuing bonds were beyond the control of the be-
reaved [22,25]. Participants experienced feelings of distress at fading memories of the
deceased [14], or due to the sudden and unexpected disappearance of online memori-
als [21], which was described as a ‘double loss’ [22]. Some expressed apprehension and
guilt as contributing to the continuing bonds as they did not want to abandon the deceased
person [10]. Additionally, participants experienced cognitive dissonance when their reli-
gious beliefs were in opposition to the actions of the deceased [27], or upon the discovery
of new information about the deceased that was contradictory to their own internal repre-
sentation of the deceased person [21,22]. These psychological discrepancies were found
to hinder the ability of the bereaved person to make meaning of the death and enhanced
negative feelings associated with continuing bonds [9]. Further research may clarify in
which circumstances it may be more beneficial for the bereaved person to relinquish than
to maintain the bond [35,36].

Participants utilised several tools and behaviours to create or maintain positive contin-
uing bonds. Many studies observed the tendency of participants to omit certain aspects
of the deceased personality or behaviour when recalling memories of them [23], or to
hold more symbolic or fictitious representations of the deceased [25,27]. Some bereaved
individuals favoured online memorials due to them being more interactive than traditional
mourning objects [21]. This is supported by literature reporting that this allows the be-
reaved to explore the relationship in more depth and to discover new things about the
deceased, thus enabling the relationship to evolve [37]. Nonetheless, a potential negative
aspect of online grief-related activities is the ease with which those bereaved can become
preoccupied with the relationship, hindering the meaning-making process [21,38].

Positive and negative experiences with continuing bonds were often intertwined. Wood [23]
found that negative thoughts about the deceased’s personality or behaviour initially evoked
distress but with reflection and perspective, understanding and personal growth could be
achieved. This was echoed by Maple [16], who found that parents could initially be distressed
at the ongoing ‘presence’ of their deceased child but in time came to enjoy these experiences.
Nonetheless, participants reported a bitter ‘aftertaste’ associated with positive thoughts about
the deceased as they tended to trigger difficult emotions and memories [23]. Remembering the
more holistic picture (both good and bad) was beneficial in making sense of the suicide and
relieving responsibility and guilt in those bereaved by suicide [23,39].

4.3. Limitations

The studies included in the review and the review itself entailed a few limitations.
Most studies were qualitative, or cross-sectional (of relatively poor quality) with primarily
female participants from western countries, making the impact of culture, sex and time
since bereavement difficult to discern. This highlights the need for international research in-
volving representative samples. Also, further studies involving control groups or adopting
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community-based longitudinal designs may enable researchers to capture the experiences
of continuing bonds over time. While the review involved searches in six databases, future
reviews can broaden the scope by including more databases as well as grey literature,
which may increase, for example, the likelihood of finding negative experiences in the
context of continuing bonds.

4.4. Implications

A better understanding of continuing bonds in suicide bereavement may inform future
interventions and enable service providers to deliver more accurate and targeted support.
In particular, the review highlights the substantial impact that societal expectations and
stigma continue to have on the experience of grief in suicide bereaved individuals [40]. The
findings of this review may direct future studies and help to characterise the experiences of
continuing bonds in people bereaved by suicide with greater clarity.

5. Conclusions

People bereaved by suicide commonly experience continuing bonds and generally
interpret these as positive experiences. Factors such as time since bereavement, social and
cultural expectations, sex of the bereaved person, and the ability of the bereaved to make
meaning of the death may influence how continuing bonds manifest and whether they
are experienced as positive or negative (although further research is needed). Postvention
efforts should consider the process of meaning-making in creating the basis for positive
continuing bonds and should attempt to address the stigma and societal expectations
surrounding suicide bereavement. Future studies should involve representative samples,
compare with continuing bonds after other causes of death, and investigate continuing
bonds in suicide bereavement longitudinally.
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Appendix A

Table A1. Quality assessment 1 of quantitative studies.

Topic Jahn & Spencer-Thomas,
2014 [19] Levi-Belz, 2017 [24]

Selection

(1) Representativeness of the exposed cohort

(a) Truly representative (one star)

(b) Somewhat representative (one star)

(c) Selected group X X

(d) No description

(2) Selection of the non-exposed cohort

(a) Drawn from the same community as the exposed cohort (one star) N/a X
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Table A1. Cont.

Topic Jahn & Spencer-Thomas,
2014 [19] Levi-Belz, 2017 [24]

(b) Drawn from a different source

(c) No description

(3) Ascertainment of exposure

(a) Secure record (e.g., surgical record) (one star)

(b) Structured interview (one star)

(c) Written self-report X X

(d) No description

(e) Other

(4) Demonstration that outcome of interest was not present at start of study

(a) Yes (one star) X X

(b) No

Comparability

(1) Comparability of cohorts on the basis of the design or analysis controlled for
confounders

(a) The study controls for age, sex and marital status (one star) X

(b) Study controls for other factors (list) (one star) X

(c) Controls are not comparable

Outcome

(1) Assessment of outcome

(a) Independent blind assessment (one star)

(b) Record linkage (one star)

(c) Self-report X X

(d) No description

(e) Other

(2) Was follow-up long enough for outcomes to occur

(a) Yes (one star) X X

(b) No

Indicate the mean duration of follow-up and a brief rationale for the assessment
above Range <1–20+ years Range 2–540 months

(3) Adequacy of follow-up of cohorts

(a) Complete follow-up, all subjects accounted for (one star)

(b) Subjects lost to follow-up unlikely to introduce bias, number lost less than or
equal to 20% or description of those lost suggested no different from those followed
(one star)

(c) Follow-up rate less than 80% and no description of those lost

(d) No statement X X

Stars

Selection 1 2

Comparability 0 2

Outcome 1 1

Rating Poor Poor

1 Newcastle-Ottawa Quality Assessment Form for Cohort Studies [12]. Note: A study can be given a maximum of
one star for each numbered item within the Selection and Outcome categories. A maximum of two stars can be
given for Comparability. Thresholds for converting the Newcastle-Ottawa scales to AHRQ standards (good, fair,
and poor): Good quality: 3 or 4 stars in selection domain AND 1 or 2 stars in comparability domain AND 2 or
3 stars in outcome/exposure domain. Fair quality: 2 stars in selection domain AND 1 or 2 stars in comparability
domain AND 2 or 3 stars in outcome/exposure domain. Poor quality: 0 or 1 star in selection domain OR 0 stars in
comparability domain OR 0 or 1 stars in outcome/exposure domain.
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Abstract: Suicide bereavement support groups are a widely available format of postvention service.
Although other reviews have addressed peer-led bereavement interventions, no review has focused
specifically on peer-led support for people bereaved by suicide. Informed by a framework for un-
dertaking scoping reviews, we conducted a systematic review according to PRISMA-ScR guidelines.
Searches conducted in May 2021 of peer-reviewed literature in MEDLINE (EBSCO), CINAHL Com-
plete (EBSCO), PsycINFO (EBSCO), EMBASE (Elsevier), AMED (EBSCO), ERIC (EBSCO), Web of
Science (Core Collection), ASSIA (Proquest), and Global Index Medicus. The search was not limited
by language, and all studies were included to full text screening. The search identified 10 studies
conducted between 1994 and 2020 in five countries. The selected papers were subjected to quality
assessment. The interventions included face-to-face groups, telephone and online groups/forums
and were evaluated using a variety of methodologies, which made comparison and synthesis chal-
lenging. Thematic analysis resulted in four themes: motivation, impact, aspects of intervention
which hindered/enhanced outcomes, and recommendations for the practice of peer support made by
the authors. While there were methodological limitations to most studies included in this review;
the studies do indicate the potential benefit of peer-led support to those bereaved through suicide.
Future studies should provide a definition of ‘peer’ and a clear description of the intervention being
evaluated. As the field matures there is a need for more rigorous evaluation of peer interventions
with representative samples, studies that compare the impact of various types of peer interventions,
and studies of the peer group processes.

Keywords: bereavement; suicide; peer interventions; scoping review; postvention

1. Introduction

Death by suicide is an extremely complex issue that impacts hundreds of thousands
of people every year globally, with estimates suggesting that almost 700,000 people die
from suicide every year [1,2]. A suicide death not only impacts the wellbeing of close
family members and friends but also affects many people outside of this immediate circle,
including neighbours, passers-by, or professionals caring for the person.

It is estimated that 135 individuals are exposed by every suicide death [3]. Cerel
et al. [4] provides a nested model of suicide survivorship. The outer circle of the model
encompasses all those who have been ‘exposed’, defined as anyone who knows or identifies
with someone who dies by suicide and within this group there are those that are ‘affected’
by the loss. Within the affected group are two further subgroups comprising those who
have an attachment relationship to the deceased and experience ‘short term’ or ‘long-
term’ distress.

Int. J. Environ. Res. Public Health 2022, 19, 3485. https://doi.org/10.3390/ijerph19063485 https://www.mdpi.com/journal/ijerph
51



Int. J. Environ. Res. Public Health 2022, 19, 3485

Coping and adapting to a loss by suicide can be particularly challenging owing
to feelings of guilt, responsibility, shame, and rejection [5,6] and may have long-lasting
impact on physical and mental health, including increased risk of suicidal thoughts and
behaviours [7–9]. The bereavement may also have long-lasting consequences for families
as well as individuals, altering patterns of communications within the family unit and
contributing to the loss of cohesion and relationship breakdown [10]. Hence, one of the
key priorities within suicide prevention policy and strategy (for example [1,11–14]) is the
provision of a range of supports, both informal and formal, to help those affected by suicide
and suicide behaviour to navigate the grieving process and reduce the risk of suicide and
other adverse effects [15]. In addition, statement five in the National Institute of Health
and Care Excellence’s Suicide Prevention Quality Standard focuses on ‘supporting people
bereaved or affected by suspected suicide’ [16].

Suicide bereavement support groups are a widely available postvention service. Fre-
quently initiated by people bereaved by suicide, they are often based on the principles
of sharing experiences and offering mutual assistance, with the aim of reducing distress
and risk of mental and emotional problems. Despite the increasing use of peer support
groups as well as user demand for peer-delivered services, Rawlinson et al. [17], notes that
there was scant attention given to peer support for suicide bereavement as an intervention,
and no evidence regarding impact or effectiveness. To the authors’ knowledge, five sys-
tematic reviews of interventions for people bereaved by suicide have been published to
date [5,6,18–20]. Four of these reviews focus on the effectiveness of individual and group-
based interventions delivered in a school, family, and community context and facilitated
by health care professionals, researchers, or health care professionals in conjunction with
volunteers. Although the reviews point to some evidence of positive impact of the inter-
ventions on mental health and grief outcomes [5,6,18,20], few of these reviews included
peer-led interventions. In two of the reviews, only controlled studies were included [5,20]
while Linde et al. [6] only included studies with quantifiable outcome measures.

Three reviews were found that addressed peer-led interventions. One scoping review
focused on peer support programs (excluding bereavement programs) that aim to reduce
suicidality in people deemed at risk [21], and another scoping review focusing on describing
the breadth of peer-delivered suicide preventions services and their outcomes, to inform
future service delivery and research [22]. Bartone et al.’s [19] systematic review focused on
peer support services for bereaved survivors, irrespective of the cause of death. Whilst this
review provides evidence of beneficial impacts of peer interventions in terms of reduced
grief symptoms, depression and suicidal thinking, as well as enhanced well-being and
personal growth, and is helpful in understanding the benefits to those bereaved by suicide,
it does not focus exclusively on peer support for suicide bereaved, with only seven of the
thirty-two studies included involving those bereaved by suicide, including members of
community mental health teams and counsellors bereaved by suicide. Of the seven studies
included, the authors state that in six, support was provided by others who were also
bereaved by suicide. However, it is unclear how the term peer was conceptualised and
defined, or what types of peer intervention were provided. Given the distinctive nature
of bereavement by suicide, in terms of stigma, self-blame, guilt, societal reactions [6], the
potential for prolonged and complicated grief [23], and the absence of a review in this area,
the authors were of the view there was merit in conducting a separate review to examine
the extent, range, and nature of research activity in this area. Pooling data and sharing
information and learnings from a review is also important for people who are involved in
developing peer interventions and preparing peer facilitators.

Aims of the Review

This scoping review was informed by Arskey and O’Malley’s [24] paper on scoping
reviews and aimed to examine peer-led interventions for people bereaved by suicide.
Using a systematic process following PRISMA guidelines the objectives of the review
were to: (i) describe how peer is conceptualised and defined; (ii) discuss models of peer-
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led interventions used; (iii) describe the outcomes of peer-led interventions; (iv) identify
elements of peer-led intervention that enhanced or hindered outcomes.

2. Methods

A systematic search of the following electronic databases was undertaken by the
librarian (J E-C): MEDLINE (EBSCO), CINAHL Complete (EBSCO), PsycINFO (EBSCO),
EMBASE (Elsevier), AMED (EBSCO), ERIC (EBSCO), Web of Science (Core Collection),
ASSIA (Proquest), and Global Index Medicus (WHO). These included the main databases
used in any health sciences-related systematic review, as well as important databases for
educational and social sciences research.

Previous reviews and the authors’ knowledge were used to determine keywords, for
example, terms denoting suicide (e.g., killing oneself), bereavement (e.g., loss, mourn, grief),
as well as peer support (e.g., self-help, social support, peer group). In all cases, these terms
were searched for, in titles and abstracts, and, where appropriate, other fields such as the
“contributed indexing” field in MEDLINE (EBSCO). These were combined with controlled
vocabulary terms such as MeSH, EMTREE, and CINAHL Headings as appropriate (see
example MEDLINE search strategy, in Supplementary Table S1).

The search was run from the inception of the database and limited to peer-reviewed
papers published before May 2021. These search boundaries resulted in 13,663 papers. A
further 227 articles were located through a grey literature search, which resulted in a total
of 13,890 papers. Endnote was used to screen the majority of duplicates (6987) and a further
123 duplicates were removed on import into Covidence. After duplicates were removed,
the resulting 6780 papers were screened according to the following inclusion and exclusion
criteria (see Table 1).

Table 1. Inclusion/exclusion criteria.

Inclusion

i. Empirical studies using any research design

ii. Studies focusing on peer-led interventions

iii. Target population -people bereaved by suicide

iv. Conducted in any country, location, and setting, and using any modes of delivery (online, face
to face, phone etc.)

v. Reported on any outcomes (e.g., feasibility, acceptability, effectiveness etc.)

Exclusion

i. Descriptive or theoretical papers focused on a peer intervention without evaluation findings

ii. Studies focused on evaluating peer interventions for bereavement (including bereavement by
suicide) where it was not possible to extract information specific to bereavement by suicide

iii. Studies of interventions for bereavement (including bereavement by suicide) where there was
a co-facilitation element by a professional

iv. Literature reviews, systematic reviews, discussion papers, opinion articles/editorials,
commentaries, book chapters, conference papers, and case studies (n = 1).

Covidence screening software (www.covidence.org (accessed on 30 June 2021)) was
used to manage the screening process. Two reviewers independently assessed each title
and abstract against the inclusion/exclusion criteria identified in Table 1 to identify poten-
tially relevant papers (LH, AH, OM, JM, each pair assessed 50% or 3390 papers) and any
discrepancies were resolved by a third reviewer not involved in screening that paper. For
stage two screening, the full texts of 115 papers were obtained and assessed independently
by two reviewers, one person assessed all (LH, AH, OM, JM). Any discrepancies at this
stage were resolved by discussion with the wider team. This stage resulted in the exclusion
of a further 105 papers, primarily due to their not being focused on peer-led intervention,
not focused on bereavement because of suicide, not being primary research, or including
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those not bereaved by suicide. Following this, reference lists in these papers were reviewed,
which resulted in no new additions, resulting in 10 studies in the final review. Figure 1
shows the PRISMA diagram.

Figure 1. PRISMA Flow Diagram of Selection Process.

3. Data Extraction and Analysis

A Microsoft Excel data extraction form was developed and piloted for extracting
information from each study. Information on author, year, country of origin, study aim,
sample achieved, population characteristics, and core data on methodology, outcomes of
peer support, and factors that enhanced or hindered outcomes and findings were extracted
and inputted into the Excel form (see Supplementary Table S2 for overview of studies and
Supplementary Table S3 for more information on findings). In line with the aims of the
review, information related to how peer support was defined/conceptualised, the nature
and type of the peer intervention, as well as recommendations for further study in the area
were also extracted. Following this, data were coded inductively into themes in line with
the aims of the review. To ensure consistency, data extraction for each paper was completed
independently by at least two people (LH, AH, CD, OM).
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4. Quality Appraisal and Quality of the Studies

While quality appraisal may or may not be part of a scoping review, given the relative
newness of research on peer interventions, we chose to include a quality appraisal element
to help inform and improve the quality of future research. Two reviewers independently
scored each paper and came together to agree the final score using the categories, weak,
moderate, and strong. To support the assessment of quality, quantitative studies were
reviewed using the Effective Public Health Practice Project Quality Assessment tool [25]
and the Critical Appraisal Skills Programme Qualitative Critical Appraisal Tool (CASP)
(https://casp-uk.net/casp-tools-checklists/ (accessed on 9 July 2021)) was completed on
studies using qualitative methods (see Supplementary Table S2 for more information on
the tools).

Overall, the body of evidence was of mixed quality. The main reasons for the low/weak
scoring in the qualitative studies were: insufficient information on issues such as ethics
and data analysis, and lack of discussion on relevance/transferability of research to other
contexts or discussion on reflexivity and influence of the researcher on the research, and
vice-versa. In addition, the quality of the supporting data was sparse in some studies.

For the studies which were quantitative or had a quantitative component, half of them
did not report receiving ethical approval or the consent of participants. Despite collection of
data using a range of existing survey tools or designed measures to capture data, such as the
benefits and limitations of internet forums [26], or helpfulness and comfort of meetings [27],
only a few of the studies commented on the reliability of the tools used. The absence
on information on demographics, withdrawals, and selection bias were also reasons for
weak scores.

5. Findings
5.1. Study Characteristics

The ten studies included were conducted between 1994 and 2020. Three studies were
conducted in the USA [28–30], two in Canada [27,31], and one in England [32], Italy [33],
and Sweden [34]. Two of the studies, which were online forums, contained participants
from different countries. One of them comprised mostly US-based participants with
smaller numbers from Canada, the UK, and Australia [26]. The second contained both
Dutch and Belgian participants [35]. The study designs included six qualitative studies,
three quantitative studies, involving the use of surveys [26,29,31], and one mixed method
study, which used both interviews and surveys [27]. The six qualitative studies collected
data using participant observation [28,33] and interviews [33]; one study used a focus
group and semi structured interviews [32]; one used telephone interviews [30]; two used
online forum messages as data [34,35].

The studies that were quantitative in nature or had a quantitative element [26,27,29,31]
collected data using a range of existing survey tools or designed measures to capture data,
such as the benefits and limitations to internet forums [26], or helpfulness and comfort
of meetings [27]. Only a few of the studies commented on the reliability of the tools
used [26,27,29]. In addition to the closed questions, two studies used several open-ended
questions to elicit information about the helpfulness of the meetings [27] and participants’
social networks, their motivations for attending groups, and their experiences of groups [31].
All surveys were administered during the intervention, apart from Barlow et al. [27], who
administered the Hogan Grief Reaction Checklist pre- and post-intervention. Analysis was
conducted using descriptive statistics [26,29,31], and also inferential statistics [27,29].

5.2. Participant Characteristics

All studies involved people who were bereaved by suicide, with one group including
three people who had tried to take their own life [33]. In terms of participants’ relationship
to the deceased, two studies focused solely on parents [29,34]; two studies listed the
relationships as including parents, children, spouses/partners, siblings and others, without
specifying the actual number of each [27,28]; one study had parents in the majority of
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the sample [32], while the remaining two, which stipulated the relationship, had similar
numbers of parents and partners [33,35]. In addition to parents and partners/spouses,
all samples included at least some siblings and children, while other relatives and non-
relatives, including friends, comprised a minority of the samples. In terms of the duration
of time since suicide, the range was 6 weeks to 20 years [27,32]. One study gave the mean
duration as being 3 years [32]. In most of the studies, the majority of participants had
sustained the loss within the past five years [26,27,35]; only in Feigelman & Feigelman [30]
were the majority of participants bereaved for more than five years.

It is not possible to report the collective sample number, as Hopmeyer & Werk [31]
did not report sample size and or demographics, while the sample size in another study
was the number of online messages analysed, rather than the number of participants [34].
In those that reported age, participant age ranged from 17 to 81 years [26,27,32,33]. Two
studies gave the mean ages of the sample as 46.9 and 52.3 [26,27]. Age was not reported
or there was incomplete reporting of age in several studies [28–31,34,35]. Over 70% of
the reported samples were female [27,32,33,35], with as many as 94.6% females in one
study [26]. None of the studies reported on the ethnicity, sexual orientation, or education
level of participants.

5.3. How Peer and Peer Support Is Conceptualised and Defined

No study specifically defined what they meant by the term peer. Of the studies that
briefly alluded to the concepts of ‘peer support’ or ‘peer help’ in the introductions to the
papers, it is evident that peer support or peer help is regarded as an exchange of support
among people who share similar experiences [27,28,32]. Feigelman & Feigelman [28], in
their introduction, briefly discuss the perceived benefits and drawbacks of peer-led versus
professional-led support groups, without defining either. One study described the groups
being researched as “mutual aid” groups [33], while another described them as “self-
help” groups [31].

5.4. Type of Peer Interventions Evaluated

The interventions included five face-to-face groups [29–33] and four online groups/
forums [26,29,34,35]. One of the studies was a face-to-face or telephone peer support pro-
gram in which a peer supporter was matched with a ‘client’ who had experienced the same
type of loss [27]. Six studies indicated that the groups/pairings were facilitated/moderated
by a peer bereaved by suicide [27,28,30,31,33,34]. The background of the person/s was not
stipulated in three studies [29,32,35] while it was unclear if one of the studies involved any
facilitation/moderation [26].

Three studies indicated that the groups met monthly for approximately two hours [29,30,32]
while one group met weekly for 1.5 h [33] and another held bi-monthly meetings [31]. The
24/7 availability of the online groups/forums was mentioned in two studies [26,29] but
presumably all four were always accessible for an indefinite period of time. Only three
studies indicated the duration of the group/pairing; in the case of Barlow et al. [27], the
pairing met for a period of four months, while two studies indicated that the groups were
open-ended (meaning members could join at any time) [28,31].

Few studies make any reference to the format and structure of the groups/forums.
One of the groups is described as “open discussion” [31]. Another described how the group
opened with a brief period of informal social interaction before the peer-facilitator initiated
introductions, encouraged people to contribute in a non-judgemental fashion, and ensured
new members had the opportunity to speak if they so wished. The group then closed with
a serenity prayer and refreshments [28,30]. One of the internet forum studies described
how members were given some instructional guidance about items of interest and how best
to contribute to the forum, but otherwise were free to “dialogue” with other members [29].

Whether peer facilitators/moderators were offered education and support for the role
was not or poorly described in most studies. One study stipulated that the peer was trained
and partook in monthly debriefing and educational sessions [27], while two indicated that
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the peer facilitator had the support of professionals, one of whom was a social worker, while
the other study didn’t specify except to say that it was a ‘team of professionals’ [31,35].

5.5. Outcomes of the Intervention

Four themes were identified: motivation, impact, aspects of intervention which hin-
dered/enhanced outcomes, and recommendations for the practice of peer support made
by the authors.

5.5.1. Motivation

In the five studies that reported motivation for accessing peer support, the main
reasons included wanting to meet others with the same experiences, to access information
and support to understanding, and coping with the suicide loss. Feelings of depression
and loneliness as well as stigma from social networks prompted people to seek out a safe,
understanding, and non-judgemental environment with peers. Helping and giving support
to others was also a motivating factor [27,31,32,34,35]. In one study, accessing online support
was linked to being ‘turned off’ by face-to-face groups or none being available [29].

5.5.2. Impact

The shared understanding, empathy, and the information received from peer support
impacted participants positively in terms of a reduction in self-blame, isolation, and stigma,
as well as gains in hope, self-worth (by helping others), personal well-being, and a sense
of connectedness. Participants reported better coping strategies, problem-solving skills,
and empowerment to grieve and change. In relation to the grief process, the peer group
helped with acceptance and processing the grief by enabling participants to gain a better
understanding of their own and others’ experiences, normalise the loss, as well as offering
the opportunity to memorialise the deceased, which was important to the bereavement
process [26–33]. In addition, Silvén Hagström [34], reported that peers helped participants
construct new meanings or narratives around the suicide. Only one study conducted
pre- and post-testing of the intervention and reported that some grief reactions (despair,
detachment, and disorganisation) were reduced at post-intervention follow-up while peer
support was rated highly in terms of comfort and helpfulness [27]. Schotanus-Dijktra
et al. [35] found more positive comments about the online experience when compared
to negative comments (9 vs. 1%), however, most of their findings related to the nature
of online interactions rather than their impact. In the few studies that reported negative
impacts, these related to feelings of distress and depression as a result of being involved in
the peer intervention [26,28–30].

5.6. Aspects of Intervention Which Enhanced Outcomes

Helpful aspects of interventions fell into three categories: group process, group for-
mat, and group composition. The group process was enhanced by good facilitation and
leadership skills. These included facilitators being flexible and accommodating regarding
time and place of meeting, ‘being present’, providing additional support, structure, and
managing group diversity and dynamics effectively [27,29,30]. In addition, debriefing
opportunities and support for peer leaders provided reassurance and confidence in their
role [27]. In terms of format, peers bereaved by suicide appreciated the 24/7 availability,
anonymity, and ‘democratic participatory style’ of internet support groups [26,29], with
some participants in one study identifying it as preferable to face-to-face support [29].
While members with similar kinship relationships facilitated a connection and shared
understanding to form group diversity, [27], in terms of having a mix of individuals with
different kinship relationships to the deceased, including individuals at different stages of
grief and individuals who had tried to take their own life, this was identified as beneficial for
generating a dialogue in which different perspectives challenged ways of thinking [28,33].
It also meant that some peers who were longer bereaved could adopt a more supportive
role in which they offered guidance and hope to others [32].
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5.7. Aspects of Intervention Which Hindered Outcomes

Unhelpful aspects of interventions fell into three categories: group process, group
format/structure, and logistical challenges. In terms of the group process, poor facilitation
made the intervention less acceptable to participants, in some cases, causing individuals
to leave or change groups. Poor facilitation included insufficient monitoring of online
posts, not addressing participants’ upset, allowing some members to monopolise the
group or form cliques, and spending too much emphasis on some topics and not enough on
others [26,28–30]. In addition, two studies identified issues in relation to the management of
expectations and boundaries around interactions, including how to terminate relationships
and respond to people who took political and social action agendas in relation to suicide
into the group [27,30]. Group format/structure issues, which affected the acceptability
and effectiveness of interventions included groups being too large, lacking members
with the same kinship relationship or experiences, the degree of spirituality/religiosity of
the group, and group sharing/disclosure which some members found uncomfortable or
upsetting [28–30,32]. Finally, logistical issues such as distance to travel to groups, timing,
and available space were identified as challenging in two studies [27,32].

5.8. Recommendations for the Practice of Peer Support Made by the Authors of the Studies Included

Training and support for facilitators was regarded as essential by some authors to
enable people to facilitate groups with confidence and address problems which arise in
groups, such as monopolisation by some individuals, feelings of distress, how to manage
different expectations and agendas of members, and how to set clear guidelines from the
outset [27,28,30]. As well as developing group facilitation and leadership skills, knowledge
of the bereavement process and referral resources were deemed important parts of the
ongoing education of facilitators [30]. One paper recommended that support group mem-
bers also be given information and tools to enable them to participate effectively, equitably,
and non-judgementally in groups [28]. In terms of online forums, Bailey et al. [26] recom-
mended the development of guidelines “governing the conceptualisation, development,
and maintenance of Internet forums in order to ensure their safety and clinical utility”
(p. 399) while consultation with users was advised to ensure that the forums meet the needs
of different groups. Finally, Feigelman & Feigelman [30] recommended that support groups
be open-ended; although they acknowledged that there may be conflicts in terms of the
needs of newly bereaved people in comparison to longer term survivors, they believed that
there was benefit to having both in the mix.

6. Discussion

The involvement of peers and peer intervention are now an acknowledged cornerstone
of all mental health policy [36–39] and this review set out to examine peer-led interventions
for people bereaved by suicide. Although the aim of the studies included was to evaluate
a peer-led intervention, in the majority of cases, peer support was not explicitly defined,
hence the authors inferred that it was understood as a form of reciprocal support between
individuals who share similar experiences and as being distinct from professional support.
While the type of peer-led intervention offered was typically a group format in which
there was a moderator/facilitator present, the nature of the peer interventions was poorly
described in terms of duration, specification of the intervention (i.e., short-term vs. long-
term; open vs. closed membership), or if the interventions followed a certain structure,
used ground rules, or addressed certain topics. It was also unclear if training and support
was provided to the facilitators/moderators or whether people attending had to disclose
their loss or identify how the person died to meet the criteria to join the group. These
omissions made comparison and interpretation of findings a challenge, as similarities and
differences between groups were not explicit.

Nevertheless, a recurring theme within the data was the positive impact of being able
to share narratives of loss in a non-judgemental and supportive environment, wherein
people, by virtue of their similar experiences, could help and support each other to process
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their grief. This support in turn buoyed individuals to the extent that they felt less alone
and stigmatised, and more hopeful and empowered. Recent qualitative studies of the
support needs of people bereaved by suicide highlight how the feelings of stigma make
social interactions difficult, uncomfortable, and painful, which in turn leads to withdrawal
and self-isolation [40,41]. While there were differences of opinions in terms of who should
lead peer groups, participants in both of these studies iterated the importance of finding a
place to talk, without fearing people’s reactions and judgement. While talking to peers and
sharing experiences within a group may decrease feelings of being alone and is an important
element of meaning reconstruction following a loss [23], it can also be burdensome or even
retraumatisating for some people. Indeed, findings in the current review indicate that some
members found group sharing and disclosure uncomfortable or upsetting, a view that is
also supported by a recent study of individuals with mental health problems who reported
that listening to others’ recovery narratives can be burdening, saddening, and make some
people feel inadequate and disconnected [42].

Another important issue highlighted in this review relates to the preparation of peer
facilitators. Although the findings suggest that a person’s experience of a peer support
group is highly influenced by the facilitation of the group, the nature and type of prepara-
tion provided to the facilitators was not made explicit. This may be the reason why many
of the authors recommended that facilitators be provided with education to help them
manage issues related to group dynamics, as well as the distress that some participants
will inevitably experience. The preparation and on-going support for facilitators is also
in line with many of the guidelines on bereavement support that have been published
internationally (see [43–45]). While the authors of the studies included in the review did
not question whether people bereaved by suicide should ever facilitate groups, bereaved
participants in Ross et al.’s [41] recent study were of the view that people bereaved by
suicide may not necessarily be able to lead a group. Hence, they were of the view that
trained professionals should facilitate the support groups to ensure a safe and helpful
dynamic in the group.

In terms of online support, although a small number of people commented on in-
adequate moderation and the posting of inaccurate information, online peer support
interventions emerged as having advantages over face-to face peer interventions in terms
of the accessibility and anonymity offered. Thus, the reported acceptability and benefits
from using online support forums highlight this as a type of peer support with poten-
tial, however, similar to face-to-face groups, issues around quality and safety need to be
addressed. Only one of the studies included in the review compared online peer group
support with face-to-face peer group support [29], and although they found that grief
symptoms were higher in the online community, they were unable to attribute this to any
deficiency in online support but rather identified greater stigmatisation from family and
friends as a possible reason for the discrepancy.

In addition to education and preparation, the review also identifies several gaps that
need consideration in further research. To enhance future comparison and synthesis of
research findings, there is a need for researchers to clearly define what they mean by
peer and describe in detail the intervention being evaluated. Without methodologically
rigorous studies involving control groups using valid outcomes measures, that not only
relate to grief and mental health outcomes, but also outcomes such as hope, empowerment,
stigma, coping and impact on life outside the group etc., it is difficult to determine the true
impact of peer-led support interventions. The comparative impact of various types of peer
interventions (face to face/online support) versus other types of support, such as those
offered by professionals, also warrants study. Existing studies do not shed light on what
is the optimal length of time since the loss before one may benefit from a peer support
intervention, or indeed what the optimal length of time is for support.

Further research is also needed in the form of observational studies that explore group
processes in real time, for example, how groups practice and maintain helpful elements such
as a non-judgemental approach, generate feelings of connectedness, and how they share
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stories and thoughts to help and support each other. The potential for distress from being
exposed to individuals’ narratives of loss also warrants attention, as well as the reasons
people leave peer groups. Additionally, the impact of different biographical backgrounds
(relationships to the deceased, age, gender, and different stages of grief) on group processes
and outcomes also warrants further attention.

There is also a need for research with more representative samples to determine if
results can be generalised. The lack of representation of men and older people (those
aged over 65) in the samples begs the question of whether the interventions would have
demonstrated the same utility for these cohorts, particularly as men are believed to employ
different coping strategies in response to bereavement in comparison to women [46].
Indeed, Hopmeyer & Werk’s [31] study, albeit dated, indicates that men may be more
focused on problem solving than sharing emotions within peer support groups. It is also
not known if the findings could be replicated across cultural contexts, given that many of
the peer interventions were based in North America and Western Europe. The absence of
longitudinal research in this area is a research gap, which also needs to be filled in order to
identify causal factors affecting grief experiences overtime. Only one of the studies explored
factors contributing to departures from groups [30]; the authors in this paper recognise
this as an area which requires further attention. In terms of online forums, the quality of
the forums and the impact of this on efficacy, the perceptions of different groups (users,
moderators, professionals) about their efficacy, and the potential for distress are also areas
for further research.

Although the review has several strengths such as its breadth of questions, the use
of a comprehensive multi-database search strategy, and dual-author data extraction and
analysis, it needs to be read with the following limitations in mind. First, some relevant
papers may have been missed because of the exclusion of non-English literature. Second,
as discussed, most of the studies included in the review were of low or moderate quality.
Third, the potential for interpretative bias impacting the findings is also an issue, as many
papers did not clearly define the meaning of terms, such as peer, or provide detailed
information on the intervention being evaluated.

7. Conclusions

While there were clear methodological limitations to many of the studies included
in this review, the studies do indicate the potential benefit of peer-led support to those
bereaved through suicide. The review revealed an unclear conceptualising of peers and
the peer facilitators of the support group. It became clear that the role of the facilitator
was very important and could influence the group process. However, it was not clear
in each study how the peer facilitators were prepared for the role and how this may
influence the outcome. This field of study would benefit from more in-depth description
of the interventions provided, including how facilitators are selected and prepared to
facilitate groups. In addition, larger studies with more representative samples to allow for
comparisons across groups, including professionally facilitated peer groups, is required.
Research to explore the long-term impact of peer-led intervention, including people’s
reasons for leaving peer support groups is also needed.

The findings also suggest that not all participants may benefit from partaking in a
group, as some experienced the process of sharing upsetting. This suggests a need for
further investigation into this issue, including the impact of facilitator style and training
on this outcome. In line with this, it is important to explore how helpful processes arise
and are maintained in a peer-led group and how attending a peer-led group influences
everyday life, such as feelings of stigma and recovery in the aftermath, as support groups
are supposed to enhance life outside the group.

Supplementary Materials: The following supporting information can be downloaded at: https:
//www.mdpi.com/article/10.3390/ijerph19063485/s1, Table S1: Sample MEDLINE Search; Table S2:
Study Characteristics; Table S3: Findings.
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Abstract: Individuals bereaved by suicide represent an important group in terms of postvention.
While peer support groups are often accessed by those bereaved, few studies have examined their
impact in terms of physical and mental health wellbeing. The aim of this study was to examine
psychosocial outcomes of individuals attending suicide bereavement peer support groups in Ireland.
Between August 2020 and June 2021, all members were invited to complete a survey, with new mem-
bers also surveyed at three- and six-month follow-up, to examine changes in wellbeing, depressive
symptoms and grief reactions. Results were analyzed using descriptive statistics and mixed linear
regression models. The 75 participants were mostly female, with lower levels of overall wellbeing
and a higher prevalence of depressive symptoms and suicidal ideation than the general population.
Participants also reported high levels of social adjustment difficulties and grief reactions, which were
more pronounced for those more recently bereaved. At follow-up (n = 28), a significant improvement
in wellbeing and a reduction in grief reactions were found, adjusting for time since bereavement.
Participants identified the groups as creating a safe space and providing a sense of belonging and
hope. Notwithstanding the small number of participants at follow-up, these findings underline the
enduring mental health challenges for those bereaved by suicide and provide further evidence for
the role of peer support in postvention.

Keywords: suicide; bereavement; peer support; postvention; suicide prevention

1. Introduction

Compared with other types of bereavement, including other types of sudden death,
suicide bereavement is in general associated with more negative impacts on emotional,
mental and physical health [1–3]. Some people may develop long-lasting psychosocial
sequalae, including increased risk of suicide and self-harm [2,4]. For every suicide that
occurs, 10 people are deeply impacted and up to 135 are affected by the death [5]; therefore,
the impacts of suicide can be significant and often wide reaching. Given that grief after
suicide tends to be more prolonged and intense, the support and intervention required is
likely to be more intensive and specialized than with other types of loss.

Peer support groups specific to suicide bereavement offer compelling appeal to those
bereaved by suicide, often over seeking professional assistance. In general, there is growing
evidence of the perceived helpfulness of peer support groups for people bereaved by
suicide [6,7]. In particular, support groups seem to offer a space where shared experience
and understanding among members of the groups provide a unique support [8–10]. In
many cases, people bereaved by suicide place more confidence in those with similar
bereavements, often above medical professionals, feeling that they can understand their
particular needs and challenges [9].

However, there are very few studies examining the outcomes of individuals attending
suicide bereavement peer support groups [6,11–14]. To date, only two studies have evalu-
ated such groups. A small study conducted by Barlow and colleagues examined the impact
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of face-to-face peer support dyads [13]. The findings indicated short-term improvements
in aspects of grief reactions among participants measured before and after participation.
A more recent study of online support forums found that after 12 months there were
significant increases in wellbeing as well as reductions in depressive symptoms [15].

The aim of the current study was to examine the psychosocial wellbeing of individuals
attending community-based suicide bereavement peer support groups in Ireland and to
determine changes in outcomes at three- and six-month follow-up.

2. Materials and Methods
2.1. Study Design

A prospective longitudinal study design was used to examine outcomes of individuals
attending the peer support groups, using an online survey.

2.2. Peer Support Groups

HUGG is a charitable organization that provides community-based peer support
groups to adults aged 18 years and older who have been bereaved by suicide (www.hugg.ie
(Accessed on 28 March 2022)). The overarching mission of HUGG is to support individuals
by reducing isolation and stigma and by promoting resilience and healing. This is achieved
by providing evidence-informed peer support groups which promote social connection
and coping mechanisms through the lived experience of others.

Each group is led by a trained facilitator and co-facilitator, who have lived experience
of suicide bereavement. The meetings have a common format with a structured opening
emphasizing the purpose of the meeting and guidelines for participants such as respect,
non-judgment and confidentiality to create a safe environment. Following the facilitated
group discussion, each meeting is closed in a timely manner with a grounding exercise and
a reminder of self-care and other services available. Facilitators may also dedicate some
time to sharing information or educational material about grief and bereavement before
the meeting is closed. The meeting structure is informed by consultation with guidance
from the United Kingdom and Australia [16,17]. At the time this study commenced, there
were two operational groups in the wider Dublin area. These groups traditionally met
face-to-face on a fortnightly basis, with each session lasting two hours. A maximum number
of 12 individuals attended each group. In response to public health restrictions, which were
implemented in March 2020 in response to the COVID-19 pandemic, these groups were
moved online using video conferencing software. Between August 2020 and June 2021, a
further nine groups were established across Ireland.

2.3. Participants

All current group members as of August 2020 were invited to participate in a once-off
survey. In addition, all new members joining the groups between August 2020 to June 2021
were asked to complete a baseline survey (T1) before attending their first group session.
These individuals were also invited to complete two further surveys at three- and six-month
follow-up (T2 and T3). All participants were aged over 18 years of age.

2.4. Data Items
2.4.1. Demographics

Information on the demographic details recorded included age, gender and marital
status. The participants were also asked to provide information on other supports accessed
as part of their bereavement, as well as the length of time participating in the support
groups. Information on the number of suicide bereavements experienced, the participants’
relationship(s) to the deceased(s) and the month and year of their bereavement(s) were also
included in the survey. A series of open-ended questions asked participants about the most
and least beneficial aspects of the groups and suggestions for improvements.
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2.4.2. Outcome Measures

Overall wellbeing was measured using the World Health Organization-Five Well-
being Index (WHO-5) [18,19]. Raw scores range from 0–25 and are multiplied by four to
get a total percentage score. It is generally accepted that a score of <50 is indicative of being
clinically significant [18].

Depression and suicidal ideation were measured using the Patient Health Question-
naire Depression Scale (PHQ-9) [20]. The PHQ-9 incorporates DSM diagnostic criteria
that is used for screening and monitoring depressive symptoms. Scores range from 0–27,
with scores of 10 or more suggesting moderate–severe depressive symptoms. Item 9 of the
PHQ-9 (‘How often have you been bothered by thoughts that you would be better off dead
or of hurting yourself in some way?’) was used to assess suicidal ideation based on the
proportion of respondents selecting a response of ‘several days’, ‘more than half the days’
or ‘nearly every day’ within the previous two weeks.

Impaired functioning with regards to social and work settings was measured using
the Work and Social Adjustment Scale (SAS-SR) [21]. Scores range from 0–40 with a score
of 10 or more indicating impairment of clinical significance.

Traumatic grief was measured using the Traumatic Grief Inventory-Self-Report (TGI-
SR) [22,23]. Scores can range from 18–90 and it is thought that scores of 53 or more reflect
clinically significant levels of grief.

Two subscales of the Grief Experience Questionnaire (GEQ) were used to measure
self-reported somatic reactions and perceived stigma to grief [24,25]. Possible scores range
from 5–25 and 11–55, respectively, with higher scores indicating more severe perceptions
of stigma and/or somatic reactions. There are no accepted clinical cut-offs for the somatic
subscale, while the perceived stigma subscale is generally dichotomized.

2.5. Missing Data

Total scores were not computed for the PHQ-9, TGI-SR and GEQ measures where
there were three or more items missing or for the SAS-SR and WHO-5 measures where
there were two or more missing items. This resulted in data from four participants being
excluded at T1. Where fewer items were missing, the mean score of the complete items for
that participant was used. There were no data excluded from participants at T2 or T3.

2.6. Data Analysis

Descriptive statistics were used to examine the characteristics of participants. Pro-
portions are reported for categorical variables and the mean and standard deviation or
median and interquartile range are reported for continuous variables. Differences in cat-
egorical variables between groups were examined using chi-square tests. Differences in
outcome measures according to time since most recent bereavement were tested using
linear regression models, adjusting for age and gender of respondents. The samples were
divided into two groups for this analysis: those bereaved within the previous three years
and those bereaved for three years or more. Open-ended questions were analyzed using
content analysis.

Data from participants who were followed up were analyzed using multilevel linear
mixed-effects regression models, estimating the mean change from baseline (T1) to each
follow-up (T2 and T3) for all continuous outcome measures. Mixed-effects models use
all available data at each time point. A random intercept for individual participants
was included in the model to adjust for random heterogeneity in outcome measures
between participants. Statistical significance was determined by the p-values for the model
coefficients. A Bonferroni correction was also applied to provide adjusted p-values, which
are the original p-values multiplied by the number of outcomes examined. Exact McNemar
tests were used to explore changes in suicidal ideation (as a categorical variable) from T1
to T2 and from T1 to T3. Analyses were conducted using SPSS Statistics 27.0 (IBM Corp.,
Armonk, NY) and Stata IC Version 16 (StataCorp, College Station, TX, USA).
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3. Results
3.1. Sample Characteristics

A total of 75 participants completed the baseline surveys; of these, 52 (69.3%) were
new group members who completed the baseline survey before attending their first group
meeting. The characteristics of these participants are summarized in Table 1. Most were
female (n = 64; 85.3%) and the median age was 46 years (interquartile range (IQR): 16).
Approximately half (n = 40; 53.3%) of participants were currently in a relationship or
married, with one quarter (19; 25.3%) separated, divorced or widowed.

Table 1. Demographics of survey respondents (n = 75).

N (%)

Gender

Female 64 (85.3)

Male 11 (14.7)

Age in years (Median, IQR) 46 (16)

Current relationship status (missing n = 1)

In a relationship/married 40 (53.3)

Separated/divorced/widowed 19 (25.3)

Single 15 (20.0)

Experienced multiple bereavements to suicide 15 (20.0)

Time since most recent bereavement in years
(median, IQR) 1.9 (4.3)

Bereaved less than three years 45 (60.0)

Bereaved more than three years 30 (40.0)

Relationship to deceased

Spouse/partner 21 (28.0)

Other direct relative 49 (65.3)

Other relationship 5 (6.7)

First time attending support group

Yes 64 (85.3)

No 11 (14.7)

Other supports accessed

Counseling 58 (77.3)

Other peer support 8 (10.7)

Bibliotherapy 9 (12.0)

Mindfulness therapy 15 (20.0)

Writing therapy 12 (16.0)

The median time since bereavement was 1.9 years, ranging from less than 1 month
to 51 years. Most of the participants had been bereaved in the previous 3 years (n = 45;
60.0%). Approximately one in five had experienced multiple suicide bereavements (n = 15;
20.0%). Most participants had lost a spouse or partner to suicide (n = 21; 28.0%) or another
direct relative (49; 65.3%). All indicated that they had or were currently engaged in other
supports for their bereavement, most commonly counseling (n = 58; 77.3%), mindfulness
therapy (n = 15; 20.0%) and writing therapy (12; 16.0%). A small number had attended
other peer support groups (n = 8; 10.7%). For existing members of the groups (n = 23), the
median time attending the groups was 9 months and ranged from 1 month to 3 years.
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3.2. Psychosocial Wellbeing of Respondents

At baseline, most participants recorded negative scores across outcome measures. For
wellbeing, more than three quarters of participants reported negative wellbeing scores as
measured by the WHO-5 within the clinical range (n = 58; 77.3%). A similar proportion
(n = 59; 78.7%) reported some depressive symptoms as measured by the PHQ-9, with
36 (48.0%) reporting moderate–severe symptoms. Suicidal ideation in the previous two
weeks was reported by 18 (24.0%) respondents. More than two thirds (49; 65.3%) of partici-
pants reported moderate–severe impairment with regards to social adjustment following
their loss and approximately half (n = 39; 52.0%) reported clinically significant levels of
traumatic grief. The mean score on the somatic subscale of the GEQ was 10.4 (SD: 3.2),
while 26.7% (n = 20) of participants reported high levels of perceived stigma (see Table 2).

Table 2. Baseline outcome measures and differences according to time since bereavement (n = 75).

All
Respondents
(n = 75; 100%)

Bereaved Less
than Three Years

(n = 45; 60.0%)

Bereaved Three
Years or More
(n = 30; 40.0%)

Mean (95% CI) Mean (95% CI) Mean (95% CI) Mean Diff (95% CI) p-Value

Wellbeing (WHO-5) 32.5 (27.3 to 37.7) 27.1 (21.6 to 32.5) 40.4 (30.8 to 50.0) −11.8 (−21.3 to −2.2) 0.016

Depressive symptoms (PHQ-9) 10.5 (8.9 to 12.1) 11.9 (9.8 to 14.1) 8.3 (5.9 to 10.5) 3.5 (0.4 to 6.6) 0.027

Social adjustment (WSAS) 15.4 (13.1 to 17.8) 17.9 (15.0 to 20.9) 11.7 (8.1 to 15.4) 5.8 (1.3 to 10.4) 0.013

Traumatic grief (TGI-SR) 53.8 (49.8 to 57.7) 58.7 (54.6 to 62.7) 46.7 (39.4 to 53.9) 11.6 (4.0 to 19.2) 0.003

Somatic reactions
(GEQ subscale) 10.4 (9.6 to 11.1) 10.3 (9.5 to 11.0) 9.8 (8.5 to 11.1) 0.6 (−0.9 to 2.1) 0.460

Perceived stigma
(GEQ subscale) 27.9 (25.7 to 30.2) 27.7 (24.8 to 30.5) 28.5 (24.6 to 32.3) −1.4 (−5.7 to 2.9) 0.518

Outcomes varied according to time since most recent bereavement. Compared with
those bereaved three or more years, those whose bereavement was within three years had
poorer levels of wellbeing (mean diff: −11.8; 95% CI: −21.3 to −2.2; p = 0.016), stronger
indications of depressive symptoms (+3.5; 0.4 to 6.6; p = 0.027), poorer social adjustment
(+5.8; 1.3 to 10.4; p = 0.013) and higher levels of traumatic grief (+11.6; 4.0 to 19.2; p = 0.003).
There were no observed differences in terms of somatic grief reactions or perceived stigma
(Table 2).

3.3. Changes in Outcome Measures at Follow-Up

Of the subset of new members who completed a baseline survey (T1) before attending
their first group (n = 52), 28 provided at least one follow-up survey (T2 or T3), culminating
in 23 completed surveys at both T2 and T3 (44.2%). These participants had attended on
average seven sessions after three months (SD: 4.8) and thirteen after six months (SD: 2.8).
They did not differ on key demographics (age, time since most recent bereavement, rela-
tionship status) or scores on baseline outcome measures. However, males were more likely
to participate in follow-up, accounting for 3.4% of new members at T1 but 26.7% of those
surveyed at T2 (X2 (df) = 5.5 (1); p = 0.018).

Adjusting for time since most recent bereavement, a significant improvement in well-
being was found at T2 (mean difference: +11.8, 95% CI: 4.7 to 18.8), along with a significant
reduction in traumatic grief (−6.9, −10.7 to −3.1). All changes held at T3. Changes in
somatic reactions to grief, depressive symptoms, social adjustment and perceived stigma
were observed, but these did not reach statistical significance (Table 3; Figure S1). No
significant changes in the proportion of respondents reporting suicidal ideation at T2 or T3
were observed (Table S1).
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Table 3. Change in outcome measures at three-month (T2) and six-month (T3) follow-up.

T1
M (95% CI)

T2
M (95% CI)

T3
M (95% CI)

Change T1–T2 Change T1–T3

Mean Change
(95% CI)

p-Value
(Adjusted)

Mean Change
(95% CI)

p-Value
(Adjusted)

Wellbeing
(WHO-5)

36.5
(27.6 to 45.5)

48.3
(38.3 to 58.3)

48.6
(38.6 to 58.6)

+11.8
(4.7 to 18.8)

0.001
(0.006)

+12.1
(4.9 to 19.3)

0.001
(0.006)

Depressive
symptoms (PHQ-9)

8.8
(6.1 to 11.5)

7.3
(4.3 to 10.2)

7.3
(4.3 to 10.3)

−1.6
(−3.5 to 0.4)

0.117
(0.702)

−1.5
(−3.5 to 0.5)

0.133
(0.798)

Traumatic grief
(TGI-SR)

48.8
(42.4 to 55.2)

41.9
(35.0 to 48.8)

42.3
(35.5 to 49.2)

−6.9
(−10.7 to −3.1)

<0.001
(<0.001)

−6.5
(−10.3 to −2.7)

0.001
(0.006)

Social adjustment
(SAS-SR)

12.4
(8.3 to 16.6)

11.1
(6.6 to 15.6)

12.2
(7.7 to 16.7)

−1.4
(−4.0 to 1.3)

0.310
(>1.0)

−0.2
(−2.9 to 2.5)

0.860
(>1.0)

Somatic reactions
(GEQ subscale)

9.6
(8.1 to 11.1)

8.3
(6.6 to 10.0)

8.3
(6.6 to 9.9)

−1.3
(−2.5 to −0.1)

0.043
(0.258)

−1.3
(−2.6 to −0.1)

0.037
(0.222)

Perceived stigma
(GEQ subscale)

28.0
(23.9 to 32.1)

25.8
(21.3 to 30.3)

25.9
(21.5 to 30.4)

−2.2
(−5.1 to 0.6)

0.127
(0.762)

−2.1
(−5.0 to 0.8)

0.162
(0.972)

Changes in outcome measures were examined separately for individuals bereaved
within the previous three years and individuals bereaved three years or more (Table 4).
Improvements in wellbeing held only for those bereaved three years or more (mean change
T1 to T2: 13.5, 6.6 to 20.3; p < 0.001). In addition, improvements in depressive symptoms
between T1 and T2 (−2.5, −5.2 to −0.3) were also observed and some indications of
improvements in social adjustment at T2 and T3, for those bereaved three years or more.

Table 4. Change in outcome measures at three-month (T2) and six-month (T3) follow-up according to
time since bereavement.

Bereaved within Previous Three Years Bereaved Three Years or More

Change T1–T2 Change T1–T3 Change T1–T2 Change T1–T3

Mean Change
(95% CI) p-Value Mean Change

(95% CI)
p-Value

(Adjusted)
Mean Change

(95% CI)
p-Value

(Adjusted)
Mean Change

(95% CI)
p-Value

(Adjusted)

Wellbeing
(WHO-5)

9.2
(−4.2 to 22.6)

0.178
(>1.0)

12.1
(−0.8 to 25.0)

0.066
(0.396)

13.5
(6.6 to 20.3)

<0.001
(<0.001)

11.9
(4.5 to 19.2)

0.002
(0.012)

Depressive
symptoms
(PHQ-9)

−0.0
(−3.0 to 2.9)

0.988
(>1.0)

−1.1
(−3.9 to 1.9)

0.479
(>1.0)

−2.7
(−5.2 to −0.3)

0.030
(0.180)

−1.9
(−4.6 to 0.7)

0.157
(>1.0)

Traumatic grief
(TGI-SR)

−8.3
(−13.7 to −2.9)

0.003
(0.018)

−5.6
(−10.8 to −0.4)

0.035
(0.210)

−5.4
(−10.5 to −0.3)

0.039
(0.234)

−7.1
(−12.6 to −1.7)

0.010
(0.06)

Social
adjustment
(SAS-SR)

0.9
(−3.8 to 5.8)

0.688
(>1.0)

1.62
(−2.9 to 6.2)

0.491
(>1.0)

−3.3
(−5.9 to −0.6)

0.015
(0.090)

−1.8
(−4.7 to 0.9)

0.198
(>1.0)

Somatic
reactions

(GEQ subscale)

−2.0
(−3.9 to −0.1)

0.039
(0.234)

−1.0
(−2.9 to 0.9)

0.292
(>1.0)

−0.6
(−2.1 to 0.8)

0.396
(>1.0)

−1.7
(−3.2 to −0.1)

0.038
(0.228)

Perceived
stigma

(GEQ subscale)

−3.9
(−8.1 to 0.4)

0.076
(0.456)

−1.8
(−5.9 to 2.3)

0.384
(>1.0)

−0.9
(−4.8 to 2.8)

0.607
(>1.0)

−2.5
(−6.5 to 1.6)

0.238
(>1.0)

3.4. Participant Feedback on Group Benefits

Most participants who provided open-ended feedback (n = 51) were female (n = 40,
78.4%) and had attended the groups for a median of 5 months (IQR: 6). Participants
mainly highlighted positive aspects of the groups, which included shared understanding
of group members, the group as a safe place to talk, sense of belonging and sense of hope
provided by the group, information and advice gained via the group and flexibility to
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contact group members outside of meetings times (Table 5). A minority of participants
suggested challenges or areas for improvements, the most common being to increase the
reach/awareness of the groups (n = 9, 17.6%).

Table 5. Benefits of peer support groups and frequency of participants reporting.

Benefit N (%) Description Supporting Quotation

Shared
understanding 35 (68.7)

Participants reported the benefit of speaking to
people who had also experienced suicide grief
with whom they felt immediately understood

and that their experiences were validated.

“The shared experience make the group one
of acceptance from the start. The unspoken

shared grief through suicide made the
group feel like we just all understood.”

Safe place to talk 23 (45.1)

Participants reported the unique space
of the groups where they could discuss

their experiences without judgement
or fear of upsetting others.

“It has given me a chance to talk honestly
to people who understand but don’t

know me outside of the group, so I’m not
worried about their judgment or making
them feel bad like I would be if talking
to people in my family or friends who

might worry about me or feel sad.”

Belonging
and connection 16 (31.4)

The sense of belonging to the
group and connection to others

reduced feelings of isolation.

“I feel part of a group going through the
same horrific thing rather than alone.”

Hope and strength 12 (23.5)

Participants felt hope in seeing the
progression of others who were further in
the grief journey and for some the group
was described as a lifeline, particularly
during the isolation of the pandemic.

“I would never have been able to cope with
the grief alone and it gives me a shimmer of

hope that my pain will become manageable.”

Information
and advice 11 (21.6)

Participants reported benefit from
practical information and resources

discussed within the group.

“We all learn from each other and get useful
tips and resources from the facilitators.”

Flexibility to contact
outside of meeting 11 (21.6)

Participants valued the opportunity to
reach out between meetings to facilitators

directly or to peers via text messaging group.

“I know at any stage I can reach out for
support from the facilitator and members.”

4. Discussion

This is one of the few studies that reports on outcomes of individuals attending a
suicide bereavement peer support group. Our findings show that in general those who are
bereaved by suicide have poorer mental health than the general population, particularly in
relation to general wellbeing, symptoms of depression and suicidal ideation. These mental
health impacts were more prevalent for those more recently bereaved. This study makes
a unique contribution to the literature by examining the wellbeing of group members
up to six months after joining a peer support group. Notable improvements among the
relatively small number of participants at three- and six-month follow-ups were observed
in wellbeing and indications of traumatic grief.

The demographic profile of participants included in this study is similar to other
evaluation studies of peer support groups [13,26]. The majority of participants were
immediate family members of the deceased and time since bereavement varied considerably
in line with previous research [13,27]. It is difficult to directly compare the baseline scores
on the psychosocial indicators with other studies of those bereaved by suicide due to
significant variation in the definitions and measures used [28]. However, reported levels of
impaired functioning in social and work settings, traumatic grief and perceived stigma were
similar to other studies conducted in this area [29–31]. The baseline psychosocial measures
reported by the respondents of the current study were lower than general population
estimates, particularly in relation to overall wellbeing, severity of depressive symptoms
and expressions of suicidal ideation [32–34]. Psychosocial wellbeing varied according to
time since most recent bereavement. Those bereaved more recently, within the past three
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years, reported poorer wellbeing scores, more severe depressive and somatic symptoms,
along with higher levels of traumatic grief and difficulties with social adjustment. All
participants reported similar levels of perceived stigma.

While improvements in wellbeing have also been demonstrated in other studies of
suicide bereavement peer support [13,15], there are differences in the outcomes showing
improvement. For example, a study of users of online peer support forums reported
similar improvements on wellbeing at follow-up in addition to reductions in depressive
symptoms, but no significant change in traumatic grief [15]. Our study observed changes in
wellbeing, traumatic grief and somatic reactions, though there were no significant changes
in depressive symptoms, social adjustment or perceived stigma. The current findings
suggest that peer support groups may offer different benefits according to how recent the
bereavement was, with those more recently bereaved reporting improvements in symptoms
of grief rather than overall wellbeing. To our knowledge, how experiences of peer support
vary according to time since bereavement have not been examined in the existing literature
and future research should consider the mechanisms by which peer support groups work
to provide support to individuals according to the time since their bereavement.

Few studies have explored the effective attributes of peer support for suicide bereave-
ment. Drawing on broader peer support literature and theory, perceived benefits include
understanding and empathy between peers with similar experiences, social support (emo-
tional and practical) provided by peers, role modeling by peers via experiential knowledge,
as well as meaning making through receiving and giving support [7,35,36]. A qualitative
study with managers of bereavement peer support programs identified best practices such
as ease of accessibility, confidentiality, a safe environment, training and mentoring of peer
supporters and close matching of the peer supporters, particularly concerning the bereave-
ment circumstances [36]. The feedback reported in this study is in line with these findings.
Broadly positive in their experiences, participants identified the groups as creating a safe
space and providing a sense of belonging and hope, as well as providing important peer
support even outside the formal group meetings. An ongoing qualitative study builds on
these data and explores the experiences of peer support as provided by the HUGG groups
and key benefits of this form of support for people bereaved by suicide.

Despite an overall improvement in psychosocial outcomes, the enduring negative
wellbeing of participants underlines the need to consider the longer-term impacts of
bereavement. In particular, we identified that all participants reported high levels of
perceived stigma regardless of time since bereavement, which did not improve at follow-up.
This is supported by research which indicates that a suicide bereavement is often associated
with increased isolation and social awkwardness in particular [37,38]. While social contact
with peers has been identified as one of the most effective interventions for mental-health-
related stigma in the short-term, research has not supported its benefits in the long-term [39].
Further research is needed to understand how stigma can be reduced for people bereaved
by suicide given that perceived stigma predicts suicidal thoughts and behaviors in this
population [31]. Furthermore, the proportion of participants reporting active suicidal
ideation did not reduce at follow-up, similar to other research [15], which highlights
the ongoing risk of suicidal behavior in those bereaved by suicide. Given that suicide
bereavement is associated with a ten-fold risk of suicide [2], services which provide support
should consider this ongoing risk and develop appropriate safeguards and signposting to
more specialized services as needed. This may involve complementary psychotherapeutic
interventions to address the assessment and treatment of suicidal behavior.

Limitations

There are a number of limitations to this research study. First, we cannot draw firm
conclusions on the effects of participation due to the limited sample size at follow-up.
Despite the small sample, data completeness at follow-up was high with no missing
data on the primary outcome measures. Second, we did not have a control group. To
mitigate this limitation, we ensured that baseline surveys were gathered before respondents
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attended their first group meeting and adjusted for time since most recent bereavement in
the analysis. Third, most of the survey respondents were actively engaged with the peer
support groups at the time of the research. While the research invitation was circulated
to all individuals registered with the peer support groups, we did not have data on rates
of disengagement or dropout. Therefore, it is possible that our sample may have more
positive attitudes to the peer support groups and indeed may have better coping skills
than others who did not engage with the research. Related to this, a fourth limitation
is that all participants indicated that they had availed of other supports and treatments,
most commonly counseling, which may have contributed to the observed effects. Fifth, the
research was undertaken during the COVID-19 pandemic; while usually held in person,
the peer support groups moved online in March 2020. The follow-up study involved
individuals who had only attended online and any limitations to the online format may
have been offset by additional supports such as group text messaging in between meetings.

5. Conclusions

It has been flagged in recent years that there are critical gaps in research in the field
of suicide bereavement and postvention [40], particularly in relation to evaluation studies.
This study has added to the existing evidence supporting the role of suicide bereave-
ment peer support groups, further highlighting the important role of support groups
in postvention, while also underlining the enduring mental health challenges related to
suicide bereavement.
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Abstract: Previous research has revealed that mental health professionals (MHPs) often experience
significant short- and long-term impacts in the aftermath of client suicide. Individual differences
are significant, yet what factors explain these differences remain unclear. The current study aimed
to investigate to what extent MHPs’ attitudes toward (client) suicide could predict the short- and
long-term impacts of client suicide. A total of 213 MHPs, aged between 18 and 75, reported on
a client suicide and their attitudes toward (client) suicide using self-report questionnaires. The results
indicate that MHPs who believe it is one’s “rightful choice” to die by suicide report less and MHPs
who believe “suicide can and should be prevented” report more impact of client suicide. Predictability
and preventability of client suicide proved strongly, positively correlated; yet, neither predicted the
impact of client suicide. Taken together, these findings highlight the importance of MHPs’ attitudes
toward (client) suicide with respect to clients and MHPs (self-)care.

Keywords: practitioner; clinician; survivor; patient; PTSS

1. Introduction

Suicide, defined as an intentional, self-destructive, and self-inflicted act that causes
death, is a challenging public health dilemma worldwide [1]. Each year, between 0.5 and
1.2 million people globally die by suicide [2]. For every single loss, it has been estimated
that about 135 individuals consider themselves significantly affected [3]. These “suicide
survivors”, i.e., people that shared an emotional connection with a person who died by
suicide, include family and friends as well as mental health practitioners (MHPs), whose
grief is often disregarded [4]. Considering that mental illness has been argued to play
an important role in about 60–98% of all suicides [5,6], high levels of exposure to suicide
(loss) in practitioners are not surprising [7]. In fact, practitioners are at the forefront of
supporting individuals at risk of suicide, with 30% to 80% of MHPs in Belgium, the U.S.,
Ireland, and Australia, as well as approximately 98% of MHPs in Slovenia having lost
a client to suicide, commonly referred to as “client suicide” [8–10].

The impact of client suicide on MHPs has been a topic of investigation since the early
1980s. Research suggests short-term consequences of client suicide may include emotions
of shock, disbelief, confusion, and denial, as well as feelings of distress, depression, and
anger at the client/society, guilt, shame, a profound sense of responsibility, failure, and
feelings of incompetence [11,12]. Post-traumatic distress symptoms, such as intrusive
thoughts, avoidant behavior toward potential suicidal clients, sleep disturbances, irritability,
difficulty managing life events, and emotional burnout, have been suggested to affect about
50% of MHPs following client suicide [13,14]. Long-term consequences of client suicide
may involve feelings of self-doubt and inadequacy, sensitivity to signs of suicidal risk,
vigilance and caution when dealing with at-risk patients, concern over one’s competence
to treat patients, as well as feelings of anxiety, depression, or helplessness when doing
so [14–16]. Individual differences regarding the impact of client suicide on MHPs have
been associated with differences in gender, age, previous exposure to suicide, or coping
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strategies [10,14,17,18]. Interestingly, however, it remains unclear to what extent MHPs’
attitudes toward (client) suicide are associated with the impact of client suicide.

Attitudes toward suicide are defined as multidimensional evaluations of the most
critical aspects of suicidal behavior as manifested in emotional, instrumental, and cognitive
components and can vary widely between individuals (for a review, see [19]). For instance,
suicide attempters and suicide contemplators have been found to be more accepting of
suicide than non-attempters or people without a history of suicidal ideation [20,21]. Fur-
thermore, people with more permissive attitudes toward suicide have been associated with
greater rates of suicide ideation [22]. More recently, Pitman and colleagues [23] conducted
a qualitative study of attitudes toward suicide in 429 young bereaved adults and found
that exposure to the suicide of a close friend or relative can influence attitudes to suicide in
ways that would influence one’s own risk of suicide later in life. The attitudes of medical
staff toward suicide have been known to affect the care they provide suicidal patients [24].
Moreover, Samuelsson and colleagues [25] found nurses’ willingness to treat and their
ability to empathize with suicidal patients depended on their attitudes toward suicide.

MHPs’ attitudes toward suicide, such as the attitudes of psychologists, psychother-
apists, psychiatrists, or social workers, have not been researched extensively. Werth and
Liddle [26] investigated attitudes toward suicide in 186 psychotherapists and found sig-
nificant individual differences in accepting suicidal ideation as well as actions taken to
prevent a suicide depending on why a person had decided to die by suicide. Overall,
psychotherapists with more experience were found to be more accepting of suicide and
to take less action to prevent suicide than less experienced psychotherapists. Swain and
Domino [27] investigated attitudes toward suicide in 1441 mental health professionals.
Overall, clergy and general physicians were found to be less accepting of suicide, especially
when compared to social workers, who were found to be the most accepting of suicide.
Moreover, professionals with personal experience or acquaintance with suicide were found
more likely to accept the notion of suicide and better able to recognize signs of suicidal
ideation [27–29]. That being said, one can wonder if one’s attitude toward suicide might
not just dictate how we deal with, treat, assess, or intervene in cases of suicide, but also
how we cope or deal when faced with a client’s suicide.

Therefore, the current study aims to investigate to what extent MHPs’ attitudes toward
suicide are associated with the impact of client suicide. In other words, to what extent are
MHPs’ attitudes toward (client) suicide informative regarding the short- and long-term
emotional and professional impacts of client suicide? The results of this study may help
broaden our understanding of the effects of a client’s suicide as experienced by MHPs,
providing insights relevant for training purposes or to reduce professional stigmatization
following a client loss.

2. Method
2.1. Participants

This study included data from 213 participants (25% male, 72% female, and 1% non-
binary) aged between 18 and 75 years. All participants had experienced at least one client
suicide. The majority of the sample originated from Belgium (47%), Germany (18%), or
The Netherlands (15%). A total of 46% of the participants were psychologists, 14% were psy-
chiatric nurses, 13% were psychiatrists, 10% were counselors, and 9% were social workers.

2.2. Procedure

The present study is part of a larger research project looking into the impact of client
suicide (for more details, see [17]). All study protocols were in accordance with the
Declaration of Helsinki and approved by the Ethics Committee of the Erasmus University
Rotterdam, The Netherlands (19-007.R1). The study was conducted via an online survey
and was aimed at MHPs who had experienced client suicide. Recruitment was set up
via social media, professional newsletters, and email. Individual informed consent was
obtained from all participants involved in the study prior to participation. Data were
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collected using a self-administered, online survey available in English, Dutch, and German.
All participants completed two questionnaires regarding their attitudes toward (client)
suicide as well as three questionnaires related to the impact of client suicide (for more
detail, see below). Survey completion took approximately 15–20 min.

2.3. Materials

The ATTS-18 [30] is an abbreviated version of the Questionnaire on Attitudes Toward
Suicide [31], a self-report questionnaire developed to assess one’s attitudes toward suicide.
Example items include: “people do have the right to take their own lives” and “if someone wants
to commit suicide it is their business and we should not interfere”. Each item is rated on a 5-point
Likert scale, ranging from 1 “strongly disagree” to 5 “strongly agree”. Following EFA/CFA of
the ATTS-18, construct reliability was evaluated for our subscales (see Results).

To assess participants’ attitudes regarding the predictability or preventability of client
suicide, inspired by Alexander and colleagues [15], the following two sets of questions were
included. In general, “how predictable is client suicide?”, and “how preventable is client
suicide?” (labeled as Pred1 and Prev1). In reference to one particular client’s suicide, “how
predictable was that client’s suicide?” and “how preventable was that client’s suicide?”
(labeled as Pred2 and Prev2). Either item is rated on a 5-point Likert scale, ranging from
1 “very unpredictable” to 5 “very predictable” or 1 “very unpreventable” to 5 “very preventable”.

The IES-22-R is a revised version of the original IES [32,33], a self-report questionnaire
that aims to measure the subjective stress of a particular (traumatic) event in the seven days
following. It includes 22 items divided over 3 subscales: (1) intrusion, (2) hyperarousal,
and (3) avoidance. Each item is rated on a 5-point Likert scale, ranging from 0 “not at all” to
4 “extremely”. All 22 items are included in a total sum score. Cronbach’s alpha as calculated
for the current sample was α = 0.95, suggesting excellent scale reliability.

The Long-Term Emotional Impact Scale (LTEIS; [34,35]) is a self-report questionnaire
that aims to measure the long-term emotional impact of MHPs who have experienced client
suicide. It consists of 10 items focusing on negative emotions that can occur following
client suicide. Examples include aspects of therapeutic competence, such as a diminished
sense of personal effectiveness, increased anxiety when evaluating suicidal clients, or the
evaluation of a greater number of clients as being at risk of suicide. Each item is rated on
a 5-point Likert scale, ranging from 1 “disagree” to 5 “agree”. All 10 items are included in
a total average score. Cronbach’s alpha as calculated for the current sample was α = 0.87,
suggesting good scale reliability.

The Professional Practice Impact Scale (PPIS; [34], inspired by [36]) is a self-report
questionnaire that aims to measure long-term changes in professional practices in MHPs
who have experienced client suicide. It consists of nine items that focus on the changes
in professional practice that often follow client suicide, such as the refusal to work with
suicidal clients, a greater inclination to consult colleagues, or the consideration of leaving
the profession because of client suicide. Each item is rated on a 5-point Likert scale,
ranging from 1 “disagree” to 5 “agree”. All nine items are included in a total average score.
Cronbach’s alpha as calculated for the current sample was α = 0.77, suggesting good
scale reliability.

2.4. Data Analysis

Statistical analyses included exploratory factor analysis (EFA) and structural equa-
tion modeling (SEM) using IBM SPSS Statistics 27.0 and AMOS 28.0 for Windows. EFA
analyses were performed in SPSS using principal axis factoring as an extraction method,
with oblimin rotation and Kaiser normalization. To determine the best factor structure,
the eigenvalues (>1), factor loadings (≥0.4), scree plot, and conceptual coherence of the
individual factors were taken into account [37]. SEM analyses were performed in AMOS
using the maximum likelihood estimation method. Global model fit was evaluated using
the comparative fit index (CFI; CFI ≥ 0.90) and root mean square error of approximation
(RMSEA; 0.05 ≥ RMSEA ≤ 0.08) [38,39].
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3. Results

To investigate the extent to which one’s attitudes toward suicide, as measured by the
ATTS-18, are associated with the short- (IES-R) and long-term (LTEIS and PPIS) impacts
of client suicide, EFA and path analysis in SEM were conducted. First, the ATTS-18 was
explored using EFA. Factor loadings for the 18 items of the ATTS-18 and their item descrip-
tions are presented in Table 1. EFA analysis identified a two-factor structure accounting
for 45.12% of the total variance. Factor 1 was defined as Rightful Choice (nine items) and
accounted for 32.28% of the variance with an eigenvalue of 5.81. Factor 2 was defined as
Preventability (six items) and accounted for 12.84% of the variance with an eigenvalue of 2.31.
Item 1, Item 8, and Item 17 were removed from the model as they did not load sufficiently
on either factor (<0.40). Next, this two-factor structure was confirmed using SEM. To obtain
a good model fit, guided by the modification indices and the correlation matrix, Item 12 and
Item 13 were removed from the model, and an error correlation between Items 9 and 15 was
included. Acceptable model fit, with CFI = 0.91 and RMSEA = 0.08, 90% CI (0.068–0.092),
was achieved for a model with two first-order latent variables (i.e., Rightful Choice, seven
items, and Preventability, six items).

Table 1. Factor loadings for the 18 items of the ATTS-18.

Component

1 2

14. People do have the right to take their own lives. .760
02. Suicide can never be justified. (R) .741
09. I would consider the possibility of taking my life if suffering from a severe, incurable disease. .720
11. A person suffering from disease expressing wishes to die should get help to do so. .693
13. I can understand that people suffering from a severe, incurable disease commit suicide. .688
07. There may be situations where the only reasonable resolution is suicide. .671
15. I would like to get help to commit suicide if I were to suffer from a severe, incurable disease. 0.636
12. I am prepared to help a person in a suicidal crisis by making contact. .601

08. Although you would prefer to die in a different way, encountering painful life circumstances
could make you consider suicide. .565

18. Suicides among young people are particularly puzzling since they have everything to live for.
17. Suicide should not always be prevented.
10. If someone wants to commit suicide it is their business and we should not interfere. (R) .774
04. Once a person has made up their mind about suicide no one can stop them. (R) 0.670
05. It is a human duty to try to stop someone from committing suicide. 0.665
16. Suicide can be prevented. .651
03. Committing suicide is among the worst things to do to one’s relatives. 0.515
06. Loneliness could for me be a reason to take my life. (R) 0.471
01. It is always possible to help a person with suicidal thoughts.

Extraction method: principal axis factoring. Rotation method: oblimin with Kaiser normalization.

Next, a path analysis in SEM was constructed to evaluate the extent to which the
two-factor structure of the ATTS-18 was able to predict the short- and long-term impacts
of client suicide (see Figure 1 and Table 2). The two-factor model explained 14% of short-
term, 7% of long-term emotional, and 12% of long-term professional impact variance.
Rightful Choice and Preventability were both significantly related to all three impact
variables (p < 0.05). Specifically, Rightful Choice had a negative significant relationship
with short-term (β = −0.31, p < 0.001), long-term emotional (β = −0.22, p = 0.017), and long-
term professional (β = −0.19, p = 0.037), whereas Preventability had a positive significant
relationship with short-term (β = 0.42, p < 0.001), long-term emotional (β = 0.29, p = 0.002),
and long-term professional (β = 0.40, p < 0.001). In other words, to hold the view that it
is one’s rightful choice to complete suicide is associated with less impact of client suicide,
whereas to hold the view that suicide is (and should be) prevented is associated with more
impact of client suicide.
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Figure 1. Path analysis for the short-term (IES-R), long-term emotional (LTEIS), and long-term
professional (PPIS) impacts of client suicide, as predicted by the ATTS-18.

Table 2. Regression weights for the ATTS-18 predicting short- and long-term outcomes of client
suicide.

Unstandardized Estimate Standard Error Standardized Estimate p-Value

Rightful Choice IES-R −6.020 1.734 −0.314 <.001
Rightful Choice LTEIS −0.199 0.083 −0.217 .017
Rightful Choice PPIS −0.135 0.065 −0.187 .037
Preventability IES-R 8.019 1.778 0.418 <.001
Preventability LTEIS 0.266 0.085 0.291 .002
Preventability PPIS 0.290 0.067 0.401 <.001

Note. IES-R: Impact of Event Scale—Revised; LTEIS: Long-Term Emotional Impact Scale; PPIS: Professional
Practice Impact Scale.

To investigate the extent to which MHPs’ attitudes toward client suicide are associated
with the short- (IES-R) and long-term (LTEIS and PPIS) impacts of client suicide, CFA and
path analysis were conducted. First, the two-item, two first-order latent variable factor
structure (i.e., Predictability and Preventability) was confirmed using SEM. Since both
latent variables contain only two indicators, factor loadings were constrained to be equal
prior to analysis [40]. Good model fit, with CFI = 0.97 and RMSEA = 0.05, was achieved.

Second, a path analysis in SEM was constructed to evaluate the extent to which the
two-factor structure was able to predict short- and long-term impacts of client suicide (see
Figure 2 and Table 3). The model explained 44% of short-term, 65% of long-term emotional,
and 63% of long-term professional impact variance. Predictability and Preventability were
highly positively correlated (r = 0.97, p <0.001), yet neither proved significantly related to
any of the three impact variables (p > 0.05). Predictability was not significantly related to
short-term (β = −2.43, p = 0.225), long-term emotional (β =−3.04, p = 0.213), or long-term
professional impact (β = −2.94, p = 0.220). Similarly, Preventability was not significantly
related to short-term (β = 2.54, p = 0.190), long-term emotional (β = 3.08, p = 0.191), and
long-term professional impact (β = 3.04, p = 0.189). In other words, MHPs’ attitudes toward
(a particular) client suicide were not associated with the impact of said client suicide.
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professional (PPIS) impact of client suicide as predicted by Predictability vs. Preventability.

Table 3. Regression weights for Predictability and Preventability predicting short- and long-term
outcomes of client suicide.

Unstandardized Estimate Standard Error Standardized Estimate p-Value

Predictability IES-R −88.962 73.257 −2.432 .225
Predictability LTEIS −5.288 4.242 −3.038 .213
Predictability PPIS −4.050 3.301 −2.940 .220
Preventability IES-R 177.257 135.131 2.540 .190
Preventability LTEIS 10.217 7.818 3.076 .191
Preventability PPIS 7.992 6.089 3.040 .189

Note. IES-R: Impact of Event Scale—Revised; LTEIS: Long-Term Emotional Impact Scale; PPIS: Professional
Practice Impact Scale.

4. Discussion

Individual differences regarding the impact of client suicide on MHPs have long
been a topic of investigation, for instance, with regard to the difference in gender, age,
previous exposure to suicide, or coping strategies (e.g., [10,14]). Interestingly, the extent to
which one’s attitudes toward (client) suicide might be associated with the impact of client
suicide on MHPs had not received a lot of attention. Therefore, the current study aimed to
investigate to what extent MHPs’ attitudes toward (client) suicide are informative regarding
the short- and long-term impacts of client suicide. Looking at attitudes toward suicide, our
model explained 14% of short-term, 7% of long-term, and 12% of the long-term professional
impact variance. Rightful Choice was associated with less short- and long-term impact,
whereas Preventability was associated with more short- and long-term impact. Looking
at attitudes toward client suicide, our model explained 44% of the short-term, 65% of the
long-term emotional, and 63% of the long-term professional impact variance. Yet, neither
Predictability nor Preventability predicted impact. Implications for both research and
clinical practice are discussed.

Regarding attitudes toward suicide, our results indicate that generally, one’s attitudes
toward suicide can indeed play an important role in understanding individual differences
in impact following client suicide. Rightful Choice was negatively associated with short-
and long-term impact, whereas Preventability was positively associated with short- and
long-term impact. In other words, participants who hold the belief that “one has the right
to take their own life”, “would consider the possibility if ( . . . )”, or “can understand
that people complete suicide” reported less impact of client suicide, whereas participants
who hold the belief that “suicide can be prevented”, “it is our human duty to prevent
( . . . )”, or “(suicide) is among the worst things to do ( . . . )” reported more impact of
client suicide. Whilst novel, overall, these findings seem in line with previous research
that suggests that our attitudes toward suicide impact how we perceive suicide-related
behavior or intentions. As aforementioned, individuals with a history of suicidal ideation
or non-fatal suicide attempts have been found to be more accepting [20,21] and individuals
with more permissive attitudes toward suicide have been associated with greater rates of
suicide ideation [22]. Moreover, exposure to the suicide of a close friend or relative has
been found to influence one’s attitudes toward suicide [23], and attitudes of medical staff
toward suicide have been known to affect the (willingness to and) care provided to suicidal
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patients [24,25]. Last but not least, the belief that “any and every suicide is preventable”
has been associated with increased distress in MHPs, as MHPs and their organizations
involved in a client suicide may therefore be more inclined to look for a scapegoat or direct
blame to one person [41].

Regarding attitudes toward client suicide, our results reveal that the more one con-
siders client suicide predictable, the more preventable one considers it to be, and the
other way around; yet, neither stance was significantly associated with the impact of
client suicide. Previous research considering attitudes toward client suicide is limited and
mostly descriptive. Rothes and colleagues [10] investigated the impact of client suicide in
107 psychiatrists and revealed that 57% of psychiatrists considered their most distressing
case of client suicide to be little or not at all preventable and 39% of them thought the
event was little or not at all predictable. As such, the predictability and preventability
expectations of client suicide seemed to be associated with subsequent distress. Moreover,
while Alexander and colleagues [15] reported that publicity in the media and the prospect
of litigation exacerbated or modulated the impact of client suicide, attitudes toward client
suicide did not. Interestingly, however, the authors did note the importance of said attitude,
concluding that “psychiatrists have to strike a difficult balance in their attitudes to suicide. If they
regard suicide as fundamentally unavoidable ( . . . ) such a belief may foster therapeutic nihilism,
( . . . ) if suicide is perceived to be largely preventable and predictable, this may foster a culture of
blame.” [15] (p. 1573). Last but not least, previous research suggests that if one can recognize
that it is the client, not the MHP, who is ultimately responsible for a client’s suicide, this
ameliorates the impact of client suicide on the mental health professional [35,42].

Important implications for clinical practice (and supporting research) follow from
these results. The current results suggest our attitudes toward (client) suicide do not
only influence how we think about client suicide, suicidality, or the care we provide, but
also to what extent we are affected or impacted by a client’s suicide. Currently, however,
(post)graduate training programs for MHPs pay little to no attention to one’s attitudes
toward suicide [43]. If within these programs suicide is discussed, the emphasis is on
understanding suicide, its prevention, and care, and rarely are MHPs asked to reflect
on their own ideas or attitudes toward suicide, nor are they stimulated to consider the
relevance of such beliefs [44]. Helping MHPs become more aware of the (importance) of
their attitudes toward suicide may prove valuable with regard to prevention, (self-)care,
and MHPs’ understanding of what they may (not) experience in the aftermath of client
suicide. Individual differences in how MHPs respond to client suicide are significant and
often puzzling to all parties involved. Increased awareness of what factors underlie these
individual differences may prevent stigma, maladaptive emotional responses, or feelings
of loneliness and isolation. This proposition is in line with previous work by Linke and
colleagues [45], who have suggested that MHPs’ professional training should foster the
idea that suicides are not always preventable. Similarly, Sanders and colleagues [46] have
argued in favor of exploring feelings of powerlessness that may arise following a client’s
suicide and of the notion that not all suicides can be prevented. While the goal would not
be (and should not be) to change MHPs’ attitudes toward suicide, conversations about the
relevance of one’s attitudes toward suicide among fellow students or colleagues may prove
highly valuable for both patient care as well as self-care regarding suicidality. Moreover,
suicide-related training programs should educate MHPs on the likelihood or probabilities
of (client) suicide, that suicide is not always preventable, and what the personal and
professional impact of a client’s suicide might involve. The vast majority of MHPs do not
typically receive suicide-related training in assessment, treatment, or risk management,
while such programs have been found to positively impact professional practices, clinic
policy, and clinicians’ confidence and beliefs [47,48].

Limitations and Recommendations

The design of the current study was cross-sectional and employed a convenience
sample. Moreover, retrospective self-report data were collected and analyzed. An impli-
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cation of this would be that the events, thoughts, feelings, and behaviors reported by the
participants could have taken place at any time, even many years previously, and may be
subject to self-report bias. Although self-report questionnaires and convenience samples
are frequently used in trauma research (e.g., [49–53]), the generalizability of the results may
be limited as a result. Moreover, MHPs’ attitudes toward suicide were collected when at
least one client suicide had already taken place (see inclusion criteria for the current study),
rather than before (and after) such event had taken place. The number of client suicides
experienced, or the time passed since the event, were not recorded. Previous research,
however, suggests that experiencing a client’s suicide can alter a clinician’s attitudes toward
suicide [26,28,29,54]. As such, the current results pertain only to the relationship between
MHPs’ attitudes toward (client) suicide and the impact of said client suicide as measured
after the fact and may not entirely generalize to attitudes toward (client) suicide measured
when no such client suicide has taken place (yet). Finally, the ATTS-18 included in the
current study was subject to an EFA, resulting in two distinct factors not identified by
others previously, potentially limiting the generalizability of the results. Future research
is advised to employ a longitudinal design and/or employ a more qualitative approach,
assessing attitudes toward (client) suicide in MHPs at the start of their career, allowing for
the (re)evaluation of said attitudes over time and, if the situation occurs, following one
or more client suicides. That way, research could also further investigate to what extent
the number of client suicides one has experienced impacts both MHPs’ attitudes toward
suicide as well as the impact of client suicide [34]. Moreover, qualitative approaches would
allow for a deeper understanding of the experience the MHP has gone through and of the
correlated emotions in the MHPs’ own words.

5. Conclusions

To conclude, the current study conducted an in-depth investigation of MHPs’ attitudes
toward (client suicide) in light of the short- and long-term impacts of client suicide. Overall,
the results indicate that MHPs who believe it is one’s “rightful choice” to complete suicide
tend to report less impact of client suicide, whereas MHPs who believe “suicide in general
can and should be prevented at all times” tend to report more impact of client suicide.
Moreover, the more MHPs consider client suicide as predictable, the more preventable
MHPs consider it to be, and the other way around. As such, the current findings highlight
the importance of suicide-related training programs and the extent to which such training
programs should discuss MHPs’ attitudes toward (client) suicide to improve client care as
well as MHPs’ self-care and mental well-being.
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Abstract: Bereavement by suicide for people in later life is significantly under-researched. Research
on ageing and suicide has yet to address the experiences of those bereaved by suicide and how such
a devastating loss affects the ageing experience. Objectives: We explored the substantive issues
involved in bereavement by suicide and its impact on later life. Methods: This was a co-produced
qualitative study. Peer researchers with lived experience conducted in-depth interviews with twenty-
four people aged 60–92 years. A phenomenological approach informed the data analysis. Main
Findings: Themes described included (1) moral injury and trauma; (2) the rippling effect on wider
family and networks; (3) transitions and adaptations of bereaved people and how their ‘living experi-
ence’ impacted on ageing. Conclusions: It is important to understand how individual experiences of
suicide intersect with ageing and the significance of targeted assessment and intervention for those
bereaved by suicide in ageing policies and support.

Keywords: bereavement; suicide; ageing; later life; suicide prevention; moral injury; trauma;
peer support

1. Introduction

Death by suicide is a complex issue of global concern. It is estimated that 700,000 people
die from suicide every year [1,2]. In the UK, 8.67% of all deaths are from suicide [3]. This has a
significant impact on those bereaved by suicide (commonly defined as someone who has: “lost
a significant other (or a loved one) by suicide, and whose life is changed because of the loss”
(p. 43) [4]. The interpersonal impact stretches far beyond those closely related to the person [5].

The experiences of suicide bereavement of those aged >60 years old, however, remains
a significantly under-researched area. A systematic review of studies found that none ful-
filled the inclusion criteria [6]. Hyboldt et al.’s [7] subsequent qualitative empirical study
investigated the age-related factors for participants during the post-bereavement restoration
process and their re-orientation to life after such a devastating loss. The lack of theoretical and
methodological consistency in suicide and ageing research has also been noted [8,9]. Research
findings also call for the greater engagement of care professionals [10–12] and consideration
of the interpersonal and structural impacts of ageism [13] in order to find answers to the
multi-faceted impact of bereavement by suicide. This study sought to explore the experience
of being bereaved by suicide on the individual in later life, the implications for help-seeking,
support needs and how bereavement by suicide interacts with ageing experiences.

2. Materials and Methods

This study used an in-depth interpretative phenomenological approach (IPA) [14] to
explore the substantive issues for people bereaved by suicide in later life. IPA is concerned
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with the human lived experience, and posits that experience can be understood through
exploring the meanings which people impress upon it [15,16]. The research team comprised
of academic researchers from social work, psychology, a national mental health charity
engaged with ageing empowerment, and two peer researchers (aged 60+ years, with lived
experience). Peer research is thought to promote accessibility by grounding data collection
in the experiences of those being researched [17,18] and to produce more relevant and
practice-oriented knowledge [19,20].

We recruited peer researchers through our charity partner. Peer researchers were
remunerated in line with UK guidance for working with experts by experience [20]. This
democratisation of the research process required the team to have clear structures to
support team members with different expertise and knowledge such as regular briefings
and debriefings to mitigate the impact of emotive interviews and practices that more
experienced researchers may take for granted [18]. This included providing formal training
on qualitative interviewing and data analysis and opportunities for both verbal and written
structured dialogue to facilitate mutual and reciprocal learning. The topic guide (see Table 1)
was informed by a literature review and scoping of current suicide prevention strategies
for potential domains and constructs [21]. While the topic guide had a strong focus on
support after loss, it sought to gain broader insights into participants’ lived experiences of
their loss(es) and their specific relationship to their experiences of ageing.

Table 1. Areas covered in the Interview Topic Guide.

- Individual’s experience of support after their loss at different time points.
- Their reflections on who or what supported them and how helpful it was; their own

help-seeking behaviour and self-identified needs; What was unhelpful?
- What worked best in managing their lives after the loss? How they feel they experienced

their bereavement, any particular crises or transformational moments; the role of family,
friends; the role of any services; the pros and cons of being supported by people who knew
you and the person you lost and those who didn’t know you both.

- What support would they recommend to others? Any tips for people who have are bereaved
by suicide; practical things they did to manage grief; advice to family and friends that would
help them supporting others; what would they like to tell professionals to do and not do.

- How the experiences have affected their later life and experience of ageing?

The framework underpinning data collection encouraged participants to recount
events and the impact of the loss surrounding the person(s) they were talking about by
narrating their experience into temporal order and meaning, with a particular emphasis
on how this affected their later life. This flexible approach to interviewing encouraged
reflective thinking and effort to explain their situation and response to it [22].

The target population were people who were aged 60 years and over, living in the
UK, with experience of the loss of a significant other by suicide at least 12 months prior
to engaging in the interview. Omerov, Steineck and Dyregrov et al. [23] suggested that
meaning-making, recall of experiences and post-traumatic growth are better after this
period. The team used purposive and opportunistic sampling to recruit participants
using direct mail shot through organisations connected with older people in the UK and
via social media. Following screening and informed consent, participants completed a
short demographic questionnaire, which captured their individual characteristics, their
relationship to the person who died, and the length of time that had passed since the
suicide.

One-to-one interviews were conducted virtually on the telephone (n = 10) or Zoom
(n = 14) over 3 months in 2021 coinciding with a period of COVID-19 lockdown in the UK.
These were audio-recorded with informed consent and professionally transcribed verbatim.
Interviews lasted between 39 and 100 min (mAvg = 58 min). Four members of the team
conducted twenty-four individual interviews; and the peer researchers conducted sixteen
of these interviews.
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As a descriptive, cooperative study, data analysis was inductive. Two researchers read
and coded every transcript and met to discuss each transcript as well as identify and reflect
upon preliminary themes. These meetings were audio recorded and the transcriptions used
to verify and report on the main themes. This method drew on constant comparison [24] to
help uncover participants’ meanings and furthering interpretive understandings [25]. The
team observed data saturation after approximately 17 interviews. In the transcripts, we
looked for complex ideas, particularly age-related issues, metaphors and critical moments.
We also engaged in a critical reflection of how the qualitative data were interpretated in
order to capture any biases and misperceptions during the analytical process. Analyses
focused on understanding the breadth of experiences and building a picture of bereavement
by suicide, and what this meant for later life grounded in the participants’ own narratives.

Ethical approval was provided by the University of Strathclyde Ethnics Committee.
Participation was voluntary and followed both verbal and written consent. A key ethical
consideration was the impact on researchers and participants from talking about bereave-
ment and suicide [26,27]. The protocol drew on established guidance for working with
people bereaved by suicide [28]. Participants were given a structured debriefing and sign-
posted towards support. Participants were followed up one week after the interview to
remind them about self-care. Researchers kept a critical incident/reflective diary for their
own personal use alongside interviewing. The team adopted guidelines on working with
vicarious trauma and had regular debriefings and access to a clinical psychologist. In the
spirit of cooperative enquiry, we established clear processes for the peer-research members
of the team to ensure that their contributions were valued and provided opportunities for
their challenge and leadership [29].

A project advisory group comprised members working in suicide prevention, bereave-
ment support, mental health social work, and a lay older person. This group reviewed the
research protocol and tools, and commented on the findings from the interim report.

3. Results

Table 2 provides details on the characteristics of the participant sample (n = 24).
The participants were predominantly female. Participants were aged 60–94 years old
(mAvg = 72.0 years). Their relationship to the person who died by suicide included; being
their parent (n = 15), spouse/partner (n = 4), parent in-law (n = 1), grandparent (n = 1),
aunt/uncle (n = 1), and sibling (n = 2). The time elapsed between the death was between 1
and 20 (mAvg = 6.8 years).

Table 2. Characteristics of the 24 participants included in the study.

Variables n Variables n

Gender of participant Ethnicity of participant
Female 21 Black, African 1
Male 3 White, British 1
Age of participant White, English 13
60–64 years old 6 White, European 2
65–69 years old 4 White, Northern Irish 1
70–74 years old 7 White, Scottish 5
75–79 years old 3 White, Welsh 1
80–84 years old 2 Disability
85–89 years old 1 Yes 3
90–94 years old 1 No 21
Relationship to the deceased Religion/belief of participant
Aunt/uncle 1 Buddhism 1
Grandparent 1 Christianity 11
Parent 15 Judaism 1
Parent in-law 1 No religion 9
Sibling 2 Prefer not to say 1
Spouse/partner 4 Quaker 1
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Table 2. Cont.

Variables n Variables n

Sexual identity of participant Location of participant
Bisexual 2 England 17
Heterosexual 22 Northern Ireland 1

Wales 5
Scotland 1

Table 3 provides a schematic diagram and description of the three themes and sub-
themes discussed in this paper. Age-related experiences were integrated across three themes
comprising: (1) moral injury; (2) the rippling effect on relationships; and (3) transition and
adaptation through a living experience in later life.

Table 3. Schematic diagram of key themes from the qualitative data.

Theme Description of Theme Sub-Themes

Moral Injury and Trauma

The overall sense of failing responses and
trauma to prevent, bearing witness to, or
learning about the suicide and how this
transgresses deeply held moral beliefs and
expectations linked to the sense of negative
judgement and stigma from others. Moral
injury was strongly associated with feelings of
guilt and shame associated with traumatic
loss.

Poor engagement and lack of appropriate care
from professionals
Critical of own failure to prevent/save
Feeling helpless and calls for help
unrecognised
Being left alone to deal with grief
Lack of insight from others including
avoidance
Being given unsolicited advice/careless
thoughtless comments from others
Lack of physical/practical support
Perception of having failed from
others/shame/stigma and guilt
Grappling with conflicted feelings towards the
person who died
Use of metaphors to express dramatic
experiences and incongruities in situations
that emerged

Rippling effects

Positive and negative
The effect on self (beliefs about self),
significant others (partners, children, friends,
wider family) and wider social networks
(acquaintances, work colleagues, neighbours,
community) is evident both in the aftermath as
well as the longer term impact and
consequences.

Igniting of existing or previous traumas
Expositing quality of relationships
Lack of care from people close to them
Taking up care roles and new responsibilities
Invisibility as a mature person
Own unmet needs/disappointment
Providing substitute care
Being unable to assert own needs
Impact on physical and mental health of own
and others
Fear/awareness of suicide in self/others
Significance of key people reaching out
Making sense of disruption to expected
natural order

Adaptation and transformation to the living
experience in later life

How the bereaved person reflected with time
on the impact of suicide on themselves and
their lived experiences particularly as they
became older. How they learned to adapt
following the loss by suicide and connected
with peers. This related to the importance of
disclosure talking, listening and validation of
experiences following loss through suicide and
meaning-making about their own lives and life
with the person.

Timing of help seeking
Quality of responses to help seeking e.g.,
family doctor
Recognising different types of pain
Suicidal thoughts and behaviour
Radical acceptance of loss
Temporal perspectives/time lost vs. time left
Marking anniversaries/meaning of significant
events
Peer support/peer education/activism
Role of professionals in recognising
bereavement by suicide
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3.1. Moral Injury and Trauma

Most participants provided vivid and visceral descriptions of learning about the suicide
and its immediate aftermath. These encompassed intense physical and emotional pain with
severe shock and numbness. Two people used the metaphor of ‘a bomb going off’ to convey
the immediate and uncontrollable devastation experienced by such a traumatic loss.

A sense of moral injury in the aftermath of experiencing a loss by suicide incorporated
an overall sense of failing to prevent, bearing witness to, or learning about the suicide and
how this transgressed deeply held moral beliefs and expectations, which compounded the
traumatic loss. The distressing psychological, social, behavioural aftermath following the
suicide in turn gave rise to moral injury. Negative reactions from people in the bereaved
person’s network left them feeling isolated and removed from crucial sources of support:

“Because it was suicide, I could instantly tell by the person’s reaction whether to go
on with the conversation. A lot of them, kind of, just back away and wouldn’t even
respond. I remember walking down the town that I used to live in, this lady that I knew
really well was walking towards me, she crossed over when she saw me. I’ll never forget
that.”(female, 69, parent).

This literal crossing of the street to avoid the bereaved person came up regularly. Moral
injury stemmed from the lack of insight and discomfort of other people which one partici-
pant described as ‘sheer callousness’. Self-stigma, guilt, shame and self-blame inevitably
gave rise to feelings that they should have been able to prevent this, to have foreseen it,
been a better parent or partner, and awareness of the manifest negative judgement and
stigma from others:

“ . . . it’s the guilt that this person . . . could do something so awful to themselves. To
be so desperate that they’d take their own life. You know, . . . I think, the guilt just gets
to you, just . . . and you feel that everybody’s sort of, not judging you, but they must
think, gosh, you know, what’s happened in this family, that this person could do this to
themselves? Why did he not come to you and talk to you?” (female, 64 years, parent).

Despite some knowing that suicide was a risk and that it could happen, it was still a
tremendous shock that made people feel responsible or that they had failed in some way:

“ . . . I felt I should have been able to do something to have spotted what was going on . . .
done something to change the course of events.” (male, 72 years, partner).

Moral injury also occurred where participants were dismissed where they had asked
for professional help. They described missed opportunities during the immediate period
before the suicide:

“he’d been threatening with suicide and that day they had the mental health team out,
a crisis team and he told them he was wanting to die and they dismissed it, basically
and left him in the community. They had convinced me and my daughter that, oh, we
were overreacting . . . it was only a few hours later he killed himself.” (female, 62 years,
grandparent).

3.1.1. The Rippling Effect on Relationships and Wider Social Networks

“I can honestly say it was the most devastating thing that’s ever, ever happened to me. I
had been bereaved, I’d lost both my parents, I’d lost my friends, I had a miscarriage, I’ve
been divorced. I had gone through major life affecting events but honestly this was . . . I
just can’t tell just how devastating it was.” (female, 72 years, parent).

Participants not only gave testament to the devastating effect on their own lives but
this touched significant others (partner, children, friends, wider family) and social networks
(acquaintances, work colleagues, neighbours, community) both in the immediate aftermath
and longer-term impact. From their later life perspective, some framed these impacts in the
context of historical traumatic events and problematic relationships. These affected their
coping mechanisms and particularly the family.
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The bereaved person’s caring role often took precedence over their own immediate
needs. One man talked about his mother who deteriorated quickly after the suicide with
cognitive decline and died soon after:

“she was diagnosed with Alzheimer’s in February and I truly believe, it was bought on by
the shock of my brother’s death. . . . she went down so quickly, it was shocking” (female,
62 years, sibling).

Earlier traumatic events involving domestic violence, alcohol issues and the ambiva-
lence from particular family members involved the bereaved person moderating challeng-
ing relationships. They were often responsible for all the practical arrangements. Roles
became complex where there were blended or reconstituted families. Several participants
bereaved as parents, articulated challenges associated with a difficult relationship with an
ex-partner or the other parent. They felt unable to comfort each other, remained in dispute
about the arrangements for their loved ones such as who could attend the funeral. These
experiences contributed to the participants’ own lack of self-care and, for some, to extreme
post-traumatic stress. Combined with blame and shame, post-suicide family interactions
became extremely stressful. Such fractured relationships compounded the person’s own
loss, and for some, led to a deep sense of betrayal. This extended to their wider friendships:

“There was one friend actually who I thought was a good friend and she sent flowers and
sent a card and then I didn’t hear anything from her at all for nine months . . . I was
absolutely furious, I thought she has not been in touch with me since he died, not once
to say are you okay, is there anything I can do, do you want to talk? . . . and then nine
months later when it’s my birthday she just gets in touch and asked me if I wanted to
go out for lunch. No mention of [name], no mention of how are you feeling . . . And I
just said I don’t want you to contact me ever again . . . . . . she didn’t even come to the
funeral, she didn’t ask when it was, she didn’t come, and I was so livid that after 20 years
I just cut off all connection with her.” (female, 62 years, grandparent).

These silences were as injurious as insensitive comments. Participants spoke of
awkward silences or countered expectations that they ‘should have got over it by now’ or ‘it
was God’s will” (Participant 22, female, 63 years, partner). They longed to be asked how
they were coping, to have the person’s name spoken and experience other meaningful
exchanges about the things most important to them.

Sources of practical support were, however, highly valued:

“The practical things my daughter is absolutely amazing. She took over everything. I
mean, I’m absolute . . . I’m at the stage in life, I’m nearly 70, I just couldn’t deal with
anything anyway, but she is so good . . . she thinks of everything, actually. And she still
does.” (female, 62 years, grandparent).

From a later life perspective, participants often reflected an appreciative and empa-
thetic understanding of the impact of the suicide on the family. Losing a child in later life
conflicted with the expected ‘natural order’. Their social standing or position within the
family subsequently changed with new responsibilities and dependencies; taking care of
grandchildren, siblings and younger family members. They found themselves compen-
sating for the absence of the deceased person, being tentative about their own grief and
holding back:

“She needs me . . . . . . and what I did was, I became the . . . I, kind of, absorbed everyone’s
pain. My mum, my niece, my nephew, my sister, so I didn’t actually have time to process
me. And my aunt actually rang me and said, [name] what about you?” (female, 62
years, sibling).

Another participant (male, 78 years, partner) was concerned about their daughter,
who at the time of losing her mother by suicide, had four girls all under four including
twins of three months. Another commented:
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“So, the first few weeks really was me being there for them and cooking and cleaning and
doing all the things that she couldn’t do. I had to be there and I had to be strong and look
after my granddaughter because her mother wasn’t capable of doing it at the time, she
was in such grief that she couldn’t do anything. My daughter couldn’t go to work, she
was in very, very, deep depression . . . ” (female, 68, grandparent).

These intense caring responsibilities sandwiched between ageing parents and their
own children, found participants caught in the firing line. For example, one 78-year-old
experienced abusive phone calls after the funeral from her daughter-in-law’s parents,
blaming her for the suicide. Another 69-year-old, after losing her father, described being at
the mercy of her ‘controlling’ mother and being at the receiving end of her anger, which
was very hurtful.

3.1.2. Transition and Adaptation to Ageing through a Living Experience

The third theme reflected poignant and significant experiences in the personal journey
of the bereaved person in later life. This included reflections about their own future, moti-
vation, mortality, and accounts of help seeking. Some described periods of transformation
often coinciding with activism and leadership with their peers through shared lived experi-
ence. While participants were bereaved at different age-points in their life, they reflected
on what their experience meant in terms of ageing:

“ . . . I’m 74 and she was my only child . . . she was the future and how things are going
to be is something very, very important at the moment. I’m giving sort of a lot of thought
to it and it’s causing me a lot of sadness. So, it’s something that, yeah that I need to really
. . . that I’ve been thinking of. At one point years ago, in terms of a Will, in terms of what
I do with my property and my precious possessions and things, is something that is huge”
(female, 74 years, parent).

This perception of having no-one to look out for you in later life was evident:

“I think that’s the older a person is, when the bereavement happens, the more age does
have an impact from isolation point of view, or lack of grand-children, or lack of somebody
coming in to do your washing for you, or whatever it might be. The older you are, the less
time you’ve got to sort of get your life back together again in some way or other” (female,
73 years, parent).

One woman living alone (aged 74) was now using psychotherapy. She reflected on
the COVID-19 national lockdown and how she had ‘always been locked down’ since
her daughter’s death. This was an important time for reparation and she did a ‘lot of
(positive) sorting and thinking’ about her daughter. She observed the potential for a
greater understanding of the impact of death following the huge loss of people during
the pandemic as positive. She also used a telephone befriender service which she found
helpful and comforting and described herself as “emerging again like a metamorphosis, like a
butterfly, but it’s a long, long process”.

Two others commented on the relationship between their grief and the physical and
psychological effects of growing older:

“Well, the first one is, I find sometimes that something’s bothering me or upsetting me, or
I’m feeling down, I think well is this [Name] or is just getting old? . . . am I attributing
all of this to the bereavement, when in actual fact, I’d be feeling like this anyway? . . . I
don’t think you can rush grief. But, at the same time, I’m conscious of the fact that if I
don’t try and at least twin track, I’m not going to finish grieving before I die.” (female,
73 years, parent).

These health concerns triggered greater awareness of the participant’s vulnerability
and potential dependencies:

“I had a foot operation, nothing serious, about a year and a half ago and that made me
really realise that there’s not going to be [name] around to come and be my next of kin. It
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really struck home that sort of feeling that as you approach old age and all the rest of it,
you’re not going to have your nearest and dearest around. It’s something that I’ve got to
manage very much on my own.” (female, 74 years, parent).

Another man’s insight was philosophical:

“We struggle with that somebody has gone, and they’re actually gone forever. And
again, I put it down in part, to a sort of an arrogance that we feel we’re impregnable
and immortal, yet we know we’re not, and I know now, that as I age more and more”
(Participant 15, male, 72 years. partner).

Participants reflected on the timing of the suicide within their own life course, how
they learned to cope and adapt to the loss and its association with other (sometimes
cumulative) losses. One woman was ‘glad’ this happened when she was older, as she had
more time with her daughter and in anticipation of living a short while longer would have
less pain to endure:

“Well, I sometimes feel that I’ve not got the energy for it anymore. . . . I feel as if one leg
of the table’s missing, if you know what I mean. That sounds a bit weird, but there’s still
a limp if you know what I mean. That’s what I’m trying to say, I think. I feel at times
kind of broken, yes.” (female, 78 years, parent).

For those retired, they talked about feeling or being very alone, their lack of plans and
described temporal and visceral moments that captured these feelings:

“You feel it, and you’ll recognise this I’m sure, [name] yourself. It’s mornings and
evenings, those early hours, those moments when you put yourself into bed, and there is
this, almost deafening silence”. (male, 72 years, partner).

Some bereaved parents remised about lost opportunities for grandchildren. This
meant loss of practical support and angst about their future:

“It feels as if my chest is being torn up”. (female, 63 years, parent).

Participants echoed the importance of disclosure, talking, listening and the valida-
tion of experiences following loss through suicide. They described different experiences
of seeking help, the type of help offered and taken forward. Some appeared to require
initial support that focused on the trauma of the suicide, whilst some accessed therapeu-
tic/counselling services earlier on. They perceived these latter interventions as being more
valuable once a significant period had passed. The timing of help seeking and help giving
was arbitrary but very important. Those who developed extreme post-traumatic stress
were able to connect with appropriate services, whereas many had hit or miss experiences
with access and signposting to services:

“She gave me permission to fall. And I fell hard. I became scared of everything, I didn’t
like the dark, I became paranoid, I thought people were talking about me. It was the most
frightening time of my life. There was no energy, I just slept all day and all night. So,
one or two weeks since . . . I had to go back to the doctor to renew my prescription and he
said, what can I do to help, would you like counselling? And I said, yes please. So, that
was my turning point. But those few weeks were the darkest period of my life . . . I’m
really lucky that I was able to meet with this counsellor, who was my saviour.” (female,
74 years, parent).

Help-seeking was connected to motivation to survive, or having to carry on for others:

“You’ve got a very simply choice, you either carry on or you don’t. And I did have
moments, I think they were, what I would call, poetic moments . . . I remember going
through a period, I can’t remember quite when it was, when [name] had gone, and
realising that both my daughters are married, they’ve both had two children, my mother
was still alive, she only died, it’s coming up to two years now.. and I remember feeling,
nobody needs me anymore. Nobody needs me. My kids don’t really need me. They’ve got
their own lives, I’m potentially a complication.” (male, 72 years, partner).
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There were references to suicidal thoughts and/or wish for the hastening of the end of
life that came and went:

“I sometimes feel I can drive my car into a wall. I just get fed up with it, I can’t take
anymore. Aye, I think of suicide a lot. I don’t think I’d do it, but I sometimes wish I
wasn’t here”. (female, 68 years, parent).

One woman whose daughter died 12 years ago reflected on how older people usually
hope for a longer life. As someone who was ’60 something’ at the time, she was comforted
by the thought that she would not have to suffer for too long (female, 78 years, parent).
Others directly talked about their own mortality and not having enough time to get their
life back together. They anticipated a loss of control related to getting older:

“I think what I worry about is that, that when I do get older, and I get, I mean, I kind of,
if I do realise, if I get to that chance to realise my mortality, and you know, I’m reaching
the end of my existence. That I’ll start to become more mentally challenged . . . Because
my belief is that if you suppress it, it doesn’t go away, it just goes deep, and when you get
older, it then begins to come out, in all sorts of ways” (female, 73 years, partner).

Learning to adapt and live with grief was often articulated as being a mind-set adopted
to radically accept the loss and continue living, despite the adverse challenges, barriers and
reminders. Adapting to bereavement in different ways meant neither looking for closure
but accepting that this was a possibility. One emphasised that it was a living experience:

“I couldn’t put people through what we’ve all been through basically. Although there
have been times and certainly even in lockdown last year, although I do feel most of the
time I feel incredibly together, but things . . . you do think oh this is a battle. Which
is why I think it is a living experience, I don’t think it’s a lived experience”. (female,
73 years old, parent).

There was some evidence of ageism as one person commented on the research:

“I’m really pleased that this is . . . you know, somebody’s doing things that are about
suicide, especially at our age, because when you get older, you’re not important, in
general”.(female, 68 years, parent).

Our participants expressed a strong orientation to the importance of the shared lived
experiences with others who had lost a loved one through suicide and learning to adapt
to such a significant loss. These comprised of transformational moments through helping
others. They described secondary gain from this sense of agency and control in one’s
own life, through interactions with their peers, actively seeking out others with similar
experiences and recognising the wider meaning of their own lives within the context of
societal responses to suicide. Key organisations were named as hosting and enabling
networking and peer support:

“I have to say it’s been a real privilege to meet some of the people who’ve lost somebody
and to realise how . . . and everybody does it their own way and it’s just . . . but it is
unbelievably painful. I wish I wasn’t doing any of this because I wish I didn’t know about
it, but in some way it’s given me some meaning in life. You’re not alone. They’re not
alone. It’s not just feeling . . . we know what it’s like”. (female, 73 years, parent).

One participant took direct action by campaigning locally and setting up an informa-
tion point at the station where his son died. Such instances of activism and raising public
awareness enabled appropriate support based on direct experience being provided at both
the prevention and postvention levels. One with twenty years of experience in the peer
support movement expressed matured versions of herself as a compassionate and wise
older woman:

“I was around in London when there was AIDS, and we belonged to a group way back
then, and I said, if there’s anything I can do? And in fact, I’ve sort of become, I don’t
know what I am really . . . I think I’ll step down. And they keep saying, no, no. And I
think I’m just a wise old woman”. (female, 73 years, parent).
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Another talked about becoming a mental health first aider, which had transformed her
life in a positive way. Other turning points were exemplified in finding new relationships
and love such as one man had done at the age of 72 yrs.

4. Discussion

This study of the experiences of being bereaved by suicide and how it impacted the
bereaved person’s later life gave rise to three rich themes from the data collected. The
emotional manifestation of moral injury and trauma, negative feelings and cognitions
present in those living with the traumatic loss and the wider impact on family and other
social networks were emphasised in the narratives of adults in later life. Learning to live
with the loss and to navigate multiple transitions and adaptations was central to how people
navigated and made sense of their experiences in later life. Given the dearth of research to
date, the findings offer a novel contribution to our understanding of the experiences of this
population who are less recognised or visible.

Fiegleman, Gordon and Jordan [30] noted the complexity of stigmatisation that older
people might face in these circumstances. Internalised ageism and factors associated with
ageism, for example, insensitive comments from professionals and other people in their
networks were reported by our participants. These manifested at different levels and
prevented individuals from accessing support or feeling entitled to ask for support or
in prioritising their own health and wellbeing. Participants did not always recognise
differences in how the bereavement impacted their physical and mental health and instead
attributed these to the natural consequence of ageing. Furthermore, professionals tended
not to ask directly about their needs or offer psychosocial support such as counselling,
perhaps attributing the persons’ problems to ageing. Bereaved parents reported particular
strained and harmful consequences of their loss. A lack of recognition of the impacts
within their own close networks was complicated where there were blended families or a
history of family trauma. Reed [31] found more grief-struck survivors detached from their
families than those who were less grief-struck. Grief therapies that use a family-focused
approach include family-strengthening skills, particularly for families who show a high
level of distress and find social and physical adjustment challenging [30,31]. A conceptual
review of ageing and suicide [10] has demonstrated how older people experience the loss
of something they had enjoyed doing or feeling, a loss of value, a feeling of tiredness and,
in some cases, a feeling that they were in a process of losing themselves. All of these factors
that can manifest alongside the physical aspects of caring can pose serious risk factors for
self-harm and suicide in later life.

It seems important that professionals actively enquire from bereaved people in later
life about the kinds of support they need, given the many examples of people in this study
who felt unable to assert their needs or where these were subsumed into a caring role.

The role of the family doctor was commented on by some participants. Foggin
et al.’s [32] study of general practitioners (GPs) dealing with parents who were bereaved by
suicide, however, revealed an unpreparedness and uncertainty with regard to dealing with
suicide and its effects on survivors and recommended that GPs were routinely informed of
death by suicide to prepare for such ongoing encounters. In our study, a range of concerns
were raised about the lack of skills and confidence that different professionals have in
working with suicide and suicide bereavement and linked to the need for a more sensitive
and timely approach to people and simply knowing what to offer.

There is much to learn from people bereaved by suicide on what support is needed and
when and how to act more helpfully. In light of the intense caring roles that older people
had demanded of them to step into, together with the negative feelings and cognition
arising from moral injury and trauma, they may need help to navigate and evaluate which
relationships they should preserve or even temporarily avoid or discontinue. Feigelman,
Gordon and Jordan [30] suggested that professionals could guide bereaved people on
how to ‘teach’ people close to them to overcome their own fears and lack of familiarity
with suicide loss. Survivors had to accept that some people close to them or in their
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social networks had limited capacity to comfort or respond appropriately. Furthermore,
interventions that directly involve the person’s family or social network such as partners,
family and friends may have the potential to ameliorate some of the distress documented
in this research. Ongoing attention to suicide awareness that challenges and reduces stigma
must continue. It is clear that we need more skilled professionals in this area of work.

There was a paradox in that many bereaved survivors took up a leadership role in
guiding their own support network and this promoted being able to live with their experi-
ences at least. A novel finding lies in some of the positives that emerged for individuals
despite the devastating impact of loss by suicide. There were accounts of transformative ex-
periences (with which come opportunities such as understanding, awareness, peer support,
and charitable work) that were so valuable to others and helped with the ongoing living
experience and radical acceptance [33]. Many were driven to participate in communities
with their peers, found strong connections and new belongings to a group. These are impor-
tant anchors for coping with later-life challenges [7]. Groos and Shakespeare-Finch’s [33]
evaluation of peer support groups for suicide bereavement found that an effortful thought
process and the level of pain experienced were temporal and dependent on the individual’s
own post-trauma trajectory or meaning-making process. Kasahara et al. [34] found differ-
ences between younger and older bereaved individuals. Older people with more significant
life events found comfort through open dialogue, while younger individuals tended to
conceal their emotions and suffering. Understanding these different experiences is a first
step towards developing nuances in responding in later life. Barlow and Coleman’s [35]
evaluation of a peer support program developed for survivors of suicide suggested that an
intervention protocol that is collaboratively developed and delivered by peer supporters
and professionals can offer cost-effective person-centred support.

While our participants had much in common with people who are bereaved by suicide,
there may be generational differences in coping styles, with older people employing
more stoic and avoidant coping styles in dealing with traumatic events. For some, their
chronological age intersected with their expectations of themselves and others. Some of
our participants gave up work earlier than they might have done. They also took up active
roles and enjoyed being in groups or company where they could be more anonymous.

These are speculative explanations, suggesting that future research could systemati-
cally investigate the general population to see how views of suicide and suicide stigmati-
sation) may be shifting across generational cohorts. The intensification of time pressure
in later life reflected by participants had both negative and positive impacts on how the
process of living beyond the bereavement played out and heightened suicide thoughts in
some. Some studies [36] have supported specific associations between suicide bereavement
and suicide-related outcomes, justifying the inclusion of people bereaved by suicide in
national suicide prevention strategies. Most of this research has examined this in relation
to younger people [36]. Participants in our study demonstrated a greater awareness of their
own end of life, associated with later life and possibly with a reduced fear of death or wish
to die made more explicit in relation to their loss and potential losses. A scoping review of
suicide and suicide-related concepts in older people [21] included a range of “grey area”
behaviours (for lack of a better term) that are either less common, or present differently
than they are in younger population groups. These include terms and behaviours such as
“completed life”, “hastening of death” and “self-chosen death” [37,38]. The expression of
these grey area behaviours may also be mistakenly viewed as a ‘normal’ part of ageing [39],
creating further complexity to their identification and subsequent intervention.

The clinical implications of these findings are that those assessing older people thought
to be at risk of suicide should inquire about a history of suicide bereavement and its impact
on functioning and mental health [36]. Suicide bereavement is an indicator that stigma
might be a marker for motivational moderators of suicidality after such a traumatic and
often negative life event such as reluctance to seek help, thwarted belongingness or per-
ceived burdensomeness [40]. The findings from this study highlight other indicators for
help-seeking, where there is excessive burdens in caring and self-neglect accompanied by
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perceived stigma, which warrant further inquiry and inform the development of interven-
tions that address these different impacts of traumatic losses and specifically to mitigate
any risk of suicide and to directly ask about this.

There may be a need to unify research from different disciplines, with policy themes
on ageing such as healthy ageing, concepts of promoting person-centredness within service
provision and giving greater emphasis to participation which enables peer support. Being
able to understand the individual experiences and pathways within suicide research can
help inform and enrich assessment and evidence-based interventions [21].

Finally, the design of this study enabled the data collection and data analysis to be
enriched by the direct insights and contributions of those peer-researchers with lived
experience. These methods can be resource intensive, given the time and pace needed
to ensure authenticity in this approach, some of which did not always coincide with the
need to make progress in terms of project milestones. There was one occasion where the
research team took time out and utilised the skills of one team member, a digital artist, in
a session to reflect and visualise imagery emerging from the data. This was a valuable
team experience enabling restoration and self-care, something not always prioritised in the
academy. (One of the images has been included with this paper’s abstract). Furthermore,
feedback from research participants and our peer researchers reminded the team to take a
strengths approach, which offers a perspective on hope and respect for people with lived
experience and this was just as important as our robust procedures on signposting and
debriefing required in the ethical approval process.

5. Conclusions

The qualitative and exploratory approach provided rich and salient transferable
insights concerning bereavement by suicide in later life from the perspectives of those with
lived experience. This undoubtedly helps inform future suicide awareness and prevention
research. The findings confirmed existing evidence on the experience of bereavement by
suicide such as the persistence of stigma, shame and moral injury associated with suicide.
We assert the importance of suicide prevention policies in ageing support and the need to
target services better. There is a strong indication for the inclusion of older people bereaved
by suicide in national suicide prevention strategies and focusing efforts to reduce harm
and the adverse impact on ageing experiences. In later life, bereavement by suicide must
be considered alongside the effects of other loss experience(s) and in the context of the
interpersonal and structural impacts of ageism in society [13]. These are potential areas
for marginalising older people from mainstream support. Identifying these individuals
may constitute an interdisciplinary approach and improved surveillance including routine
assessment in a range of services that interact with people in later life. Professionals in
ageing services could also develop competencies around the assessment of the impact of
suicide exposure and interventions, particularly given that bereaved people are at increased
risk of suicide themselves. Professionals need the right language, confidence, and skills to
discuss issues of suicide with people in later life and to articulate concerns where issues are
observed [10–12].

Suicide, personal meaning, trauma and membership of marginalised communities
should be elevated in the public health conversation surrounding ageing. Critiques of
‘successful ageing’ encourage us to recognise the intersection of individual and social
factors and to consider the life course perspective in research, policy and practice [41]. We
recommend further studies comparing the bereavement experiences of those bereaved by
suicide in later life with other traumatic bereavements and losses using participatory mixed
methods and longitudinal approaches [42]. Framing these within the context of ageing [43]
may involve unifying research from different disciplines, with policy themes on ageing
such as healthy ageing, personalised support and being able to understand the individual
experiences and pathways within suicide research to help inform and enrich assessments
and interventions in ageing care.
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6. Strengths and Limitations

This study explored experiences of suicide in a hard-to-reach population. The co-
produced nature of this study allowed stakeholders and participants to feel comfortable to
share experiences which enriched the data and thus improved the quality of the study. More
specifically, we believe that employing a co-produced design enhanced communication
during the interviews, which adds to the transferability of the materials. However, the
sample was self-selective and attracted some participants active in peer support. The
findings may therefore only be partially representative. In addition, there were few men or
engagement with people from diverse minority backgrounds in this study.
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Abstract: Suicide is the leading cause of death for Australians aged 15 to 44, with fifty to sixty per
cent of individuals who die by suicide ‘flying under the radar’, dying in this way without receiving
formal mental health care or treatment. This paper explores how people bereaved by suicide interpret
and narrate the lead-up to, act and aftermath of a male family member who died by suicide. We
used qualitative semi-structured interviews to explore how narratives of suicide were articulated
by loved ones bereaved by suicide. Analytic findings were conceptualised through Bamberg’s four
layers of cognitive narrative structure–setting, complication, resolution, coda. We derived three
complications conveyed by the group as a whole: that the men felt sentenced by fate, charged with
fury and were fueled by alcohol. These narratives by individuals bereaved by suicide draw us into
the larger picture of meaning-making, the loss of life and finding closure. They also speak to the
need for early interventions, as most of these stories are rooted in childhood tragedy that was not
sufficiently addressed or supported.
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1. Introduction

[E]very good story must have a beginning, a middle and an end, with the end foreshadowed
in the beginning. -Miranda Cowley Heller [1] (p. 387)

One ending in this paper is foreshadowed from the start. The tragedy of a loved one’s
suicide represents a closing chapter for one and the beginning of a new one for another. Lis-
tening to the stories of individuals bereaved by suicide can lead to a broader understanding
of suicide and the shortcomings of our community care systems in preventing it [2]. This
paper explores how people bereaved by suicide interpret and narrate the lead-up to, act
and aftermath of a male family member who died by suicide. Suicide is the leading cause
of death for Australians aged 15 to 44 [3]. Fifty to sixty per cent of individuals who die from
suicide ‘fly under the radar’, dying in this way without receiving formal mental health care
or treatment [4]. Most have been in contact with health services for reasons relating to their
physical health in the days or months preceding an attempt but do not receive help for their
suicidal thoughts, mental health problems or personal circumstances [5]. The participants
in our study identified the men as ‘flying under the radar’ before dying by suicide.

Despite the prevalence of suicide globally, individuals bereaved by suicide remain a
group that has been understudied [6]. Even less is known about the bereaved whose loved
ones are at risk of suicide who are not in mental health care. Insight from loved ones who
experienced the lead-up to and aftermath of a death by suicide can offer recipes for change
to our mental health systems [7]. Their stories of suicide can inform decision-making
to develop better care models for individuals at risk of suicide. This paper presents a

Int. J. Environ. Res. Public Health 2022, 19, 8715. https://doi.org/10.3390/ijerph19148715 https://www.mdpi.com/journal/ijerph
99



Int. J. Environ. Res. Public Health 2022, 19, 8715

cognitive narrative approach to interpreting 12 narratives of suicide: how participants
remember, make sense of and describe a tragic event like suicide [8,9]. In the following
sections, we explore, interpret and analyse storytellers’ narratives and story arcs to under-
stand their perspectives on their loved ones’ suicides and what we can learn from their
lived experiences.

1.1. Context of Our Study

The 12 stories of a loved one’s suicide were collected as part of a multi-phase study,
Under the Radar (UtR), conducted by Black Dog Institute in 2021. UtR employed a mixed-
methods approach to explore the demographic and clinical characteristics, personal cir-
cumstances, and preferences for services amongst people at risk of suicide, with the aim of
developing a comprehensive pathway to care. At the onset of this larger project, Black Dog
conducted a systematic review of the published literature examining predictors of dying
by suicide without having received professional help. Key risk factors were identified for
being under the radar: male sex, both younger and older age, rural location and the absence
of a mental health diagnosis [10]. In the second phase, Black Dog surveyed 415 men and
interviewed 37 men experiencing suicidal thoughts and/or behaviours to examine their
views toward health services and family members and to understand coping styles and
preferences for service provision. These methods, however, do not specifically shed light on
those men whose suicidal thoughts and/or behaviours led them to die. This current study
represents an approach to understanding these events through the lens of those bereaved
by the death of a man who was not in contact with formal mental health services at the time
of his death. Our paper focuses on the narratives from the bereaved to understand how the
overarching structure of their stories are told to gain insight into their lived experiences of
suicide [8].

1.2. Reflexivity

Reflexivity involves exploring one’s own situatedness, background and perspectives
in relation to the research topic, participants and research processes and practices [11,12].
The authors of this paper are women researchers with lived experience of suicide and
expertise in qualitative research, mental health, arts-based methods, knowledge translation,
co-design and community health. All interviewers had their own lived experience of
suicide. We acknowledge our privileges and gendered subjectivities have influenced our
understandings and interpretations of men’s suicidality, including our socially constructed
ideas of masculinity and men’s health risks [13]. Qualitative research explores the nuanced,
richly textured and deeply contextual lived experience of people as they lived their lives and
does not lend itself to a neutral comparison of data [14]. By involving multiple researchers
in this study, we hope to contest and strengthen each other’s findings to mitigate our
subjectivities in the analysis and report writing [15].

1.3. Research Questions

What are the personal experiences and insights of loved ones bereaved by the loss of
male friend or family member to suicide who was not in contact with mental health services?

How do the bereaved describe the lead up to, the act and the aftermath of a loved
one’s suicide?

What meaning is conferred by the bereaved onto a loved one’s suicide?

2. Materials and Methods

This paper investigates how bereaved participants interpret and narrate the lead-up
to, act, and aftermath of a loved one who died by suicide. Stories and narratives (used
interchangeably here) help us make sense of events [16]. Narratives offer a portal into
lived experience of events that incorporate interpretations and subjective meaning onto
those events [8]. Events that may be random and chaotic or related and connected are
constructed into meaning through the active creation of narrative patterns or order [9].
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Narrative analysis aligns people with the stories they tell, offering researchers a rich source
of knowledge [17]; and a more in-depth understanding of people and their experiences [18].
Narrators are, therefore, active agents who incorporate a beginning, middle and end,
locating their stories in a social context at a specific time and place, adding some evaluative,
relational and personal aspects [19].

This study used qualitative methodology to collect data through photo elicitation
and semi-structured in-depth interviews. Through its exploration of lived experience in
its natural environment, qualitative inquiry can contribute to a broader understanding of
knowledge [2]. This study explored how narratives of suicide were articulated by loved
ones bereaved by suicide. Semi-structured interviews were conducted online with 11
individuals who had lost a loved one to suicide; one interview was conducted through
emailed written responses.

2.1. Photo Elicitation

Prior to the scheduled interview, participants were offered the option of bringing
along a photograph that held meaning to them vis-a-vis their experience. All participants
chose to do so. At the start of each interview, the participant showed and described a
cherished photo of the deceased. Photo elicitation is an arts-based methodology used in
qualitative research, whereby photographs encourage conversation about the research topic
at hand [20]. It is a method in which photographs produced by the participant are used as
a stimulus to guide the interview. Using photographs with personal meaning—whether
explicitly taken for this research interview, obtained from an archive of historical photos
or a visual representation of an object which holds significant meaning—can evoke deep
emotions, memories and ideas [21]. The photo elicitation in our interviews served as both
an interview stimulus and an interview guide, allowing the interviewer to obtain insights
and rich context which may not otherwise have been obtained. The photos in our study
were used as a prompt and were not part of the analysis or data collection.

2.2. Semi-Structured, In-Depth Interviews

A co-design approach with people who have identified lived experience of suicidal
thoughts and/or behaviours was utilised to develop the guideline questions that form
the semi-structured, in-depth interview. Co-design between the research team and lived
experience advisors contributed to developing suitable and relevant prompts throughout
the interview, aligned with the research questions and goals. See supplementary for
interview questions and prompts.

Questions included:

1. I would like to explore the meaning behind the photos you have taken/provided. Can
you please tell me about them?

2. Can you please tell me about the experience/s of your loved one?
3. What kind of support would have been helpful for your loved one?
4. If you could envisage something that would have worked for your loved one in

difficult times, what would that look like?
5. In what ways do you feel you have been able to share your loved ones’ experience in

this interview?

2.3. Data Collection

Participants were recruited through social media advertisements (Facebook, Twitter,
Instagram and LinkedIn) and external partners and organisations. Recruitment took place
from August 2021 to October 2021. Participants were required to be 18 years of age or older,
living in Australia, comfortable with the interview being conducted in English, and to have
experienced a male family member or friend who died by suicide and was not in contact
with mental health services at the time of his death.

Interview participants were given an option to receive a call from a clinical psycholo-
gist within two business days, if they required additional support, to mitigate risk. None
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of the participants required additional support. At the cessation of the interviews, all
participants were sent a ‘thank you for participating’ email, including the contact informa-
tion for Lifeline, MensLine and/or Suicide Call Back Service. Participants were offered a
reimbursement of $170 as an acknowledgement of the time and effort required to prepare
for, attend, and complete the interview and the significance of the value their story is
bringing to the research.

After one of the first interviews, the participant, who works in suicide postvention
and is bereaved by suicide, suggested that the interviews be conducted by an interviewer
with experience of being bereaved by suicide. They suggested that those who have been
bereaved may be more comfortable with, and open to, sharing their experiences with
someone who has also experienced bereavement. This suggestion was taken on board by
the interview team, and subsequently, nine of the twelve interviews were undertaken by
a team member (KM). Author AN and a team researcher completed one interview each.
The email (n = 1) interview took the form of written responses to the same oral questions
and prompts as the participant found it too painful to speak about the experience of their
loved one but also wanted to contribute and be a part of the project. Digitally recorded
interviews were transcribed through artificial intelligence, checked for accuracy, cleaned
and de-identified.

2.4. Sample

We highlight that 11 of the 12 interviewees were women and acknowledge that the
stories of men’s suicides were told through a predominantly female lens. These women
were aged 31 years and older and the one male participant was aged 45 (One father joined
a mother later in one interview, but no demographics were collected from him.). All
(n = 12) self-identified as Caucasian and urban with stable living conditions. Participants
were de-identified and assigned a letter and a number (i.e., P1–P15), reflecting the fifteen
participants who initially agreed to take part, the three who opted out (P5, P8 and P13)
and the twelve who completed the interview. The loved ones of the bereaved were sons,
husbands, fathers or brothers, see Table 1.

Table 1. Participant relationship to the decedent.

Participant
Reference Participant’s Age Decedent’s Details

P1 45 brother died in 2019, age not stated
P2 31 partner died in 2014 when he was 25 years old
P3 38 relationship unclear, died around 2020
P4 74 husband died in 2013, age not stated
P6 47 father died in 1988, age not stated
P7 63 husband died in 2004 when he was 44 years old
P9 52 son died in 2018, age not stated
P10 48 father died in 2011, age not stated
P11 44 son died in 2018, age early to mid-20 s
P12 51 son died in 2017 when he was 18 years old
P14 58 son died in 2018 when he was 26 years old
P15 44 husband died in 2021 when he was 50 years old

2.5. Analysis

Reflexive thematic analysis offered an organic approach to analysis, as it allowed
for a broad and flexible application of the analytic approach [11]. Our team drew upon
both semantic and latent theme identification. Semantic themes were descriptive level
themes, wherein the content of the data was identified and summarised. The content of
the data captured the surface meaning, reflecting what was explicitly said. Latent theme
identification at the interpretive level allowed the team to go beyond what was explicitly
said, revealing the underlying ideas, assumptions and conceptualisations within the data.
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Our team followed the six phases of reflexive thematic analysis, where we engaged
in an iterative process of reflexivity; a process of self-examination; revealing ourselves as
individuals and as researchers while understanding how our personal world views may
impact the research process [11]. This process of acknowledging our positionality was
practised throughout the research.

Rigour in team analysis was addressed by applying well-established trustworthiness
criteria: through prolonged engagement with the subject matter, persistent observation
of experiences and perspectives about suicide and researcher triangulation [22,23]. Team
discussions in regular analysis meetings included reflexive, recursive engagement with
the data and continual acknowledgement of the research teams’ active role in knowledge
production and interpretation.

‘After a thorough coding process, we identified common storylines occurring in the
data. Therefore, we analysed the bereaved accounts of suicide through their cognitive
structure: the plots, themes, and coherence expressed by participants [8]. We incorporated
a bottom-up, inductive construction process, at first, that later reflected a top-down, deduc-
tive structure to analyse the relationship between narrative phrases/words and the broader
picture of suicide. From 131 codes and subcodes, we focused on shared descriptions of
common (a) pain points (triggers, abuse, burdens, trauma, tragedy and exposure to suicide);
(b) feelings (helplessness, hopelessness, powerlessness and anger) and (c) coping mech-
anisms (actions, substance use and exercise) which guided our interpretive conclusions
about bereaved stories of suicide.

3. Results

We constructed our analytic findings through Bamberg’s [8] four layers of cognitive
narrative structure. We chose this framework as it most closely aligned with the storylines
formed by the bereaved and conveyed the substantive part of their narratives. Bamberg’s [8]
stories are comprised of:

1. An orientation or setting
2. Complication
3. Resolution
4. Coda or closure

We re-coded our analysis of shared descriptions to align with these four layers, see
Table 2.

Table 2. Narrative alignment.

Four Layers of Cognitive
Narrative Structure

Initial Thematic Analysis
Heading Narrative Analysis Heading

Setting Pain points Tragedies

Complications Feelings and coping
mechanisms Fates, furies and fuels

Resolution Suicidal thoughts and
behaviours Suicide

Coda Looking back Making sense out of chaos
and tragedy

In ten out of twelve interviews, we constructed and connected a story arc of tragedy,
fates, furies and fuels, see Figure 1. Two participants (P11, P14) told a different story from
that of the ten–one of a sudden snap after an argument or event that led to their loved
one’s suicide. Both men were in their twenties when they died and a parent supplied
the narrative. While rich and valuable, their data have not been included in our findings.
The following sections examine each layer of the story arc with narrative examples from
the interviews.
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Setting:
Childhood tragedy of 
abuse and/or trauma

Complications: 
Sentenced by fate, 
charged with fury and/or 
fuelled by alcohol

Resolution:
Suicide

Coda:
Making sense out of 
chaos and tragedy
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Figure 1. Story arc of suicide.

3.1. Setting: Childhood Tragedy

Participants described their loved one as having experienced abuse and/or trauma in
ten of the twelve narratives. This constancy across narratives established a setting of abuse
or trauma, mainly in childhood (n = 9), that impacted their loved one.

Seven participants (P2, P4, P7, P9, P10, P12, P15) described some form of abuse, either
expressly or implicitly:

So his parents were terrible every single day every every day. And I’m not, I’m not like
I’m exaggerating, his dad would leave a voicemail on his phone like you’re a ******* ****.
You’re a ******* hacker stole my ******* business. You done this. (P2)

His father was ten years older than his mother, there was, it was a domestic violence
relationship with his parents...and his father would rape his mother really while she was
in that kind of state, and then send her back to the institution again. His father was
abusive. Uh, my, my mother did say that his father sexually abused him, but I’ve never
heard that from my father, and I’ve never heard that from anyone else. (P10)

[He] was bullied at school . . . He was really chubby. And then as he got older he grew
out. You know how they boys do that? There was these kids on the football team and they
gave him so much grief, called him nugget and that would upset him. (P12)

[He] had a pet rabbit when he was young and his brother killed it and and and he’d told
me about that pet rabbit and told me that a fox killed it and so I think there was some
pretty horrific maybe abuse that went on. (P15)

Eight participants (P1, P3, P4, P6, P7, P9, P12, P15) set scenes of trauma occurring in
their stories of suicide:

You know, if the same thing happened now, when you know, if a young child saw their
sibling die? There would be so much support for them and they would be monitored and
they’d be looked after and all that sort of stuff. (P1)

Childhood trauma I think. He had a very, very different, I guess, childhood, where he was
often left alone or without support. (P7)

And then my father and mother died three weeks before he did, and he just didn’t cope
well with it. (P12)

3.2. Complications

A complication (or complications) is the part of the story where something happens,
typically an issue or problem for the main character, that triggers a chain of events [8]. The
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series of events tells how the characters react to the complication; how rising tension occurs,
leading to a high point or major drama and resolution. We derived three complications
conveyed by the group as a whole: that the men felt sentenced by fate, charged with fury
and were fueled by alcohol. Each complication is explored below.

3.2.1. Sentenced by Fate

Five participants (P3, P4, P7, P10 and P15) constructed a narrative arc that indicated
the loved one considered themselves to be doomed or diminished by fate:

Some of us are just not meant for this world. (P3)

He really was sort of like resigned to, well this is me; you know this is this is me. This is
my lot. (P4)

He believed that no one could help him because that’s just the way the world was. This
was a fact. (P7)

3.2.2. Charged with Fury

Eight participants (P2, P3, P4, P6, P7, P9, P12, P15) described their loved one as being
charged with fury, signaling emotive, instinctual or irrational behaviours:

He used to headbutt walls and get into fights because he was so angry and didn’t
understand why those thoughts were in his head. (P3)

Stemmed from feelings of powerlessness and then getting so angry. (P4)

He would just be very negative and um, angry. I guess. Um, with . . . life and the world.
He’d express negativity about everything. (P7)

3.2.3. Fueled by Alcohol

Seven interviewees (P1, P2, P3, P6, P9, P12, P15) spoke of problematic substance use
(drugs and alcohol) by their loved one:

He was, he was happy to drive around and doing all that while I was while he was drunk
on drugs and drinking. So, I guess in hindsight like yeah he’s alcohol and drug use really
like increased. (P2)

I think it was the alcohol that perhaps allowed him to express that this is the way that he
was feeling. And this is [what] you wanted to do to end that pain. (P6)

[H]e was drinking a lot and I didn’t like that and he I’m still finding wine bottles hidden
around the house. (P15)

3.3. Resolution: Suicide

Resolution refers to an action or action orientation, in this case, the suicide of a loved
one [8].

[He’s] wrapped some chains around himself and got in the pool or something and she’d
gotten home and... she’d kind of found him. He wasn’t. It obviously hadn’t worked. She’d
gotten home, and he was in the process of doing it, or had just tried to do it, or whatever
. . . It might have been three or four days before he passed away. He was in intensive care
in hospital. (P1)

But he always he always had...looked down on people who were, who were, who were who
had suicided because, so in that instance, I was like, oh he’s fine. Then at the weekend
that he killed himself we had been arguing and he had said a few things like I’m gonna go
away. I’m gonna go away. But I didn’t really think of it as that . . . I was telling him to
leave me like he was being so intense and he got a knife, but I like I didn’t realize the, I
didn’t realize. But he’d never actually like vocally voiced that he had suicidal intent or
suicidal ideations. (P2)
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He didn’t have his seatbelt on, and he lined his car up with the pole and drove into it
at 180 kms an hour. In the video he explained that he had been having thoughts about
wanting to end it for years. He said that the last few months, the thoughts had taken over
his life and none of his distractions were working anymore. (P3)

3.4. Coda: Making Sense out of Chaos and Tragedy

A coda underlines how the character has changed and what they learnt as a result of
the experience they went through [8]. The coda takes the listener/reader away from the act
of suicide and back to the present.

Yeah, I think it was going to be hard for him as a 48-year-old [42 years later] decided now
just access this, um, these services, having never done it before, I think you know there
was obviously, you know, all of those years of resistance and, you know, there’s just so
much to unpack for him. Yeah, I just feel like, you know, if it had been a process that was,
you know, gradual from when he was young all through his life you know it would have
been easier. (P1)

You realise that it was their decision and they did it. And if they didn’t do it then, they
would have done it some other time. That’s my thought. (P7)

I think I could have helped him more. I may not have stopped it, but I’m sure that I was
dealing with it so wrong. The best you know, and I think that’s the only way I can get
through this, as I’ve just had to find peace with it and and light and not going to that
dark place and just go. He’s found peace and this was obviously [his] journey and for
whatever reason this is also my journey. (P15)

4. Discussion

This paper aims to make meaning from a group of narratives that describe the lead-up
to, act, and aftermath of suicide. The participants in our study, mainly women, were family
members of the decedent who identified that their loved one died without receiving formal
mental health care or treatment. In this context, we explore their unique viewpoint to spark
life-saving changes to our mental health and community care systems [2,7]. Their stories of
suicide can inform better decision-making to help individuals at risk of suicide. Insight
into their collective story of suicide can facilitate the development of services and pathways
to better care.

Incorporating photo elicitation at the start of each interview acted as a stimulus
to guide conversation [21]. Qualitative inquiry develops a broader understanding of
social events in their natural context [2]. Through a rigorous analytical process, we were
able to determine a common cognitive pattern and story arc through ten of the twelve
interviews [8,9]. The participants in our study established a setting that involved tragedy,
including abuse and trauma, mostly in childhood. These tragic encounter(s) had long-
lasting effects that were described as diminishing or enraging the decedent. Childhood
trauma, including physical, emotional, and sexual abuse and physical neglect, is noted
to be a modifiable risk factor for suicide [24]. Problematic substance use added a further
complication, echoing research findings of the strong relationship between suicide and
substance abuse [25]. The resolution, a final act taken by each of the men, was foreshadowed
at the start. Developing this grim story arc leads to important implications for men who
‘fly under the radar’.

Tragedies and tragic events will continue to occur. Watching the nightly news, alone,
provides evidence of daily death, disaster and destruction. How we as individuals and
communities engage, react and learn from these events can be key. The men in our study
were not taking part in any formal mental health care, reflecting the experiences of over
half of all people who die by suicide in Australia [4]. Trauma and abuse mostly occurred
in childhood, with little or no support at the time, suggesting that early intervention
through community response will offer an avenue of help. Resilience training, equipping
men with skills and knowledge to recognise feelings and learn to develop appropriate
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responses, can also help and support those at risk. However, the ‘under the radar’ men
are difficult to reach by the very nature of their experiences. Connecting with men in
innovative and non-stigmatising ways, through a variety of non-health settings such as
workplaces, schools, social welfare agencies, cultural organisations and social media is
needed [10]. As participant P1 described earlier in this paper, there is currently a greater
community response to the needs of young people impacted by tragedy, abuse and trauma
than ever before.

So far in this discussion we have focused on the lead-up to and act of suicide, through
the eye of the bereaved. It is equally valuable to explore the codas, the aftermath, and how
the bereaved described what they learnt as a result [8]. Participant P15 voiced a need for
better skills and knowledge of managing a loved one’s mental illness (I was dealing with it
so wrong). P1 indicated that early intervention may have helped her loved one (all of those
years of resistance [to seeking help]). P7 was resigned to the inevitability of her loved one’s
suicide (if they didn’t do it then, they would have done it some other time). The first two indicate
mental health/suicide education and communication can play a positive role in the future.
Further investigation into their insights is warranted.

5. Limitations

We acknowledge that the stories told by family members bereaved by suicide may
not reflect the reality of the men’s experiences or actual events. We also note that the
interviewees were largely white urban women, like the authors of this paper. A lack of
diversity in participants suggests that further research could focus on a more diverse group
of the bereaved. Some work has begun to focus on the experience of bereavement by suicide
in ethnic minority groups as in Rivart et al.’s [26] article in this special issue. Our findings
were also limited by the gendered lens that the women participants and women researchers
overlaid on stories of men’s suicide that may help sustain damaging masculinity tropes [13].
Input from men researchers and more men participants would have been a welcomed
perspective. In addition, a differing story arc, as told by two of the participants (one of a
sudden snap after an argument or event that led to their suicide), is worth exploring to
broaden our understanding of suicide and pathways to suicide prevention.

6. Conclusions

A narrative analysis, to be merited on its worth, must be grounded in rigour and a
thorough review of the data [18]. Through prolonged engagement with the narratives,
persistent observation of experiences and perspectives about suicide, and researcher trian-
gulation, we constructed an overarching storyline from ten stories of suicide. Consolidating
ten stories into one cohesive story arc can help us see through the complexity of components
that play into a decision as grave as suicide and make sense of events [16]. Expanding our
knowledge of their experiences will drive change in our community care systems [2].

These narratives by the bereaved draw us into the larger picture of meaning-making,
the loss of life and finding closure. They also speak to the need for early interventions, as
most of these stories are rooted in childhood tragedy that was not addressed or supported.
Our community care systems have improved over the years, but there is a need to develop
greater resources to equip our young people with the skills and knowledge to build
resilience. Decision-makers, practitioners and researchers can use this collective story of
tragedies, fates, furies and fuels to broaden their understanding of individuals at risk of
suicide and develop better models of care.
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Abstract: Background: A loved one’s loss due to suicide can be a traumatic experience and trigger
a complex grief process. Although spirituality, defined as a search for the Sacred in a broad sense,
can be a resource and an obstacle in coping with the suicide bereavement process, there is a gap in
scientific understanding of the role spirituality plays during the process. Methods: To explore the
role of spirituality in people bereaved by suicide, we recruited 11 women who lost a life partner due
to suicide. We conducted semi-structured interviews and analyzed the data using reflexive thematic
analysis. Results: We identified the following three themes: spirituality is a supportive resource that
can be reached for or achieved without conscious involvement; spirituality provides helpful ways
to cope with grief; spirituality makes the grief process more difficult. Conclusions: Spirituality, if
personally meaningful and supported by others, can function as a resource after a loved one’s suicide
and even add to post-traumatic growth after the loss. On the contrary, spirituality-related issues, such
as stigmatization and a lack of personally meaningful traditions, can distress the bereaved. Difficult
spiritual experiences and questions can become an intricate part of the grief process.

Keywords: postvention; suicide bereavement; spirituality; religion; religious coping; spiritual coping

1. Introduction

Every year, around 700,000 people die due to suicide [1]. In Lithuania, where the
current study was conducted, the suicide rate is around 26.1 per 100,000 [1], which is more
than double the average. Each suicide leaves approximately ten times more people bereaved
by suicide [2]. Such loss is a painful experience that can negatively influence different
aspects of life, such as psychological [3] and physical health [4] and relationships [5]. As
another potentially important dimension of life, spirituality can also be affected by loss due
to suicide [6,7]. However, spirituality-related experiences and beliefs, if not too shattered
by the loss, might also function as a resource during suicide bereavement [6,8].

Spirituality is a complex phenomenon which is difficult to define accurately. The
ongoing discussion of spirituality’s relationship with religiosity and religion makes the
definition even more complicated. Earlier viewed as a deep religiosity [9], today spirituality
can be seen as not connected to religiosity [10,11] or connected to religiosity by being a
part of it [12,13]. Spirituality, separated from religiosity, can be defined as a personal need,
experience, and by ways to connect to transcendence, e.g., [14], including concepts of
Higher Power and supernatural or not including these [14]. Personal spirituality can be
experienced and practised in various ways, such as through music [13,15], relationships or
nature [13]. Religiosity can be seen as an affiliation to a religious organization consisting of
internalized beliefs and values, performing religious rituals and practices [16]. The spiritual
part of religiosity would be a personal inner connection to the Higher power [13,17]. Some
authors suggest that because of the broadness of the definitions of spirituality, it is essential
to what spirituality is for a particular group of people or to choose one of the definitions
for the specific research [18].
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In the current study, we chose to see spirituality as a search for the domain of the
Sacred [13]. To delve deeper into understanding the phenomenon, we also made use
of analytical psychology’s ideas. Analytical psychology, created by C. G. Jung, offers
extended explanations of psychology, religion and spirituality. According to analytical
psychology, spirituality is a human need to connect with something bigger, a subjective
and live experience [11]. It can differ from connecting to God or Higher power, to nature
or virtues [13,17]. In a way, spirituality can be seen as a process of connecting to the
archetype of the Self—a hidden guiding part of the psyche, which gives the potential to
connect consciousness with unconsciousness [19], which can be defined as part of the
psyche, which contains personal material that has been repressed or simply forgotten
and the collective material of the inherited experiences of all humankind that guides the
conscious mind [19]. According to this definition, religiosity in the current study was seen
as a method of searching for the Sacred, therefore, as a part of spirituality chosen by a
person [11,13].

A loved one’s death, in general, but also due to suicide, can evoke spiritual questions.
Therefore, facing the death of a loved one can be a turning point for the search for the
Sacred [6,7,20]. The loved one’s death reminds the bereaved of the temporality of life,
which raises questions about the purpose of life, beliefs in the afterlife, or the existence of
the soul [6–8]. Spiritual experiences, which can strike the bereaved person, evoke questions
about the nature of those experiences [8,21–23]. If a person is highly religious, the answers
might be easier to find [24]. However, the questions and experiences also visit non-religious
people [8], which adds the interdisciplinary phenomenon of spirituality to the psychological
issues of suicide bereavement.

When the cause of death is suicide, the search for the Sacred can become even more
complicated. Since suicide is not a religiously appropriate death [6,25], the bereavement
process can be influenced by stigmatizing or self-stigmatizing attitudes [6,7,25]. Suicide is
hard to comprehend and leaves a person with a haunting question of why [26,27], which
can cause the unsatisfied need for spiritual explanations, why the tragedy happened,
or where God was when the loved one died [6,8]. The feelings of disappointment and
distrust in Higher powers can cause a spiritual crisis [6–8] and the need to re-estimate one’s
beliefs and virtues. All those experiences related to spiritual issues add to the challenging
grief process.

Despite the complications related to spirituality during grief, some aspects of spiritu-
ality seem helpful during suicide bereavement. Spirituality and religiosity can be potential
resources during bereavement after a loved one’s death [21,28,29]. The religious community
can support the bereaved [24,25] if it withstands stigmatizing attitudes and behaviors [8].
The issues related to belief in the afterlife can be eased if a person has higher religiosity [30]
or if the bereaved person perceives spiritual experiences as proof of the hereafter [21,22].
Beliefs in the afterlife can satisfy the need to continue the bond with the deceased as a
further existing figure [8].

The positive and negative religious coping models might be applied in the context of
suicide bereavement [31]. Positive coping refers to using religious and spiritual methods,
such as religious forgiveness, seeking spiritual support, and coping in a community, which
can help with better health and adjustment outcomes after difficult life events [31,32].
Negative religious coping refers to discontent in religious and spiritual matters or, for
example, feeling as if one is being punished by God, which has negative correlations with
adjustment after difficult life events [31,32]. Spirituality and positive spiritual coping could
function as a resource during suicide bereavement. Nevertheless, it depends on at least
several specific aspects of how the person understands spirituality if they belong to a
religious community or what their beliefs in the afterlife are.

A few scientific studies and reviews about suicide bereavement and spirituality indi-
cate the topic’s complexity and importance. The research about spirituality during suicide
bereavement is limited by several quantitative studies, which reveal that the bereaved by
suicide often have spiritual experiences, which are helpful with adjustment [22]. Belief in
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the afterlife can help with adjustment to bereavement if the bereaved has the hope to meet
the deceased again [30]; the bereaved tend to seek spiritual support and advice [22,33];
and 61 percent of parents bereaved by a child’s suicide struggle to find meaning in the
loss [34]. Qualitative studies reveal that a loved one’s loss due to suicide can strengthen
spirituality regardless of the person’s previous beliefs [6]. Religiosity can help answer
questions regarding the afterlife [25] and solve questions about responsibility [35]. Spiritual
experiences are essential for transforming the continuing bond with the deceased [6,23].
Spiritual rituals help to sooth oneself after the loss [7]. Religious social support is vital
in practical, emotional, and spiritual ways [25]. A loved one’s suicide can also induce
a spiritual crisis [6,7,25] and perceived or real stigmatization from the religious commu-
nity [6,25,35]. The mentioned studies focused only partially on spirituality, religiosity or
suicide bereavement processes. They indicated the need to conduct a focused qualitative
study on the broad phenomenon of spirituality during suicide bereavement [6–8,25]. A bet-
ter scientific understanding of spirituality and suicide bereavement could help reach a more
profound knowledge about suicide bereavement in general and formulate guidelines for
practitioners who help people who suffer after a loved one’s suicide. Therefore, the current
study aimed to qualitatively explore the role of spirituality during suicide bereavement.

To explore the phenomenon, we decided to ensure the homogeneity of the research
participant’s group [36] by conducting interviews only with women who lost their life
partners (husbands, fiancées or romantic partners with whom they lived before the loss).
The group of women were chosen because, in Lithuania, where the study was conducted,
there is a huge gap between male (36 per 100,000) and female (6 per 100,000) suicide
rates [1]. Masculinity is also considered a risk factor for suicide in different countries [37].
Since more than 90 percent of people see themselves as heterosexual [38], the people who
suffer a life partner’s suicide are primarily women. The suicide bereaved life partners can
have even more expressed complicated grief than friends, parents, or colleagues [39] and
children or siblings [40]. This can be explained by challenges related to financial or housing
issues, difficulties of suddenly becoming a single parent, and loneliness related to the loss
of a partner such as the loss of the intimacy and ability to share the feeling of grief and
feelings [40]. Additionally, people bereaved by a partner’s suicide can experience more
anger toward the deceased than parents would feel for a deceased child [41]. Nevertheless,
partners receive less emotional support than those bereaved by other causes of death [42,43].
The partner’s suicide increases the bereaved’s suicide risk [44] and worsens general mental
and psychological health [4]. Therefore, the wellbeing of this specific group of bereaved
people is an essential focus for scientific studies of experiences and help strategies [45].

2. Materials and Methods
2.1. Materials

For data collection, we chose to conduct semi-structured face-to-face interviews con-
sisting of the following 3 main questions: “Tell me, please, about your loss”; “What is
the role of spirituality during your suicide bereavement?”; “How did spirituality-related
topics reveal themselves concerning relationship to others (religious community, other
people, the deceased)?”. After the interviews, we asked the participants about their primary
demographic information.

2.2. Participants

We interviewed 11 women aged 28 to 62 (see Table 1 for more details). Ten interviewed
women were Lithuanian, and one was Lithuanian Russian. Nine lost their husbands, one
her fiancé and one her romantic partner, due to suicide. Time elapsed since suicide ranged
from 2 to 5 years. The women were in a relationship with the deceased men from 1.5 to
39 years (17.7 years on average). All of them lived with the deceased men at their death.
Eight research participants had one or more children with the deceased. Nine women
had higher education and two professional education. Eight women at the time of the
interview lived in a city, two in a town, and one in a rural area. Five of the participants
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ascribed themselves to Catholicism, one to the Eastern Orthodox Church, one described
her affiliation as “Catholic, but with a question mark”, one participant described herself as
Catholic but not practicing the faith, two participants had no religious affiliation, and one
described herself as having no affiliation or belonging to all religions. Nine of the deceased
men died by hanging, one by overdose and hanging, and one by cutting his veins. The
average age of the deceased was 41, ranging from 30 to 57.

Table 1. Characteristics of the interviewees and interviews.

Nickname Age Deceased
Was Her

The
Method of

Suicide

Age of the
Deceased

Time
Elapsed

After
Suicide

Years Spent
Together with
the Deceased

The
Number of
Children

Education Religious
Affiliation

Place of
Living

How Was the
Interview

Conducted?

Interview
Duration

How Was
the

Participant
Reached?

Rasa 41 Husband Hanging 44 2.2 20 3 Higher Catholic Rural area Videocall 1:49
Filled the
question-

naire

Nida 35 Husband
Overdose

and
hanging

32 4.9 8 0 Higher Not
affiliated City Videocall 1:58

Filled the
question-

naire

Liepa 49 Husband Hanging 44 5 26 2 Professional

Catholic
with a

question
mark

Town Videocall 1:36
Filled the
question-

naire

Laima 28 Fiancée Hanging 30 4.5 6 0 Higher Catholic City In person 1:58
Filled the
question-

naire

Karolina 46 Husband Hanging 55 2 26 2 Higher Catholic City Videocall 1:01
Proactively

called by
researchers

Eglė 31 Romantic
partner Hanging 34 2.4 1.5 0 Professional No

affiliation City In person 1:43
Proactively

called by
researchers

Elena 34 Husband Hanging 32 2.4 17 2 Higher

No
affiliation

or all
religions

City In person 1:13
Proactively

called by
researchers

Jurga 49 Husband Hanging 47 2.1 26 2 Higher
Not

practicing
catholic

City In person 1:35
Filled the
question-

naire

Agnė 36 Husband Cutting
veins 44 5 8 2 Higher Catholic Town Videocall 1:28

Filled the
question-

naire

Dalia 62 Husband Hanging 57 5 39 2 Higher Catholic City Videocall 2:03
Proactively

called by
researchers

Asta 36 Husband Hanging 32 4 17 1 Higher Eastern
orthodox City Videocall 2:09

Proactively
called by

researchers

Average 40.64 41 3.59 17.89 1:41

SD 9.98 9.63 1.35 11.2

2.3. Procedure

We used purposeful and snowball sampling to reach participants who fit our research
aims. We spread the invitation through emails and social media posts to members of the
Lithuanian psychologist alliance, practicing psychologists, social media followers, and
friends to reach research participants. We also invited potential participants through
educational articles in online and printed newspapers and an educational talk on the
radio. Lastly, we searched for participants proactively, calling on the participants (who
earlier consented to be invited for other studies) of another research project conducted in
the suicide research center. We asked the participants to contact the first author through
email or phone by themselves or to fill out a short questionnaire and be contacted by the
researcher later. Eight people filled out the questionnaire, and eight of them participated.
We called fourteen people proactively, and five agreed to participate (see Table 1).

We collected the interviews between January 2021 and November 2021. Because of
the COVID-19 situation and nationwide lock-down, we provided the participants with
a choice to provide the interview through a video call with the program “Zoom” or in
person. Although we were aware that in-person and video call interviews might differ
because of differences in creating contact with the participant and the participant’s sense
of privacy, studies suggest that the differences might not be significant for the duration of
the interview, the number of codes, and the interview analysis [46,47] or sharing deeply
personal experiences [48]. We conducted 7 interviews through video calls and 4 in person
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in the first author’s consulting room. The interviews lasted 1–2.5 h (see Table 1). The first
author carried out eight interviews. The other three interviews were carried out by master’s
degree students who were members of the project and were trained by the first author to
reach consistency.

Before the interview, all participants provided written or scanned informed consent.
Each participant received an identification code, so they could withdraw from the study
at any time (even after the interview) and maintain anonymity. After the interviews, we
provided the participants with written information about emotional and psychological
help resources and contact details of researchers in case they needed to talk about their
feelings and thoughts after the interviews.

2.4. Data Analysis

We audio-recorded, transcribed and coded each interview. To reflect on the potential
researchers’ influence on the data analysis, from the beginning of collecting interviews until
the final themes were created, the researchers who analyzed the data kept a research diary
in which they reflected on their feelings, thoughts, insights, memories, and interpretations
of the data. The personal involvement of the first author was exhaustively described in a
separate article [49].

We chose the phenomenological approach to analyze the data, which explains that the
lived experience of the research participants allows the researchers to explore the chosen
phenomenon from their subjective reality. The approach insists that, as limited human
beings, we cannot capture the whole of objective reality (if it exists). We can only come as
close as possible to the subjective realities of other people. Qualitative methods, such as
thematic analyses, combine these subjective realities and find meaningful patterns in the
experiences [50]. We used a reflexive thematic analysis [51–54] to identify the main themes
in the data. We chose this method and an inductive data-driven analysis of the data [51]
because they were deemed a good match for the current study question, which is oriented
to the previously not researched exploration of experiences related to spirituality during
suicide bereavement.

We conducted a reflexive thematic analysis following the steps provided by Braun
and Clarke [51–54]. The coders listened to the interviews and read the transcripts to
familiarize themselves with the data. For initial coding, we used Atlas.ti Web [55]. The
first author coded six interviews. Codes were reviewed by master’s and bachelor’s degree
students who were members of the current research project. Members of the research
project coded five other interviews, and the first author reviewed the codes. The first
author then organized the codes to the potential themes and sub-themes. The second
author reviewed the initial thematic map, and the disagreements were solved by discussion.
Afterwards, the final thematic map was created.

2.5. Ethical Approval

The Psychology Research Ethics Committee of Vilnius University approved the study
(22 January 2021, Number 56).

3. Results

From the data, we identified the following three main themes followed by subthemes
(see Figure 1): spirituality is a supportive resource that can be reached for or achieved
without conscious involvement; spirituality provides helpful ways to cope with grief;
spirituality makes the grief process more difficult. We discuss the themes below.
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Figure 1. The thematic map.

3.1. Spirituality Is a Supportive Resource That Can Be Reached for or Come without
Conscious Involvement

All the participants spoke about spirituality as a supportive resource. The resource
sometimes was activated through active involvement, while at other times it functioned
without one’s conscious efforts.

3.1.1. Changed Relationship with Spirituality after the Loss

Eight participants noticed a changed relationship with spirituality after the loved
one’s suicide.

Participants felt new abilities to connect with a Higher power after the loss:

My service is like this, prayer service, during glorification, when I have to pray with my
community, and ask the spirit, what the spirit says not just to me personally, but to the
community, then the prayers too are strong and they just come and you don’t need to
translate the scripture, words from the scripture just come to consciousness and then I
say them, translate them to people who are near me and for me . . . I make sure that God
is talking to me, I don’t remember anything by heart, but I just read, and God gives me
strength to remember exact things that he wants me to say. (Agnė, 36)

Several noticed the intuitive understanding that the loved one had died and where to
find the body:

I don’t know, I just turned, and some force pushed me into the child’s room. And I go into
the room, turn to the left and he was just there on the wardrobe. (Asta, 36)

Many participants noticed that their spirituality strengthened after the loss. This
manifested through a clearer understanding and holding onto one’s virtues:

To have those base virtues and comply with them. Like I said, I never blamed anyone for
this situation (for husband’s death), didn’t blame. hh the one everyone attacked (blamed
for the husband’s suicide). (Elena, 34)

Participants also felt strengthened trust in people and relationships:

But like I said, we concentrate on the negative things and can’t see anything else. And
here is where Lithuanians seem genuine. Some of course I met horribly. I am also saying
this as a Russian and it doesn’t depend on nationality, it’s just about the person . . . So
now I understand that all of us, we are all the same, absolutely the same. And I felt
amazing, even if I say that there are humanely humans, that it still exists. (Asta, 36)
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Several participants talked about strengthened self-worth and emotional endurance
after the loss:

But you know, when a year passed, then I felt that I am strong. And I stopped getting
mad about their comments. I felt that no matter how hard it is, I manage the kids well.
(Rasa, 41)

Some noticed the ability to accept the relative insignificance of temporal human life:

When you start to become aware, create a better world, to do something, then it doesn’t
have any meaning. And somehow like I said that understanding, it came, and there is no
point to it, you just must experience it and spirituality is part of the experience—to not
harm another, not harm nature, to create, to leave something better when your gone, it
doesn’t have to be visible, and people forget really fast, really fast. It’s an existential, like
you’re nothing. (Nida, 35)

Others spoke of strengthened religiosity after the loss:

I feel like a giant comparing my spirituality five years back. Because there is a different
quality, a completely different level of faith, communication with God and the work with
community, worship. It’s like God says, I will give you an abundant life, and now I have
that abundance. Abundance, the fulfillment, in any way, I have everything. (Agnė, 36)

Some of the participants felt support from a Higher power after the loss:

And throughout the mourning, during the funeral, I felt as if I was being carried on arms,
I don’t know how to say it, I actually felt, that I was being carried by God, and I couldn’t
by myself, I saw his mom, and his mom was hysterical, going crazy, and she suffered
terribly, and there was a lot of guilt there, childhood did its own thing, i understand, that
feeling of guilt, but I also saw what kind of pain one can feel if they don’t believe in God,
when the person is alone in that pain, he is alone and he doesn’t have anyone to call upon,
he doesn’t have anyone to rely on, like it says in the psalms, if thousands fall from the
right and thousands from the left, you will be untouched and I felt like the world had
fallen, it was falling, and I was left with two small kids, I didn’t have a job, but I felt, that
I am in God’s hands, in his embrace and I never felt guilt, I was just sad, really sad, and I
understood his pain. (Agnė, 36)

3.1.2. Believing in a Higher Power Is Helpful with the Meaning-Making of the Suicide

Believing in a Higher power and its function in a person’s life helped participants
make meaning of the suicide. Six participants spoke of thinking that the Higher power was
preparing them for the suicide of the loved one, which would be proof that the suicide was
in some ways supervised by the Higher power:

And another thing that supported me, well supported, I unconsciously knew that someday
it will happen. Even though you don’t think about it. Because like I said, since I’m interest
in esotericism, I was in regression some time ago. In a regression seminar. That you can
go back, go to the future. It’s a conscious dream. And that was seventeen years ago. A
long time ago. And then I dreamed about a different country, where my future husband
works, town, all their buildings, I remember how I explored it. I dreamed about myself
with kids in mourning clothes. I was wearing a black dress and the three of us with kids,
the husband wasn’t with us. And then I cried, o God, how I cried. I’ve never cried as
much as I did then. (Jurga, 49)

Participants also used ideas related to spirituality to understand the reasons for suicide.
This included religious explanations about human suffering, the importance of accepting
the decisions of others, trust in God’s will or believing in fate. For example:

There was suicide in his family, his grandfather ended up under the tracks, or something,
it looks like that, whoever believes in those things. I think it’s of the same matter and
maybe he finished it in his family. (Laima, 28)
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One participant believed that the deceased was obsessed with demonic powers:

I absolutely saw I mean that we have a situation and now looking back, we had a situation
with the ghost of the dead and when the exorcist prayed for him and asked him, where do
you feel in the body, some sort of sensation right, they make conclusion according to that,
diagnosis and he said in the spine. (Agnė, 36)

Some participants viewed the loss as a test sent by God. The bereaved felt the need to
prove to God the integrity of their faith:

It looks like maybe he (God) wanted to make me stronger and that I would be ready for
my current life. (Asta, 36)

Some of the participants believed that the deceased was preparing himself spiritually
for the suicide, which helped with the relief that the loved one is happier in the afterlife:

In the end he talked more about God and believed in him, and he talked about the last
judgement day or something, about a refinery. That’s why he also encouraged me and
somehow, he was slowly taking control, I mean, to not do anything bad. Because I thought
maybe that he was sorry or not sorry, but I just think: “well yeah, however much it hurts
me, but he doesn’t have any problems there (in the afterlife).” (Rasa, 41)

3.1.3. Experiencing Compassion and Responsibility for Other People during Grief

Seven participants spoke of the strengthened compassion and responsibility for other
people. Participants revealed that experiencing compassion and responsibility for their
children or other people was a way to find the strength to live on:

It was really difficult at first, but it’s like I said two little kids and it’s not okay. You have
someone to take them, you can’t just put them aside, you must stand up, stand tall and
move forward. So in this case my focus is on the first days. (Elena, 34)

The wish to help others who suffered after similar losses helped regain some of the
control over one participant’s life:

The journey continues even now slowly, like the muscles, the spiritual ones, they are
stronger now, the first step shows this, that I want to do that group (self-help group) so
I believe that this is a sign that if I can help others, that it’s a sort of healing process. If
that energy, when I start to move and I’m ready to share with others, the balance is being
restored. (Liepa, 49)

The wish to participate in the current study was also perceived to help others who suffer:

Right after the loss, I received one questionnaire, then another, and my mom said stop,
let it go, why do you need this, to reopen the wound, she said, don’t you understand, I
rethink the event over and over and over again, and a thousand times more, and I said it’s
not getting any better, and . . . if I’m doing a good job by sharing my thoughts, if they are
worthy or not, but I say, maybe it’ll help someone, maybe someone will see that moment,
when it happens. (Dalia, 62)

3.1.4. Connecting to Spirituality during Grief

Five participants spoke of the need and active ways by which to connect to spirituality
during grief. For example, the ways to connect with spirituality during grief involved
active praying:

I never knew how to pray, because it always seemed, that there are some kind of rules,
how you should address . . . If it’s God, or the earth, or what you believe and somehow I
thought I’m not doing it right and then I asked my grandmother, so how should I pray
now, in your own words, how you want to, that’s how you should pray, you’ll be heard
anyway, or so I would say a worldly prayer, the one for the dead of course, because I
thought, that it is necessary. And then in my own words I’d just pray, I actually would
just ask, not pray, that I wouldn’t go crazy, that I’d be given strength, to be here, but I
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prayed to him. Yeah. For an easy path, I prayed for his forgiveness, somehow my prayer
was related to his easy departure. (Laima, 28)

As well as spending time in a sacral place:

And that is why, why I say that it would happened in church. I would want to kneel,
to lean on those wooden things, to lay my head and cry. And somehow that atmosphere
would provoke that reaction, those organs, when they play. And the priests’ sermons, it
always seemed that it was talking about me, or about him, or about our family. Somehow
everything seems to be happening at the right time and place. (Rasa, 41)

Or listening to music, which started to have spiritual meaning after the loss:

It has a special effect on me even now, mass and the sacral music, singing, it’s unbelievable,
maybe it’s even painful, the music. I always, it tears me up. (Laima, 28)

3.1.5. Experiencing Continuing Bond with the Deceased without Conscious Decisions

Six participants experienced continuing bonds with the deceased, which they compre-
hend as occurring without a conscious choice being made. They felt that the dead initiate
communication and help the bereaved:

Later I was going to work, a few years after his death, I was sleeping, and with his knee to
my side boom boom near the bed, get up, boom boom, get up, I look aaaa it’s 8, I overslept,
that means before I opened the store, at that moment and my subconscious connected my
alarm, that I need to go to sleep, but I thought that I felt him, that he is waking me up,
that honey, wake up, go to work, was him, and I don’t know how to say it, I just felt that
substance. It seems that the air is denser and if you turned on the light you’d see that it’s
him in layers, like turning the light on in a fog, this way and that way, and when you
catch this fog with a flashlight, from one corner it is clear, but from another you see the
layers, it’s an impression, or it’s my experience talking, if it’s real, I want to believe it,
that it can actually happen. (Dalia, 62)

The communication from the deceased mainly was perceived as comforting and
provided relief:

And I dreamed that he . . . As if there was a party and he came a bit drunk, but he was
in a good mood, happy. The only thing is that he didn’t come near me. His brother was
there. And he went up to his brother to talk and I hear what he is speaking. And he was
interacting with him in a brotherly way, in a manly way. And he tells him: “you know
why I love my life? Because, however much money I spend, there will always be more.
Whenever I come back home, nobody is mad at me and (starts crying) whatever sins I
commit, He always forgives me. And “he” as I understand, was Jesus, I knew that very
clearly for some reason, that he was in His care, in that other life. And there is eternal
joy, and he doesn’t have any problems there . . . It affected me deeply, it was very strong,
because . . . You know some dreams are very vivid, others not so much . . . but that dream,
it’s like I said, it seems I see it clearly, word for word. And somehow, I felt that . . . you
know this was after, wait after, after five months, or four months after his death, that type
of dream. So I don’t know, it seems to me, that was the first, clearly some connection from
him. (Rasa, 41)

To provide an overview, spirituality and spiritual experiences during suicide be-
reavement can function as a supportive resource, which helps to explain why the suicide
happened and provides spiritual strength to cope with grief. Spirituality can be experienced
as coming from outside without consciously thinking about it or asking for it. This involves
noticing changed and strengthened spirituality or religiosity, feelings of more profound
compassion and responsibility to others, and experiential manifestations of continuing
bonds. Active praying or travelling to sacral spaces activated the connection to a Higher
power and provided comfort after the loss.
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3.2. Spirituality Provides Helpful Ways to Cope with Grief

All research participants spoke of how spirituality and religiosity provided ways to
cope with grief. We discuss them one by one below.

3.2.1. Rituals to Ease the Difficulty of the Grief

If having personal meaning, for nine participants, rituals seemed to ease the difficulty
of the grief. The funeral ritual was perceived as an essential part of the bereavement process.
For some, organizing the funeral provided a short break from the loneliness of grief:

People were lost after a sudden death. They experience it the same, they are in a period
of shock. Then they, if they continue the burial service, all those things and have the
energy to do all of that. But usually, they don’t want to be alone, they want to take care of
everything. (Karolina, 46)

For others, funeral and fare-well rituals were a way to express the last respects for
the deceased:

But I said right away (giggles) . . . find me the best hall, the best place. I will pay whatever
you want, but I want the best . . . There were no questions because he was also always the
one to choose the best. Or choosing closest to the best. Money was spent so that it’d be
nice. I knew that people would come, and you need to, so that the funeral would be, how
to say so that he would truly be respected. (Jurga, 49)

The ritual of a funeral also helped to comprehend that the loved one died:

What I understood, when his casket was being buried, I actually understood that he is not
here, that this is a body, I thought of this often. (Agnė, 36)

Participants spoke of the many different forms personal rituals can take such as
travelling and being in nature:

So those journeys and world knowledge and new knowledge of nature, that you climb the
mountain, it means those special paths right, and you get to the top and there is this huge
wind, and you can’t think of anything else and it’s a new place for you and a place you
can’t find in Lithuania, you start to think about the world differently, new colors appear.
You understand that . . . there is more of everything and it’s different from what you’re
used to. Or when you stand up, on salt, the lake of salt right where it is white and there is
no horizon, and you are in the middle of nowhere. You just hang in the middle and you
understand that there is something . . . Something magical. (Nida, 35);

creating something which could be related to emotional expressions:

My nature is creative, and I am creative, so I searched through drawing and my hobby
allowed me to find that, what I did in my childhood, I drew a lot, was picky, sewed and
still I came back to that after the funeral, I found wool, I found wool and looked at the
process in a more creative way. (Liepa, 49)

meditating and doing yoga:

In that hour and a half when you do yoga, you just, translate stress, anxiety, tension,
thoughts through the body, because when you do it, you don’t think about other things,
you just think how to do yoga. How to bend your legs, how to bend your body and other
stuff. And in the end, there is shavasana, where you just lay ten minutes, it’s called the
dead pose. You must disconnect and not think of anything. So, this is the best thing,
when you lay down, open your body, and not see or hear anything anymore. That is equal
to meditation actually. And yeah. This thing was taught by the teacher and told us that
when you come to yoga it’s like a new page, you forget everything that is around you, and
start from scratch. Actually, that helps a lot. (Jurga, 49)

Even self-analyzing was considered a spiritual experienced in a psychologist’s room
or a helpful evening ritual:
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Just after my husband’s death I had space, usually during my talks with my psychologist.
And you know that once a week you will complete that exercise either way . . . I tried to and
each evening, right before going to sleep to think about the day . . . with completed facts,
put into drawers and not worry about things, that are out of your control. (Elena, 34)

Several participants perceived gratitude as a meditation or a prayer as an antidote
for suffering:

There are people, I started to move from household stuff to people, God and those people
exist, and I have a job and friends and my relatives don’t turn from me and then everything
expands, I have so much and to be grateful, and then joy comes from gratitude and then I
understood, I concentrate on what I don’t have. And that is a huge problem. And when I
started to focus on what I do have, how much there is and health, and that my kids are
healthy and that is amazing. (Agnė, 36)

Personal rituals related to fire as having a cleansing, easing, and finishing power, were
necessary for some of the participants:

And when we talked about fire, then I just wanted to burn something. Because Rimas
(the deceased) wanted to be cremated. So, fire, even to him, seemed to cleanse and that it
will somehow show all those bad things and fire is powerful, that it just burns (whispers)
just burns. (Eglė, 31)

Lastly, religious rituals such as attending mass every week for several participants
were found to be helpful after the loss:

This is about being religious, or how to say it, but I know now how much it snowed, how
much it winded . . . but I walk there . . . and my knee joint is week, I have a hard time
walking, fifty meters is a lot . . . I must go to church . . . so I had to walk a kilometer and
three hundred meters. (Dalia, 62)

3.2.2. Spirituality Related Attitudes Help during Grief

Nine participants spoke of helpful attitudes related to spirituality. This involved
beliefs about death not being the end:

How to say . . . I’m a believer in energy and energetic bodies. I’m not sorry when
someone dies and I usually don’t cry, because I know that around our body . . . I can feel
other bodies and that consciousness is not in the body, but it’s . . . you can expand your
consciousness to eternity. (Eglė, 31)

Other spirituality or religiosity related beliefs were also helpful, such as accepting
the uncontrollability:

As for spirituality, in the sense of religion, I discovered specific philosophical points in
Buddhism. Through literature, I started to read more books that helped me . . . I found
that the whole theory of mindfulness came from Buddhist philosophy . . . The simplicity
of philosophy and the simplicity of being has helped me restore that spiritual balance . . . I
am suffering because I wanted everything. It is that desire to have a person, the desire to
be attached . . . the desire to control that situation . . . Well, it does not happen that way.
This understanding of mind through mindfulness . . . and all these fundamental truths
and points of reference in Buddhism may have helped restore that spiritual balance little
by little . . . some kind of mantra, as some kind of reminder that no one has promised you
anything. (Nida, 35)

Similarly, the idea of not being able to control many aspects of life, and trusting in a
Higher power or God’s will was helpful:

What more to hang on to? Some kind of will of God that God knows what he is doing.
To trust Him and His plan. Maybe it is awful for me now, it is hard, but apparently, for
some reason, it must be that way. (Rasa, 41)
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3.2.3. Other People Can Influence the Bereaved’s Spirituality after Loss

For eight participants, communicating with other people in a spiritual context pro-
vided another spiritual way to cope. Participants spoke firstly about the need for psycho-
logical or emotional support and spiritual help after the loss. For some, it was hard to find
the service:

The possibility of getting some information to reach or go on that kind of spiritual path
. . . we do not have such very easily accessible information . . . like could you help me
here now, if not for some kind of psychological help, but let’s say something like that.
(Karolina, 46)

For some participants, spiritual help seemed more helpful than psychological help:

Like even psychologists cannot share advice. They must force a person to choose some
solution. I received honest, real help (from the clergy) when I was told to thank the Lord.
I was angry at first for such advice . . . However, I tried to practice what he told me, what
was being advised to me, and it worked, and it actually worked. (Agnė, 36)

Several participants said that psychological help was related to spiritual support. For
example, a psychologist helped to understand the meaning of a funeral:

The cremation itself and saying goodbye before an essential aspect I talked about to my
psychologist . . . That here is the fact of death. Well, that is why . . . the funerals usually
are for the comprehending that it will not be like that anymore, that the husband will not
be here anymore. (Elena, 34)

Many participants spoke of a very beneficial relationship with a religious person after
the loss. Some of them befriended a priest, who helped with reducing guilt after a loved
one’s suicide:

We have been with him so far. We have become like a family. We do not . . . discuss all
those religious issues and so on. He is so humanly, so secular. Without those, you know,
those constant sermons . . . He says: why are you torturing yourself . . . he (the husband)
has chosen such a path, an easy path because it is much harder to fix problems than to die
. . . he left you with the child, with your problems . . . You would be guilty if, say, you
would hold him by the hands . . . and put his head in a loop, tighten it and push the chair
. . . to the side, then you might be guilty of his death. And he did it himself, he decided so,
he got into the loop, he was still so romantic, he says: with the music, he went away . . .
And I would think so, but seriously, I did not throw him in that loop. (Asta, 36)

In one case, the priest was the person who noticed that the bereaved required psycho-
logical and psychiatric help:

He noticed me, and he said . . . you must worry about yourself. There has been where
people just from that high tension are getting problems . . . He apparently saw that already
. . . I am already disappearing because my weight and everything . . . I was talking there,
I did not even see anything, but I already had those somatic problems . . . And the priest
drove me to the Crisis Centre. Nobody would help, only him. (Liepa, 49)

It was important that the priest was friendly and understanding. For example, that
he would reassure the bereaved that the suicide is no longer condemned in the Catholic
church, at least when it happens in a not wholly conscious and healthy state:

This bishop goes . . . And he talks to parishioners . . . I say I do not know how to approach
you, but my husband hanged himself . . . So, he will never get forgiveness? . . . He took
my hand, held it, and said, we are all invited to this earth . . . No religion appreciates
suicide . . . it can be a condemnation for seven generations, like a cross, a sin . . . However,
if at that moment when you do this . . . I even cannot say the word ‘suicide’ . . . When you
do this, some button is on, I believe, that at that moment there is like a trance, darkness,
you are not able to think anything else. (Dalia, 62)
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Several participants spoke of other people who helped in rituals or spiritual ways
after the loss. Emotional as well as financial support during the funeral were perceived as
very important:

I do not know what I would do if not for my friends. Four friends of him came to the
funeral and three hundred friends of mine, who supported me . . . I do not remember,
but there were rows. Moreover, they gathered for me 10,000 euros during the funeral.
(Asta, 36)

One participant met a Muslim friend, who helped to cope and was, from her point of
view, less critical than Catholic people:

I see that he (the Muslim friend) understands that this is terrible and hurtful, but he
believes in the afterlife . . . , and he thinks that everything is in God’s hands, nothing
happens without reason, we met not without reason . . . He never criticized my views,
he is interested in how I see the world, and I am interested in how he sees the world.
(Nida, 35)

In some cases, other people shared dreams as a message from the deceased, showing
their involvement in the grief process:

I met this nurse . . . believe it or not, she says, “I do not know, to say or not to say” . . .
She says, I dreamt (the deceased husband) . . . I knew him . . . I stand there, and he sees
me and goes to me, goes goes goes, says, how great is this, that I met you . . . You can
pass over to (the bereaved woman), that the reason, why it happened . . . is that I killed a
person in a car accident, I hid it, and I could not live with it . . . The first thought to me,
because he hid so much from me . . . This could have been true. (Liepa, 49)

3.2.4. Needing Spirituality-Related Methods to Continue the Bond with the Deceased

For six participants, spirituality-related methods were also crucial to managing the
continuing bond with the deceased. For some, the ritual of visiting the grave was a method
to remind oneself of the fact of death:

I need some kind of process, some kind of ritual, which would help me understand and
accept. So, I drove to his grave. Traditionally, I lit a candle. (Eglė, 31)

For others, rituals helped to connect to the deceased in different ways. For example, to
ease the deceased’s soul’s way to heaven:

When I am in a city, I always go to the church, light a candle, because the candle is
somehow cleansing . . . lifting his soul . . . it was always important to me that it would
be easier for him, I lit the candles . . . so he would travel somewhere through the more
straightforward path than it was for him here. (Laima, 28)

Adjusting the funeral to the personality of the deceased seemed for many participants
an essential part of the farewell ritual, potentially to maintain aspects of the dead visibly:

And his grave . . . I did not want a common grave. He was a wild person, and I made the
grave like this. I planted perennial flowers, which can grow by themselves how they want.
(Agnė, 36)

The funeral was also a place to talk with the deceased:

During the funeral I said to everyone, go out and give me half an hour to be with him
alone . . . I lay near him, on the coffin and talked to him . . . Why did you do that, and for
what? (Asta, 36)

The other spirituality-related way to communicate with the deceased was, in one case,
active praying for him and seeing him as an angel:

At first, the conversations with him were casual . . . Now they are . . . when it is hard for
me, for example, I talk to him, ask for help . . . I feel that he sees me all the time, my good
and bad behaviors, he does not judge me, but he understands me . . . he is my angel, and
when I pray, I always pray for him that he would care for my child and me. (Laima, 28)
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In brief, spirituality provides tools which can help during grief. These tools vary from
similar to personal and religious rituals to holding onto some spiritual or religious attitudes.
The tools help the individuals cope, as well as to continue the bond with the deceased.
Priests, psychologists, and friends helped the participants provide these spiritual tools to
manage and discuss helpful attitudes.

3.3. Spirituality Makes the Grief Process More Difficult

The role of spirituality during suicide bereavement is not only positive and helpful.
Spirituality, for nine participants, made the grieving process more difficult in different ways.

3.3.1. Some Spiritual-Related Attitudes and Rituals Make the Grief Process More Difficult

For eight participants, some spirituality-related attitudes and traditions were ex-
perienced as disturbing by the bereaved. This was closely related to the reactions and
expectations from other people and internalized attitudes and potential projections on
other people. For example, the attitude that suicide is a mortal sin, which meant the
condemnation of the deceased, caused fear, and prevented individuals from talking to the
priest about other spiritual matters:

I do not know if I could talk to the priest, it would be hard for me . . . Although, it would
be interesting to find out his views towards people who died by suicide . . . what do they
think, is it a big sin . . . My father said that for a priest, it is a sin not to live, to go away
voluntarily . . . That is why I was afraid that he would talk badly about my fiancé . . . I
did not want that. (Laima, 28)

Several participants experienced prohibition from priests and religious people to cry
during their grieving process:

Strangely, everyone would say, “do not cry because you are holding him here. You are not
allowing him to go away . . . Nevertheless, I still cry. It’s cleansing for me . . . It eases
me, but I am holding him here because of my tears . . . If you cry, his soul is drowning.
(Laima, 28)

The religious idea of suicide being a test or a punishment angered the participants:

There were many opinions from the women, who are standardly religious . . . That God
sends for people that much that they can carry . . . Yeah . . . I say, ok, what else can I
carry? (Laughing ironically). (Elena, 34)

The attitude that it required spiritual strongness to withstand suicide provoked tension,
and feelings of being not understood:

I heard from everybody on my first birthday without my husband . . . Many of them
said that “not everybody is that strong” and congratulated me that they wanted to be as
strong as me . . . I thought about it later, how people see the strength . . . that you don’t
cry, smile, care for the children and move further . . . But a lot can happen. You just find
the space for your emotions . . . It doesn’t mean that you don’t have them. (Elena, 34)

Participants noticed that some people who pretended to want to help after the loss
concentrated mainly on spiritual issues and did not notice the psychological pain of
the bereaved:

There were many attacks . . . for example, somebody brought the book of angels . . . I sat
through this session and thought, what a moment . . . She (the spiritual leader) told me to
do a break, pause, and use something . . . And then she went, and I sent here the sign of a
pause in music . . . My healthy mind turned on . . . And I sent it (laughing) and didn’t
talk to her anymore . . . It’s strange that she would want to include me into something
and then powder everything, that I am not hurting, because . . . I AM HURTING . . .
Why should I deny it? (Liepa, 49)

Several participants perceived some religious rituals and traditions as focusing too
much on death:
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When I started to walk a spiritual path, I understood that any connection to the deceased
is idolatry and witchcraft. I don’t understand our festivities, vėlinės (a traditional
Lithuanian celebration for the souls of the dead). I don’t go to his grave, don’t light the
candles. (Agnė, 36)

For some, a loved one’s funeral provoked disgust even years after the loss:

You know how the season has its perfume. Autumn, the scent of autumn and flowers,
lilies. It seemed to me that the death happened again somewhere . . . My new husband
gave me flowers as a gift and those lilies, I went inside my home and . . . the smell of
death, the associations . . . death and corps, disgusting, even candles, you know, when
they stand around the body, and the heat causes the smell of the dead body. (Laima, 28)

The funeral for several participants was a problematic, even torturing experience:

That sitting and watching the dead body is torturing for me, I don’t know, it is like, let’s
torture ourselves now and watch the deceased person. To say goodbye is ok, but you need
15 min for that. (Liepa, 49)

Some experienced pressure to keep in line with the trends of funerals and organizing
funerals because of other people:

I am determined to follow the trends (of the funeral) because it’s unnecessary for me. It is
meaningless to me. On another side, we did it all for the parents. Because they are from
an older generation, it was, wow, how important for them. (Jurga, 49)

or the pressure to keep in line with cherishing the grave:

And all those stories about graves and tombstones, and this comparison with other
monuments, which are more interesting . . . Maybe if it would . . . not be Catholicism, but
Protestantism . . . maybe there would be fewer problems, they like simplicity. (Nida, 35)

Overall, funerals caused different problems for many participants. This included
financial and organizational issues:

It was a problem for me where to leave my child with disabilities because nobody knew
how to feed him . . . Children should not be near the coffin . . . But not everybody has
people who could watch them. (Asta, 36)

It also included problems related to interactions with other people, who sometimes
behaved aggressively and unsupportively:

Nobody listened to his wish to be cremated because the family was furious and blamed me
. . . The funeral was tragic . . . It was very hard for me, and his relatives didn’t allow me
to his coffin, said terrible things to me . . . (Eglė, 31)

Some participants met insensitive priests, which caused disappointment and anger:

The unpreparedness of the priest, inability to sympathize, comfort, comment about stuff
that we all go through the same stages of life, everybody dies, and it’s a challenge . . .
During the funeral or a month after . . . , he chooses the text from the Bible about how
Jesus heals sick people and raises the dead. He accentuates the text several times, especially
the point about blindness. But he should know that the blindness in the Bible is not
actual blindness . . . So, what he wanted to say about my husband was that he had this
physical disability, but it doesn’t mean that he was spiritually blind . . . You must search
for metaphors in the Bible and not only cite the text and talk about it that the community
member had a visual disability. I didn’t understand what he wanted to say. (Nida, 35)

The personal rituals or wanting to adjust the funeral to one’s needs, in some cases,
were met with criticism:

You light a candle–they shout at you: “why did you light that candle?”. But it’s nice for
me, it helps me. I wanted to light the candle at this place . . . It’s my spirituality and faith.
(Eglė, 31)
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3.3.2. Spirituality Related Questions Provoke Confusion after the Loss

Eight participants spoke of spirituality related questions after the loss provoking
confusion and doubts. Some contemplated existential or spiritual questions. For example,
what do I have to live for?

It’s sad–you don’t want to eat, to get up . . . I don’t want to do anything, I don’t have
what to give to others, and my energy level is too low. I am on a line of exhaustion. And
then the questions came: if I don’t have what to give and no energy to live, is it worth it
to torment myself and live . . . ? It is the most challenging moment. (Eglė, 31)

Some questioned why this had happened to them:

Why, what, why for me, not for someone else? I didn’t do anything wrong in life. And
you start to reconsider your whole life, how, how, how. Maybe you did something to
somebody. And of course, people come who “help” you find it. (Asta, 36)

The haunting question of responsibility and guilt about suicide was contemplated by
each participant. For example:

And I was sorry before that was guilt because I was angry about many things, mad about
him when he was still alive, that these letters from the bank, his debts . . . I am still mad
. . . And others ask, why did it happen? And I say to them, just because, I don’t know
why. (Liepa, 49)

The experience of searching for spirituality after loss was perceived as dynamic
and emotional:

You know how you go from one extreme to another . . . you start to blame God, that he
is terrible and how could he let it . . . you start to pray . . . then start to hate everybody,
God doesn’t exist, every human is awful . . . Then you begin to love everybody. Then you
start to hate everybody because you need help but don’t know what helps, and you are
mad at people who can’t help you. (Asta, 36)

3.3.3. A Loved One’s Suicide Causes a Spiritual Crisis

For five participants, a loved one’s suicide caused a spiritual crisis. Participants
described the spiritual state after the loss as cancer of the soul:

This cancer of the soul eats you from inside. It spiritually kills you . . . You don’t want
anything; you don’t believe in anything . . . I called myself a mass then. The mass, which
doesn’t think, is languid. And to gather this mass inside, you need a lot of effort . . . A lot
of self-reflection. (Asta, 36)

In some cases, the spiritual crisis was primarily related to seeing suicide as treason or
abandonment of the bereaved; therefore, their trust in people and love was shattered:

And you know, we agreed nicely to each other, cherished one another, and then you feel
abandoned, betrayed . . . that he left me. (Asta, 36)

Suicide seemed, for some of the participants, as a breaking of spiritual rules:

I would not want that my daughter would know what suicide is. That there would not be
such a concept–to kill. Who tells the people that they can kill themselves? . . . I disagree
with that. (Eglė, 31)

A couple of participants said that they were not spiritually prepared for such a disaster;
therefore, the effects of the loss were strong:

There was one more sign before . . . I wanted to volunteer at a suicide helpline . . . I
wanted to go to the courses . . . I went through. And in the end, there is like an exam . . .
And I didn’t pass this exam . . . Later I understood that I would not be able to withstand
this topic. All the depression, children. These hurtful topics, only during the courses do I
comprehend that it is seriously hard . . . Later I thought that . . . the life led me to this
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helpline, that I would know more about depression, but I gave up. I didn’t understand
that I needed this. (Jurga, 49)

Participants spoke of disappointment in previous beliefs. For example, disappoint-
ment in the Catholic community:

In the church, there is a mass paid for. And the priest doesn’t hesitate to take the money
for the mention of the deceased . . . , and he also decides to congratulate a birthday person.
On the same mass . . . And when you stand in the first row, there is a candle in front of
you . . . And the choir sings “happy birthday” I just want to take the candle holder and
throw it into that priest . . . Because it is a complete disrespect to people, their grief . . . I
started not to believe in religion, especially in Christian people. (Nida, 35);

in good God and His helpfulness:

There is this anger if God exists, why is he doing that. Why do others live without any
losses? Everything is good for them . . . And for me, punch after punch . . . When will it
end? Or why? I say to God, why do you do that? Do you want to kill me? I don’t have
the strength anymore. (Asta, 36);

in existential psychology, which previously was important and fulfilled spiritual needs:

We soaked in existentialism together (with the deceased husband). Heidegger and all
other saints, I used to say to him . . . And I started to think that it was too narrow for me
. . . I said to him, there are many other thinkers, other thoughts, and perspectives on life,
not only existentialism . . . It is too narrow . . . It can’t save me. (Agnė, 36)

3.3.4. Comprehending the Finality of Death Requires Significant Effort

Seven participants revealed difficulties comprehending or contemplating the finality
of death. Some participants spoke of their doubts and wished to believe in the afterlife:

I don’t have the answer about the afterlife. I would like to believe that it exists, but I have
doubts about it. (Rasa, 41)

Several participants could not stop thinking or dreaming about the look of the decaying
body of the deceased:

I dreamt of the decaying body . . . I think about it, how that body looks now under this
clayey earth? (Nida, 35)

Participants searched for ways to comprehend the fact of the death:

There were moments when you spend time with children and catch yourself thinking,
how nice it would be if he would be here . . . If I start to notice myself in these illusions,
dreams, where is the person . . . I would go to the grave. To put it into my head, this is
the reality, not what you are thinking about. (Elena, 34)

Some tried to hold onto the attitude that death is the end of the relationship with the
deceased and that life is for the living:

The bond is through memories . . . What we did, how we communicated, talked, but
I don’t believe that he . . . watches me from Heaven . . . I don’t know his state if he is
sleeping, how the Jews say, Sheol, the afterlife, where they wait for resurrection . . . I don’t
raise these questions for myself. I live my life with the living. (Agnė, 36)

Others had to actively block the continuing bond with the deceased:

When he appears in dreams, it unnerves me . . . We were harmonized when we lived
together. I just would comply, not listen . . . But now I see that two years went by . . .
And I don’t want to comply with him anymore, even in the dream. It’s better that I would
take him and push him aside . . . I don’t need it. I will manage by myself . . . If you went
away, live your life on your own. (Jurga, 49)

Some participants expressed beliefs that holding onto the deceased is harmful:
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If you are nearby . . . you will constantly be with various emotions . . . His mother goes
to his grave every day. I think she harms herself. She takes her energy away from herself
. . . Why fall together? (Eglė, 31)

3.3.5. Discomforting Spiritual Experiences

Five participants spoke of experiencing discomforting feelings regarding the deceased,
activated through other people, spaces, things, visuals, memories, and sounds:

It was an all-surrounding, the death . . . I tried to explain it to my doctor, the paralyzing
fear of dark powers, which is very terrifying . . . It seemed that I was going out of my
mind, nobody could understand me, and I couldn’t explain what I feared. I saw something
when I walked the dog . . . I worked at the time and before work at 7.30 a.m. In the
morning, I had to walk my dog before work in winter. It was cruel, I went only on the
streets, near the cars, but if I looked at the forest, it seemed that somebody was in the
woods. I saw the hanging men in the woods. (Laima, 28)

Some participants experienced the sense of the presence of the deceased as discom-
forting and as provoking fear:

One thing was tricky . . . the earth was frozen . . . I cremated him . . . And they say, we
can’t dig, to bury the urn. So, it stood at my home for a couple days . . . It preyed on
me cruelly. And my parents, grandma . . . they felt that he is nearby . . . They are not
believers in ghosts or else . . . But they felt that he had walked in the house, only in the
corridor, not the rooms . . . It was a hard feeling inside that he was not away. I didn’t
comprehend that feeling. (Asta, 36)

Some participants needed to send the deceased away actively and interpreted this
sense of presence as related to suicide’s unnaturally:

And I dream about him, and he is angry. He is gloomy, he is a grim person, and he comes
angry in my dreams. I scream at him, go away, and don’t disturb my life anymore . . .
Several weeks ago. He annoyed me, slipping into my nights and days. And I say in my
thoughts, go away . . . Help us, don’t annoy us. Why do you need to come here and be
grim, regulate something . . . Give us peace. And then the spirit goes away . . . When the
person dies his own death, it is not the same. When he raises his hand against himself, it
is cruel. The soul flies around, I don’t know, for hundred years. (Jurga, 49)

Overall, spirituality can make the grief process difficult because of interactions with
other people who express unhelpful and stigmatizing attitudes related to suicide and grief.
The rituals become disturbing if they do not meet the personal needs of the bereaved. Sui-
cide can provoke confusing existential and unanswerable questions that must be explored
and contemplated. Suicide can also cause a spiritual crisis and lead a person to recon-
sider their beliefs. Lastly, loss due to suicide can provoke scary and disturbing spiritual
experiences, including the feeling that the death was felt nearby.

4. Discussion

This study aimed to explore the role of spirituality during suicide bereavement. The
findings implicate that spirituality’s role during grief depends on spirituality’s subjective
experiences and beliefs. Spirituality can become a supportive resource that helps cope
with various challenges after the loved one’s suicide. It can be perceived as coming
without conscious involvement, potentially coming from Higher powers or something
more significant than a human being. The bereaved person can also reach for a connection
to spirituality by making a specific effort, which also helps during suicide bereavement.
Spirituality can provide helpful ways to cope with grief and manifest as active actions, such
as rituals, or as beliefs and attitudes a person holds onto. Spirituality also provides methods
to form a continuing bond with the deceased and inspires interactions with other spiritual or
religious people or discussing spiritual matters even with not necessarily religious people.
Lastly, spirituality can make the grief process more difficult through discordant traditions
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and rituals, interactions with unsupportive religious people, experiences of spiritual crisis
or frustration about existential questions. We discuss the main findings below.

4.1. Spirituality Is a Supportive Resource That Can Be Reached for or Come without
Conscious Involvement

The strengthened spirituality, intuition, a feeling of support from a Higher power
and experiencing a continuing bond with the deceased helped the participants cope with
complicated feelings of grief. Studies reveal that higher religiosity and positive spiri-
tual/religious coping are related to better bereavement outcomes [28,29,56,57]. The sense
of presence and continuing the bond with the deceased as an outer figure can be helpful
during bereavement to assure the existence of the afterlife with a hope to meet again and
not lose the connection to the loved one [6,8,23]. Our study revealed an additional aspect
of spiritual resources during bereavement being perceived as activated without one’s wish.
From an analytical psychology point of view, we interpreted this finding as an example
of the psyche’s tendency to self-regulate even in the most challenging situations, such as
grief [20]. The more the psychological damage, the more definite an answer is given by the
unconscious mechanisms to heal the psyche.

In some cases, the bereaved person feels the need and ability to actively invite spiritual
resources into the grief process through praying, spending time in sacral places or listening
to music. Conscious involvement might be necessary as an active connection with a sense
of control and may be a symbolic invitation to start a dialogue with the conscious parts
of the psyche [58]. According to the religious coping model, a person can use behaviors,
cognitions, emotions, relationships, and virtues related to the sacred domain to cope
with complex life events [31,32]. Our study findings show that a person can consciously
choose to lean on positive coping strategies related to religion or spiritual domains and
find comfort.

Spiritual growth, together with strengthened compassion and responsibility for other
people after the suicide loss can be seen as a manifestation of post-traumatic growth [33,59,60],
which aligns with the previous findings [6]. Positive religious and spiritual coping can induce
post-traumatic growth in different life situations [31,32,61]. In the Jungian approach, encoun-
ters with the reality of death can be seen as an unwilling encounter with the personal and
collective shadow [20], defined as an unconscious part of the psyche which accommodates
everything and that the conscious ego refuses to acknowledge [62]. Since death is culturally
and personally repressed [63], facing such a loss, mainly because of an even more socially re-
pressed reason such as suicide [6,24], causes the disturbing experience of meeting one’s own
and even a collective shadow. Although renewing the conscious connection with the shadow
is complicated and challenging, the positive outcome can manifest as being brave and open
to other people’s pain and shadowy experiences. The loved one’s suicide can be seen as a
provocation of the whole established system of a person’s conscious–unconscious connection.
This can lead to dangerous consequences. Therefore, the concept of post-traumatic growth
should not be seen without acknowledging the distress of the loss [64]. However, in some
cases, the provocation can translate into personal growth.

Beliefs in a Higher power helped the bereaved with meaning-making of the loss. The
theory that grief can be processed through meaning-making in the practical, personal,
existential, and spiritual sense is related to the idea that the loss shatters the whole person
and their belief system [65]. Religious coping is seen as a helpful way to make meaning of
difficult life events [31,32]. Our study revealed that different spiritual and religious beliefs
provide ways to make meaning and find some relief during suicide bereavement. Religious
and spiritual perspectives offer many insights and traditions about grief, death, the afterlife
and how to cope [56,66], which helps the bereaved explain the tragedy and find some sense
of meaning in it. Suicide usually leaves the bereaved person with a haunting question of
“why” [26,27]. Therefore, if a person believes in religious or spiritual explanations, it can be
helpful [6,8,34]. The meaning-making of suicide through explaining its reasons and God’s
involvement in the process seem to structure a chaotic and emotional experience of grief
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after suicide. This could be made from the conscious position but should be congruent
with one’s inner beliefs. Our study revealed that constantly reviewing this congruency and
adjusting the ideas and explanations is a part of coping with grief.

4.2. Spirituality Provides Helpful Ways to Cope with Grief

Our findings revealed and expanded the understanding of the role of spiritual activi-
ties, such as rituals, during suicide bereavement. Personally meaningful rituals were the
most helpful for the participants to live day by day after the loss. This is a conscious choice
to take a specific action [8] which has a personal meaning for the bereaved. The rituals vary
from connecting to the deceased or relating to God, lighting candles to calming oneself
down before sleep with gratitude, meditation, yoga, or an analysis of the day. Rituals can
be helpful because they assure a person of not being condemned by society, as certain
rituals, such as funerals, are performed with others [6].

Nevertheless, the effect of the ritual might be related to how much control or personal
involvement a person has in creating, organizing or performing the ritual [67]. It could be
most important when grief reactions are stronger [68] or, we argue, when grief reactions
are provoked by traumatic losses such as suicide. Personal religious or secularized rituals
allow for the relief of difficult emotions [69]. They are experiential, culturally ancient [70]
methods by which to regain control and act constructively. Rituals as spiritual practices are
embodied ways to relate to the deceased, other people, or Higher powers [71]. They can
be interpreted as a tribute to the unconscious for more fluent communication [58]. Since
suicide loss and grief provoke the experiences of destructive powers of the unconscious [20],
rituals as a tribute might function as a regulator.

Symbolic actions can be supplied by spirituality-related attitudes, which help during
grief. This includes beliefs in the afterlife, acceptance of uncontrollability and the unknown
or trusting God’s will. Holding onto spiritual beliefs and values can be a positive coping
strategy during bereavement [28,29,56]. The impact of facing death and experiencing
challenging feelings of grief after the suicide of a loved one seem to require more than
rational thoughts and understanding of feelings. Searching and holding onto one’s belief
system might be helpful after losing a loved one.

Other people, such as those who surround the bereaved, play an essential role in
influencing the bereaved’s spirituality after the loss. This is congruent with the general
research on religious social support (a kind of support which comes from the religious
community) being related to better adjustment to bereavement if the religious support is
positive [56] and that bereaved people tend to search for comfort in religious activities
and communities [72]. Connecting to other people and receiving spiritual support is
another spiritual method by which to cope. The spiritual explanations of suicide and grief
from spiritual leaders or spiritual people can function as support. Being together with
the bereaved during the funeral can help the person to feel less lonely. The helpfulness
of religious communities during grief was revealed in other studies [6,7,25]. Our study
demonstrated that the importance of spiritual help can be actualized even if the bereaved
is not religious and does not belong to a religious community. In hard times, other people
can function as carriers of a part of the bereaved’s feelings, questions, and fears. However,
for this interaction to happen, other people must be ready to take on the burden [73].

4.3. Spirituality Makes the Grief Process More Difficult

In line with other studies [6,7], our findings reveal the ‘other’ side of spirituality’s role
during suicide bereavement. Spirituality-related attitudes, rituals, traditions, questions,
and experiences can burden the bereaved. The stigma associated with attitudes toward
suicide reach the bereaved through the destructive behaviors of religious people and priests.
Stigma might be supported by different religions’ harmful views of suicide as a mortal
sin [74]. The funerals and other farewell traditions are not comfortable for everybody but
are usually pushed on the suffering. This could be explained by our research participants’
cultural and religious contexts. Suicide, from a Catholic point of view, was looked at as a
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mortal sin for hundreds of years [75]. Specifically, Lithuania’s Catholicism can be seen as
very conservative. During the Soviet occupation, which lasted from 1945 to 1990, the church
did not have opportunities to connect freely with the Vatican and develop together but
worked as resistance to the Soviet occupation [76]. There are speculations that the church
became more political than spiritual [77], which sometimes leaves the religious community
as only providing religious beliefs and tools, but with little empathic human contact.

Another aspect of understanding what happens in these problematic interactions is
related to caring about other people’s opinions and being unable to confront them. The
loss due to suicide and grief is an exhausting, emotionally draining experience [26,27].
Therefore, the bereaved person might not have enough inner resources to express and
fight for their opinions and needs. Thus, the need for proactive help to access at least one
friendly face after the loss [27] is crucial.

Existential questions, difficulties in comprehending the death, discomforting spiritual
experiences, and spiritual crisis affect the bereavement process. On one side, it makes the
bereavement process more difficult; on the other side, it can also be seen as a naturally
occurring task, which must be in some ways resolved after the loss to make meaning [65],
to reach the integration of the loss [27] and to be able to live further. The loss due to suicide
can shatter the whole belief system of the bereaved, which causes distress, hopelessness,
and distrust in Higher powers [6,7]. From an analytical point of view, the constant inner
contemplation of the spiritual experiences, questions, and reconsideration of one’s beliefs
might be a component of the grief process [20], which requires time, effort, support, and
sometimes help from spiritual leaders and clinicians.

4.4. Practical Implications

Our study provided critical practical implications. Practitioners who work with people
bereaved by suicide should consider the role of spirituality during suicide bereavement. If
necessary for the bereaved, spirituality should be viewed as an additional resource after
the loss [6,25]. Acknowledging the importance and discussing rituals, spiritual methods,
and helpful beliefs can help with meaning-making after the loss and provide ways to reach
emotional relief. Informing the bereaved about the possibility of meeting with a spiritual
leader to talk about spiritual crisis and existential questions might also be a productive way
to activate the spiritual resources during grief. The practitioners could also receive specific
training on how to deal with spiritual issues. They should also be aware of strong emotional
reactions to spiritual experiences, help understand these feelings and find constructive
expressions for those emotions.

Spiritual leaders should reach for better preparedness and knowledge about bereave-
ment after suicide. Their support and help in spiritual and emotional contexts are required
by people who are bereaved by suicide [6,7,25]. Spiritual leaders could normalize the
spiritual experiences and issues the bereaved is confronted with. The spiritual explanations
for death, suicide, and grief can provide the bereaved with new perspectives about loss and
bereavement. Patiently accepting that the suffering might not hold onto specific beliefs and
that beliefs and virtues can change during grief is essential. Lastly, spiritual leaders should
be responsible for educating their communities about healthy attitudes toward suicide and
inspiring compassion in the spiritual members. Otherwise, insensitive comments to the be-
reaved by suicide or the ignorance toward the psychological state of the bereaved can hurt
and challenge the bereaved during the already uncertain time after a loved one’s suicide.

Together with other authors [78], we emphasize the importance of spirituality in
postvention strategies, which should involve spiritual support as a potential helping
strategy for people bereaved by suicide.

4.5. Limitations and Future Research

The current study suffers from several limitations. With its purposive sampling, the
explorative qualitative study does not allow for generalizing the findings. The women who
participated in the study were volunteers who wanted to tell their stories, which could
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mean that they had more positive experiences of the spirituality manifestations during grief
than those women who did not want to participate. Although homogenous, the sample
was only composed of women who lost their life partners, which allowed us to focus on
the phenomenon of spirituality but did not allow us to make conclusions about spirituality
during suicide bereavement in other groups of bereaved people. The relationship with
the deceased differed by the duration and status of the relationship, which might have
affected the loss differently. The participants also discussed spiritual and religious beliefs,
which provided a broader view of spirituality although this may have made the results
more wide-ranging but not as in-depth. Since spirituality might change during a lifetime,
the differences in participants’ age might have also biased the study results.

Despite these limitations, our study contributes to the existing literature on spirituality
during suicide bereavement. It provides exceptional insights into spirituality as a resource,
as a method and as a disturbance during the process of grief after suicide. These findings
also raise questions for further research.

Future studies should explore the role of spirituality during suicide bereavement in
broader groups of bereaved people due to suicide. They could also expand the research
topic to comparisons between the groups based on the person lost due to suicide or based
on gender with a deeper exploration of the differences between gender, sex and spirituality
during suicide bereavement. For the sake of postvention, research should also focus on spir-
itual help, spiritual leaders’ preparedness to support the bereaved and the manifestations
and integrations of spiritual service in psychological or psychotherapeutic use. With a quan-
titative approach, future studies should investigate the risk and protective factors related to
spirituality during suicide bereavement; more importantly, the positive/negative religious
coping strategies and suicide bereavement outcomes should be explored to expand our
findings on the different forms that spirituality that can take during suicide bereavement.

5. Conclusions

The current study explored the role of spirituality during suicide bereavement and
found that the role varies from helpful and providing methods to cope to disturbing
and making the grief process more difficult. Findings reveal the helpfulness of personal
adjusted rituals, practices, beliefs, and qualitative relationships with spiritual leaders and
other people during grief. However, stigmatizing religious attitudes and not personally
meaningful traditions provoke distress, anger, and disappointment. Difficult spiritual
experiences and spiritual crises might be an intricate part of the bereavement process.
Practitioners, spiritual leaders and postvention creators are invited to address the role of
spirituality while working with people bereaved by suicide.

Author Contributions: Conceptualization, methodology, data analysis, A.A.Č. and P.S.; writing—
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8. Čepulienė, A.A.; Pučinskaitė, B.; Spangelytė, K.; Skruibis, P.; Gailienė, D. Spirituality and religiosity during suicide bereavement:

A qualitative systematic review. Religions 2021, 12, 766. [CrossRef]
9. Koenig, H.G. Research on religion, spirituality, and mental health: A review. Can. J. Psychiatry 2009, 54, 283–291. [CrossRef]
10. Hornborg, A.C. Are We All Spiritual? A Comparative Perspective on the Appropriation of a New Concept of Spirituality. J. Study

Spiritual. 2011, 1, 249–268. [CrossRef]
11. Tacey, D. The Spirituality Revolution: The Emergence of Contemporary Spirituality; Brunner-Routledge/Tailor & Francis Group: New

York, NY, USA, 2004.
12. Zinnbauer, B.J.; Pargament, K.I.; Scott, A.B. The emerging meanings of religiousness and spirituality: Problems and prospects. J.

Pers. 1999, 67, 889–919. [CrossRef]
13. Pargament, K.I. Spiritually Integrated Psychotherapy: Understanding and Addressing the Sacred; Guilford Press: New York, NY,

USA, 2007.
14. Schnell, T. Spirituality with and without religion—Differential relationships with personality. Arch. Psychol. Relig. 2012, 34, 33–61.

[CrossRef]
15. Atkins, P.; Schubert, E. Are spiritual experiences through music seen as intrinsic or extrinsic? Religions 2014, 5, 76–89. [CrossRef]
16. Koenig, H.G. Religion, spirituality, and health: The research and clinical implications. ISRN Psychiatry 2012, 2012, 278730.

[CrossRef] [PubMed]
17. Pargament, K.I.; Lomax, J.W. Understanding and addressing religion among people with mental illness. World J. Psychiatry 2013,

12, 26–32. [CrossRef] [PubMed]
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Abstract: Research has shown that people bereaved by suicide have an increased risk of mental
health problems, suicidality and associated stigma, as well as higher rates of sick leave and increased
rates of receiving disability pensions. Peer-led suicide bereavement support groups are perceived to
enhance people’s recovery by enabling shared experiences with others who are bereaved in similar
circumstances. The aim of the research was to explore the viewpoints of participants living in
Denmark and the Republic of Ireland on these peer-led support groups. This study focused on how
the participants experienced being part of the peer-led support and how the participation affected
them. We conducted four focus groups, two in Denmark and two in the Republic of Ireland, and
two individual interviews, involving a total of 27 people bereaved by suicide. Data were analyzed
thematically. The participants’ experiences in the peer-led support groups were in contrast to what
they had experienced in their daily lives. They felt alienated in daily living, as they believed that
people could not comprehend their situation, which in turn led participants to search for people
with similar experiences and join the peer-led support groups. While peer-led support groups
may not be helpful for everyone, they created ‘supportive spaces’ that potentially affected the
participants’ recovery processes, from which we generated three key themes: (i) ‘A transformative
space’, describing how the peer-led support group created a place to embrace change, learning and
knowledge about suicide and suicide bereavement and the making of new connections; (ii) ‘An
alternative space for belonging and grieving’, describing how the participants felt allowed to and
could give themselves permission to grieve; and (iii) ‘A conflicted space’ describing how it was
troublesome to belong to and participate in the peer-led support groups. In conclusion, despite
the two cultural settings and different organizational approaches, the experiences were comparable.
Peer-led support groups can, despite being a conflicted space for some, provide supportive spaces
aiding the participants’ recovery process.

Keywords: peer-support; postvention; suicide bereavement; qualitative research

1. Introduction

The impact of death by suicide is extensive, and it has been described as a death like
no other [1]. Many people struggle in the aftermath of suicide and are at an increased risk of
prolonged grief [2]. Death by suicide is associated with troublesome emotions and feelings
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such as blame, guilt, emptiness and shame [3,4]. Grief after suicide can be considered a
‘disenfranchised grief’ [5], as the grieving person is often unable to publicly mourn the loss
because of a societal reluctance to discuss death by suicide, which can increase people’s
feeling of isolation.

The World Health Organization [6] estimates that worldwide approximately 700,000 people
die by suicide annually, with Andriessen et al.’s [7] meta-analysis suggesting that 1 in 20 people
are affected by suicide in any given year and that 1 in 5 are affected during their lifetime. An
American survey found that 51% of 1432 participants had experienced one or more suicides
by someone they knew during their lifetime, out of which 35% indicated having suffered
from moderate to severe emotional distress after the loss [8]. Being bereaved by suicide has
been linked to social withdrawal, reduced psychological and somatic functioning, and an
increased prevalence of mental health morbidities such as depression, anxiety disorders
and psychiatric hospitalization [9–11]. In addition, bereaved relatives also have an elevated
risk of suicide themselves when compared to those bereaved by homicide or other types of
sudden death [12]. Prevalence rates of 38% and 8% have been reported for suicidal ideation
and suicide attempt, respectively, among people bereaved by suicide [13]. Higher rates of
sick leave and becoming the recipient of a disability pension have also been shown among
those bereaved by suicide [14].

According to the dual-process model of coping with bereavement [15], navigating the
bereavement process is a combination of an inner psychological experience and a social
and cultural event. Bereavement may change a person’s identity as they work on their
new roles, relationships and circumstances, which may include a continuing bond with the
deceased [15]. A Japanese study found that people bereaved by suicide conceptualize the
aftermath as a process that moves from experiencing life as out of their control to living a
redefined life. Two types of people were identified in the study: (i) ‘dialoguers’, who receive
comfort through open dialogue, and (ii) ‘mood changers’, who tended to conceal their
emotions and suffering [16]. Thus, it seems that the needs for support are likely to depend
on the individual’s way of dealing with the added challenges associated with suicide
bereavement. Andriessen [17] (p. 43) defined postvention as ‘activities that have been
developed to facilitate recovery after suicide, and to prevent adverse outcomes including
suicidal behavior’. One such activity is peer support groups, which are sometimes called
mutual-support groups. Although definitions of peer support vary, peer support usually
refers to support that is reciprocal in nature and occurs between people who share similar
life experiences [18]. In addition to providing support, empathy, compassion, validation
and a sense of belonging and community, peer groups are perceived to provide social
spaces, which enables people to negotiate new understandings and meanings of their
distress, allowing them to become active participants in their own recovery [19,20].

Mental health policies increasingly dictate that support services should engage with
and involve people with lived experience in the design and delivery of services and
interventions [18]. Studies that focus on peer-led suicide bereavement interventions are
scarce. In a systematic review of peer-led postvention, Higgins et al. [21] identified 10 papers
of low to moderate quality. Findings from this review suggested that peer-led suicide
bereavement interventions potentially might improve participants’ well-being, sense of
connectedness, hope and grief by normalizing the loss, reducing self-blame, isolation and
stigma. Nevertheless, some participants expressed dissatisfaction with the intervention
or reported distress from listening to others’ grief. Suicide bereavement support groups
initiated by people with lived experiences are likely to be the primary resource for many
bereaved people, and considering the limited evidence in this area, there is a need for more
research [22,23]. Qualitative research can contribute towards important findings regarding
participants’ experiences of postvention, for instance, what is perceived as helpful or
not [24]. In this study, we focused on the perceived usefulness of those peer-led groups in
two countries, i.e., the Republic of Ireland and Denmark. The analogue assessment allowed
for a comparison of similarities and differences across cultural settings, thus potentially
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being able to induce some universal features related to the experiences of participating in a
peer-led support group.

Aim of This Study

The aim of this study was to explore participants’ perspectives on peer-led support
groups for people bereaved by suicide. In this paper, we focused on how the participants
experienced being part of a peer-led support group in Denmark and the Republic of Ireland
and how the peer-led support affected them.

2. Method
2.1. Study Design

We applied a qualitative descriptive design where focus groups and individual in-
terviews were conducted to collect data for a reflexive thematic analysis. A qualitative
descriptive design was selected to address first-person perspectives of people with lived
experiences and provide rich descriptions of their experiences [25]. Focus groups were cho-
sen as they were considered the preferred method to facilitate the participants to share their
experiences of being a member of a peer-led support group, and to provide insight into the
participants’ experiences and processes as a group member [26]. To enhance participation,
individual interviews were offered to those who wished to participate but could not attend
the focus group. A growing body of literature points towards the importance of patient and
public involvement in the design and conduct of research [27]. The chairperson of the Irish
organization ‘Friends of Suicide Loss’ initiated this research project, and representatives
from the two organizations involved in the study provided feedback on the design and the
formulation of the interview schedule.

2.2. Setting for the Postvention Services

Both the ‘National Association for the Bereaved by Suicide’ (NABS) in Denmark and
the Irish organization ‘Friends of Suicide Loss’ (FOSL) were initiated by people bereaved by
suicide, in Denmark in 2002 [28] and in the Republic of Ireland in 2015 [29]. The philosophy
behind both organizations is underpinned by the belief that if people bereaved by suicide
engage in dialogue with peers, it can support their grieving process. At the same time,
those bereaved by suicide gain inspiration to move forward in their lives in a constructive
way. Both organizations are underpinned by ground rules centering on confidentiality,
respect and a non-judgmental approach. As both groups are not-for-profit organizations,
they are supported economically through donations, fundraising and, in Denmark, by a
small membership fee.

NABS provides a range of activities such as café evenings (open groups), where people
meet, talk and share their experiences, peer-support via the telephone, walk and talk, access
to books on relevant topics and weekend seminars/workshops with a focus on sharing
experiences and learning how to help oneself. While people bereaved by suicide lead the
work, professionals are invited to contribute to seminars/workshops. All activities are
advertised in newsletters, on social media platforms such as Facebook, and on their website.
Everybody can join in all activities without invitation or prior appointment, except for the
seminars that need registration and a small payment.

FOSL provides a similar range of activities, such as coffee mornings, walk and talk,
workshops, symposiums, conferences, hosting of ‘International Survivors of Suicide Loss
Day’, access to a library on suicide bereavement for members, support via telephone, email
and online platforms, outreach support to families, if needed, in their own homes and
peer-led support group meetings. The core group, mainly long-term members, meets
twice monthly for a period of two hours, and people are free to join, leave and re-join the
group on an ongoing basis. The newly bereaved groups meet weekly and participate in a
6–10-week program. To join an FOSL group, the individual first contacts the named group
‘organizer/facilitator’, who meets with the person to discuss their expectations, provides
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information about the group format and ground rules, and jointly decides if the peer group
is suitable for the person at that time.

2.3. Recruitment

Participant recruitment was based on purposive sampling focused on recruiting
‘information-rich’ participants [30], rather than a statistically representative sample. Inclu-
sion criteria specified that participants had to (i) be over the age of 18, (ii) be bereaved by
suicide within more than one year and (iii) have participated in peer-led support groups
conducted by NABS in Demark or the Irish organization FOSL. Both organizations were
involved in advertising the study through posts on social media. Potential participants
contacted the research team directly or gave permission to the respective organizations
to pass on their contact details. Following this, a member of the research team provided
detailed written and oral information and subsequently answered any questions. Once all
participants had their queries addressed, a date and time for the focus group was set.

2.4. Participants

In total, 27 people participated, 14 in Denmark and 13 in Ireland, with a gender mix
of 8 men and 19 women. The participants’ kinship to the deceased person varied and
included children, siblings, partners and spouses (See Table 1). Five participants reported
experiencing multiple losses by suicides. The duration of time since the bereavement varied
from 1 to 44 years, with the majority being bereaved within the previous 10 years. Some
participants had met through the activities in the organizations and thus knew each other
before the focus groups. Members of the same family were allocated to separate focus
groups. The participants had typically attended several of the activities described above,
including support groups and self-help seminars/workshops. The Danish participants
had attended NABS for a period ranging from 1 to 19 years and the Irish participants for a
period from 1 to 5 years.

Table 1. The participants.

Participant Male Female Loss of
Child

Loss of
Spouse/Partner

Loss of
Sibling

Multiple
Loss *

Denmark (n = 14) 4 10 7 5 2 4
Ireland (n = 13) 4 9 7 3 3 1
In all (n = 27) 8 19 14 8 5 5

* Multiple loss is in addition to the primary loss.

2.5. Focus Groups

In Denmark, two focus groups [26] were conducted face to face in hotel facilities. Due
to COVID-19 restrictions in the Republic of Ireland at the time, two focus groups were
conducted online on Microsoft Teams. The length of the focus groups was between 120 and
150 min. During the focus group, one of the facilitators made field notes of the interactions
in the group. In Ireland, individual interviews were conducted via telephone (approx.
60 min each) with two people who were unable to participate in the online focus groups.

In Denmark, a senior researcher in psychiatric nursing (L.H.) and a research assistant
facilitated the focus groups. In the Republic of Ireland, an assistant professor (J.M.) and a
professor in mental health nursing (A.H.) conducted the focus groups. With the exception
of the research assistant, all were Ph.D.-educated female researchers and from disciplinary
backgrounds of mental health nursing, counselling and with extensive experience in
qualitative research. Only the participants and facilitators were present. The researchers
did not know the participants personally. All (both face to face and online) focus groups
were audio-recorded, as well as the interviews. Data were collected in 2021.

The focus groups were guided by a schedule (see Supplementary Materials) developed
by the researchers in consultation with representative members from the two organizations,
NABS and FOSL. The goal was to stimulate dialogue and group interaction [26], and the
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interview schedule was mainly used as a reminder of relevant topics to address rather
than as a protocol to be followed. The focus groups were opened with a brief round of
introductions and a short input by the moderators on the format, including information on
how data were stored, analyzed and published to protect confidentiality. All focus groups
ended with a thank you and a reminder of the available support, including a follow-up
telephone call from a research team member. The focus groups in Denmark were conducted
in Danish, and professional translators were used to translate the interview schedule and
the selected quotations used in this article. A Danish-speaking researcher (L.H.) reviewed
all translations.

Overall, the conversation in the focus groups flowed freely, with the moderators only
occasionally needing to engage to seek clarification. The way in which the participants
described their experiences of participating in the peer-led support group was reflected in
the focus groups, with people listening attentively to each other and ensuring everyone had
space to speak uninterrupted. Participants sometimes assisted one another, finding words,
and gently reminded each other if someone was going off track. Further, they mainly spoke
from a personal or ‘I-position’, i.e., saying ‘this is how it is for me’, while being mindful
that it may not be the same for others. When differences in opinion or experience were
expressed, they did not judge others but used it as an opportunity to reflect on their own
views and experiences.

2.6. Data Analysis

The focus groups and interviews were transcribed verbatim and analyzed using a
reflexive thematic approach inspired by Braun and Clarke [31–33]. Reflexive thematic
analysis was used to generate patterns of shared meaning across a qualitative dataset
through a reflective and thoughtful engagement with the data [33]. The process of analysis
was iterative, moving back and forth between reading and coding of the data, comparing
codes across groups and countries, combined with dialogue among the research team to
agree on generated themes. Over time, this emphasis changed as researchers explored
their understanding of the data corpus and compared data across groups and countries. At
the outset, the focus was on how participation in the peer-led support groups influenced
recovery in the aftermath of the suicide loss. Later, the analytical emphasis was on the parts
of the data corpus that focused on how the participants described the peer-led support
groups as different spaces compared to other settings in their everyday life and how
peer-led support affected them and their daily living.

Braun and Clarke’s 6 phases [31] of analysis were merged into 4 phases according to
the needs of our study, as detailed below.

2.6.1. Phase 1: Familiarizing Yourself with Your Data

The first phase involved letting members of the research team listen to the audio
recordings, reading and re-reading the transcripts from their own country. LH, NB and
LLB focused on the Danish transcriptions, and JM and AH revisited the Irish transcriptions.
The emphasis was on sharing initial impressions and identifying potential meanings,
patterns and codes. Once this was completed, both groups connected to discuss their
developing ideas.

2.6.2. Phase 2: Generating Initial Coding

Data were coded in the temporal order of events, commencing with the experiences
of suicide bereavement through to their experiences of the peer-led support groups. This
was followed by the exploration of the participants’ thinking and emotions in relation to
the peer-led support groups and their impact. First, each group summarized its country’s
findings; then the groups came together to combine their findings and discuss differences
and similarities across the two countries.
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2.6.3. Phase 3: Focused Coding

In this phase, the focus was on the individual and collective activities/processes that
had taken place in the peer-led support groups. Emphasis was placed on how people
described and interpreted the activities, as well as what flowed from the activities within
and outside the group. The coded data from each country were compared and summarized
and formed the basis for the next dialogue in the research group.

2.6.4. Phase 4: Theme Identification

As an outcome of the dialogue, potential themes were discussed. At this stage, it
was agreed to write memos on each theme and include selected quotations to illustrate
the themes. Once completed, the research team once again scrutinized and discussed the
similarities and differences emerging from the two cultural contexts and agreed on the final
title of themes, including the representative quotations that exemplified them.

2.7. Ethical Considerations

In accordance with Danish legislation, the Danish Data Protection Agency (Reg-117-
2020) and the regional research ethics committee (J.nr. 20-000013) were notified about the
Danish arm of the study. The Irish arm of the study received ethical approval from the
Faculty of Health Science Research Ethics Committee (FHSREC), Trinity College Dublin.
The study adhered to the ethical principles of the Declaration of Helsinki [34]. Participation
was informed and voluntary. Written consent was obtained from all participants. To ensure
participants’ well-being, a follow-up telephone call was made after the interviews. There
were no reports of any negative effects. Due to data protection issues, the sharing of raw
data across national borders was not permitted. The data are not publicly available due
to the rules of the ethical committee. To protect the participants’ confidentiality, we use
pseudonyms in the quotations.

3. Results

Participants from both cultural settings, i.e., Denmark and the Republic of Ireland,
described how their motivation for seeking peer-led support came from their encounters
with people in their network and with professionals. They described how their social
network had focused on the deceased person and on comforting them in the first period
after the suicide. However, as time passed, they felt that being bereaved by suicide limited
their sense of social connectedness and alienated them from others. They perceived a lack
of understanding for their loss, emotions, reactions, situation and grief. They experienced a
difference between ‘us’, who were bereaved by suicide, and ‘others’, who were not able
to comprehend the depth of their pain. This affected their regular social interactions and
resulted in different social sanctions, such as people avoiding them and trying to close
down any conversation about grief or trying to find simple solutions. In essence, they
perceived that people expected them to get over their grief and move on with their lives,
which made them feel uncomfortable expressing their emotions.

Most of the participants sought support from different health professionals, professional-
led support groups or religious groups. There were mixed views about the support from
these sources. While some acknowledged how the professionals’ theoretical insight helped
them understand their own and their relatives’ grief processes, others did not find the
professional support helpful. For example, Amine stated ‘I went to see a counsellor, I only
went twice because she just didn’t understand what I was going through’ (Irish focus group 1).
They all longed for community and a sense of togetherness, which they did not find in
encounters with laypeople or professionals; hence, they searched for peers to help them
address their grief and to handle the aftermath of suicide. The following three themes were
generated from the thematic analysis, which described the experiences of the bereaved in
the peer-led support group and how it affected them: (i) ‘A transformative space’, (ii) ‘An
alternative space for belonging and grieving’ and (iii) ‘A conflicted space’. The themes
were identified in both cultural settings. We use the term space, as it was a term used
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by the participants, which not only represented the physical reality that existed in the
support group, but it also captured the interpersonal space that participants created and
held for each other. We found that this space existed equally via Zoom meetings as well as
face-to-face and as such became a prominent concept in our analysis.

3.1. A Transformative Space

The peer-led support group was perceived as a transformative space because it enabled
participants to process the change and find new ways to come to terms with their grief. It
also helped them handle the expectations and reactions of people in their social network
‘outside’ the support group. For example, Alexis describes how she often had to take on a
role in daily living, pretending she was doing fine, but felt devastated inside:

Alexis: I think I would be able to get an Oscar statuette for best acting performance.
Because you go on and live and manage your life. You manage your life and you play
some character, but in the peer group the masks drop completely. They are not needed at
all among peers (Danish focus group 2).

The peer-support group was described as an empowering space where participants
could disclose and display their grief, which helped them handle societal expectations in
their daily lives. They learned to understand their grief by listening to and comparing
themselves with the narratives of peers, for example, how they dealt with needs and
challenges in the aftermath of suicide. They learnt not only how to process their grief by
re-telling their own stories, reading books and listening to podcasts recommended by the
group, but also how to keep the memory of the deceased alive without being overwhelmed
by it. The peer-led support group enabled the participants to learn about themselves, their
situation and how they could regain a meaningful life with the bereavement as a lifelong
companion. In the following quotation, Mary described how she recognized her own
feelings when listening to the stories of peers who enabled her to believe and see recovery
as a possibility:

Mary: The main thing I found was that here were other people who were at different
stages, some were further down the road, and they were surviving. Because I couldn’t
figure out how to survive I didn’t know how long this freaking out was going to last. So,
when I went to the group, other people were managing it, they were back in their jobs
doing various things, and as I listened and heard their stories, I realized that they were
feeling the same things I was feeling. And they were managing and it kind of gave me
courage and hope (Irish focus group 1).

The mutual sharing activated new reflections and insights, which broadened their
understanding of themselves and others. By comparing themselves with their peers, they
identified similarities and differences in situations, reactions, feelings and actions. Those
who told their story processed their grief by narrating their own situation and by listening
to the narration of others; this initiated reflections that influenced how they handled and
understood their reactions and situation in daily living. The participants described how
every time they shared experiences in the group, it became a little easier to bear the grief in
general. For example, in this dialogue, the participants talk about how being in the support
group prompted reflection and action:

Kimberly: [ . . . ] Participation in activities affects you.

Clare: Yes, it affects in the sense that it starts things in yourself in terms of what you
are going through. You hearing others describe how they deal with matters or have read
something or the like, which may be just one small sentence that starts something in you.
Then you begin contemplating ‘Well, yeah, that is one way to deal with it—perhaps I
should try and find out something’.

Taylor: Some people are better at wording their feelings. I mean something has been
obscure to me, and then I listen to someone who just states it so clearly.

Clare: Like they hold the missing piece of the puzzle. (Danish focus group 2)
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Listening to others telling and re-telling their stories of their loss validated their own
experiences. In addition, telling and retelling of their own story taught them to be more
empathetic to themselves and others and gave them a sense of hope and strength to live
with the loss. The support and learning from the peer-led support group empowered
participants to share with people outside the group, thus reducing the feeling of alienation,
even though they would not be able to fully understand the bereavement process:

Helen: I was so devastated, but then coming back 2 or 3 years later I am so much stronger.
I have told my story over and over again in the group and then one day where I was, I
was able to talk openly and I didn’t mind if I cried. I was able to. And because the way
I could handle it they appreciated as well. You know they had compassion with me as
well. But it was the group that, it was like a family behind you, you had the strength, do
you understand? (Irish focus group 2)

The retelling over and over of their story gave them the opportunity and ability to find
the language to express their inner world; as the story was retold over and over, it began
to change, and they were able to find the words and the strength to express themselves.
The support group community also had the potential to reach outside the group setting, as
peers from the support group offered support and comfort, for example, by sending a text
message on anniversaries or an open invitation to make a phone call or take a walk when
needed. Some participants described how, as a result, they had established a network of
peers who became part of their private daily lives. The nature and impact of the support
provided is captured in Rowan’s narrative:

Rowan: I have received a lot of help besides the group. Several peers said I could always
call or suggested we can do this and that, which I have used a lot. For example, my
husband jumped from a bridge, and I did not ever, never want to get near it, but then a
peer said let’s go for a walk to see the bridge. She literarily held my hand when we went
to look at what turned out to be a complete harmless bridge . . . and it was such a relief.
I do not know what I had imagined; that there would be a huge sign, but it was just a
bridge. I have received a lot of help from the members outside the group sessions. (Danish
focus group 1)

The community in the support group had the potential to transform the participants’
understanding of themselves, of others and their social conditions supporting them in
regaining life in the aftermath of the suicide loss.

3.2. An Alternative Space for Belonging and Grieving

The peer-led support group as an alternative space for belonging and grieving de-
scribed how the participants felt, whereby they could give themselves permission to grieve
and mourn within the group. The feeling of belonging was based on the bereavement by
suicide as a common denominator, making them feel a mutual understanding, as opposed
to their experiences from other settings. Gale described this in his first meeting with peers:

Gale: I picked myself up and decided I had to go to the next ‘walk and talk’, and all of
a sudden, it made a real difference because they (peers) were someone who I could talk
to; they understood. It did not sound out there at all—like others had thought prior to
this. ‘You just need to hit the restart button’ and ‘get back on the horse’ and whatever else
people say. I even have a perfectly pleasant elderly woman for a neighbor who decided she
would help me sign up for dance classes. This way I would have some positive experiences
and maybe even meet a new girlfriend.

Ingrid: Oh no. [Sympathetic laughter in the group].

Gale: After a couple of months, right. [laughs himself].

Taylor: You simply needed to take a dance class and then everything would magically be
okay again. [Sympathetic laughter in the group].

Ingrid: That is just how things are.
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Gale: Exactly.

Ingrid: However, they do mean well.

Gale: And I know that. (Danish focus group 2)

The participants in the above interaction, by their sympathetic laughter and supportive
statements, also reveal how they recognized Gale’s experience of being advised to get over
the grief; while well-intended, it was out of place from an inside perspective. Participants
described how they experienced an instant mutual understanding and a shared language
by being with peers. In contrast to other settings, they did not have to explain or defend
how they felt on a given day:

Mary: When I came across the group, it was such an overwhelming thing to be with
people. I didn’t have to explain [to them] if I was doing well or having a good day. And
on another day, I didn’t have to explain that I still missed my daughter or that I am still
heartbroken. And if I wanted to talk about her or not, they knew. It was like they did away
with the word ‘should’, so it was complete acceptance [of members within the group].
(Irish focus group 1)

The alternative space for belonging and grieving was created and sustained by group
actions and rituals, for example, lighting a candle of confidentiality, mentioning group
ground rules, cozy gatherings and a round of introductions where all participants presented
themselves as bereaved by suicide. They experienced the group as a non-judgmental space,
which confirmed that everything could be shared; no feelings, reactions or thoughts were
wrong or unacceptable. Further, it was also a space that provided the opportunity to openly
deal with the grief, which they often had to conceal in their daily lives. This ability to speak
freely within the group and discuss the ‘undiscussable’ made it possible to strengthen their
identity as bereaved by suicide in their ordinary lives, even though the pain of the loss was
continuously present:

Ashley: When you are in that space [the support group] where you have the opportunity
to deal with your grief, where you can have your grief and you enter this space of grief.
Not that you put on a facade, but you simply do not have room for your grief in a working
life—or at least I do not in mine [ . . . ] To me, what has been important is that you are
active with the organization, and then you sort of withdraw and go back to your ‘normal’
life where your grief is a bit of a taboo. Here you need to live life the way you always have
and then kind of be allowed to return to your grief. It is a way to bring . . . to allow myself
to grieve and mourn and process my grief in this space [ . . . ] (Danish focus group 1).

The group provided a space where people could share thoughts, feelings and chal-
lenges without fear of judgment or stigmatization, as the conventional expectations around
grief in other contexts were suspended. As a result, participants felt safe to tell and re-tell
their stories to strangers with different backgrounds, genders, ages, etc., without feeling
the need to explain or censor themselves for fear of burdening others:

Kate: You could cry if you wanted to, it was such a relief that you could cry and that it
didn’t make other people uncomfortable. I couldn’t grieve in front of my husband, not
because he isn’t wonderful, he is, but if he was having a better day, no way was I going to
tell him I am having a rough day and drag him down (Irish focus group 2).

They inherently trusted their thoughts, reactions and feelings to be bearable for their
peers, but our findings also contained rare examples of the opposite. For example, a
participant mentioned she also was grateful for the death of her beloved one, because she
had learned some profound lessons about life. Another participant reacted to this statement,
as perceiving the loss as something ‘appreciative’ was not something she could understand.
The first participant tried to repair the conflict by saying that it was her personal experience
and perhaps verbalizing or mentioning to the group may have been inappropriate:
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Max: [ . . . ] I thank [name of deceased] for starting a process for me. I think there is a gift
for us in what happens, regardless of what comes. It is my conviction, with reservations
for all the losses and all the grief.

Vinnie: I haven’t exactly figured out what I should learn.

Ashley: It can take time to find it. [Laughs in disbelief].

Max: Well I don’t think of it as something to rush and there is also a difference in exactly
what you lose.

[Silence]

Vinnie: Well, no matter what, it was still something they decided . . . I guess the rela-
tionship is a bit subordinate in my eyes, still, I don’t understand . . . What am I to learn
from this?

Max: It may not have been appropriately said by me.

Vinnie: Well, I don’t know.

Max: It is just what I experience in relation to myself.

Vinnie: Yes, and I am not saying that it is wrong. I’m just saying I haven’t found that
common thread.

Max: No no.

Vinnie: I don’t know if I ever will. (Danish focus group 1).

Later, group members acknowledged they also thought they had acquired new per-
spectives, but highlighted that it had come at a high price.

The peer-led support group was described as a unique space where the participants
not only had the possibility to focus on themselves as bereaved by suicide but were also
allowed to disclose how they felt. This was an invaluable alternative to other contexts in
their daily living.

3.3. A Conflicted Space

Some participants experienced participating and belonging to the group as trouble-
some. They deeply appreciated and needed the connectedness and shared experience, but
at the same time felt discomfort in the encounter with peers, which was also a hardship.
For example, the participants had never desired to be a part of the bereavement group. It
was not their choice to become bereaved by suicide. The experience created a feeling of
being distant from people in their usual social network, which led them to seek connections
with peers. Meeting peers was described as both pleasant and unpleasant. On the one
hand, the peer community was perceived as a valuable and helpful space where they felt
comforted and could express their true feelings about the tragedy. On the other hand, it
was a space that they did not want to belong to:

Paul: I think for me the main thing of the group is there’s a sort of, it’s a difficult thing
to say because it is a group, you don’t really, you wish you weren’t in, but there’s a
comfort in it, when you meet people and you’re talking to people. There’s a comfort in it
because you feel you can sort of relax and you can say you know what you want. (Irish
focus group 1)

However, being confronted with other people’s grief could also be discomforting, as
this activated reflections on their own grief. They felt it was necessary to enter the space of
the support group, but they were occasionally tempted to avoid coming to meetings, as
described by Ashley:

Ashley: Leading up to a meeting, I could ask myself if maybe I was coming down with
something [laugh] or the like. Because you need to walk in and out of that room of
grief, and sometimes it is simply easier just not to walk in in the first place. Coming up
with reasons not to go is easy, but you . . . you need to be able to take part in it [ . . .
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]. Otherwise, I might stay on the surface and make sure everything else runs smoothly,
without actually noticing myself all that much. So, it is good to have a space where I have
to take stock of . . . of me (Danish focus group 1)

Indeed, some participants spoke of how they had to take a break from the group for
shorter or longer periods because the stories from peers at times could be too hard to take in:

Clare: That was actually one of the reasons I stopped joining the group’s sessions; it began
to take up too much and my cup ran over almost. Both with other people’s grief . . . and it
was . . . it was not that I did not gain anything from hearing about how others deal with
matters and such, but it also started things in me that was hard to handle (Danish focus
group, 2).

The fact that group membership was not time-limited and that people had the freedom
to step out for periods of time, helped participants feel they were in control. It was also
good to know that the other participants fully understood if one was unable to participate
because of obligations in their daily living or lack of energy. This freedom also ensured that
participants actively chose to step into the grief when they were present in the peer-led
support group. In addition, knowing that they could always return to a welcoming group
without explanation or justification was viewed as an important lifeline.

The determination to participate despite the discomfort and hardship was driven by
the valuable contribution the peer group made. Participating in the peer-led support group
can be understood as a strong driving force towards making room for and learning to live
with the new conditions of life and reclaiming viability in daily living, despite the conflicts
embedded in the space.

4. Discussion

In this study, those bereaved by suicide described their experiences of being part
of a peer-led support group and how it affected them, mostly in contrast to encounters
with non-bereaved individuals, both laypeople and professionals. The findings do not
imply that all professionals were unhelpful; however, they do emphasize the particularity
and strength of being with peers. Despite being a conflicted space for some, the peer-led
support group provided a distinct and legitimate space for grieving and belonging and a
transformative space supporting learning, change and finding ways to process their grief
and handle the expectations of people in social interactions in everyday life. Although
the themes were presented separately, in reality, they are interconnected, as the experience
of the group as ‘an alternative space for belonging and grieving’ was essential for the
experience of the peer-led group as ‘a transformative space’. The experience of gaining and
learning through the group also made it worth overcoming feelings that it was a conflictual
space to participate in.

Participants not only had to deal with the loss of a loved one; being bereaved by
suicide created a rupture in their sense of belonging with their social network within their
community. They felt alienated, as their grief did not fit with the expectations of their
surroundings. As summarized in a systematic review [4], those bereaved by suicide often
report feelings of shame and guilt, which complicates the process of grieving and affects
their ability to grieve openly. In order to avoid negative reactions, some bereaved resorted
to isolation and concealed their thoughts and emotions. The awkwardness, discomfort and
embarrassment experienced in social settings resulted in inadequate social support, and
the bereaved found themselves alone in their grief [4]. In this study, participants reported
a strong consensus about the ‘us’ and ‘others’ as they perceived especially non-bereaved
laypeople and some professionals as being unable to understand their profound grief
as a new condition of life. According to the theory of belonging, human beings have a
universal basic need to form and maintain at least a minimum quantity of interpersonal
relationships and that people are naturally driven toward establishing and sustaining a
state of belonging [35]. We found that participants perceived a special connectedness,
sense of belonging and mutual understanding in the non-judgmental environment of the
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peer-led support group. This aligns with previous findings that loneliness and stigma from
social networks and community encouraged those bereaved by suicide to search for a safe,
understanding and non-judgmental environment with peers [21]. The participants’ search
for a peer community may be viewed as a means to compensate for the lack of support in
their social network. This is in line with the study by Griffin et al. [36] that linked improved
wellbeing and a reduction in somatic grief reactions after community-based peer support
to the participant’s descriptions of the group as a safe space to talk and that provides a
sense of belonging and connection.

Concealable stigmatized identities are aspects of the self or characteristics that are
socially devalued with negative stereotypes, which can be hidden for others, such as be-
reavement by suicide. People with stigmatized identities often use concealment in order
to increase social belonging and reduce personal experiences of discrimination. However,
active concealment can also hinder their feeling of connectedness and well-being [37].
Levi-Belz and Lev-Ari [38,39] found that self-disclosure among suicide-bereaved individu-
als increased feelings of belonging and perceived social support, which in turn reduced
complicated grief and facilitated post-traumatic growth and recovery. The findings of the
current study indicated that it was important for the participants to be allowed to grieve in
their own way when in the peer-led support group. People with concealable stigmatized
identities have to determine in which contexts they conceal or disclose, both having benefits
and disadvantages, as it is likely to impact the social interactions, sense of belonging and
physical and psychological well-being [37]. Our findings indicated that the participants
often preferred to withhold disclosure as it helped them focus on usual activities in daily
living and live up to the expectations of their social network. However, being in the support
group also empowered them to share their grief with relatives or non-bereaved outside the
group, thus reducing the feeling of alienation. This is in line with previous findings linking
peer-led suicide bereavement interventions to reduced feelings of stigma [21]. However,
the participants in our study described daily living wherein they often concealed their
true state of mind from people in their surroundings, due to adverse reactions. Disclosing
personal and emotional information can benefit the grieving process [40]. The participants
primarily used the peer-led support group to disclose their grief and described it as helpful,
as they felt they became better at handling and adjusting to the expectations of their wider
community. Thus, they did not necessarily explore opportunities for support in their
social network; some participants resigned to the fact that non-bereaved people would not
understand and only revealed their true state of mind when in the peer support group.
Concealment may protect from occasions of prejudice and discrimination, but it can also
limit social support. Disclosure can increase social support, but disclosing to unsupportive
others may also lead to psychological distress [37]. Our findings indicate that although the
participants found social support inside the group, some participants found the group had
enabled them to talk more openly to others outside, but they still longed for more attention
and support in their social network.

Limitations and Strengths

This study has some limitations: the two organizations differed in the kind of ac-
tivities they offered and had different organizational structures. FOSL is governed by a
central board, whereas NABS consists of a nationwide umbrella organization for many
local organizations that are governed by local volunteers. Although this complicated our
comparisons, the analysis revealed similarities in the associations’ core principles and in
the experiences from the participants.

In addition to recall bias, social desirability bias may have also been an issue, as
data were collected by focus groups. Given the sensitive nature of the research topic area,
participants may have consciously or unconsciously concealed some of their impressions.
Further, the focus groups were conducted online and face to face, respectively, in the
Republic of Ireland and Denmark. In FOSL, the participants were already using online
support groups as they had adjusted to the COVID-19 situation. Therefore, representatives
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from FOSL deemed it possible to carry out the focus groups online as well. In the Danish
setting, the representatives from NABS stressed that the focus groups should be face to
face, as their members had no experience in online meetings. The different formats might
have influenced the findings. Further, the relatively small sample size and the fact that
participants were self-selecting may also have biased the findings. All participants were
positive and grateful users of a peer-led organization, implying that experiences of those
who chose to leave the group were not represented. Thus, negative or challenging aspects
of participating in a peer-support group, such as the pain of listening to people’s stories,
feelings of being burdensome or re-traumatized, and the lack of a group facilitator [41,42],
may be under-represented. Still, the findings revealed that participating in a peer-led
support group could evoke conflicts, suggesting a need for further research into people
who do not engage with or have left the peer support group would be useful for both
organizations. There is also a need for further research investigating how stigma can be
reduced outside the peer-led support groups. The overall findings reflected the experiences
of people within two specific communities and may not apply to or fit other settings.
However, the cross-cultural similarities related to participation and experienced effects of
the peer-led support group were underlined, as the findings correlated with the findings
from a scoping review including studies from five additional countries (USA, Canada,
England, Italy and Sweden) [21].

It was a strength that the participants were purposefully sampled to represent people
who engaged in peer-led support groups, and thus they had experiences with the subject
under investigation and could therefore share how they perceived participating in peer-led
support groups and how it affected them. Another strength was that the trustworthiness of
the qualitative, descriptive research’s version of rigor addresses credibility, confirmability,
dependability, transferability and reflexivity applied [25,43]. Table 2 provides a summary
of the provisions made by the researchers in this study to address these issues.

Table 2. Trustworthiness of data.

Quality Criterion Provisions Made by Research Team

Credibility is the confidence in the findings

• The focus group schedule was developed in collaboration between researchers and experts
by experience

• Participants were heterogeneous (gender, duration of contact with the groups, different
kinship to the deceased, diverse cultures and backgrounds)

• The moderator had contact with each of the participants before the focus groups and
initiated a trusting relationship

• Data were systematically compared across groups and countries

Confirmability is the extent to which the findings of a study are
shaped by the respondents and not researcher bias, motivation
or interest

• Analysis was completed by more than one person and interpretations were agreed
upon collectively

• Codes and themes were discussed between researchers to minimize interpretative bias
• Presented data extracts included examples of exceptions/variations of the themes
• Lengthy quotes were used to demonstrate and support interpretations

Dependability is the description of the conduct of the study,
including changes to make procedures and processes clear

• The description of the study’s methods to enable replication
• Detailed descriptions of the coding process included the changing perspectives in the

interpretive process

Transferability is about the degree to which findings have
applicability in other contexts by making the context explicit
and descriptive

• Purposive sampling included people bereaved by suicide that had participated in peer-led
support groups

• Descriptions of research setting, peer-led interventions and participant profiles were provided
• Data extracts included rich descriptions of the themes with direct quotes

Reflexivity is critical self-reflection of how the researchers’ social
background, assumptions, positioning and behavior may have
affected the research process

• Care was taken to work reflexively by continually questioning interpretations,
assumptions and positions

• The analytical process was based on an ongoing dialogue between members of the research
team who had different background and expertise
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5. Conclusions

Despite being placed in two different cultural settings, i.e., Denmark and the Re-
public of Ireland, and different organizational approaches, comparable experiences were
reported by people bereaved by suicide in the peer-led support groups. Although peer-led
support groups may not be helpful for all bereaved by suicide, they can provide support-
ive spaces that aid the participants’ recovery process. In terms of facilitating recovery,
peer-led support groups may aid people bereaved by suicide process the grief and cope
with societal expectations and act as a vehicle to help circumvent the problem of stigma
surrounding suicide.

Supplementary Materials: The following supporting information can be downloaded at: https:
//www.mdpi.com/article/10.3390/ijerph19169898/s1, File S1: The schedule for the focus groups.

Author Contributions: Conceptualization, L.H., A.H., N.B., L.L.B., T.C., A.E. and J.M.; Formal
analysis, L.H., A.H., N.B., L.L.B. and J.M.; Funding acquisition, L.H.; Investigation, L.H., A.H.
and J.M.; Methodology, L.H., A.H., N.B., L.L.B., T.C. and J.M.; Project administration, L.H. and
J.M.; Writing—Original draft, L.H., A.H., N.B., L.L.B. and J.M.; Writing—Review and editing, L.H.,
A.H., N.B., L.L.B., T.C., A.E. and J.M. All authors have read and agreed to the published version of
the manuscript.

Funding: Region Zealand Health Scientific Research Foundation: Denmark. Funding number: A575.

Institutional Review Board Statement: The study was conducted according to the guidelines of the
Declaration of Helsinki. In accordance with Danish legislation, the Danish Data Protection Agency
(Reg-117-2020) and the regional research ethics committee (J.nr. 20-000013) were notified about the
Danish arm of the study. The Irish arm of the study was approved by the Faculty of Health Science
Research Ethics Committee (FHSREC), Trinity College Dublin.

Informed Consent Statement: Informed consent was obtained from all the participants involved in
the study.

Data Availability Statement: The data are not publicly available due to the rules of the ethical committee.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Feigelman, B.; Feigelman, W. Surviving After Suicide Loss: The Healing Potential of Suicide Survivor Support Groups.

Illn. Crisis Loss 2008, 16, 285–304. [CrossRef]
2. Young, I.T.; Iglewicz, A.; Glorioso, D.; Lanouette, N.; Seay, K.; Ilapakurti, M.; Zisook, S. Suicide bereavement and complicated

grief. Dialogues Clin. Neurosci. 2012, 14, 177–186. [CrossRef]
3. Shields, C.; Kavanagh, M.; Russo, K. A Qualitative Systematic Review of the Bereavement Process Following Suicide.

Omega J. Death Dying 2017, 74, 426–454. [CrossRef] [PubMed]
4. Evans, A.; Abrahamson, K. The Influence of Stigma on Suicide Bereavement: A Systematic Review. J. Psychosoc. Nurs. Ment. Health Serv.

2020, 58, 21–27. [CrossRef]
5. Corr, C.A. Enhancing the Concept of Disenfranchised Grief. OMEGA-J. Death Dying 1999, 38, 1–20. [CrossRef]
6. World Health Organisation. Suicide Worldwide in 2019: Global Health Estimates; World Health Organization: Geneva, Switzerland, 2021.
7. Andriessen, K.; Rahman, B.; Draper, B.; Dudley, M.; Mitchell, P.B. Prevalence of exposure to suicide: A meta-analysis of

population-based studies. J. Psychiatr. Res. 2017, 88, 113–120. [CrossRef]
8. Feigelman, W.; Cerel, J.; McIntosh, J.L.; Brent, D.; Gutin, N. Suicide exposures and bereavement among American adults: Evidence

from the 2016 General Social Survey. J. Affect. Disord. 2018, 227, 1–6. [CrossRef]
9. Hanschmidt, F.; Lehnig, F.; Riedel-Heller, S.G.; Kersting, A. The stigma of suicide survivorship and related consequences-A

systematic review. PLoS ONE 2016, 11, e0162688. [CrossRef] [PubMed]
10. Maple, M.; Cerel, J.; Sanford, R.; Pearce, T.; Jordan, J. Is Exposure to Suicide Beyond Kin Associated with Risk for Suicidal

Behavior? A Systematic Review of the Evidence. Suicide Life Threat. Behav. 2017, 47, 461–474. [CrossRef]
11. Pitman, A.; Osborn, D.; King, M.; Erlangsen, A. Effects of suicide bereavement on mental health and suicide risk. Lancet Psychiatry

2014, 1, 86–94. [CrossRef]
12. Hamdan, S.; Berkman, N.; Lavi, N.; Levy, S.; Brent, D. The Effect of Sudden Death Bereavement on the Risk for Suicide. Crisis

2020, 41, 214–224. [CrossRef] [PubMed]
13. McDonnell, S.; Flynn, S.; Shaw, J.; Smith, S.; McGale, B.; Hunt, I.M. Suicide bereavement in the UK: Descriptive findings from a

national survey. Suicide Life-Threat. Behav. 2022. [CrossRef] [PubMed]

150



Int. J. Environ. Res. Public Health 2022, 19, 9898

14. Erlangsen, A.; Runeson, B.; Bolton, J.W.; Wilcox, H.C.; Forman, J.; Krogh, J.; Shear, M.K.; Nordentoft, M.; Conwell, Y. Association
between spousal suicide and mental, physical, and social health outcomes: A longitudinal and nationwide register-based study.
JAMA Psychiatry 2017, 74, 456–464. [CrossRef] [PubMed]

15. Stroebe, M.; Schut, H. The dual process model of coping with bereavement: Rationale and description. Death Stud. 1999, 23,
197–224. [CrossRef]

16. Kasahara-Kiritani, M.; Ikeda, M.; Yamamoto-Mitani, N.; Kamibeppu, K. Regaining my new life: Daily lives of suicide-bereaved
individuals. Death Stud. 2017, 41, 447–454. [CrossRef]

17. Andriessen, K. Can postvention be prevention? Crisis 2009, 30, 43–47. [CrossRef]
18. World Health Organization. Guidance on Community Mental Health Services: Promoting Person-Centred and Rights-Based Approaches;

World Health Organization: Geneva, Switzerland, 2021.
19. Mcintosh, J.L.; Bolton, I.; Andriessen, K.; Campbell, F. History of survivor support. In Postvention in Action: The International

Handbook of Suicide Bereavement Support; Andreissen, K., Krysinska, K., Grad, O.T., Eds.; Hogrefe Publishing: Göttingen, Germany,
2017; pp. 101–116.

20. Murphy, R.; Higgins, A. The complex terrain of peer support in mental health: What does it all mean? J. Psychiatr. Ment. Health Nurs.
2018, 25, 441–448. [CrossRef]

21. Higgins, A.; Hybholt, L.; Meuser, O.A.; Cook, J.E.; Downes, C.; Morrissey, J. Scoping Review of Peer-Led Support for People
Bereaved by Suicide. Int. J. Environ. Res. Public Health 2022, 19, 3485. [CrossRef]

22. Maple, M.; Poštuvan, V.; McDonnell, S. Editorial. Progress in Postvention. A Call to a Focused Future to Support Those Exposed
to Suicide. Cris. J. Cris. Interv. Suicide Prev. 2019, 40, 379–382. [CrossRef]

23. Andriessen, K.; Krysinska, K.; Kõlves, K.; Reavley, N. Suicide Postvention Service Models and Guidelines 2014–2019: A Systematic
Review. Front Psychol. 2019, 10, 2677. [CrossRef]

24. Andriessen, K.; Krysinska, K.; Hill, N.T.M.; Reifels, L.; Robinson, J.; Reavley, N.; Pirkis, J. Effectiveness of interventions for people
bereaved through suicide: A systematic review of controlled studies of grief, psychosocial and suicide-related outcomes. BMC
Psychiatry 2019, 19, 49. [CrossRef]

25. Bradshaw, C.; Atkinson, S.; Doody, O. Employing a Qualitative Description Approach in Health Care Research. Glob. Qual. Nurs. Res.
2017, 4. [CrossRef]

26. Bloor, M.; Frankland, J.; Thomas, M.; Robson, K. Focus Groups in Social Research; SAGE Publications Ltd.: Thousand Oaks, CA, USA, 2001.
27. Andriessen, K.; Castelli Dransart, D.A.; Cerel, J.; Maple, M. Current Postvention Research and Priorities for the Future. Crisis

2017, 38, 202–206. [CrossRef]
28. Erlangsen, A.; Fleischer, E. Denmark–Support for the Bereaved by Suicide. In Postvention in Action: The International Handbook

of Suicide Bereavement Support; Andriessen, K., Krysinska, K., Grad, O.T., Eds.; Hogrefe Verlag: Göttingen, Germany, 2017;
Chapter 32; pp. 320–324.

29. Friends of Suicide Loss. Available online: https://friendsofsuicideloss.ie (accessed on 7 July 2022).
30. Patton, M.Q. Qualitative Research & Evaluation Methods: Integrating Theory and Practice, 4th ed.; SAGE Publications, Inc.: Thousand

Oaks, CA, USA, 2015.
31. Braun, V.; Clarke, V. Using thematic analysis in psychology. Qual. Res. Psychol. 2006, 3, 77–101. [CrossRef]
32. Braun, V.; Clarke, V. Reflecting on reflexive thematic analysis. Qual. Res. Sport. Exerc. Health 2019, 11, 589–597. [CrossRef]
33. Braun, V.; Clarke, V. One size fits all? What counts as quality practice in (reflexive) thematic analysis? Qual. Res. Psychol. 2021, 18,

328–352. [CrossRef]
34. World Medical Association. World Medical Association Declaration of Helsinki: Ethical Principles for Medical Research Involving

Human Subjects. JAMA 2013, 310, 2191–2194. [CrossRef]
35. Baumeister, R.F.; Leary, M.R. The need to belong: Desire for interpersonal attachments as a fundamental human motivation.

Psychol. Bull. 1995, 117, 497–529. [CrossRef]
36. Griffin, E.; O’Connell, S.; Ruane-McAteer, E.; Corcoran, P.; Arensman, E. Psychosocial Outcomes of Individuals Attending a

Suicide Bereavement Peer Support Group: A Follow-Up Study. Int. J. Environ. Res. Public Health 2022, 19, 4076. [CrossRef]
37. Camacho, G.; Reinka, M.A.; Quinn, D.M. Disclosure and concealment of stigmatized identities. Curr. Opin. Psychol. 2020, 31,

28–32. [CrossRef]
38. Levi-Belz, Y. Stress-Related Growth among Suicide Survivors: The Role of Interpersonal and Cognitive Factors. Arch. Suicide Res.

2015, 19, 305–320. [CrossRef] [PubMed]
39. Levi-Belz, Y.; Lev-Ari, L. Attachment Styles and Posttraumatic Growth Among Suicide-Loss Survivors. Crisis 2018, 40, 186–195.

[CrossRef] [PubMed]
40. Levi-Belz, Y.; Lev-Ari, L. “Let’s Talk About It”: The Moderating Role of Self-Disclosure on Complicated Grief over Time among

Suicide Survivors. Int. J. Environ. Res. Public Health. 2019, 16, 3740. [CrossRef]
41. Sanford, R.L.; Cerel, J.; Frey, L.M. Survivor of Suicide Loss Support Group Facilitators: Do Peers and Professionals Differ?

Soc. Work Groups. 2018, 41, 306–322. [CrossRef]
42. Feigelman, B.; Feigelman, W. Suicide survivor support groups: Comings and goings, Part II. Illn. Cris Loss. 2011, 19, 165–185.

[CrossRef]
43. Guba, E.G.; Lincoln, Y.S. Fourth Generation Evaluation; Sage: Newbury Park, CA, USA, 2003.

151





Citation: Grafiadeli, R.; Glaesmer, H.;

Wagner, B. Loss-Related

Characteristics and Symptoms of

Depression, Prolonged Grief, and

Posttraumatic Stress Following

Suicide Bereavement. Int. J. Environ.

Res. Public Health 2022, 19, 10277.

https://doi.org/10.3390/

ijerph191610277

Academic Editors: Karl Andriessen,

Karolina Krysinska and Yossi

Levi-Belz

Received: 13 July 2022

Accepted: 14 August 2022

Published: 18 August 2022

Publisher’s Note: MDPI stays neutral

with regard to jurisdictional claims in

published maps and institutional affil-

iations.

Copyright: © 2022 by the authors.

Licensee MDPI, Basel, Switzerland.

This article is an open access article

distributed under the terms and

conditions of the Creative Commons

Attribution (CC BY) license (https://

creativecommons.org/licenses/by/

4.0/).

International  Journal  of

Environmental Research

and Public Health

Article

Loss-Related Characteristics and Symptoms of Depression,
Prolonged Grief, and Posttraumatic Stress Following
Suicide Bereavement
Raphaela Grafiadeli 1,*, Heide Glaesmer 2 and Birgit Wagner 1

1 Department of Psychology, Medical School Berlin, Rüdesheimerstraße 50, 14197 Berlin, Germany
2 Department of Medical Psychology and Medical Sociology, Medical Faculty, University of Leipzig,

Philipp-Rosenthal-Str. 55, 04103 Leipzig, Germany
* Correspondence: raphaela.grafiadeli@medicalschool-berlin.de

Abstract: (1) Background: The aim of the present study was to examine symptom classes of major
depressive disorder (MDD), prolonged grief disorder (PGD), and posttraumatic stress disorder
(PTSD) in a sample of suicide-bereaved individuals, while accounting for loss-related characteristics.
(2) Methods: A latent class analysis was conducted to identify classes of the suicide bereaved,
sharing symptom profiles, in a German suicide-bereaved sample (N = 159). (3) Results: Our analyses
revealed three main classes: a resilient class (16%), a class with high endorsement probability for PGD
symptoms (50%), and a class with high endorsement probability for combined PGD/PTSD symptoms
(34%). Prolonged grief and intrusive symptoms emerged across all classes, while MDD showed low
endorsement probability. Our results indicate an association between class membership and time
passed since the loss; however, this applies only to the comparison between the PGD and the resilient
class, and not for the PGD/PTSD class. (4) Conclusions: Our results may provide information about
the predictability of symptom clusters following suicide bereavement. The findings also represent
a significant step towards tailoring treatments based on the needs of relevant suicide-bereaved
subgroups through a symptom-level approach. Time passed since loss might explain differences
between symptom clusters.

Keywords: suicide bereavement; latent class; depression; prolonged grief; posttraumatic stress;
loss-related characteristics

1. Introduction

Suicide bereavement represents a widely recognized stressor conferring risk for mental
disorders and negative social outcomes. The increasing attention on the vulnerability of
this population to forming maladaptive emotional reactions has led to the development of
several psychological interventions over the past decade [1]. Despite the variety of existing
interventions for suicide-bereaved individuals, results from existing efficacy studies indi-
cate only small to medium effect sizes, while the superiority of psychological interventions
over unspecific interventions has not been consistently shown [1,2]. The lack of robustness
of these effects might be an indication of a not-yet-fully developed understanding of the
specific needs of this high-risk population.

According to a population-based study in Canada, nearly half of suicide-bereaved
parents develop at least one mental health disorder within two years after the bereavement
(Bolton et al., 2013 [3]). A register-based cohort study from Denmark revealed an increased
risk for the development of mental disorders in suicide-bereaved spouses when compared
to the general population, or spouses bereaved through other means [4]. Research has
shown that suicide bereavement is associated with a high risk for the development of
emotional disorders such as major depressive disorder (MDD), anxiety disorders, and
specifically posttraumatic stress disorder (PTSD) [3,5,6]. Additionally, a high proportion of
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those bereaved show persisting grief reactions, with increased probability for the devel-
opment of a prolonged grief disorder (PGD), with prevalence rates ranging between 7%
and 10% [7–11]. Additionally, a co-occurrence of these disorders following bereavement is
commonly observed [3,12]. Recent estimates on post-loss symptomatology indicate that
63% of bereaved individuals with PGD show co-occurring depression, while 49% show a
PTSD comorbidity [13].

The examination of this co-occurrence following bereavement has received increased
attention over the past decade. PGD has been included in the ICD-11 [14] and was only
recently introduced as a distinct disorder in the text revision of the DSM-5 (DSM-5-TR;
APA 2020 [15]). PGD is characterized by elevated and persistent grief following the loss
of a significant person while causing functional impairment to the individual. PGD is
mainly characterized by a persistent yearning or longing for the deceased individual.
Research notes the high relatedness of emotional disorders, especially between PGD, MDD,
and PTSD. Despite the close similarities of these disorders, several main differences exist.
For example, while PGD and PTSD share symptoms of intrusion and avoidance, the
expressions of these symptoms differentiate. While trauma-related avoidance is associated
with fear, bereavement-related avoidance is often associated with loss-related aspects such
as (positive) memories of the deceased and separation distress. Sufficient insight into the
overlap of emotional disorders exists, as well as with regard to their distinctiveness [16,17].

Following a person-centered approach using latent class analysis (LCA) research on
psychological sequelae following bereavement, researchers examined classes of patients
presenting similar symptom profiles. LCA represents a powerful method of cluster analysis
that can be used to identify patterns of similar responses for categorical indicator variables
(e.g., symptom present or symptom absent). The goal is to create a set of exclusive latent
classes; that is, to split respondents into groups with homogeneous symptom profiles.
This approach has been previously used in bereavement literature to examine symptom
profiles of the three most commonly prevalent syndromes in bereaved individuals: MDD,
PGD, and PTSD. For instance, Djelantik and colleagues (2017) [18] used this approach to
investigate symptom clusters of MDD, PGD, and PTSD in a bereaved community sample,
revealing three classes of symptoms: a PGD class (48%), a PGD and PTSD symptom profile
class (27%), and a resilient class (25%). Another study applying LCA to a trauma-exposed
bereaved sample revealed four classes: a resilient class (13%), a class with prominent PGD
and MDD symptoms (23%), a class with PGD and PTSD symptoms (20%), and a class with
MDD, PGD, and PTSD symptoms (45%) [19]. A study including a disaster-bereaved sample
again revealed three classes as the best fit: a resilient class with low probability of MDD,
PGD, and PTSD symptoms (20%), a class characterized only by PGD symptoms (41.8%), and
a combined class with a moderate to high probability for the presence of all three symptom
clusters (38.2%) [20]. One recent study focusing on a recently bereaved sample examined
symptoms of MDD, PGD, and PTSD within the first 6 months of bereavement and revealed
again a three-class symptom profile: a low-symptom class (35.4%), a predominantly PGD
class (29.8%), and a high-symptom profile class (34.8%) including symptoms of all symptom
clusters [21]. For a summary of the main findings of previous latent class research following
bereavement, see Figure 1.

While existing research highlights the predominant role of PGD symptoms in bereaved
populations, the examination of these symptom clusters in suicide-bereaved individuals
remains unclear. The aim of the present study was to identify classes regarding symptoms
of MDD, PGD, and PTSD in a German sample of suicide-bereaved individuals by examining
patterns of symptom co-occurrence. We additionally aimed to examine possible differences
in symptom severity based on loss-related characteristics such as kinship and the period of
time since the loss. The examination of symptom clusters may offer important insights for
the refinement of psychological treatments for the suicide bereaved.

154



Int. J. Environ. Res. Public Health 2022, 19, 10277Int. J. Environ. Res. Public Health 2022, 19, x FOR PEER REVIEW 3 of 10 
 

 

 
Figure 1. Summary of research findings on symptom profile classes following bereavement. Boelen 
& Lenferink, 2020 [21], Djelantik et al., 2017, 2019 [18,19], Lenferink et al., 2017 [20]. 

While existing research highlights the predominant role of PGD symptoms in be-
reaved populations, the examination of these symptom clusters in suicide-bereaved indi-
viduals remains unclear. The aim of the present study was to identify classes regarding 
symptoms of MDD, PGD, and PTSD in a German sample of suicide-bereaved individuals 
by examining patterns of symptom co-occurrence. We additionally aimed to examine pos-
sible differences in symptom severity based on loss-related characteristics such as kinship 
and the period of time since the loss. The examination of symptom clusters may offer im-
portant insights for the refinement of psychological treatments for the suicide bereaved. 

2. Materials and Methods 
2.1. Participants and Procedure 

Participant data were derived from a help-seeking sample, which completed the as-
sessment for participation in a randomized controlled trial assessing the effectiveness of 
an online group intervention for suicide-bereaved adults [22]. The study protocol was ap-
proved by the review board of the Medical School Hamburg. Participant recruitment took 
place primarily through support organizations for bereaved individuals in Germany, as 
well as through online advertisements. After signing the informed consent form, partici-
pants aged between 18 and 75 years were invited to complete the online screening assess-
ment, followed by a telephone interview conducted by the study coordinators. Partici-
pants with acute suicidality, self-harm, current psychosis, alcohol or substance abuse, se-
vere depression (BDI > 35), bipolar disorder, or borderline personality disorder were not 
eligible for participation in the trial. This resulted in a total number of N = 159 participants 
who completed the screening assessment. 

2.2. Variables and Measures 
Sociodemographic variables included in our analysis were gender, age of the be-

reaved, education, and marital status. Loss-related variables comprised the age of the be-
reaved since the day of loss, and relationship to the deceased. 

Due to the limitation of the number of item inclusions in the LCA analysis, a subset 
of core symptoms for each disorder in correspondence with the diagnostic criteria of the 

Figure 1. Summary of research findings on symptom profile classes following bereavement. Boelen
& Lenferink, 2020 [21], Djelantik et al., 2017, 2019 [18,19], Lenferink et al., 2017 [20].

2. Materials and Methods
2.1. Participants and Procedure

Participant data were derived from a help-seeking sample, which completed the
assessment for participation in a randomized controlled trial assessing the effectiveness
of an online group intervention for suicide-bereaved adults [22]. The study protocol was
approved by the review board of the Medical School Hamburg. Participant recruitment took
place primarily through support organizations for bereaved individuals in Germany, as well
as through online advertisements. After signing the informed consent form, participants
aged between 18 and 75 years were invited to complete the online screening assessment,
followed by a telephone interview conducted by the study coordinators. Participants
with acute suicidality, self-harm, current psychosis, alcohol or substance abuse, severe
depression (BDI > 35), bipolar disorder, or borderline personality disorder were not eligible
for participation in the trial. This resulted in a total number of N = 159 participants who
completed the screening assessment.

2.2. Variables and Measures

Sociodemographic variables included in our analysis were gender, age of the bereaved,
education, and marital status. Loss-related variables comprised the age of the bereaved
since the day of loss, and relationship to the deceased.

Due to the limitation of the number of item inclusions in the LCA analysis, a subset
of core symptoms for each disorder in correspondence with the diagnostic criteria of the
ICD-11 and/or DSM-5 was included. In case of overlap of items between two disorders,
items were included in the category which we considered more representative. The items
of each questionnaire were dichotomized in 0 (=symptom absent for lower item ratings)
and 1 (=symptom present for higher item ratings), based on prior research examining latent
class symptom profiles of bereaved individuals [19,23].

Symptoms of depression were assessed with the revised German version of the Beck
Depression Inventory (BDI-II; Beck, Steer, & Brown., 1996 [24]; Hautzinger, Keller, Kühner,
& Beck, 2009 [25]), assessing depressive symptom severity. Each symptom is formu-
lated as four statements with increasing levels of severity (e.g., sadness/depressed mood:
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0 = “I do feel sad”–3 = “I am so sad and unhappy I cannot stand it”). We selected 7 out of
21 BDI-II items in accordance with depressive disorder symptoms in the ICD-11. We
included both “worthlessness” and “guilt”, as these symptoms were especially relevant
for the suicide-bereaved sample. Furthermore, we excluded the item “concentration dif-
ficulty”, as there was an overlap with the scale for posttraumatic stress symptoms, as
well as “suicide ideation”, as acute suicidality represented one of the exclusion criteria for
participation in the study (for an overview of the included items and the corresponding
symptom description, see Table 1). Based on a previously set cut-off from previous research
conducting LCA analyses with the BDI-II, each item was considered absent (=0) if rated
with 0 or 1, while it was considered present (=1) if rated with 2 or 3 [18].

Table 1. Description of included symptoms of each questionnaire.

BDI-II Items for MDD
Symptoms

ICG-D Items for PGD
Symptoms

IES-R Items for PTSD
Symptoms

1 Sadness Longing/Yearning Intrusion Thoughts
2 Loss of interest Preoccupation Images
3 Loss of energy Upsetting memories Dreams
4 Worthlessness Difficulty accepting the loss Avoidance Avoid reminders
5 Guilt Disbelief Avoid thoughts
6 Changes in sleep Feeling stunned/numb since loss Numbness
7 Changes in appetite Disconnection from others Hypervigilance Startled
8 Feeling life is empty Anger
9 Concentration difficulty

Symptoms of prolonged grief were assessed with the German version of the Inventory
of Complicated Grief (ICG; Prigerson et al., 1995 [26]; ICG-D; Lumbeck, Brandstaetter,
& Geissner, 2012 [27]). We selected 8 out of 19 items of the ICG corresponding closely
to the diagnostic criteria proposed by Prigerson et al. (2009) [28], allowing a reliable
distinction from other mental health disorders (Bellini et al., 2018; Boelen, 2013; Stroebe,
Schut, & Van den Bout, 2013 [10,16,29,30]). According to previous studies conducting LCA
research using the ICG, we created dichotomized indicator variables for each included item
(Djelantik et al., 2017; Lenferink et al., 2017; Zhou et al., 2018 [18,20,31]). Each item was
defined as symptom absent (=0) for ratings between 1 = “never” to 2 = “rarely” and was
considered as symptom present (=1) for ratings between 3 = “sometimes” to 5 = “always”.

Symptoms of posttraumatic stress were measured with the use of the adapted ver-
sion of the Impact of Event Scale-Revised (IES-R; Horowitz et al., 1979 [32]; Maercker &
Schützwohl, 1998 [33]), which assesses symptoms of PTSD. Items were selected as corre-
sponding to the DSM-5 categories for intrusion symptoms (thoughts, images, dreams),
avoidance of thoughts and behavior (reminders, thoughts, numbness), and changes in
arousal and reactivity (irritability/anger, concentration difficulties). Aiming for consistency
of dichotomization, we set a similar cut-off as described for the measures above. A symp-
tom rating between 0 = “not at all” and 1 = “minimal” was defined as symptom absent (=0)
while ratings between 2 = “moderately” and 4 = “extremely” were considered as symptom
present (=1).

2.3. Data Analysis

The first part of the statistical analysis was conducted in RStudio, version 4.0.0 (RStudio
Team, Boston, MA, USA 2020 [34]). No examination of missing data was necessary, as
a full adherence at the screening assessment was a prerequisite for participation in the
trial. To identify classes of suicide-bereaved individuals with comparable MDD, PGD, and
PTSD symptom profiles, the poLCA package was used [35]. The estimation process began
with two latent class profiles, while increasing the number of profiles in order to find the
optimal number of classes. For the identification of model fit, the following indices were
examined: Akaike’s Information Criterion (AIC), Bayesian Information Criterion (BIC),
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and entropy (classification quality). As indicated in previous research, lower AIC and BIC
values and higher entropy values indicate better fit [36]. Furthermore, an additional LCA
was conducted, adding important covariates in our model.

3. Results
3.1. Sociodemograhic Characteristics

The sample consisted of 159 adults (n = 142, 89.3% female) with a mean age of 40.62
(SD = 12.67) years. The majority of the sample was in a relationship (n = 31, 19.5%) or
married (n= 45, 28.3%), and had received a degree from vocational school, university
or higher (69.8%). The sample included first-degree bereaved relatives (n = 102; 64.2%),
bereaved spouses or partners (n = 36, 22.6%), and bereaved friends, colleagues, or others
(n = 21, 13.2%). The mean age of the bereaved individual at the time of loss was 41.45
(SD = 17.02) years. The mean time since the loss was 28.18 (SD = 55.77) months. For an
overview of all sociodemographic and loss-related characteristics, see Table 2.

Table 2. Sociodemographic and loss-related characteristics of the sample.

n (%) M (SD) Range

Gender (female) 142 (89.3%)
Age 40.62 (12.67) 19.0–69.0

Marital status
in a relationship 31(19.5%)

married 45 (28.3%)
single 51 (32.1%)

divorced 10 (6.3%)
widowed 22 (13.8%)
Education

low 7 (4.4%)
middle 41 (25.8%)

high 111 (69.8%)
Age of bereaved at time of loss 41.45 (17.02) 3.0–68.0

Kinship to deceased
child 40 (25.2%)

parent 27 (17.0%)
sibling 35 (22.0%)

spouse/partner 36 (22.6%)
friend/colleague/other 21 (13.2%)

Time passed since loss (months) 28.18 (55.77) 0.0–312.0
<6 months 62 (39.0%)

6–12 months 39 (24.5%)
13–24 months 28 (17.6%)
>24 months 30 (18.9%)

3.2. Latent Class Analysis

The fit indices for the latent class profiles are listed in Table 3. Based on the goodness-of-
fit indices, three class solutions appeared adequate with a better fit and interpretability, and
were therefore retained. We considered a value of >0.60 as a high probability of symptom
endorsement [19,37]. The three-class model revealed one resilient class (class 1; 16% of
the sample), one class with a higher probability for some symptoms of PGD and intrusion
symptoms of PTSD (class 2; 50% sample), and one class with prominent symptoms of PGD
and PTSD (class 3; 34% of the sample). The distinct symptom occurrences are presented
in Figure 2.

In class one (resilient class), only the PGD items “longing for the deceased” and “up-
setting memories”, as well as the PTSD item “intrusive thoughts”, had a high probability
of endorsement. In class two (PGD class), all PGD items except “disconnection” and “life
is empty” showed a high endorsement probability, while this was again observed for
the intrusion items of PTSD “intrusive thoughts” and “intrusive images”. In class three
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(combined PGD and PTSD class), all PGD items and PTSD items except “intrusive dreams”
and “numbness” had a high endorsement probability. This is the only class in which a
symptom of depression showed higher endorsement, though this only applied to the item
“sadness”. In general, symptoms of PGD and especially “longing” and “upsetting memo-
ries”, similar to the PTSD item “intrusive thoughts”, had a high endorsement probability
in all classes, while the probability for endorsement of all depressive symptoms, besides
“sadness”, was low.

Table 3. Goodness-of-fit criteria.

2 Classes 3 Classes 4 Classes 5 Classes

Number of estimated
parameters 49 74 99 124

Residual degrees of freedom 110 85 60 35
AIC 3870.78 3782.93 3774.32 3761.15
BIC 4021.15 4010.03 4078.14 4141.70

Likelihood ratio 2171.95 2034.11 1975.49 1912.33
Entropy 0.87 0.90 0.93 0.89

Note. AIC = Akaike information criterion; BIC = Bayesian information criterion.
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We extended our analysis by adding important covariates to our LCA analysis. Table 4
depicts differences between the classes regarding sociodemographic (age, gender) and
loss-related (kinship, time passed since day of loss) variables between the classes. The first
(resilient) class was used as the class of reference. No statistically significant differences
between the classes for age, gender, or kinship were found. Time passed since the day of
loss was the only variable significantly associated with the class membership. However,
this significance only applied to differences between the PGD and the resilient class. Time
since loss appeared lower for individuals in the PGD class compared to the resilient class.

Table 4. Latent class model with analysis of covariance.

B SE t-Value p-Value

PGD/PTSD vs. resilient class
Age −0.01 0.04 −0.39 0.70

Gender 1.32 0.97 1.36 0.18
Kinship 0.05 0.25 0.19 0.85

Time since the loss −0.40 0.50 −0.80 0.42

PGD vs. resilient class
Age −0.01 0.04 −0.25 0.81

Gender 1.53 1.42 1.07 0.29
Kinship 0.49 0.31 1.60 0.12

Time since the loss −1.34 0.54 −2.50 0.01
Note. B = Beta; SE = Standard Error; PGD = Prolonged Grief Disorder; PTSD = Posttraumatic Stress Disorder.

4. Discussion

To our knowledge, this is the first study employing LCA to explore classes of MDD,
PGD, and PTSD symptoms in a suicide-bereaved sample. Half of the examined population
showed mainly elevated PGD symptom endorsement, while one-third of the included
sample showed high PGD and PTSD symptom endorsement. PGD symptoms had a high
endorsement probability for all classes, while no pattern of increased MDD symptom
endorsement was revealed. A tendency towards higher endorsement probability for one
MDD item appeared, but only in the class characterized by increased combined PGD and
PTSD endorsement.

Our findings are in line with previous research focusing on community or trauma-
exposed samples showing classes of patients with increased PGD and with combined
PGD and PTSD symptom endorsement [18,19]. Based on the findings of this symptom
approach, it becomes clear that the targeted treatment of PGD reactions might be especially
valuable for the highest proportion of the population. “Longing/ yearning” appears to be
the most predominant symptom across all classes, independent of the time passed since the
loss [18,23]. Additionally, our findings are in line with research stressing the need to pay
attention to treatment options targeting comorbid PGD and PTSD symptoms [18,19,38].
Again, intrusive posttraumatic stress symptoms and in particular “intrusive thoughts”
showed high endorsement in all classes. Our findings offer an indication that time since
the loss might play a role in PGD symptom reduction, while there is no similar indication
for comorbid PGD/PTSD symptoms.

5. Conclusions

In conclusion, the assessment for comorbid treatment of PTSD appears crucial for those
bereaved through suicide. Similarly, the finding that a subgroup of participants appeared
to be affected by combined symptoms of PGD, PTSD, and only to a lesser extent by MDD
symptoms, agrees with previous research focusing on bereaved individuals [18,23,39]. Thus,
one partial explanation for our findings could be the exclusion of more severe depression.
Including severely depressed bereaved individuals might have led to differential findings.

Several limitations should be noted. First, our data are based on self-report ques-
tionnaires, leading to strengthened associations between variables. Second, our sample
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consisted mainly of female, highly educated adults. Future studies should aim to examine
larger and more heterogeneous suicide-bereaved samples. Third, there was a wide range
regarding the time since bereavement, ranging from less than one month to more than
20 years. A high percentage of participants were bereaved for more than 6 months, which is
the prerequisite for a PGD diagnosis [28]. Furthermore, there was not a full correspondence
with the diagnostic criteria, in contrast to the ICD-11 and DSM-5 criteria. In our approach,
which aimed at minimizing the number of items for the analysis and including only the
most characteristic symptoms of each disorder, we intentionally excluded doubled items
(e.g., “anger”, “concentration difficulties”) which simultaneously resemble symptoms of
more than one clinical diagnosis category. Through including all items, it appears likely
that symptom endorsement would increase as the interrelatedness of symptoms would
increase [16,17]. Thus, assessing formal diagnoses was beyond the scope of the present
study. A replication of our findings on a larger population, while also examining the full
spectrum of ICD-11 and DSM-5 criteria, is needed.

Notwithstanding the above-mentioned limitations, this study offers an important
first insight into subgroups of those bereaved through suicide, based on a symptom-level
approach. This was examined in a sample with a wide range of time elapsed since the
loss, and with different levels of kinship or relationship to the deceased. We found three
distinct classes of suicide bereavement, with participants appearing to be especially af-
fected by PGD symptoms, commonly combined with the presence of PTSD symptoms, and
especially with symptoms of intrusion. In line with previous findings on bereavement,
our findings highlight the necessity for concurrent treatment for PGD and PTSD for the
suicide bereaved [18]. Taking the traumatic circumstances following a violent death and
the exposure when discovering the deceased into account, it is not surprising that this
population shows an increased risk for developing PTSD [40]. Moreover, previous research
underlines the relatedness of PGD and PTSD, suggesting that the likelihood of yearning for
the deceased is higher for individuals who experience death-related intrusive thoughts and
memories related to the circumstances of death [41]. This attempt to avoid painful expe-
riences appears to mediate the relationship between the traumatic distress and yearning.
Trauma-focused, exposure-based treatments targeting PGD and PTSD symptoms simulta-
neously, while promoting the development of a comprehensive narrative, could represent
effective treatment options for those bereaved through suicide [42,43]. It appears likely that
a targeted treatment for PGD and PTSD could lead to simultaneous MDD symptom relief.
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Abstract: Background: Suicide-loss survivors (SLSs) are a population with unique characteristics that
place them at increased risk for developing grief complications and painful feelings of guilt that may
impact their supportive social environment. However, no studies to date have examined the role of
intrapersonal and interpersonal variables that may contribute to prolonged grief symptoms (PGS) as
outlined by the new DSM-5 criteria. The present study aimed to extend knowledge regarding the
role of interpersonal variables, such as perceived burdensomeness, thwarted belongingness, and
self-disclosure, in determining the impact of guilt on the development of PGS among SLSs. Method:
This study is part of a longitudinal study, though, in this study, we used a cross-sectional examination
of the recently completed fourth measurement. Study participants included 152 SLSs aged 22 to 76
who completed questionnaires measuring guilt, depression, perceived burdensomeness, thwarted
belongingness, self-disclosure, and PGS using the Prolonged Grief–Revised Inventory. Participants’
demographics and loss-related characteristics, such as time since suicide and participant’s age at the
time of suicide, were examined. Results: Confirming the hypotheses, intrapersonal variables (i.e.,
guilt and depression), as well as interpersonal variables (i.e., perceived burdensomeness, thwarted
belongingness, and self-disclosure), contributed significantly to PGS beyond sociodemographic and
loss-related factors. Perceived burdensomeness significantly moderated the contribution of guilt to
PGS: for participants with high burdensomeness levels, guilt contributed to PGS more strongly than
for participants with low burdensomeness. Conclusion: Guilt is an important contributor to PGS
among SLSs, and perceived burdensomeness plays a critical role in moderating this contribution.
In light of these findings, it can be suggested that SLSs with high levels of guilt should receive
special attention and may benefit from therapeutic interventions focusing on reducing maladaptive
cognitions that elicit intense guilt or perceived burden.

Keywords: suicide; bereavement; prolonged grief; guilt; self-disclosure; belongingness

1. Introduction
1.1. Prolonged Grief Disorder (PGD)

Grief is a universal, inevitable, painful part of life that has its origins in the severing
of close relationships [1]. The psychological response to the loss of a loved one is usually
accompanied by grief and emotional distress. Most bereaved individuals go through
a natural grieving process in which the intensity of symptoms decreases over time as
the bereaved gradually acclimates to the impact of the loss [1]. However, a significant
minority of these individuals experience abnormally intense and persistent grief symptoms,
resulting in significant functional impairment [2]. For decades, these and other symptoms
following loss were equated with symptoms of depression. Recently, cumulative evidence
has indicated that prolonged grief symptoms (PGS) represent a bereavement-specific
diagnosis [3] that comprises part of the clinical syndrome of prolonged grief disorder,
a condition recently supplemented to the International Classification of Diseases, 11th
Revision (ICD-11; [4]). Prolonged grief disorder is now included for the first time in
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the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, Text Revision
(DSM-5-TR) in the chapter on trauma and stressor-related disorders [3,5].

Although PGD is an identifiable and distinct disorder [6], research suggests it should
be viewed as a continuum of normal to prolonged and severe grief reactions rather than a
qualitative category [6,7]. Therefore, clinically relevant levels of prolonged grief symptoms
(PGS) are commonly used as a proxy to identify prolonged grief disorder [8].

The core element of PGD is intense longing or craving for the deceased or engaging in
thoughts or memories of them [3]. Other symptoms include intense emotional pain related
to the death, feeling that a part of oneself has been lost, difficulty accepting the death,
avoiding cues that might trigger thoughts of the deceased, and difficulty engaging in social
or other activities following the loss [3]. According to DSM-5 criteria, symptoms should
persist for at least 12 months after the loss [9], whereas ICD diagnostic criteria anticipate
symptoms persisting for more than six months after the loss [5].

Until the criteria for PGD were established and recognized, researchers and clinicians
used other related concepts, such as complicated grief, pathological grief, persistent com-
plex bereavement disorder, and traumatic grief [10]. These constructs were assessed in
recent decades by various standards, instruments, and cutoff scores for disordered grief,
such as PG-13, ICD-11 criteria, and ICG-R [11]. These PG-related structures have been
associated with various adverse health outcomes [1], substance abuse [12], increased sui-
cide risk [13], and decreased psychological quality of life [14]. However, in the absence
of valid self-report measures that met the DSM-5-TR criteria of PGD [3], these findings
could not be generalized to enable a fuller understanding of the prevalence of PGD and
its correlates. A population that should be assessed using the new DSM-5-TR criteria is
suicide-loss survivors, who have recently been classified among those at highest risk for
developing PGS [15].

1.2. Suicide-Loss Survivors

Suicide is a significant public health problem, causing an estimated 700,000 deaths an-
nually, making it the seventeenth leading cause of death worldwide [9]. Each death caused
by suicide can affect approximately 135 people [16]; these are referred to as suicide-loss
survivors (SLSs). Many SLSs are at high risk of experiencing severe emotional, physio-
logical, or social distress over an extended period following the suicide of a significant
other [17–19]. Moreover, SLSs are particularly at risk for developing PGS [15], which the
particular nature of suicide grief can explain. Most SLSs have difficulty understanding the
cause of death and why their loved one chose to end their life [20]. They may be dominated
by the grieving process, resulting in higher levels of PGS [21,22]. Therefore, it is essential to
understand the psychological contributors and moderators of PGS among SLSs.

1.3. Intrapersonal and Interpersonal Factors

It is well-established in the literature that SLSs often suffer from feelings of shame,
rejection, and social stigma [17,23]. However, one factor that has been repeatedly high-
lighted, and is perhaps the most common reaction in suicide grief, is guilt [24–26]. Guilt
is a remorseful emotional reaction, a sense of failure in one’s relationship with the de-
ceased and of not living up to one’s standards and expectations [27]. Guilt following a
suicide loss often emerges from the belief that the suicide could have been avoided had
the bereaved behaved differently, such as being more attentive [1]. As a result, many SLSs
are disinclined to share their thoughts and feelings with others [28,29]. This aversion to
sharing can undermine the foundation of SLSs’ interpersonal relationships [18], promote
loneliness and withdrawal, and exacerbate adverse psychological outcomes such as de-
pression, anxiety [1], and hopelessness [30]. Recently, Feigelman and Cerel [25] showed
that feelings of blameworthiness (a factor closely related to guilt) are associated with grief
difficulties among bereaved parents of children who died by suicide. However, despite
this widespread understanding of the importance of guilt in the suicide grieving process,
few studies have focused on examining the factors that may facilitate or exacerbate its
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contribution to the development of PGS. Depression also characterizes SLSs, as it reflects
the high mental burden that SLSs may carry in the aftermath of suicide loss [17]. Several
studies have found that suicide bereavement is related to higher levels of depression than
among other bereaved individuals [31]. Considering that depression is closely related to
PGS in general and among SLSs in particular, it is crucial to investigate depression’s role
alongside the guilt experience.

Several studies have suggested that interpersonal factors are among the main contrib-
utors to distress, depression, and complicated grief reactions among SLSs (e.g., [29,32,33]).
The widely recognized interpersonal theory of suicide (ITS; [34]) posits that two inter-
personal constructs—perceived burdensomeness and thwarted belongingness—are the
primary causal interactional risk factors for distress and suicidality [35]. Each dimension
represents a particular perception of the interpersonal environment, viewed as a dynamic
cognitive–affective state. Perceived burdensomeness (PB) refers to an individual’s sense
that their existence is a burden to friends, family members, or society and consists of two
facets: 1. the belief that oneself is so flawed that one is a burden to others and 2. affectively
charged cognitions of self-hatred [36]. Thwarted belongingness (TB) is the experience of
loneliness and the lack of relationships based on reciprocity [36]. The sense of not belong-
ing highlights the painful feeling of being external to the family, friends, and other social
groups [36].

Both TB and PB were found to be related to several adverse outcomes in the aftermath
of suicide loss. For example, recent research found that TB and PB predicted the extent
of complicated grief over time in a sample of SLSs [22], while the experience of high
belongingness promoted the development of higher levels of adaptive functioning after
suicide loss [37]. We can thus assume that higher levels of PB and TB could contribute
to higher levels of PGS among SLSs. Guilt is one of the painful feelings reported in post-
suicide grief [25], and it may have intrapersonal and interpersonal ramifications that can
undermine SLSs’ interpersonal relationships [28]. Indeed, it is likely that interpersonal
perceptions such as TB and PB play a critical role in PGS among SLSs who suffer from guilt.

Recent studies have shown that self-disclosure (SD)—a process by which people
communicate themselves to others [38]—can help reduce distress and suicidal ideation [39]
during the adjustment of SLSs [29] and even lead to posttraumatic growth [32]. SD promotes
the healing process and reduces emotional distress by providing new perspectives on the
self and the suicide event and helping to create constructive narratives about the changes
that have occurred [40,41]. SD also provides intimacy, a sense of being with others, and
an experience of social support [42] that allows one to overcome the walls of stigma and
distance [43]. As SLSs tend to experience painful guilt [25], disclosing intimate feelings and
thoughts is likely to be difficult for them, evoking feelings of ambivalence and psychological
pain they may prefer to avoid [28]. A limited level of SD is liable to comprise a buffer
between the individual and their social environment, leading to loneliness and social
isolation and exacerbating the difficulties of bereavement [43,44]. Interestingly, no studies
to date have examined the interpersonal contributors to PGS following suicide loss.

1.4. The Present Study

Considering the formal recognition of prolonged grief disorder as a new diagnostic
entity and the evidence that it is associated with various health problems and impairments
in quality of life, there is an increasing need to identify the factors contributing to the
severity of PGS. However, few studies have examined such predictors of PGS among SLSs.
To address this gap, this study aimed to examine the role of intrapersonal characteristics
(i.e., guilt and depression) and interpersonal characteristics (i.e., TB, PB, and SD) and the
impact of their co-occurrence as potential factors contributing to PGS after a suicide loss,
using the revised DSM-TR diagnosis of PGD. In light of the linkage between depression and
PGS, we also aimed to examine the contribution of guilt to PGS beyond the contribution
of depression. Overall, identifying factors contributing to the development of PGS will
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facilitate the design of preventive interventions for individuals at increased risk and establish
therapeutic measures targeting elements contributing to the onset and severity of PGS.

Three hypotheses were at the core of this study:

Hypothesis 1. Higher levels of guilt will contribute to higher levels of PGS among SLSs, beyond
sociodemographic and loss-related factors (i.e., the time elapsed since the loss, participant’s age at
the time of suicide, and fear of a future suicide of a family member) and beyond depression levels.

Hypothesis 2. Lower levels of self-disclosure and higher levels of perceived burdensomeness and
thwarted belongingness will contribute to higher levels of PGS among SLSs, beyond sociodemo-
graphic, loss-related, and intrapersonal factors (guilt and depression).

Hypothesis 3. Interpersonal factors (TB, PB, and SD) will moderate the relationship between guilt
and PGS among SLSs. As SD scores decrease and TB and PB increase, the relationships between
guilt and PGS will become stronger.

2. Method
2.1. Participants

The present study is part of a longitudinal study with four measurement points
(see [22]). The present study used the fourth measurement point, conducted in 2020–2021.
A total of 189 SLSs participated in the first measurement point of the study, conducted in
2015–2016. Of these, 152 (80.4%) participated in the fourth measurement. Thus, the final
sample of the current study comprised 152 suicide survivors (80.4% women), ranging in
age from 22 to 76.

Participants were recruited in two main ways. Most participants were recruited
through a nonprofit organization, The Path to Life, the national agency for suicide survivors
in Israel. The remaining participants were recruited through the official Facebook group
of Israeli suicide survivors and other social media groups of suicide survivors in Israel.
Inclusion criteria for suicide survivors were individuals who had lost a family member or
other close friend due to suicide. Exclusion criteria were age less than 15 years at the time
of suicide and inability to read and write Hebrew.

2.2. Measures
2.2.1. Guilt

Guilt levels were measured with Trauma-related guilt (TRG; [45]), an abbreviated
form of the Trauma-Related Guilt Inventory (TRGI; [46]). The inventory assesses guilt
characteristics following a traumatic event with five items representing the severity of
guilt related to the experienced trauma (e.g., “I did something I should not have done”,
reflecting a negative evaluation of the self). All items were measured on a Likert-type scale,
ranging from 0 (Does not match at all) to 10 (Matches completely), resulting in a mean score
of 0–10. Øktedalen et al. [45] reported the scale’s high reliability and content validity. For
the present sample, Cronbach’s alpha was α = 0.87.

2.2.2. Depression

Depression symptoms were assessed using the 9-item Patient Health Questionnaire
Depression Scale (PHQ-9; [47]). Participants were asked, “Over the last two weeks, how
often have you been disturbed by any of the following problems?” They then rated the
frequency of each of the symptoms (e.g., Poor appetite or overeating? Little interest or
pleasure in doing things?) using the following four anchors: 0 (not at all), 1 (several days),
2 (more than half of the days), and 3 (nearly every day). For this study, the mean of the
scale scores was used, ranging from 0 to 27. Higher scores indicated more severe depressive
symptoms. High PHQ-9 scores have been associated with increased physician visits,
physical disability, risk of psychiatric comorbidity, and overall severity of the syndrome [47].
Cronbach’s alpha for the present sample was α = 0.90.
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2.2.3. Thwarted Belongingness and Perceived Burdensomeness

Thwarted belongingness and perceived burdensomeness were assessed using the
10-statement Interpersonal Needs Questionnaire (INQ; [35]). Five items evaluated each of
the two subscales: thwarted belongingness (e.g., “These days, other people care about me”
[reversed scored]) and perceived burdensomeness (e.g., “These days, I feel like a burden on
the people in my life”). Respondents indicated the extent to which the statements applied
to them on a 7-point Likert-type scale, with higher scores reflecting more severe levels of
thwarted belongingness and perceived burdensomeness. In this study, we used the Hebrew
translation of the INQ, which has been employed in several studies (e.g., [22]). Cronbach’s
alpha for the present sample was α = 0.85 for thwarted belongingness and α = 0.90 for
perceived burdensomeness.

2.2.4. Self-Disclosure

The Distress Disclosure Index (DDI; [48]) was used to measure the individual’s incli-
nation to disclose personally distressing information (e.g., “I usually don’t share issues
that bother me” [reverse scored]; “I try to find people to talk to about my problems”). The
12-item DDI is presented on a 5-point Likert-type scale, ranging from 1 (strongly disagree)
to 5 (strongly agree). Higher scores represent a greater inclination to disclose. Confirmatory
factor analysis of the DDI yielded a single construct with high reliability and validity [48].
Cronbach’s alpha for the present sample was α = 0.94.

2.2.5. Prolonged Grief Disorder (PGD) Symptoms

PGD symptoms were assessed using the Prolonged Grief-13-Revised (PG-13-R) scale [3].
This 10-item questionnaire is presented on a 5-point Likert-type scale, ranging from 1 (not
at all) to 5 (overwhelmingly). The sum of the scale is used for the assessment of grief inten-
sity on a dimensional scale for diagnosing PGD according to the new DSM-5-TR criteria
(yearning, preoccupation, identity disruption, disbelief, avoidance, intense emotional pain,
difficulty with reintegration, emotional numbness, feeling that life is meaningless, and
intense loneliness). Higher scores reflect higher levels of PGS, with a PG-13-R symptom
score of 30 or above indicative of syndrome-level PGD symptomatology [3].

The PG-13-R scale also presents three items, responded to dichotomously (“yes” or
“no”), that are not included in the total score. They assess three diagnostic criteria: whether
the respondent has lost a significant other, how long ago the death occurred, and the
impairment associated with the symptoms. The PG-13-R scale has been shown to be
reliable for measuring grief symptoms on a dimensional scale in three different community-
based populations [3,49]. Cronbach’s alpha for the present sample was α = 0.87.

2.2.6. Demographic and Loss-Related Characteristics

Demographic and diagnostic data on suicide loss were collected for each participant.
These data included the age of the survivor and the deceased at the time of the suicide,
the time elapsed since the suicide, the participant’s relationship to the person who died by
suicide (e.g., child, spouse, parent, friend), the extent to which the suicide was expected or
unexpected, and the extent of the fear of a future suicide of a family member.

2.3. Procedure

The study was approved by the ethics committee of the Ruppin Academic Center.
Potential participants were informed of the risks and compensation procedures. They were
assured of anonymity, confidentiality, and the right to withdraw from the study at any
time. Participants were required to confirm their willingness to participate by signing an
informed consent form and completing the questionnaire online (using Qualtrics online
survey software). After completing the questionnaire, participants were asked if they
consented to being contacted for a follow-up in the future. Consenting participants were
invited to subsequent measurements (T2, T3, and T4) and were requested to complete a
brief questionnaire that included the main study variables. After completing the online
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questionnaire, participants were compensated with vouchers at each measurement point
(approximate value at each measurement: USD 25).

2.4. Statistical Analysis

Pearson correlation tests were calculated to examine the relationships among the
study variables, followed by a hierarchical multiple regression with PGS as the dependent
variable. As Aiken, West, and Reno [50] recommended, all continuous predictor variables
were standardized, as were the cross-product interaction terms. To examine the nature of
the interaction within a regression framework, moderation analysis was performed using
the PROCESS macro (Model 1; [51]). The Statistical Package for the Social Sciences (SPSS,
v26.0 for Windows, Armonk, NY, USA) was used for all analyses. A Bonferroni correction
was applied to all analyses. The level of statistical significance was set at p = 0.05.

3. Results
3.1. The Sample’s Demographics

The mean age of the sample was 47.5 (SD = 14.7). Regarding participants’ marital
status, 69 (45.4%) reported being married, 49 (32.2%) single, 20 (13.1%) divorced, and 14
(9.2%) widowed. Regarding religiosity, most of the participants (112, 73.7%) reported being
secular, 29 (19.1%) reported being moderately religious, and the others (11, 7.3%) reported
being religious Jewish. Regarding socioeconomic status (SES), 35 (23%) participants re-
ported a very low SES, 38 (25%) low SES, and the remaining 79 (52%) medium and high
SES. Regarding schooling, almost all participants (n = 132, 86.9%) reported completing at
least 12 years of education, and 96 (63.2%) reported having a university degree.

3.2. Suicide-Related Demographic Information

The time elapsed since suicide varied, with a mean of 166 months (SD = 105.5). The
mean age of participants at the time of suicide was 30.7 (SD = 10.1). Similarly, the mean age
of the deceased at the time of suicide was 30.8 (SD = 13.9). Regarding the expectation of the
suicide, only 9 (5.9%) participants indicated that the suicide was expected to a high degree,
whereas 47 (30.9%) participants indicated that suicide was wholly unexpected. Regarding
the nature of the participant’s relationship with the person who died by suicide, 26 (17.1%)
participants reported losing a parent, 43 (28.3%) lost a sibling, 29 (19.1%) lost a child, 16
(10.5%) lost a spouse, 9 (5.9%) lost a relative (uncle, aunt, cousin), and 29 (19.1%) lost a
close friend.

3.3. Intercorrelations of Study Variables

Pearson correlations between the study variables were calculated for preliminary data
analysis. The means, standard deviations, and intercorrelations are presented in Table 1.
The matrix shows that PGS were significantly and positively correlated with the TB and PB
dimensions of the interpersonal theory of suicide and negatively correlated with SD. In
addition, a relatively strong positive correlation was found between PGS and depression
and between PGS and guilt. Furthermore, scores for PGS were positively associated with
participants’ age at the time of suicide and the fear of a future suicide by a family member.
However, the time elapsed since the suicide was not significantly associated with PGS.

168



Int. J. Environ. Res. Public Health 2022, 19, 10545

Table 1. Means, standard deviations, and intercorrelations between main study measures (n = 152).

Measures 1 2 3 4 5 6 7 8 9

1 Time since suicide 1 1

2 Participant’s age at the
time of suicide −0.41 ** 1

3 Fear of a future suicide of
a family member −0.17 −0.12 1

4 Depression −0.08 0.13 0.42 *** 1
5 Guilt −0.09 0.13 0.34 *** 0.59 *** 1
6 PB −0.09 −0.09 0.47 *** 0.55 *** 0.42 *** 1
7 TB −0.18 0.14 0.25 *** 0.42 *** 0.33 *** 0.71 *** 1
8 Self-disclosure 0.12 −0.31 *** −0.07 −0.18 * −0.22 ** −0.24 ** −43 ** 1
9 PGS −0.18 0.32 *** 0.35 *** 0.71 *** 0.57 *** 0.37 *** 0.19 * −0.30 *** 1

Mean 166.03 30.68 4.84 6.41 3.53 12.90 20.35 3.66 2.08
Standard Deviation 105.52 10.13 1.14 3.61 1.03 3.82 5.39 0.73 0.50
Range: Min-max 24–672 9–60 1–7 0–25 1–10 8–33 9–42 1–7 1–4

* p < 0.05, ** p < 0.01, *** p < 0.001. PB = perceived burdensomeness; TB = thwarted belongingness;
PGS = prolonged grief symptoms according to the PG-13-R scale. 1 In months.

3.4. Hierarchical Regression Analyses

A four-step hierarchical multiple regression was performed to determine if interper-
sonal variables (PB, TB, and SD) predict the level of PGS among SLSs, beyond demographics,
depression, and guilt variables [52] and with PGS as the dependent variable. In Step 1,
three variables (time elapsed since the suicide, the age of the participant at the time of the
suicide, and the level of fear of a future suicide of a family member) were entered into the
equation. In Step 2, the intrapersonal factors (depression and guilt) were entered into the
equation. In Step 3, the interpersonal characteristics (PB, TB, and SD) were entered into the
equation to examine their contribution beyond the intrapersonal factors. In the final step,
the Guilt X PB and the TB X SD interactions were added to the model.

Overall, the model was significant and explained 60% of the variance in PGS (F(11,
140) = 18.95, p < 0.001). Table 2 presents the contribution of each variable when entered
into the regression. In Step 1, suicide-related demographic variables explained 24.6% of the
variance (F(3, 148) = 16.09, p < 0.001). Specifically, we found that the participant’s age at
the time of suicide had a significant positive contribution to PGS (β = 0.34, t (148) = 4.98,
p <.001). Fear of future suicide by a family member also had a significant positive con-
tribution to PGS (β = 0.32, t (148) = 5.30, p < 0.001). However, time since suicide did not
significantly contribute to PGS. In Step 2, depression and guilt contributed by 24.4% to
the explained variance beyond suicide-related demographic variables (F(2, 146) = 34.94,
p < 0.001). Specifically, both depression (β = 0.45, t (146) = 6.10, p < 0.001) and guilt
(β = 0.19, t (146) = 2.67, p < 0.01) had a significant positive contribution to PGS. In Step 3,
PB, TB, and SD contributed an additional 6% of the variance beyond the intrapersonal and
suicide-related demographic variables (F(3, 143) = 5.79, p < 0.001). Specifically, TB had a
significant positive contribution to PGS (β = 0.32, t (143) = 3.80, p < 0.001). In addition,
SD had a significant negative contribution to PGS (β = −0.21, t (143) = −3.07, p < 0.01).
However, PB yielded only a marginally significant positive contribution to PGS. At the
final step, the three interactions between guilt and PB, TB, and SD significantly contributed
to PGS beyond all other variables, accounting for an additional 5.3% of the total variance
(F(3, 140) = 6.15, p < 0.001). Specifically, the interaction of guilt and PB had a significant
contribution to PGS (β = 0.46, t (140) = 3.87, p < 0.001). Additionally, the interaction of guilt
and TB had a significant negative contribution to PGS (β = −0.30, t (140) = −2.42, p < 0.05).
The Guilt X SD interaction did not significantly contribute to PGS.
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Table 2. Summary of hierarchical multiple regression analysis for predicting PGS (n = 152).

Predictors B SE B β ∆R2 R2/Adj. R2 Fchange

Step 1 0.25 *** 0.25/0.23 16.08 ***
Time since suicide 1 0.00 0.01 −0.02

Participant’s age at the time of suicide. 0.34 0.07 0.37 ***
Fear of a future suicide of a family member 0.34 0.06 0.38 ***

Step 2 0.24 *** 0.49/0.47 34.95 ***
Depression 0.17 0.07 0.45 ***

Guilt 0.44 0.06 0.19 **
Step 3 0.06 *** 0.55/0.52 5.79 ***

PB 0.16 0.08 0.16
TB 0.29 0.08 0.32 ***

Self-disclosure −0.19 0.06 −0.21 **
Step 4 0.05 *** 0.60/0.57 6.15 ***

Guilt X PB 0.21 0.05 0.46 ***
Guilt X TB 0.12 0.05 0.30 *
Guilt X SD −0.05 0.06 −0.06

Degrees of freedom for Step 1, F(3, 148); for Step 2, F(5, 146); for Step 3, F(8, 143); and for Step 4, F(11, 140).
* p < 0.05. ** p < 0.01. *** p < 0.001. PB = perceived burdensomeness; TB = thwarted belongingness;
SD = self-disclosure; PGS = prolonged grief symptoms as measured by the PG-13-R scale. 1 no. months.

Moderation Analyses

To understand the nature of the significant interactions, two moderation analyses
were conducted using the PROCESS macro (Model 1; [51]). Two moderation analyses were
performed with standard scores (Z) of PGS as the dependent variable and guilt as the
independent variable. The moderators were PB and TB levels.

As presented in Figure 1, a significant interaction was found between guilt and PB in
predicting PGS (b = 0.11, SE = 0.04, 95% CI [0.03, 0.17], t (172) = 2.83, p < 0.01). Examining the
interaction revealed that for SLSs with higher levels of PB, guilt had a positive and stronger
contribution to PGS (for low PB: b = 0.34, SE = 0.09, 95% CI [0.16, 0.52], t (172) = 3.81,
p < 0.001; for moderate PB: b = 0.44, SE = 0.07, 95% CI [0.31, 0.58], t (172) = 6.38, p < 0.001;
for high PB: b = 0.55, SE = 0.07, 95% CI [0.42, 0.68], t (172) = 8.12, p < 0.001). The interaction
between guilt and TB in predicting PGS was not found to be significant in the moderation
analysis (b = 0.03, SE = 0.03, 95% CI [−0.03, 0.09], t (172) = 0.98, p = 0.328).
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4. Discussion

To our knowledge, this study is the first to demonstrate the critical contribution of
interpersonal variables to the relationship between guilt and PGS in the aftermath of suicide
loss by using the revised DSM−TR diagnosis of PGD. As SLSs are at increased risk of
experiencing guilt, shame, and stigma [25], it is critical to understand the mechanisms that
facilitate (or buffer) the contribution of such feelings to the development of PGS.

Our results indicated that guilt and depression are critical contributors to the level
of PGS beyond sociodemographic and loss-related factors. These findings align with
several studies that have highlighted the importance of guilt as a significant predictor of
the development or progression of psychopathological symptoms in grief following suicide
loss [19,30] and grief in general [53–55]. Other studies have suggested that feelings of guilt
are longer lasting and more intense in suicide grief than in other forms of grief [56,57].

Furthermore, we found that interpersonal variables (i.e., perceived burdensomeness,
thwarted belongingness, and self-disclosure) contributed to PGS beyond intrapersonal, so-
ciodemographic, and loss-related factors. Given the strong association between depression
and PGS, any contributions beyond depression can be considered highly noteworthy. Thus,
our results suggest that the SLSs’ devastating feelings of lack of belonging, isolation, being a
burden to their surroundings, and difficulty disclosing intimate feelings and thoughts may
contribute to PGS. This finding aligns with several cross-sectional and longitudinal studies
that highlight the critical role of these variables in maladaptive grief response [22,30,58,59].

This study’s main finding was that PB levels significantly moderated the contribution
of guilt to PGS. Thus, it can be inferred from these results that perceived burdensomeness
plays a significant role in facilitating PGS among SLSs, especially those experiencing guilt.

4.1. The Contribution of Interpersonal Characteristics to PGD among Suicide-Loss Survivors

Our findings offer evidence that interpersonal factors can have a positive and protec-
tive effect on the development of PGS among SLSs. We suggest that sense of belonging,
considered one of the basic psychological needs of humankind [60], may provide a signifi-
cant protective barrier to these grief reactions and may thus help SLSs to better cope with
different psychological difficulties [61], even with suicidal ideation and behavior [36,62].
Moreover, our results suggest that self-disclosure may play an essential role in coping
with grief after the suicide of a loved one. Previous studies [33] found that encouraging
survivors to self-disclose promotes the exchange of social support and the experience of
belonging, connectedness, and togetherness, which may inhibit complications in grief [33].
Self-disclosure may help organize intrapsychic grief and process the emotional aspects of
the traumatic suicide event [61,63], especially for individuals who have difficulty accepting
and regulating their emotions [64,65]. When SLSs conceal the suicidal event or avoid
talking about it (for example, because they perceive themselves as a burden to those around
them), they risk shutting themselves off from people who are a potential source of help,
comfort, and support [41]. Similarly, Oexle et al. [66] showed that the tendency to maintain
a veil of secrecy regarding suicide loss is associated with more severe grief difficulties
among SLSs.

These findings are not surprising considering that coping with loss after a suicide
has been shown to have severe effects on relationships in the social support systems of
SLSs [41,43]. Many SLSs feel that their relationships with those around them become more
distant after the suicidal event [67], and they are less confident in and less reliant on their
social networks [68]. Moreover, these findings are consistent with the new DSM-5-TR
criteria, which indicate intense loneliness and a sense of detachment from others as symp-
toms (listed in Criterion C) for the diagnosis of PGD [5]. In addition, we may speculate
that damage to the supportive interpersonal network of a SLS may exacerbate other grief
reactions listed as symptoms in the DSM-5-TR. For example, SLSs may experience signif-
icant disruption in their social relationships due to a desire to stave off reminders of the
deceased. These unwanted reminders and cues may include people, places, or situations
that could trigger their sense of loss and other painful feelings related to the deceased and
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the suicide event (listed as a symptom in Criterion C for the diagnosis of PGD according
to the DSM-5-TR criteria) [5]. The resultant profound loneliness may even intensify their
longing for and preoccupation with the deceased person (listed as a symptom in Criterion
B for the diagnosis of PGD according to the DSM-5-TR criteria) [5]. We recommend that
these issues be investigated in future longitudinal studies to demonstrate clear causality.

Thus, experiences of belongingness and solidarity may help SLSs cope with painful
feelings of grief, including social isolation which could lead to PGD, as formulated in the
DSM-TR-5 [5]. Knowing that one can rely on the support of friends and family and not face
a lonely future can help soften the blow of loss and possibly ward off its harmful effects.
These benefits can be achieved, among others, through religious affiliation, which may
provide a sense of belonging [69]. Religious affiliation is thought to help cope with grief; it
has been shown to protect against painful emotions associated with grief [70].

4.2. The Moderating Role of Perceived Burdensomeness in the Association between Guilt and PGD
among Suicide-Loss Survivors

Our results suggest that PB levels significantly moderate the contribution of guilt to
PGS. PB is interactively related to interpersonal variables such as social belonging, social
support, and self-disclosure [37]. Therefore, we suggest that SLSs who experience intense
feelings of guilt following the suicide of a loved one but also feel justified remaining within
their immediate social environment may incur significant benefits. These SLSs will then
likely benefit from the healing qualities of a sense of belonging and togetherness and the
opportunity to share the distressing guilt they carry in their hearts with those around them.
Conversely, when SLSs who experience guilt are confronted with the belief that they are
a burden to those around them, the emotional pain they carry can intensify and interfere
with their grieving process in several ways.

Guilt may reinforce survivors’ perceptions that they are burdensome to those around
them during the grieving process [22,57]. After the loss, many SLSs ruminate intensely
about the conceivable reasons for the suicidal event and their role in it [56,71,72] and
often exaggerate their responsibility [20,73]. In addition, the internal guilt that many SLSs
feel regardless of their environment [67] may be met with society’s negative stereotypes
and prejudices [43,74], which has recently been associated with higher levels of perceived
burden [75]. Thus, guilt may reinforce SLSs’ perception that they are so defective that their
presence could harm and burden their loved ones or society in general [75].

SLSs may also feel that the expression of guilt, loneliness, and grief burdens their
social environment, particularly if their acquaintances are grieving for the same person
who died of suicide [59]. Thus, they may be reluctant to share their feelings of guilt with
others, preferring to remain alone with them [76]. This perception may even lead SLSs
to avoid entering new relationships for fear of further loss because they believe they are
“cursed” [67]. Therefore, it is likely that this interactive relationship may increase feelings
of loneliness and disconnection from their environment. In addition, we suggest that SLSs’
deeply held belief that their loved ones would be better off without them exacerbates
their feelings of guilt. For example, when SLSs experience themselves as a burden, they
inevitably feel dependent on others to some degree and may experience frustration and
guilt for the resulting difficulties [77]. Finally, PB and guilt contain a strong emotional
component associated with self-loathing [36,78], and their coexistence could dramatically
exacerbate their inner turmoil, self-accusation, and emotional distress following the loss.
This perspective would be interesting to explore in future studies.

Thus, we suggest that the destructive relationship between guilt and feelings of
burdensomeness may interfere with normative grief processes and increase the likelihood
of PGD among SLSs. This process may be driven by severely limiting the individual’s
capacity to seek help in their immediate environment, deepening feelings of isolation, being
cut off from others, and increasing self-hatred and emotional distress. In addition, this
interactive relationship can interfere with the ability of the SLS to experience hope and
vitality, making their future seem bleak, empty, and meaningless. These perceptions and
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feelings correspond to the symptoms listed in Criterion C for the diagnosis of PGD, as
articulated in the DSM-TR-5 [5].

4.3. Limitations and Future Directions

This study has several methodological limitations. The first limitation concerns the
voluntary nature of the sample. Most participants were members of organizations and
forums concerned with loss in the wake of suicide. Therefore, individuals with some
potential for enduring pain may be overrepresented in the current sample. In addition, the
recruitment process likely yielded an overrepresentation of people active on the Internet
and social media. Consequently, our sample may comprise fewer individuals with high
levels of distress who do not have Internet access or are not active on social media platforms.

Furthermore, our sample consisted mainly of participants with a high education
level and a high proportion were women (80.4%), limiting the generalizability of the
current results to other populations. However, even in representative samples of SLSs,
women are typically overrepresented to some degree, given that men are three times more
likely than women to die of suicide [58]. However, as women are often more prone to
higher levels of guilt [79], gender should be considered in future studies. In addition, the
overrepresentation of secular individuals in our sample (73.7%) may bias the study findings
due to the protective effects of religion and spirituality on grief [70] and guilt [80]. Finally,
using an Israeli sample with specific cultural scenarios regarding grief and sharing [81]
may limit the generalizability of our findings to other cultures. Therefore, a broader and
more representative sample of SLSs will facilitate a more comprehensive and representative
understanding of PGS among suicide survivors.

Another limitation relates to the type of questionnaires used in our study. The use
of self-report questionnaires may introduce various biases in participants’ reports (e.g.,
social desirability), a factor particularly relevant when addressing the sensitive topic of
PGD and guilt following a suicide. Furthermore, PGD identification was derived from
self-report questionnaires derived from cross-sectional samples. Future studies should
therefore consider collecting data from multiple sources of information and incorporate
more objective measures. For example, a more rigorous method for identifying PGD could
include systematic clinical interviews where trained mental health professionals would
make the diagnosis.

Finally, the study’s cross-sectional nature and the lack of an assessment of interper-
sonal functioning before the suicidal event limit our ability to determine the order of the
phenomena and thus the causality of these relationships. The effects of guilt, PB, TB, and
SD on PGS may be interactive and circular. Moreover, some participants may have had a
history of mental disorders (e.g., depression) and may have been prone to guilt prior to
the suicidal event [82]. Therefore, we cannot rule out the possibility that a participant’s
current report of guilt and depression reflects circumstances that preceded the suicidal
event and contributed to its affect while not being directly related to the suicide. Thus, we
recommend that future studies consider the psychiatric history of participants and con-
duct a longitudinal study that might reveal the approximate causal relationship between
intrapersonal and interpersonal characteristics and PGS.

4.4. Theoretical and Practical Implications

Despite the noted limitations, the present study has theoretical and practical impli-
cations. Concerning theoretical implications, the study’s findings highlight PB’s crucial
and moderating role in the relationship between guilt and PGD among SLSs. Thus, our
findings suggest that the recovery process relies upon SLSs’ interpersonal experiences and
perceptions when dealing with the suicide of a loved one, especially for those with high
levels of guilt.

Feelings of guilt and other painful emotions associated with death may impact SLSs’
social networks by creating the harsh perception that they are a burden to those around
them. These sensations and perceptions interfere with normative grieving processes,
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impede receiving support and sharing their pain, and increase the likelihood that they will
suffer from PGD. Thus, the study findings highlight the importance of the resilience factors
of sense of belonging and self-disclosure, which can be served as barriers to PGS among
SLSs. It is noteworthy that the contribution of guilt and perceived burdensomeness on
PGS is likely interactive and circular, as high levels of PGS also contribute to increases in
guilt and PB which, in turn, increase the severity of PGS. Therefore, it would be essential to
investigate this complex relationship in future longitudinal studies, which could contribute
to designing targeted interventions for SLSs.

Concerning practical implications, our findings suggest that interpersonal variables
may serve as buffers against grief complications, particularly among SLSs who suffer from
painful guilt. Therefore, health care professionals and the general environment surrounding
the SLS should monitor the social involvement of the SLS and the extent of social support
they receive. Furthermore, disclosing intimate feelings and thoughts may protect against
PGD by enhancing a sense of belonging, relieving harmful cognitions (e.g., perceived
burdensomeness), and reducing guilt [23,83].

It is noteworthy that PB and TB typically reflect distorted perceptions and are not
based on facts [84]. Therefore, primary psychoeducational interventions could help SLSs
gain support and a new perspective on themselves and the suicide event [85]. In addi-
tion, psychotherapy protocols aiming to help people understand their relationships with
others may benefit individuals with high TB and PB levels. For example, interpersonal
psychotherapy (IPT), which aims to improve interpersonal skills, especially self-disclosure,
may prove effective for SLSs [86]. Moreover, psychosocial therapies focusing on activating
social support (to reduce feelings of thwarted belongingness) and reducing maladaptive
cognitions (i.e., helping survivors find ways to contemplate death that do not evoke strong
feelings of guilt or perceived burdensomeness) may benefit SLSs [1].

Another possible treatment avenue may be group therapy, which can facilitate SLSs
sharing and disclosing their feelings of guilt, modifying the meaning of the suicide event,
normalizing the grief experience of suicide, and, most importantly, providing them with a
sense of belonging [87]. However, peer support programs may provide similar benefits [88],
where SLSs can share their feelings and personal stories with each other, validate their grief
experience, and exchange psychosocial support that strengthens their sense of belonging
and “togetherness” [88]. Furthermore, our findings point to the potential of mindfulness-
based interventions to promote self-compassion, which has been shown to positively impact
feelings such as TB and PB [32,65], as well as coping with unpleasant emotions such as
guilt [89]. These approaches could help the bereaved overcome the painful loss of a loved
one and even exhibit growth in the wake of these painful circumstances [32].

5. Conclusions

In conclusion, this study has expanded the current knowledge of the factors and
mechanisms contributing to PGD according to the criteria proposed in the DSM-5-TR [3]
after a suicide loss. Moreover, the study’s findings indicate the crucial and moderating role
of perceived burdensomeness in the relationship between guilt and PGD among SLSs. It can
be suggested that guilt and perceived burdensomeness may have a detrimental interaction
on a person’s connection to their social network, thus interfering with normative grief
processes and increasing the risk of PGD among SLSs. In addition, the study’s findings
highlight the importance of social and community factors in preventing PGD among
suicide-loss survivors and suggest that the resilience factors of sense of belonging and
self-disclosure may help SLSs to effectively cope with PGS.
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Abstract: People bereaved by suicide are affected psychologically and physically and may be at
greater risk of taking their own lives. Whilst researchers have explored the impact of suicide on
family members and friends, the area of colleague suicide has been neglected and postvention
guidance for supporting surviving colleagues is often poorly developed. This critical integrative
review explored the impact of colleague suicide on surviving co-workers and reviewed postvention
guidance for workplaces. Systematic searches found 17 articles that met the inclusion criteria. Articles
were appraised for quality and extracted data were analysed using a thematic network method.
Article quality was moderate. Two global themes were developed: impact of a colleague suicide
comprised themes of ‘suicide loss in the workplace’; ‘professional identities and workplace roles’;
‘perceptions of professional uniqueness’; and ‘professional abandonment and silencing’. Postvention
following a colleague suicide comprised ‘individualised responses’; ‘the dual function of stigma’; and
‘complex pressure on managers’. A unifying global network ‘after a colleague suicide’ describes the
relationships between all themes. A series of disconnects between existing postvention guidance and
the needs of impacted workers are discussed. This review demonstrates the need for robust, systemic
postvention for colleagues impacted by the complex issue of colleague suicide.

Keywords: suicide; postvention; impact; loss; grief; bereavement; colleague; co-worker; guidance; review

1. Introduction

Suicide is one of the leading causes of death around the world, with more than
700,000 people dying by suicide every year [1]. This means that 1% of all global deaths are
due to suicide [2]. Suicide affects the physical and psychological health of the bereaved [3]
and, compared to other causes of sudden death, those bereaved by suicide report higher
levels of rejection, shame, stigma, and a need to conceal the method of death [4,5]. Every
suicide impacts approximately 80 [6] to 135 [7] people, of which 1 in 30 may be deeply
impacted and so can be considered bereaved [8]. Suicide bereavement has also been
identified as a risk factor for attempted suicide [9–11]; approximately 7–9% of people
bereaved by suicide subsequently attempt suicide [11,12]. There is also an association with
occupational dropout [13].
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Previous studies have measured and explored the impact of suicide on family mem-
bers [14–17], friends [18], teachers [19], university staff [20,21], therapists, and other health-
care workers [22–24]. A recent UK-wide survey on the impact of suicide [4] found that 2%
of participants reported being bereaved by a colleague’s death. However, the impact of
colleague suicide has not been widely investigated, even though the suicide rate in the
UK is higher for certain professions; approximately 12 deaths per 100,000 were suicides
between 2011 and 2015 while the risk of suicide for female healthcare professionals was
24% higher than this national average [25].

The support offered to those impacted by suicide is known as postvention [26–29].
Effective postvention has been shown to improve mental health and grief-related out-
comes [30], help bereaved people seek and share support and information, and memorialise
their loved ones [31]. While there is some postvention guidance for workers impacted
by colleague suicide, see e.g., [28,32,33], existing guidance is limited and is not always
evidence based.

Additionally, we argue that suicide research often focuses on the individual rather
than the context in which suicide happens [34,35] or on preventing more deaths rather
than improving quality of life [36,37]. Critical suicidology, an approach which considers
the context and cultures in which suicides happen, such as the occupational factors or
antecedents [35,37–39], provides a useful lens through which to explore the impact of
suicide and support needs of those bereaved. We used this to inform our analysis.

Our review has drawn together empirical research and current guidance on colleague
suicide, highlighting what we already know and what the gaps in the research are, sign-
posting the next steps for researchers and support.

Review Aims

Three questions guided the review:

1. What is the impact on staff of a colleague death by suicide?
2. What is the current guidance for providing postvention support to staff following a

colleague suicide and has this guidance been evaluated?
3. What kinds of postvention have been offered, or ought to be offered, to staff affected

by a colleague suicide and what are staff experiences of that postvention?

2. Methods

An integrative review is a robust methodology [40] that allows a comprehensive
understanding of a topic via the synthesis of all available evidence [41]. It is suited
to reviewing a combination of diverse methodologies, including experimental and non-
experimental research [42], and allows a broad sampling frame [43]. We followed the
five steps set out by Whittemore and Knafl [42]: problem identification, through which
we developed our review questions; literature search; data evaluation; data analysis; and
presentation of conclusions.

2.1. Eligibility Criteria

We were interested in reports of the impact of colleague suicide, postvention guidance
for workers, and evaluations of that guidance. The eligibility criteria are shown in Table 1.

2.2. Search Strategy

The databases listed in Table 2 were searched for the below terms between October
and November 2021. The selection process ended in May 2022.
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Table 1. Inclusion and exclusion criteria.

Inclusion Criteria Exclusion Criteria

Reported on the experiences of people
following a colleague suicide

Reported experiences following the suicide of a
client, patient, service-user, student, family
member, or anyone outside of work

Reported responses to an incident of, or set out
guidance or policy in response to, the suicide
of an employee or colleague

Reported only on prevention or intervention of
colleague or employee suicide or on causes of
suicidal ideation or behaviour

Qualitative, quantitative, or mixed methods
research studies, reviewed original data,
reported a first-person account, case study, or
opinion piece

Reported or evaluated the implementation of
postvention guidance or support programmes
for staff

Published in the English language

Contributed usefully to addressing the review
problem

Table 2. Databases and search terms.

Databases Grey Literature Databases Search Terms

Medline BASE suicide
PsycINFO Google Scholar AND
CINAHL British Library [colleague* OR co-worker* OR

staff OR personnel OR
employee OR workplace]

Embase Ethos AND
Web of Science ZETOC [postvention OR guidance OR

guidelines OR support* OR
therap* OR response OR
policy OR evaluat*]

ProQuest AMC Digital Library
PubMed Cochrane Library
Scopus IEEE Xplore

NHS Evidence
Social Care Online
Social Science Research
Network
United Kingdom Department
of Health
GreyLit.org

The reference lists of chosen papers were hand-searched for further relevant articles.
We did not apply any search limiters in terms of dates or country as we wished to scope
the literature as widely as possible.

2.3. Article Screening

HC and JS independently screened all article titles, rejecting those that did not fit the
criteria. We used the Rayyan.ai platform to support article screening. Duplicates were
deleted. HC and JS accepted or rejected articles based on their abstracts. Disagreements
were discussed until consensus was reached; had we not reached a consensus, a third
reviewer (NE) was available to make a final decision. The full articles were read and any
which did not fit the inclusion criteria were rejected. Seventeen articles were included in
the review. The screening process is summarized in the PRISMA diagram in Figure 1.
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for systematic review and meta-analyses (PRISMA) flow diagram [44].

2.4. Quality Appraisal

Our purpose in appraising the quality of the included articles was not to exclude any
articles that could usefully contribute to answering the review questions [45,46] but instead
to be aware of the overall quality of the papers.

HC and JS appraised the 17 included articles using a range of tools, including the
AGREE-II tool [47], Joanna Briggs Institute (JBI) qualitative appraisal tools [48], the Mixed
Methods Appraisal Tool (MMAT) [49], and the Quality of Survey Studies in Psychology
(QSSP) tool [50].

HC and JS conducted independent assessments of the quality of all papers, providing
inter-rater reliability to check each other’s assessments. Any disagreements were discussed
and resolved.

2.5. Data Extraction

Data were extracted to meet two aims. Firstly, HC extracted data from all articles to
inform an overview of the article attributes. These data are reported in Tables 3 and 4.
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Secondly, HC and JS extracted relevant primary data, author opinion or interpretation,
and any other major findings, such as links to existing theory, into a matrix for analysis.
Data were organised under the headings impact of colleague suicide on staff members;
postvention guidance; and evaluation of postvention guidance. We then uploaded extracted
data into NVivo for coding.

2.6. Data Analysis

Data were analysed following the thematic network method [64]. Thematic networks
are ‘web-like illustrations’ that summarise themes and relationships between themes. We
took the following steps as set out by Attride-Stirling [64]:

2.6.1. Coding the Material

HC and JS devised a coding framework based on the research questions and the critical
suicidology literature [37,39]. Using NVivo, meaningful sections of the data were coded
into that framework [64], which was discussed and refined as analysis continued.

2.6.2. Identifying the Themes

Codes were refined and grouped into similar themes. This resulted in the final table of
basic, organising, and global themes (see Table 5).

Table 5. Relationships and connections between the organising, global, and unifying global themes.

Organising Themes Global Themes Unifying Global Theme

Suicide loss in the workplace
Impact of the loss of a
colleague to suicide

After a colleague suicide

Professional identities and
workplace roles
Perceptions of professional
uniqueness in bereavement
Professional unpreparedness,
abandonment, and silencing
Individualised responses Postvention following a

colleague suicideThe dual function of stigma
Complex pressure on
managers

2.6.3. Constructing the Networks

HC and JS constructed two thematic networks (‘impact of colleague suicide’ and
‘postvention following a colleague suicide’), which can also be considered as a single
network under the unifying global theme ‘after a colleague dies by suicide’. Networks
were constructed by considering relationships between the three levels of theme.

2.6.4. Describe and Explore the Thematic Networks

HC and JS used the networks as a springboard to fully explore the concepts, connec-
tions, and findings arising from the analysis. The upshot of this discussion can be seen in
the results section of this paper.

2.6.5. Summarize the Thematic Network

A summary of the thematic networks can be seen in the following section.

2.6.6. Interpret Patterns

Patterns across the two networks were identified and developed during the writing of
the results section.
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3. Results
3.1. Quality Appraisal of Included Articles

Despite some high and medium scores, we found that many of the papers had impor-
tant methodological flaws. Regarding the guidance articles, which were assessed using the
AGREE-II tool [47], authors [33,60,61] did not always consult with the target population.
Austin and McGuinness [32] drew on case studies but did not report their sources. Only
Kinman and Torry [28] and Samaritans [63] reported systematic methods of searching for
evidence while no authors reported criteria for selecting evidence or described the strengths
and limitations of their evidence. It was not always clear how recommendations were
reached [32,33,60,61], recommendations were sometimes not evidenced [60,61], and work
was not always peer-reviewed [33,60,61]. Only Berkowitz [33] and Kinman and Torry [28]
considered facilitators and barriers to carrying out recommendations. Only Samaritans [63]
provided any information about funders.

Regarding the empirical and other articles, six [36,51,54,56–58] were appraised using
the JBI checklist for qualitative research [48]. All demonstrated congruity between the
research methodology and question, although only three [51,56,58] stated the authors’
philosophical perspective. Kleespies et al. [54] were unclear in reporting their methodology
and offered little interpretation of their results; Pak [57] presented a ‘conceptual model’ but
with no clarity on whether the model was constructed in response to review findings; and
Sever and Ozdemir [58] reported their findings in a descriptive rather than interpretative
style. Only two papers [51,58] addressed researcher influence on the research. Participants’
voices were well represented by all authors except Gulliver et al. [36], who did not include
any verbatim quotes and Kleespies et al. [54], who reflected on rather than reported their
findings. Kleespsies et al. [54] were the only authors not to make any ethical statement
while Gulliver et al. [36] and Małecka [56] offered no evidence of ethical approval for their
research. Conclusions were clearly drawn from the analysis or interpretation of the data in
all articles.

Two articles [53,55] were appraised using the JBI checklist for text and opinion [48].
They both met all criteria, although it was unclear whether the stated position of either
article was the result of an analytical process. Carr [52] was appraised using the JBI checklist
for a case study [48]. All criteria were met at least in part, although it is worth noting that
this appraisal checklist assumes that the case study is a medical one, so criteria had to
be interpreted broadly to accommodate the nature of the article. Overall, the literature
appraised using JBI checklists was of mixed quality, but all met our requirement of making
a useful contribution toward answering our review questions.

3.2. Thematic Network Analysis

Our analysis resulted in the development of seven organising themes that sit within
two global themes, as illustrated in Table 5. We identified several connections between and
across the two global themes, which led to the development of a unifying global theme,
‘After a colleague suicide’. The relationships and connections between the organising,
global, and unifying global themes are illustrated in Figure 2.

3.2.1. Global Theme 1: Impact of the Loss of a Colleague to Suicide
Suicide Loss in the Workplace

The suicide of a colleague impacts individuals in a variety of ways and brings the usu-
ally private process of bereavement into a professional realm. Intense, complex emotions,
such as sadness, anger, shame, and guilt [63], may be experienced and heightened by the
manner of death:

Bereavement after suicide is often called ‘grief with the volume turned up’. [63]

The most frequently reported emotions following colleague suicide are
shock [28,32,52,53,55,56,58,62,63] and anger [28,52,55,57,63]. Anger may lead to further
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feelings such as ‘confusion, anxiety and shame’ that arise from perceptions of anger as an
inappropriate response [28].
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Additionally, several authors [28,60–62] report behavioural responses, including al-
tered eating and sleeping habits and a need to talk about the event [28]. Some behaviours
may be visible and impactful within the workplace, such as absenteeism, presenteeism, or
problem drinking [28].

This combination of responses may contribute to the challenging work of grief [32].
Managers must understand that staff are not only experiencing the loss of a colleague by
suicide but are also working through the multiple elements of that experience and will
require space, support, and empathy. Workers in a 1993 study cited by Lynn [55] (p. 462)
expressed the intensity of their experience:

as the same emotional burden experienced after the death of a family member. [65]

Colleagues may feel they must ‘carry on’ after the suicide. This may be a positive
way of getting ‘back to normal’ [61] or may present tension between the need to keep
working and the need to grieve. For instance, Kinman and Torry (p. 6) note that the
performative ‘effort’ of meeting workplace expectations and behaviours ‘can be exhausting
and compound grief reactions’ [28]. A colleague’s suicide may give rise to suicidal thoughts
or behaviours:

Sometimes the rationale for this increase in suicide or suicidal behavior occurs out of
guilt, a distorted sense of loyalty, or a perceived false “permission” to do so. [60] (p. 3)

This is a particularly serious outcome. Leaders and managers ought to be aware of,
and alert to, this potential risk. There is a danger that the ‘carry on’ narrative may detract
from and indeed hide the real pain and suffering that some staff members may experience.

Professional Identities and Workplace Roles

Dilemmas arise when staff come face to face with loss, trauma, and grief whilst inhab-
iting their professional identities. Specific characteristics of job roles might bring colleagues
into contact with dying or recently deceased colleagues, such as deployed military per-
sonnel [52] or ambulance staff who may have been called to an incident involving their
colleague:

the ambulance staff that attend the scene could have additional needs in relation to their
efforts to help their colleague. There may have been a resuscitation attempt, for example.
This places an increased burden on the clinicians present. [63]

Professionals may feel they are attempting to navigate dual roles following a suicide.
For example, doctors ‘may experience dissonance’ [28] (p. 6) between the roles of ‘healer’
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and colleague of the deceased. These dual roles may be especially challenging for team
leaders or managers:

As the line manager, when a colleague dies suddenly you have a responsibility to all team
members to assist them in coming to terms with the sudden death, whilst dealing with
your own emotions. [62]

A sense of impossibility is evident, as leaders report that no matter which approach
they take, it is impossible to meet all needs, especially given the challenges of information
containment in the social media age:

It was already on social media, but the senior manager said it wasn’t our place to tell
colleagues, as the family may not know yet, so then you’re chastised by staff for not letting
people know. [ . . . ] It all got very messy. And all that was on me. It was a lonely place
that day. [63] (p. 22)

Further, leaders’ responsibility to safely contain teams is highlighted by Pak [57], who
discusses the broad roles that army captains play in nurturing commitment, trust, and
good morale within military units.

Questions may be raised here around responsibility, not only for looking after staff
following a colleague suicide but also for the colleague who took their life. The suggestion
that a colleague suicide may be seen as a failure of leadership [57], potentially triggering
mistrust, is a stark reminder that leadership is about creating and nurturing the cultures
within which staff work.

Perceptions of Professional Uniqueness in Bereavement

Many authors [28,32,52,56–58,63] report on the experiences of certain professional
populations or participants with specific traits, beliefs, or cultural values. Throughout these
reports are perceptions of being ‘unique’ amongst the wider population of those impacted
by suicide, making the experience of colleague suicide somehow harder to bear. Pak [57]
describes a combination of setting and relationships to explain perceptions of heightened
impact:

military suicide may have an even greater impact than bereavement experienced in most
collegial relationships due to the proximity and intimacy required for a unit to function in
a combat environment . . . It is not uncommon for service members to refer to one another
as “brother”, “sister”, “brother-in-arms”. (p. 189)

Interestingly, Lynn [55] also cites ‘proximity’ and shared experiences as ‘unique’ char-
acteristics of healthcare workers’ roles. Kinman and Torry [28] focus on the nature of small
cohesive teams that nurture friendships for GPs. Finally, the shared professional identity
and sense of ‘family’ is suggested as the reason for a ‘deeper’ impact on paramedics than
others [63].

Perhaps this sense of kinship and shared identities explains professional groups’
notion that their experience of colleague suicide is unique. Colleagues may struggle to
articulate who it is they have lost; the deceased is more than a colleague but not a family
member. There are challenges here for organisations and leaders in understanding the
nature of the loss they are supporting staff to come to terms with. Again, the complexity of
loss and need sits uncomfortably within the ‘carrying on’ narrative.

Personal beliefs and cultural norms can also shape a colleague’s ideas about and
responses to a death by suicide; diverse belief systems may be held by colleagues who work
closely together [55]. Dominant discourses within belief systems may present colleagues
with additional challenges:

“You feel the closeness of death, as in every funeral. However, as a Muslim, I do not find
this right. According to our religion, it (suicide) is a rebellion against God.” [58]

As Sever and Ozdemir [58] note, it is complex for individuals and leaders to under-
stand and accommodate a range of belief systems. This poses the question of how diverse
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belief systems might be accommodated within teams who are impacted by a colleague
suicide.

Professional Unpreparedness, Abandonment, and Silencing

Organisational unpreparedness for responding to a colleague suicide due to skill and
knowledge gaps shapes staff members’ experiences, leading to perceptions of unmet needs:

“It was very surreal–I had to deal with all of this, and I just acted on instinct. There was
no help or guidance given to me. Suddenly I was in charge of everybody else’s feelings
and just expected to carry on as normal.” [28] (p. 7)

Unpreparedness may take the form of skill and knowledge gaps or lack of guidance:

In the absence of any guidance, our interviewees were obliged to ‘ring round’ desperately
hoping to receive help which was not forthcoming. This clearly intensified their distress
and the difficulties that practices, especially small practices, experienced. [28] (p. 17)

Placing the onus on individuals to seek support to meet their individual needs assumes
that people experiencing shock, anger, guilt, and grief can identify and articulate what
those needs may be. Whether these staff members knew what they needed, they knew they
needed something, and the lack of resources within their organisation led to a wider search.

Małecka [56] reports that similar deficits were experienced in a Higher Education
setting, where a colleague’s suicide went unacknowledged, leaving staff members feeling
abandoned, confused, and angry. Kinman and Torry [28] also report a ‘reluctance’ toward
responding to need. It is unclear what drives this reluctance; perhaps not knowing how to
respond or fear of doing it ‘wrong’.

Yentis et al. [59] demonstrate the stark difference between the numbers of bereaved
anaesthetists who felt supported (n = 22) and those who did not (n = 179):

[participants] described absent or poor support and in some cases, deliberate attempts
to prevent or stifle discussion and/or debriefing, although in some cases the issue of
protecting the deceased’s confidentiality and/or sparing the family further anguish was
mentioned. [59]

There is evidence here of a process of silencing, where no platform for acknowledging
or discussing needs is provided. Bogle [51] reports the perception of US law enforcement
officers who describe the administrative response to their colleague’s suicide as ‘avoidant’:

As long as you’re doing your job, doing what you need to do and say, administration
would acknowledge if you lost your life in the line of duty. You’d be a hero. But the
moment [an officer] loses their life because of suicide, it’s unspoken. [51] (p. 97)

A similar response is reported by Belgian military service members [53], whose per-
ceptions of social stigma act to silence them, thus further perpetuating the cycle of stigma.
Silencing stigma is also noted by Małecka [56] in a Polish Catholic university; note that in
Catholicism, suicide is considered a mortal sin. The conspiracy of silence experienced by
these police officers, service members, and academics across organisational, social, and cul-
tural contexts denies them opportunities to honour their deceased colleagues and process
the impact of the suicide and risks psychological wellbeing [53]. Ultimately, silencing and
stigma leave impacted staff alone with their need to find meaning and answers following
their colleague’s suicide.

3.2.2. Global Theme 2: Postvention Following a Colleague Suicide
Individualised Responses

Currently, postvention guidance tends to focus on individuals and individual change
rather than contexts and systemic change. Attempts to consider the context within which
suicidal behaviours occur are often lacking. We see this as a flaw in existing guidance.

A common claim was that personal vulnerabilities and mental health challenges in-
creased the risk of contagion, whereby one death by suicide increases the risk of subsequent
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deaths by suicide among those who are affected [28,53,56,61,63], with no consideration of
context. The following quote from a police officer [51] demonstrates a deep-seated belief
that suicidal feelings are solely located within the individual:

‘We’re all adults. You have entrusted us with the authority to take people’s freedom and
the authority to take lives, if necessary. [ . . . ] So aside from offering programs, there’s
nothing anybody can do to stop them’. [51] (p. 106)

While this participant describes the culture in which the suicidal behaviour is occur-
ring, they still feel the only available option, on which they place little worth, is individual
support.

Strategies for communication about the reasons for suicide were also individualised:

the important information is that the person mistakenly felt that they could not get help
for his or her problems, when in fact help was possible. [33] (p. 163)

Since suicide happens within a context, changes to culture (in addition to individual
support) may also be beneficial for postvention.

Checklists of postvention tasks [28,32,33,53,61–63] or the utilisation of psychological or
organisational models of support [28,32,33,53,57,61] similarly tended to focus on individual
needs rather than culture.

Training was mentioned as a potential tool for effective postvention. Most proposed
education focused on individual needs or signs of mental ill-health [32,33,51,63]. In contrast,
Pak et al. [57] suggested training as a way for leaders to positively influence work culture:

Military leaders can be encouraged and taught to recognize that to compartmentalize the
unit suicide and to ignore it in the short-term, may also place their units at risk.

We endorse positive cultural changes as part of postvention [37] whilst cautioning
against putting unrealistic pressure on managers, who may also be grieving or operating
within an under-resourced system.

Dual Function of Stigma

Stigma both leads to inadequate postvention and arises from it. It leads to inadequate
postvention since, if an organisation cannot talk about suicide, it cannot properly support
those impacted by it. It arises following poor postvention because, if postvention is steeped
in stigma, it perpetuates stigma at individual and organisational levels.

Authors reported that suicide was not properly acknowledged in the
workplace [33,53,56,60–62]. However, it was widely agreed that this increased
risk [28,32,33,57,60,63]. Discussion of suicide helps address stigma and so could aid postven-
tion. However, one could question whether acknowledgement of suicide is enough without
also acknowledging any difficulties with the context in which the suicide occurred.

Workers of various professions reported a culture of invulnerability [52,53,56], where
mental ill-health was unacceptable. This could prevent education around suicide, impacting
postvention:

‘To have training on officer suicide would mean that [suicide] would have to be talked
about. And that’s not going to happen.’ [51] (p. 96)

This culture may further challenge postvention by preventing workers from being
open about emotions or asking for help [51,53].

Organisations operating from a culture of invulnerability could also perpetuate stigma:

Personnel allowed to attend the service were limited [ . . . ]. Restricting access to the
memorial service created a sense of shame about the death. [52]

Additionally, it could be suggested that the term contagion, which was commonly
used in reference to the statistic that one suicide may result in more [61–63], may perpetuate
stigma and so hamper discussion and healthy postvention. Perhaps non-pejorative lan-
guage such as ‘further suicides’ may be more useful. Given the prevalence of this narrative,
it is perhaps unsurprising that contagion continues, and has:
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. . . sometimes led to misguided efforts to maintain secrecy after a suicide death, including
blaming or stigmatizing the deceased. [33] (p. 168)

More helpfully, several authors made suggestions for how stigma could be combatted.
These include the use of more sensitive terminology [63] and group counselling [58]. Several
reported workplace cultures that were already supportive [53,58,63].

Complex Pressure on Managers

Complex pressure is placed on managers of workplaces in which a colleague dies by
suicide, as the delivery of postvention support becomes their responsibility. Specific tasks
that managers might be expected to undertake included regularly checking in with staff,
looking out for affected colleagues [28], and being visible to workers [61]. Additionally,
leaders may be expected to undergo training to deliver postvention [33,51,61,63].

Managers must also provide practical support such as accompanying employees dur-
ing inquests [32], offering meals and transport [33], or arranging alternative duties for
staff [63]. Some authors provided detailed explanations of ways for employers to emotion-
ally support grieving workers [28,32,53,62,63], such as engaging in empathic listening and
sharing stories. Several agreed that leaders must guide employees through the grieving
process [55,61,63]. Further pressure on leaders is added by the suggestion that they should
be “a role model for healthy grieving” [32,61].

Various authors acknowledged that managers, who are also grieving, must also be
supported [28]. Suggestions included covering time off [28,63], regular check-ins with
HR [63], and reassurance that it is OK to express emotion [63]. We feel that these are worthy
suggestions that may help combat that toxic culture of invulnerability. Working with teams
within [52,61] and outside of [28,32,33,53,62,63] the organisation to deliver postvention may
also relieve pressure. Such support for managers, who are uniquely pressured following
the suicide of an employee, is sorely needed.

3.2.3. Unifying Global Theme

Thus far, we have described two thematic networks: Impact of a colleague suicide
and Postvention following a colleague suicide. Both networks are illustrated in Figure 2 in
blue and green, respectively. In line with the thematic network methodology [64] (p. 393),
this figure is intended to explore and illustrate the deep meaning and relationships behind
the reviewed texts rather than to demonstrate causal relationships. We found that both
networks describe events that occur simultaneously following a colleague suicide, and
that these networks feed into and inform each other. Thus, they can be illustrated as being
connected by a unifying global theme: After a colleague suicide, represented in Figure 2
in orange. The orange arrows indicate how individual experiences and needs following
a colleague suicide are shaped by the availability and content of postvention support.
Likewise, the design and delivery of postvention impact how workers respond to and heal
from the suicide of a colleague as illustrated in Figure 2.

Specifically, the impact of suicide loss in the workplace can be heightened or amelio-
rated by the response of the organisation. Our findings evidence that staff experiences occur
within the contexts and cultures of workplace settings, identities, and roles. Guidance,
however, promotes individualised approaches to responses that fail to acknowledge these
factors. A holistic approach, looking at the context and systems within which the suicide
occurred and support for teams and whole organisations, in addition to any necessary indi-
vidual responses, may reduce overall distress. Further, stigma is linked to organisational
unpreparedness, abandonment, and silencing. Teams who are delivering postvention that
is marred by stigma will, as our findings demonstrate, find it harder to acknowledge and
respond to suicide, leading to a silencing, which, in turn, perpetuates stigma. Solving
organisational unpreparedness may fall to managers, adding to their complex pressure;
equally, if managers cannot fulfil the unrealistic battery of tasks assigned to them following
an employee suicide, the organisation may continue to be unprepared and silence grieving
workers. Finally, the organising themes of complex pressure on managers and professional
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identities and workplace roles are intertwined, as the dual roles that managers must inhabit
whilst simultaneously grieving and caring for bereaved employees further add to their
complex pressure.

4. Discussion

We reviewed and synthesised 17 articles, including empirical studies (n = 7), case
studies (n = 1), opinion pieces (n = 2), and guidance (n = 7). We explored the impact of
a colleague death by suicide across a range of workplace settings; reviewed the current
guidance for workplace postvention support following a colleague suicide; and developed
an understanding of what kinds of postvention support have been offered, or authors
think should be offered to staff affected by a colleague suicide. We found that the work-
place impact of colleague suicide and associated postvention has been sparsely explored,
and published articles are of an overall moderate quality. Published guidance is rarely
underpinned by empirical evidence while the guidance included in this review cite each
other (with and without full acknowledgement and referencing). Some guidance appears
comprehensive, but it is not always clear where the underpinning knowledge has come
from. Experiences of loss and bereavement by suicide were shaped by workplace contexts,
cultures, and job-role identities. Further, organisational responses, or lack thereof, created
additional struggles for staff.

In this discussion, we explore three (dis)connections between staff experiences of
impact following a colleague suicide and the postvention guidance currently available to
managers and organisations, as illustrated in our thematic network (Figure 2).

4.1. Workplace Cultures, Professional Contexts, and Individualised Responses

Suicide loss is shaped by perceptions of professional identity and workplace settings.
However, this is unacknowledged in postvention guidance, which takes an individualised
view of cause and impact. Whilst the emotional impact reported by staff following a
colleague suicide reflects the wider literature [66–69], experiencing this impact within
professional identities and workplace settings complicates individual responses.

For instance, perceptions of professional identity and uniqueness shape staff experi-
ences of grief. We reviewed the experiences of police officers, firefighters, military personnel,
and primary care health professionals. Such professionals may be working within a culture
of invulnerability [70], whereby perceptions of being impervious to work-related stresses
become part of a professional identity. Staff who perceive themselves as invulnerable are
less likely to find psychological safety following a colleague suicide. Researchers have
concluded that talking about vulnerability and illness reduces perceptions of isolation and
promotes coping mechanisms for GPs [71]. It is likely that such openness may also promote
healthy coping in other professions. Furthermore, we found that staff across a range of
professions believed that their experience of suicide loss was more impactful due to their
perceptions of the unique traits of their job role or professional identity. While several
professions perceived themselves as unique for similar reasons, this indicates that these
‘unique’ attributes and their impact on professionals’ experience of a colleague suicide
ought to be understood, acknowledged, and incorporated into support to meet staff needs
for all groups.

Currently, workplaces do not provide the time and support required by employees to
undertake the emotional work that arises following a colleague suicide. We found that a
‘carry on’ narrative dominates, prioritising work tasks and productivity over emotional
needs. Similarly, when exploring the experiences of bereaved staff on their return to work,
Bento [72] used the phrase ‘the show must go on’ to describe employees’ perceptions of
silence or pressure to catch up with work tasks. It may be that leaders working in ‘24/7′

professions such as medicine or the military are expected to keep working to prevent the
fallout from a depleted workforce, meaning they must put work ahead of their wellbeing.

Hochschild [73,74] utilises the concept of ‘feeling rules’ to describe the processes of
emotion management that occur in workplace settings. Similarly, Doka [75] talks about
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‘grieving rules’ that describe societal norms around loss and grief behaviours. Together,
these concepts may provide a framework for better understanding how staff are expected to
manage grief in the workplace and how organisations operate to direct grieving processes
away from the workplace. Within the social model of individualisation, we are expected to
do our emotional work in the privacy of our homes [76]. However, when grief occurs at
work, this expectation generates further stress and an understandable disconnect for staff.
We found that staff must work to navigate these complex expectations surrounding grief
after a colleague’s suicide. Similarly, Grandey [77] identified that employees suppress or
regulate emotions following a stressful event to deliver an appropriate emotional presenta-
tion for the workplace. Such emotional management has been conceptualised as emotional
labour [73]. When expressed emotions differ from those that are felt, emotional dissonance
and internal tension may result [78]. As such, emotional labour is stressful and may lead to
burnout [79].

As Pitimson [80] points out, UK legislation regarding compassionate leave does not
recognise the death of a colleague, meaning any leave is at the discretion of the employer.
In response to this point and the findings of our review, we argue that time must be offered
in workplaces to accommodate the emotional work that may follow a colleague suicide
and avoid the risk of emotional burnout.

It would be beneficial for authors of postvention guidance to offer strategies for
addressing these specific staff experiences and needs following a colleague suicide. Overall,
the guidance we reviewed did not take an organisational perspective, nor did it address
professional identity and working spaces as the contexts within which loss and grief must
be navigated and postvention support delivered. As previously noted, current guidance
has drawn only sparsely on empirical evidence, which may explain this disconnect between
need and delivery. We argue that postvention guidance must draw on the lived experiences
of the people it aims to support. The reviewed guidance largely misses an opportunity to
support organisations and staff by meeting them at the point of their experience.

4.2. Unpreparedness, Abandonment, Silencing, and the Perpetuation of Stigma

We found that organisational unpreparedness for suicide loss generates feelings of
abandonment and perceptions of silencing that further complicate experiences of grief and
perpetuate perceptions of stigma. Managerial or organisational failure to acknowledge
colleague suicide and its impact leaves staff feeling abandoned in navigating their path
to recovery. Pitimson [80] reports that a lack of workplace acknowledgement leaves
bereaved staff with fears of being judged and a need to find safe places at work for privately
expressing grief. As Lattanzi-Licht [81] states, the workplace requires the bereaved to
be silent, hiding their feelings. Disenfranchised grief [82] refers to instances of dismissal
when either the relationship with the deceased, the nature of the loss, or the griever
themselves are not recognised. Doka [82] proposes that acknowledgement of grief is
necessary for bereavement to be completed. The silence and silencing found in our review
leave staff unable to talk about or process their experiences. Thus, the idea of suicide as
a taboo [83] topic is perpetuated, staff are unsupported in their grief, and their trauma
remains unacknowledged and unaddressed. Our findings illustrate that, alongside the
absence of organisational response, the event of a colleague suicide and attempts by staff to
mourn and remember their colleague were actively silenced. Staff grief in the workplace is
not just disenfranchised; it is actively stifled [84].

This active silencing has an impact. As our findings demonstrated, stigma both leads
to and arises following inadequate postvention. When organisations do not deliver postven-
tion, they perpetuate stigma around suicide by failing to provide forums for conversation,
acknowledgement, understanding, and healing. Paradoxically, it is the stigma surrounding
suicide, and associated fears, that may contribute to organisations failing in this way. There
is a fear of acknowledging suicide due to misunderstandings around risk of ‘contagion’
and the likelihood of further deaths by suicide [11]. We argue that it is the role of guidance
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to address these naïvetés. However, if guidance is not underpinned by evidence, it may be
difficult to convey these messages robustly.

4.3. Managers: Identities, Roles, and Complex Pressures

Colleague suicide generates complex challenges for managers. This is exacerbated by
perceptions of professional identity, whereby managers are perceived as strong and knowl-
edgeable, and further, by postvention guidance, which situates managers as supporters of
other staff. Balancing the needs of their team alongside managers’ own needs, expectations
that the workplace should continue to function as usual alongside staff grief, and the need
to communicate clearly to staff whilst balancing the preferences of the deceased’s family
and the need to protect the deceased’s privacy are all factors that generated this complexity.
The wider literature also identifies the manager as a key provider of support and comfort
when a staff member is bereaved [85–87].

Several authors highlight that, with proactive support and compassion, the workplace
can facilitate healing following bereavement [85] and that bereaved staff may feel safe in the
familiarity of the workplace [80]. Compassion is defined as ‘an active orientation towards
the well-being of others who are in pain’ [88] (p. 168). Kanov [89] suggests that managers
are well placed to offer compassion by noticing the suffering of others, feeling empathic
concern, and acting to alleviate suffering. The manager must be alert, empathically in tune
with others, and knowledgeable about appropriate proactive responses. It is often assumed
that managers will provide this support and compassion whilst managers’ struggles are
not acknowledged [80,85,89].

The agency of bereaved staff within the supportive relationship is recognised by Dut-
ton et al. [90], who posit that compassion requires both parties to interpret and understand
each other’s circumstances to make sense of the situation. Even here, however, there is no
acknowledgement that the manager may be experiencing their own grief. We propose that,
importantly, postvention guidelines provide guidance for the support of managers whilst
they, in turn, support their teams. Additionally, guidance can identify external sources of
postvention support (the availability of which, we acknowledge, varies), so that the weight
of being the expert and supporting staff can be lifted from the potentially grieving manager.

Considering the broader contexts that underpin the complexity faced by managers al-
lows for insights into the competing pressures of meeting staffs’ emotional needs alongside
the demand for the business to function. Pitimson [80] notes that individualism and capi-
talism can shape the experiences of grief in the workplace. Peticca-Harris [86] highlights
this in her first-person account of restaurant managers’ responses to the sudden death of a
staff member. She describes how the need to keep the restaurant open blinded managers’
ability to see, or relate to, the distress staff were experiencing [86]. Granek [91] suggests
that control of grief in workplaces is political in terms of the expectation that staff will
continue to contribute within capitalist societies. Peticca-Harris [86] (p. 608) concludes that
‘managers did not know what to do and how to do it, and that brought about shame and
embarrassment because it was at odds with the archetypes of leadership that dictate that
leaders should just know [92]’.

These multiple juggling acts are addressed in part in postvention guidance, which
often suggests the formation of a postvention committee or group, meaning postvention
tasks are planned for and shared (see e.g., [62,63]). This may be feasible in a larger organisa-
tion. However, it is likely that one team manager would still need to provide information,
identify staff who need support, and facilitate the implementation of support resources. In
smaller organisations, or those that have not implemented a postvention team, individual
managers are likely to have to implement postvention support to team members whilst
also having to deal with their own responses to the loss. Effective, evidence-based training
may help lessen managers’ load. Attendees of postvention training for clinicians who
support parents following the suicide of a child reported increased knowledge, skills, and
confidence following the session [9]. We propose that similar outcomes might be achieved
if training was provided to managers and leaders following colleague suicide. However, it
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must be considered whether such training is available before recommending it as a solution.
As Tehan and Thompson [87] acknowledge, managers need to feel knowledgeable, skilled,
and equipped.

This is the first review to specifically explore the impact of colleague suicide and
related postvention guidance. The robust methodology utilised in this review allowed us
to bring together a wide range of source literature and first-person experiences alongside
associated guidance. This has enabled us to identify areas of disconnect between experience
and response, and make recommendations for improving the guidance and, therefore, the
care of staff bereaved or affected by a colleague suicide. A limitation of this review is that
we were unable to include papers written in languages other than English, due to time and
budget constraints. Additionally, although a comprehensive search strategy was used, we
may have missed literature not storied in the searched databases.

We recommend the following steps for practice, policy, and research:

• Physical and emotional time and space for processing and grieving ought to be pro-
vided in workplaces to accommodate the emotional work that may follow a colleague
suicide.

• Postvention guidance must be developed for specific professional groups, drawing on
the lived experiences of that group, so that the specific needs of professional cultures
and traits are understood.

• Guidance ought to include education around the dangers of stigma, the misunder-
standing or misuse of ‘contagion’, and the protective factors of acknowledging and
talking openly about suicide.

• Postvention guidance should acknowledge the competing pressures that managers
experience following a colleague suicide and provide guidance for the support of
managers whilst they, in turn, support their teams.

• Guidance could offer alternative models to the ‘postvention team’ to accommodate
the limited resources of smaller or less resource-rich organisations. This may include
accessing external expertise and support, if such a service is available.

• Postvention team members, managers, and team leaders should be offered training
around topics such as suicide stigma, risk, and ‘contagion’. This should include
strategies for supporting teams and individuals.

• Future researchers may wish to explore the impact of colleague suicide on those with
pre-existing mental health conditions (such as military personnel with PTSD).

• Development and evaluation of postvention guidance that is informed by empirical
evidence for specific professional groups is needed

5. Conclusions

We suggest that colleague suicide can impact workers in healthcare and other settings
and that perceptions of grief are complicated by professional identities and workplace
cultures. A burden is placed on managers to be knowledgeable, skilled, and available to
support staff. Current postvention guidance, and the postvention offered to colleagues,
whilst well-meaning, is not evidence-based, takes an overly individualistic view and may
perpetuate stigma, and has not often been evaluated. As such, we call for more evidence-
based, systemic postvention guidance for workers and managers.
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Abstract: Many Pre-K through grade 12 (PK-12) students have experienced traumatic events through-
out the pandemic in a myriad of ways including the death of family members and peers, loss of
social interaction and increased violence at home. The consequences can be traumatic and manifest
themselves in fear, anxiety, anger, isolation, and loneliness. Too often this leads to depression, anxiety,
grief, substance use disorders, post-traumatic stress disorder, suicidal ideation and even suicides.
This study assesses the impact of an innovative virtual human role-play simulation that prepares
PK-12 educators, administrators, and school staff to respond to a student death in the school commu-
nity by creating communities of support to help manage traumatic loss. The simulation addresses
crisis response planning, postvention plans, and provides learners with role-play practice in using
evidence-based motivational interviewing communication strategies in conversations with students
and colleagues after the occurrence of a death. The sample consisted of educators and staff who
were recruited from geographically dispersed areas across the US between January 2021 through
December 2021. Matched sample t-tests and ANOVAs were used to assess quantitative data, and a
qualitative analysis software, MAXQDA, was used to assess open-ended response data. Results show
statistically significant increases in school personnel’s preparedness and self-efficacy to recognize
signs of trauma in their students and colleagues, and to approach them to talk about concerns and, if
necessary, make a referral to support services. Simulations such as this hold tremendous potential in
teaching educators how address trauma due to a student death.

Keywords: postvention; trauma; mental health; simulation; professional development

1. Introduction
1.1. COVID-19 and Traumatic Loss

Throughout the COVID-19 pandemic, globally, individuals have been impacted by
traumatic loss with increased exposure to grief, loss of social connectivity due to mandated
quarantines and lockdowns and increases in suicidal ideation and suicides. COVID-19
has widened the gaps already existing in physical health disparities and contributed to
declining mental health. Worldwide, approximately five million deaths occurred from the
start of the pandemic, and 5.2 million children lost either a parent or a caregiver [1]. These
estimates are based on global reports of COVID-related deaths, some of which come from
countries unable to accurately report death rates; thus, the loss of life and corresponding
impact on children and adolescents could be even greater. In the United States, COVID-19-
related orphanhood resulting from caregiver death impacted over 140,000 children, with
the rate of experiencing loss 4.5 times higher among children of racial and ethnic minority
groups when compared with non-Hispanic white children [2]. Dependent on geographic
region, COVID-19-related death of parents and caregivers is highest for Hispanic chil-
dren, Black children, and for American Indian/Alaskan Native populations. Children
who are orphaned by COVID-19 face adverse consequences such as poverty, abuse, and
institutionalization [1].
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According to the Centers for Disease Control and Prevention [3], experiencing loss
during COVID-19 is similar to experiencing loss in other types of disasters or traumatic
events. Grief occurs when there are disruptions to daily routines, loss of life, and any other
way in which individuals feel that their stability has been compromised. Grief can include
experiencing feelings of shock, anger, sadness or denial, heightened anxiety and distress,
and changes in sleeping and eating patterns. Due to the heightened number of bereaved
individuals associated with COVID-19, prolonged grief disorder is also a major concern [4].
Specifically, individuals experience more intense acute grief when deaths are associated
with COVID-19 than when they are related to other natural illnesses not related to the
pandemic [5,6]. The consequences of COVID-19 materialize in heightened rates of trauma,
loss and grief for children and have long term impact [7]. In addition, because of higher
bereavement rates, individuals are at a higher risk of psychological impairment, especially
when experiencing separation distress, grief, and posttraumatic stress [8].

Multiple studies conducted globally demonstrate the negative outcomes of tragic
loss, prolonged grief exposure, and heightened anxiety as a result of the pandemic. For
example, a qualitative study conducted in Italy, one of the first COVID-19 hotspots with a
dramatic rise in mortality, demonstrated that abandonment, anger, guilt, dehumanization,
and rumination about the pandemic were key themes that emerged when participants
were interviewed regarding their experiences losing family members during lockdown [9].
Participants indicated that online social support and connectivity were extremely valuable
in helping them to process grief during this time.

1.2. The Mental Health Impact of Suicide and Bereavement during COVID-19

The pandemic has clearly affected youth mental health as evidenced by elevated
levels of depression, stress, anxiety, and suicidal ideation. Prior to the pandemic, the rate
of suicide for youth ages 10–24 was already high. This rate increased almost 60% from
2007 to 2018 and is the third leading cause of adolescent death for ages 15–19 [10]. In
addition, youth suicide attempts and visits to the emergency department for self-harm
have increased since the start of the pandemic [11]. Suicide risk increased when accounting
for COVID-19-related post-traumatic stress [12], and for individuals with lower perceived
social support [13]. Bereaved individuals who have experienced loss due to suicide and
other pandemic-related deaths are at risk of developing complicated grief, or prolonged
grief disorder, which is characterized by experiencing major difficulties in accepting the
death of a significant other, family member, or close friend [14–16]. Studies have also
linked COVID-19 bereavement to intensified psychological distress, especially for those
individuals who had previous psychiatric diagnoses [17]. Altogether, COVID-19-related
deaths, including those by suicide, have resulted in heightened instances of poor mental
health, lack of social connectivity, increased presence of environmental stressors such as
financial burden, and lack of access to support services. Thus, the pandemic has put us at
the forefront of a mental health crisis where evidence-based approaches to address trauma,
loss, grief, and suicide are important to implement in school communities.

1.3. Educator and Student Mental Health

Educators, being on the front lines, were impacted by the pandemic both personally
and professionally. School closures have resulted in fewer student resources such as access
to school counseling centers, afterschool activities, and tutoring services [18]. Educators
experienced disruptions to their jobs with one of the biggest hurdles for many being
learning how to teach and engage students through distance learning. This is a difficult
transition due to student learning loss and the impact on social and emotional learning and
the mental health needs of both students and educators. Due to quarantine, lockdowns,
and restrictions on social gatherings during the pandemic, students and educators both
experienced social isolation and lack of connection [19]. The only way in which people
were able to interact was virtually, which was challenging the viability of technology.
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Throughout the pandemic, many children reported increased levels of depression,
anxiety, fatigue, and distress [20–22]. Some factors related to poor mental health outcomes
in children included living in rural areas, having friends or family members in the health-
care field, knowing someone infected with the virus, and belonging to lower socioeconomic
status households. In addition, trauma associated with the pandemic may have a lifelong
impact on student learning, behavior, and student social, emotional, and psychological
functioning [23]. Additionally, the impact of trauma required many children and adoles-
cents to focus on basic needs such as safety and a sense of security rather than social and
academic needs. This can lead to a higher likelihood of attention issues, lower cognitive
functioning, behavioral problems, decreased school attendance and difficulty in social
relationships [23–26].

1.4. Need for Postvention

Based on the amount of loss that society has experienced in the last several years
due to the pandemic, it is important that researchers continue to examine the impact of
crisis-response and other preventative programs on children and adolescents, especially
those at risk for suicide. According to a survey conducted by the American Federation
of Teachers and the New York Life Foundation [27], educators indicate that they would
benefit from having more resources to support students’ social and emotional needs and
that insufficient training is by far the top barrier to supporting grieving students. In total,
91% of educators stated that if there were bereavement training provided in their school or
district, they would be interested in participating in it, while 92% stated that there should be
a greater focus on supporting grieving students [27]. There is a clear desire from educators
to be trained in grief and bereavement support for students, which underscores a critical
need for postvention.

When responding to a death in the school community, whether it’s by suicide or related
to COVID-19, we must address the social, emotional, and mental health consequences
that includes creating a community of support amongst students, educators, and parents.
This support is vital among bereaved individuals for loneliness is significantly associated
with the probability of a post-bereavement suicide attempt and suicidal ideation [28].
This extends into social networks of support which are critical to promoting mental well-
being and help students and educators in coping with traumatic loss. In addition, it is
crucial to integrate evidence-based coping skills into prevention and postvention programs
to promote protective factors and resilience. Evidence exists supporting postvention
programs in augmenting mental health outcomes for those impacted by suicide, sudden
death, and tragic loss [29]; however, there are gaps in the literature for postvention, as well
as for the general use of trauma-informed approaches in schools not specific to suicide
postvention [30]. Teaching educators postvention strategies through easily accessible online
training where they can engage in active learning in applying motivational interviewing
(MI) skills through role-play with virtual students holds great promise in augmenting
postvention protocols and ultimately, supporting the student health and wellness.

1.5. Hypotheses

The objectives of this study were to examine the effectiveness of an online virtual role-
play simulation designed to teach educators and staff to respond to a death in the school
community. Specifically, we hypothesized that as a result of the simulation, as indicated
by perceived preparedness and self-efficacy Likert-scales, participants would be better
prepared and confident to (1) identify students in psychological distress, (2) talk to students
about their concerns and allow them to open up about their feelings of loss, (3) make a
referral to support services if necessary, and (4) motivate students and colleagues to engage
in self-care. We also hypothesized, based upon Likert-scale measures, that the training
would result in (1) high satisfaction ratings; (2) a decrease in stigma related to discussing
suicide with others, and (3) an increase in self-reported gatekeeper behaviors two months
following completion of the training that include identifying students in psychological
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distress, helping them to open up to talk about their feelings of loss, and connecting them
to support services.

2. Materials and Methods
2.1. Design and Measures

The study followed a repeated measures design with pre-, post, and two-month follow-
up surveys and was based on Kirkpatrick’s training evaluation model [31,32]. Kirkpatrick’s
model comprises four levels: (1) satisfaction, (2) learning, impact on attitudes, knowledge,
and/or skills (3) behavior changes, and (4) results including the long-term benefits derived
from the program or intervention such as shifts in school mental health culture. Level two
and level three are interconnected for improvements in skills, knowledge and especially
changes in attitudes influence changes in behaviors. This study includes assessing the first
three levels and not the fourth due to limitations in implementation and lack of accessibility
of more global metrics such as school climate.

Level one satisfaction measures were assessed in the post survey and included:

1. Overall, how would you rate the training? (4-point Likert scale ranging from “poor”
to “excellent”).

2. Would you recommend the training to your colleagues? (2-point Likert scale ranging
from “Yes” to “No”).

3. Is the training based on scenarios relevant to you? (2-point Likert scale ranging from
“Yes” to “No”).

Level one items also included school climate measures collected at post survey and
were based on a 5-point Likert scale ranging from “Strongly Disagree” to “Strongly Agree”.
They included items where participants were asked how much they disagree/agree with
the following statements that began with:

If I apply the skills taught in the training:

a. Student attendance will increase.
b. Student academic success will improve.
c. The school learning environment will become more supportive.
d. Classroom safety will improve.
e. My relationship with students will improve.

Level two measures were in the pre-, post, and follow-up surveys and included
modified items from the validated Gatekeeper Behavior Scale (see Tables 2 and 3 for
items) [33]. The Gatekeeper Behavior Scale (GBS) measures attitudes and intentions that
have been shown to be related to changes in gatekeeper behaviors. This survey included
two dimensions or subscales that were part of the original validity study: participant
preparedness and self-efficacy to engage in gatekeeping behaviors. Lastly, three items
measured perceived stigma assessing beliefs about suicide (see Table 4 for items).

Level three measures of behavior were measured at the two-month follow-up where
participants were asked whether they believed that as a result of the training there were
increases in the number of students: (1) identified as showing signs of psychological
distress, (2) helped to open up about their feelings of loss, and (3) connected to support
services. In addition, participants were also asked if as a result of the training, there were
increases in the number of colleagues: (1) identified as showing signs of psychological
distress, (2) helped to open up about their feelings of loss, and (3) connected to support
services. Lastly, participants were asked if as a result of the training, there were increases in
the number of conversations they have had with other teachers, staff and/or administrators
(1) regarding students they were concerned about, and (2) about overall mental health in
their school. Lastly, participants were asked to respond to the open-ended question “Now
that you have completed the training, can you recall a situation where you used the skills
learned in the training? Please describe what happened and be sure not to include any
identifiable information.”
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All participants agreed to an informed consent and then completed a pre-survey, then
the 40 min simulation which was followed by the post and two-month follow-up surveys.

2.2. Methods
2.2.1. Simulation Overview

Resilient Together: Coping with Loss at School is a virtual role-play simulation developed
by Kognito (www.kognito.com). This simulation follows a similar learning methodology
to other virtual role-play simulations that have demonstrated to be effective in training
educators and staff in communication techniques that produce attitudinal and behavioral
changes. For example, elementary school educators who were trained via simulated role-
play reported an average increase of 25% in feelings of preparedness to recognize students
in psychological distress and approach their parents to discuss referrals to support [34]. In
this same study, educators reported a 36% increase in the number of students recognized
as being in distress, a 54% in number of students with whom they had discussions about
concerns, and a 72% increase in the number of parents with whom they had discussions
about referrals to support for their children. Additional studies demonstrate similar find-
ings for training via virtual role-play simulators [35–37]. In the Resilient Together: Coping
with Loss at School simulation, participants enter an online environment where they practice
role-playing with emotionally responsive intelligent virtual students coded with memory,
personality, and will respond like real students who have experienced a loss. The 40 min
simulation involves participants practicing role-playing one of two conversations, depen-
dent on their students’ grade levels, one is with a virtual student and the other with a
virtual teacher. These virtual humans model behaviors that school personnel often see
during a highly sensitive time such as after a student suicide in the school community.
A virtual coach provides ongoing feedback on effective and ineffective communication
strategies and though practicing the role-plays, participants learn how to support stu-
dents impacted by a death and support their colleagues experiencing compassion fatigue.
Several studies have demonstrated the efficacious impact of role-play simulations that
have implemented similar learning models as the one examined in this study [34–37]. A
more detailed description of simulation design and learning methodology can be found in
Albright et al. [38] as well as an overview on simulations in PK-12 [39]. Figure 1 shows a
screenshot of the simulated role-play.
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Figure 1. Screenshot from Resilient Together: Coping with Loss at School program.

2.2.2. Sampling and Sample Demographics

The sample initially consisted of 4500 educators and staff who were recruited from
geographically dispersed areas across the US between January 2021 through December
2021 from district superintendent offices, principals, and by word-of-mouth. Participants
gained free access to the simulation via institutional licenses purchased directly from the
vendor by school districts or by state departments of education, health or public health,
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and mental health organizations, and could take the simulation at a time of their choosing
and in a convenient location such as their home or office. Participants first completed
the pre-survey followed by the simulation, then a post survey and two months later, a
follow-up survey. Overall, the final sample size was 383 participants who completed all
three surveys. Participants were able to opt out of any survey question they did not want
to complete, including demographic information; therefore, demographic information is
listed for only those participants who chose to fill out the information. Participants were
primarily white female teachers. Table 1 provides complete demographic information.
The average age of the sample was 51 years, with 62% being teachers, 12% staff members,
10% administrators, and the remainder of the sample consisting of mental health specialists
(3.1%) and paraprofessionals (3.4%).

Table 1. Demographics.

Demographic Item n Percentage (%)

Female 331 86.4
Male 34 8.9

Non-binary 1 0.3
I prefer not to answer 15 3.9

I prefer to self-describe 0 0
American Indian/Alaska Native 13 3.4

Asian 12 3.1
Black/African American 28 7.3

Hispanic/Latinx 64 16.7
Native Hawaiian/other Pacific Islander 1 <0.1

White 240 62.7
I prefer not to answer 96 25.1

Teaching 238 62.1
Administrator 38 9.9

Mental Health Specialist 12 3.1
Staff Member 47 12.3

Paraprofessional 13 3.4
School resource officer 0 0

Other 33 8.6
Pre-K 97 25.3

Elementary School 156 40.7
Middle/Junior High/Intermediate School 62 16.2

High School 29 7.6
Other 2 0.5

2.2.3. Analyses

To determine whether preparedness and self-efficacy increased overtime as a result
of the intervention, a series of one-way repeated measures ANOVAs were run on each
item. Post hoc tests using a Bonferroni correction were used to make pairwise comparisons
between pre-test and post-test means, pre-test and follow-up means, and post-test and
follow-up means. Partial eta squared was calculated for each repeated measures ANOVA as
a measure of effect size for each item to determine the magnitude of the effect of the training
over time. Frequencies were calculated for satisfaction measures, level two measures
regarding application of the skills learned in the training, and behavioral measures.

To incorporate qualitative data, MAXQDA 2020 software was used. This software
combines quantitative processing with manual coding. We were able to thematically
code the qualitative data and produce frequency tables to directly illustrate the research
findings. The qualitative analysis involved coding for reoccurring themes using a joint
inductive-deductive coding process. This process involved two independent coders, with
each coder reading through responses individually and identifying common themes with
the MAXQDA 2020 software. Once a final coding template was established by both coders
independently, both coders coded the responses into the full set of thematic categories,
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refining themes based on overlapping categories. The coders resolved any discrepancies
through discussion with one another and reported all thematic categories and the frequency
of responses for those categories. Some statements could fit into multiple themes, thus
percentages reported do not add to 100%. Statements have been copied directly as reported,
without correcting for typos.

3. Results
3.1. Level One Satisfaction Measures

Overall, participants found the simulation to be very effective with 98% stating it was
good (37.9%), very good (41.3%), or excellent (18.8%) and 92% indicating that they would
recommend the simulation to colleagues. A total of 82% of participants indicated that the
training is based on relevant scenarios.

3.2. Level Two Measures

There were significant mean Likert-scale increases (see Tables 2–4 for means and
p-values)) from pre- to post-survey and pre- to follow-up survey in preparedness and
self-efficacy to (1) recognize when a student is showing signs of psychological distress
(such as being anxious, depressed or disengaged), (2) recognize changes in behavior in
response to a loss (such as losing interest in activities, declines in grades or social isolation),
(3) help a student open up to talk about their feelings of loss, (4) motivate a student to
connect with support services, (4) motivate a colleague to connect with support services,
and (5) engage in self-care (such as supporting a healthy mindset, acknowledging your
emotions or maintaining close relationships), (6) motivate a colleague to engage in self-care,
and (7) motivate a colleague to connect with support services. Partial eta squared (ηp

2;
effect size measure) is reported in Tables 2–4 for each item to demonstrate the magnitude
of the effect of the training over time. This effect size scale indicates 0.01 as a small effect,
0.06 as a medium effect, and 0.14 as a large effect.

Table 2. In response to a real or possible death in your school or community, please indicate your
preparedness to.

Measure Pre-Test Mean (SD) Post-Test Mean (SD) Follow-Up Mean (SD) n

Repeated Measures
ANOVA

(ηp
2

in Parenthesis)

Significant Time
Points

Recognize when a
student is showing signs
of psychological distress

3.57 (0.767) 4.03 (0.648) 3.81 (0.686) 381 72.8 *** (0.161) All

Recognize changes in
behavior in response to
the loss

3.68 (0.749) 4.08 (0.623) 3.90 (0.663) 381 61.8 *** (0.140) All

Help a student open up
to talk about their
feelings of loss

3.53 (0.751) 4.02 (0.669) 3.73 (0.693) 376 80.4 *** (0.177) All

Motivate a student to
connect with
support services

3.55 (0.797) 4.06 (0.661) 3.79 (0.716) 378 87.4 *** (0.188) All

Engage in self-care 3.57 (0.771) 4.05 (0.657) 3.83 (0.709) 379 79.2 *** (0.173) All

Motivate a colleague to
engage in self-care 3.63 (0.778) 4.04 (0.687) 3.83 (0.717) 379 56.4 *** (0.130) All

Motivate a colleague to
connect with support
services

3.59 (0.811) 4.02 (0.708) 3.77 (0.730) 376 55.9 *** (0.130) All

Note. This note is relevant for the table above. Items were on a 5-point scale. *** p < 0.001, ** p < 0.01, * p < 0.05,
ns = not significant. Items were scored using a scale from “Very Low = 1” to “Very High = 5”.
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Table 3. In response to a real or possible death in your school or community, please indicate how
much you disagree/agree with the following statements that begin with “I feel confident in my
ability to”.

Measure Pre-Test Mean (SD) Post-Test Mean (SD) Follow-Up Mean (SD) n

Repeated Measures
ANOVA

(ηp
2

in Parenthesis)

Significant Time
Points

Recognize when a
student is showing signs
of psychological distress

3.93 (0.630) 4.20 (0.555) 4.08 (0.613) 362 28.4 *** (0.073) All

Recognize changes in
behavior in response to
the loss

3.97 (0.604) 4.21 (0.545) 4.11 (0.576) 359 25.5 *** (0.067) All

Help a student open up
to talk about their
feelings of loss

3.85 (0.667) 4.18 (0.562) 3.99 (0.623) 357 39.8 *** (0.101) All

Motivate a student to
connect with
support services

3.84 (0.701) 4.18 (0.585) 3.98 (0.636) 361 44.9 *** (0.111) All

Engage in self-care 3.86 (0.663) 4.17 (0.599) 3.99 (0.666) 362 34.2 *** (0.086) All

Motivate a colleague to
engage in self-care 3.88 (0.674) 4.18 (0.608) 4.02 (0.637) 361 36.3 *** (0.177) All

Motivate a colleague to
connect with
support services

3.86 (0.676) 4.17 (0.613) 3.99 (0.673) 356 33.0 *** (0.085) All

Note. This note is relevant for the table above. Items were on a 5-point scale. *** p < 0.001, ** p < 0.01, * p < 0.05,
ns = not significant. Items were scored using a scale from “Strongly Disagree = 1” to “Strongly Agree = 5”.

Table 4. Please indicate if you disagree/agree with the following statements.

Measure Pre-Test Mean (SD) Post-Test Mean (SD) Follow-Up Mean (SD) n

Repeated Measures
ANOVA

(ηp
2

in Parenthesis)

Significant
Time Points

Talking to a student
about suicide will
increase the risk that the
student will contemplate
suicide

2.28 (0.844) 1.97 (0.968) 2.06 (0.831) 354 18.5 *** (0.050) Pre-Post
Pre-FU

When a person dies by
suicide, most people feel
that it is better not to talk
about it with that
person’s family
or friends

2.67 (1.01) 2.73 (1.04) 2.75 (1.01) 347 NS (0.003) None

I would personally
avoid talking about
suicide with someone
who has lost a family
member or friend
by suicide

2.55 (0.950) 2.36 (0.886) 2.36 (0.863) 347 25.5 *** (0.069) All

Note. This note is relevant for the table above. Items were on a 5-point scale. *** p < 0.001, ** p < 0.01, * p < 0.05,
ns = not significant. Items were scored using a scale from “Strongly Disagree = 1” to “Strongly Agree = 5”.

There were also significant decreases from pre- to post-survey, and pre-to follow-
up survey (p < 0.01) in the beliefs that (1) talking about suicide will increase the risk of
suicide, and significant decreases from pre-test to post-test in the idea that (2) talking
about suicide with someone who has lost a family member or friend by suicide should
be avoided (p < 0.01). These measures had medium effect sizes. Tables 2–4 present the
quantitative results.

Participants also either agreed or strongly agreed in the post-survey that if they
apply the skills taught in the simulation, there would be increases in (1) student academic
success = 72%), (2) student attendance = 64%, (3) classroom safety = 82%, (4) the school
learning environment will become more supportive = 91%, and (5) relationships with
students will improve = 90%.
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3.3. Level Three Behavior Measures

Participants self-reported reported in the two-month follow-up survey that as a result
of applying the skills they had learned in the training, they either agreed or strongly agreed
that: (1) student attendance increased = 32%, (2) student academic success improved = 36%,
(3) the school learning environment became more supportive = 61%, (4) classroom safety
improved = 57%, and (5) their relationship with students improved = 61%. Additionally,
respondents reported that as a result of taking the training, there has been an increase in the
number of students and colleagues that they identified as showing signs of psychological
stress (students = 24%; colleagues = 21%), helped open up to talk about their feelings of
loss (students = 32%; colleagues = 28%), and connected to support services (students = 27%;
colleagues = 17%).

3.4. Qualitative Measures

At the two-month follow-up, participants were also asked to respond to the question
“Now that you have completed the training, can you recall a situation where you used the
skills learned in the training? Please describe what happened and be sure not to include
any identifiable information.”

A total of 348 open response comments were examined for this analysis. Respondents
may have provided multiple themes if they discussed utilizing more than one skill during
the incident they wrote about. Qualitative analysis was conducted via MAXQDA 2020, a
software designed to streamline the process of coding qualitative data into useful themes.
The coding process was primarily manual; however, the MAXQDA 2020 software assisted
the qualitative coding process through key word lexical search capabilities and color coding
after themes were identified by researchers. Frequency counts and proportions of responses
that were related to each theme were created.

First, the manual iterative coding process was completed by two researchers separately,
after which results were combined to reflect the themes which emerged. Results from both
researchers were compared using reliability analysis in a two-way mixed model. Intraclass
Correlation Coefficient (ICC) was used to determine the level of agreement between the
two researchers. The ICC for this qualitative analysis was 0.996, indicating a high level of
agreement between the researchers.

Results of the qualitative analysis revealed that a large portion of respondents had not
had a chance to utilize the skills learned in the training or virtual instruction prevented
them from doing so. However, of those who did, the most mentioned themes included
recognition of distress in students, discussing concerns with distressed students, ability
to implement open communication, knowing when to refer counseling, recognition of
distress in colleagues, dealing with students who lost a family member, and discussing
student mental health concerns with parents. The full results of this analysis are displayed
in Table 5 below.

Table 5. Now that you have completed the training, can you recall a situation where you used
the skills learned in the training? Please describe what happened and be sure not to include any
identifiable information.

Theme Frequency
(Researcher 1)

Frequency
(Researcher 2) Delta

No situation occurred 156 156 0

Recognition of distress in students 45 39 6

Discussing concerns with distressed students 38 35 3

Ability to implement open communication 34 34 0

Referral to counseling 33 27 6

Recognition of distress in colleagues 27 33 6
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Table 5. Cont.

Theme Frequency
(Researcher 1)

Frequency
(Researcher 2) Delta

Unable to implement skills due to COVID/virtual instruction 23 25 2

Student loss of a family member 21 21 0

Discussions with parents/caregivers for students in distress 17 14 3

Implementation of mental health discussions with colleagues 13 11 2

Implementation of mental health support communities 11 5 6

Ability to help to cope with COVID-related hardships 11 12 1

Loss of a student 8 8 0

Did not find training useful 7 7 0

Feel better prepared to help 7 7 0

Not applicable due to role 5 3 2

Ability to help to cope with ailing/ill family members 4 2 2

Already learned prior to the training due to role 4 0 4

Loss of a staff member/colleague 3 3 0

Does not want to disclose information 3 3 0

Recognition of distress in a parent/caregiver 3 0 3

Recognition of family members in psychological distress 2 5 3

Student suicide 1 0 1

Used the skills learned for self-help 1 1 0

Intervention and stopping violent student behavior 1 1 0

4. Discussion

The main objective of this study was to examine the effectiveness of an online virtual
role-play simulation designed to teach educators and staff to respond to a death in the
school community. We hypothesized that as a result of the simulation, participants would
be better prepared and confident to respond to death in the school community.

Quantitative results demonstrated that Resilient Together: Coping with Loss at School
was an effective tool for teaching learners how to recognize signs of psychological distress,
and improved learners’ preparedness and self-confidence in their ability to engage in
conversations with students and colleagues regarding support services. These findings
align with findings from similar studies that assess the efficacy of simulated virtual role-play
programs, specifically in significantly increasing attitudes regarding recognition, approach,
and referral behaviors [34–39]. However, this study differs in that it also incorporates the
importance of identifying the impact of loss and grief on school communities, differing from
typical interventions that aim to improve mental health awareness. An important finding to
note is that not only did the program assist learners in helping others, but it also increased
their preparedness and confidence in their own self-care. The self-care component provides
additional support for simulated role-play that previous papers do not. Coping with loss is
difficult in any context, especially the death of loved ones. Our school communities have
been heavily impacted by loss due to COVID-19 and are experiencing prolonged effects of
stress and loss in students’ and educators’ reintegration into the academic environment.
In addition, because the program resulted in significant mental health and suicide stigma
reduction, this could help lead to potential changes in institutional climate toward greater
acceptance of having conversations about mental health and suicide, thus creating a safer
and more trusting educational environment.

When asked about using the skills learned in the simulation, participants reported
instances of recognizing distress in students, colleagues, and other school community
members. Additionally, they reported increases in approaching and referring students in
distress to support services. Lastly, participants mentioned how helpful the program was
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specifically in helping others deal with the loss of family members or other members of the
school community. For specific frequency of the occurrence of these behaviors, please see
the qualitative data reported in Table 5. The qualitative data show that participants were
able to better understand the impact of simulated role-plays in training school community
members how to recognize those in distress and how to engage them in conversations
to augment their behavioral health as well as create communities of support within their
schools. The benefits of building rapport between students and teachers, and between
teachers and administrators themselves cannot be overstated due to potential impact of
fostering a positive and safe school climate.

Lastly, many respondents, nearly half in the qualitative data, mentioned that they have
not had a chance to utilize the skills learned in the training due to needing to take necessary
precautions because of the pandemic as well as virtual classroom instruction. At the same
time, a substantial number of respondents reported that they utilized the skills practiced.
This observation is important as many school settings are still taking measures to protect
students from COVID-19 and ensuing co-variants. This study provides evidence that the
use of virtual role-play simulations such as Resilient Together: Coping with Loss at School are
an effective approach to augmenting prevention and postvention programs within school
districts that are vital in supporting student and faculty mental health and well-being.

5. Limitations

As in many field studies, recruitment of subjects for experimental and control groups
through random assignment was not possible. Thus, one limitation is that we implemented
an experimental design that examined within-group differences that did not include a
control group. Another limitation is that behavioral data were self-reported. Ideally, we
would have preferred access to school records on classroom attendance, student academic
performance, and incidences of school safety, etc. Additionally, the data collected in this
study are specific to educator and staff perceptions of student mental well-being; thus,
incorporating student data would have allowed us to further assess the efficacy of the
intervention. Another limitation was that although the items used to assess attitudinal
change were based on the validated Gatekeeper Behavior Scale, the scale used in this study
was not previously validated. Thus, although convergent validity has been established
for the Gatekeeper Behavior Scale [33], since the scale used in this study was modified,
future studies should examine the convergent validity of the modified scale. Lastly, to
increase interrater reliability in the qualitative analysis, ideally, we would have liked more
researchers to code responses to ensure accuracy. Given these limitations, the results
reported in this paper are assumed to represent the population of those who participated
in the Resilient Together: Coping with Loss at School program.

6. Conclusions

As evidenced in the postvention literature, there is an overwhelming need for school-
based interventions. Adolescent and young adult populations are at the highest risk for
suicide clusters and contagion effects. Without proper postvention protocol, it is difficult to
address a death in a school community, particularly a death by suicide, which can increase
the occurrence of suicide clusters and directly impact already at-risk students by amplifying
negative emotions (e.g., feelings of hopelessness, anxiety, loneliness). The data from this
study provide encouraging evidence that simulations such as Resilient Together: Coping with
Loss at School can augment postvention efforts. The current use of online virtual role-plays
to manage postvention conversations had a positive impact on the perceived preparedness
and self-efficacy of educators and staff on their postvention efforts. Overall, the impact
of death and the loss of loved ones effects the entire school community, and postvention
techniques are essential in coping with the loss. The results from this study provide support
that postvention efforts are strengthened through the use of virtual interventions that
promote recognition, approach and referral behaviors and can be effective when helping
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school communities to cope with loss, which has been especially prominent during the
COVID-19 pandemic.
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Highlights:

• Following a suicide of a pupil principals and home-room teachers suffer more from complicated
grief and PTSD compared to psychologists and counsellors.

• Principals and home-room teachers should receive more preparatory training.

Abstract: Background: The suicide of a pupil impacts survivors greatly, but most studies on the
subject do not consider school staff, and do not differentiate between the various professional domains.
Our aim was to investigate the existence of differences in symptoms of complicated grief as well
as post-trauma symptoms after a pupil’s suicide, among school staff in four domains: counsellors,
psychologists, principals and home-room teachers. Method: Eighty-four staff members from schools
that lost pupils to suicide within the past five years were assessed for symptoms of complicated
grief and trauma. All reported their symptoms using self-report scales. Results: Principals and
home-room teachers had significantly higher complicated grief and post-trauma symptoms. The
main limitations of this study are that the data were collected via self-report questionnaires, which
can introduce bias. Additionally, the sample is relatively small and comprises mainly women.
Conclusions: School professionals in domains receiving less coping and crisis training, and those with
supervisory responsibilities (principals and home-room teachers) show more symptoms of trauma
and complicated grief after a pupil’s suicide, and require special attention. More preparatory training
would surely benefit them and assist them in coping with such crises.

Keywords: suicide; school staff; grief; trauma

1. Introduction

A pupil’s suicide creates extensive circles of vulnerability, not only among the pupil’s
family members, but also among their classmates, guides, teachers and other acquain-
tances [1]. Following the death of a pupil, school staff are at the frontline, having to manage
the acute crisis. Still, they are often forgotten and not considered among those impacted by
the death and needing support [2]. Only in recent years has it been recognized that this
subject must be investigated and talked about in order to prevent more such occurrences [3].

Every suicide leaves behind approximately 25 people who were close to the person
who died by suicide and are at greater risk of developing psychopathologies after the
event [1,4,5], including complicated grief, depression, suicide and post-trauma symp-
toms [6]. Most studies so far have investigated families and friends of the person who

Int. J. Environ. Res. Public Health 2022, 19, 12160. https://doi.org/10.3390/ijerph191912160 https://www.mdpi.com/journal/ijerph
217



Int. J. Environ. Res. Public Health 2022, 19, 12160

died by suicide. Other studies investigated psychiatrists and therapists. Among other
things they found that women reported a greater effect on their clinical confidence [7],
and that younger, less-experienced clinicians were more affected by a patient’s suicide
than older clinicians with more experience [8]. Many studies emphasize the need for
social and professional support, which includes opportunities to talk about the suicide
experience with others—especially with senior professionals and with those who have also
experienced suicide in their family or work. This support is common among mental health
practitioners [9]. However, little attention has been paid in the literature to the impact of a
pupil’s suicide on school staff, and to their need for support and training to cope with a
pupil’s suicide [1].

It seems reasonable that staff members who have been trained for coping with crises
would react differently from staff members who have had no such training. Indeed, it was
found that staff members who were trained to cope with emergencies, stress and crises
reported less emotional overload, avoidance and detachment in times of school crises
than un-trained staff [10]. Moreover, trained personnel demonstrated more competence
and reported more satisfaction and a sense of emotional growth after offering support to
other grievers [10].

The aim of the current study was to investigate the existence of differences in compli-
cated grief and post-trauma symptoms after a pupil’s suicide, among school staff in four
domains: counsellors, psychologists, principals and home-room teachers. Given the nature
of their professions, school counsellors and psychologists undergo training to cope with
crises and loss—their patients’ as well as their own. They are also trained and prepared
to cope with the impact a patient’s crisis has on themselves. Meanwhile, principals and
home-room teachers often do not receive such training, and even when they do, it is not
as thorough [11]. We hypothesized that psychologists and counsellors will report less
symptoms of complicated grief and PTSD compared to principles and home teachers. The
research hypotheses were tested in relation to background variables of gender and seniority.

To the best of our knowledge, this is the first study to examine these four domains in
the context of pupil suicide.

2. Materials and Methods
2.1. Subjects

We located all the schools in Israel at which a pupil had died by suicide during the
previous five years (n = 29). All schools were middle schools or high schools. At each school
the school counsellor, the school psychologist, the principal and the home-room teacher
of the pupil who died by suicide were prospective participants (n = 116). In this way we
identified the entire population of potential participants and attempted to speak with all of
them. Six potential participants (5.2%) refused to participate, claiming that the subject was
too emotionally difficult. Twenty-six potential participants (22.4%) could not be located.
They no longer worked at the school where the incident occurred, and were not found
in the Ministry of Education database, implying that after the incident they had left the
profession altogether. Eighty-four (72.4%) agreed to participate, of whom sixty-one (73%)
were women. This gender distribution is similar to the general distribution of educational
staff in Israel (80% females) [12]. Within the four domains, out of 14 principals, 8 were
men; out of 17 home-room teachers, 4 were men, out of 27 counsellors, 3 were men; and
out of 26 psychologists, 8 were men. The participants’ average age was 47.3 (S.D. 8.8), and
their average seniority was 18.8 years (S.D. 8.6). These demographic characteristics are
compatible with data for Israeli school staff: sixty percent are aged 30–49, and sixty percent
have more than ten years of seniority [12]. With regard to the different professions, we
interviewed school counsellors (n = 27, 32%), school psychologists (n = 26, 31%), principals
(n = 14, 17%) and home-room teachers (n = 17, 20%), all having encountered cases of pupils
who died from suicide.
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2.2. Procedure

Upon receiving approval from the Israel Ministry of Education’s institutional review
board, we searched the Ministry of Education’s database for schools at which a student
had died by suicide during the previous five years (n = 29). After participants signed
an informed consent form, they received a link to a set of computerized rating scales.
Participants were asked to answer the questionnaires regarding the student’s suicide event.
Scales were administered in Hebrew. Researchers were blind to the individual rating
scale responders.

2.3. Tools

Post-traumatic Diagnostic Scale (PDS) [13]—This is a widely used self-report scale
for symptoms of post-traumatic stress disorder (PTSD) based on the DSM IV. The scale
includes 49 items (Cronbach α = 0.92).

Inventory of Traumatic Grief (ITG) [14]—The short self-report version that includes
14 items (Cronbach α = 0.95) was used in this study. It covers each of the symptoms of
traumatic grief as well as other potentially maladaptive symptoms of grief.

2.4. Statistical Methods

SPSS software (IBM Corp. Version 23.0) was used for statistical analyses. As for the
normal distribution of the measures, inter-group differences were analyzed using ANOVA.
Post hoc Bonferroni analysis was used to control for multiple testing. The significance level
was set at 0.01, and all analyses were two-tailed.

Note that our research design is suitable for a multi-level analysis, whereby one
variable is nested within another broader variable (group-level variable) [15]. Specifically,
all participants from a particular school were considered part of the same group and might
have been affected by the same context variable. However, we could not use multilevel
model (HLM) analysis to explore this nesting effect for two reasons. The first relates to
the anonymity requirement of the ethics board. We could not match the participants to a
specific school (see the ethical consideration section). The second reason relates to the small
number of participants from each school. Our research design imposed that a maximum of
four potential participants from each school would be approached—the home-room teacher,
the school principal, the school counsellor and the school psychologist. It is suggested
that “the most commonly offered rule of thumb with regard to sample size for multilevel
models is at least 20 groups and at least 30 observations per group” [16] (p. 272). Thus,
although 29 schools were located, which satisfies the requirement for the number of groups,
each school (i.e., group) consisted of less than 30 observations as required.

3. Results

Following a pupil’s suicide, significant differences in symptoms of PTSD (F(3,83) = 5.90,
p = 0.001) and complicated grief (F(3,79) = 14.53, p = 0.001) were demonstrated across the
four school staff domains. Both complicated grief and PTSD measurements of school
principals (M = 2.69, SD = 1.11; M = 11.14, SD = 10.61) and home-room teachers (M = 2.65,
SD = 1.03; M = 10.32, SD = 9.02) were found to be significantly higher than those of coun-
sellors (M = 1.89, SD = 0.60; M = 6.26, SD = 8.54) and psychologists (M = 1.94, SD = 0.63;
M = 5.16, SD = 7.5) (Figure 1). No differences were found between the groups regarding
gender or seniority, (p > 0.01), but more PTSD symptoms were found among males than
among females (t(2,54) = 3.08, p = 0.002). Male participants reported higher symptoms of
PTSD compared to females (M = 2.11, SD = 1.55 vs. M = 1.50, SD = 1.24). Unfortunately,
due to the small sample size we could not test the interaction of profession and gender
with regard to PTSD.
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Figure 1. Differences between the domains regarding the intensity of complicated grief and post-
traumatic stress disorder (PTSD). The scales of the measures were adjusted so that it would be
possible to put them on the same graph in relation to each other. p < 0.01.

4. Discussion

This study demonstrated significant differences in symptoms of PTSD and complicated
grief among four domains of school staff: principals, counsellors, psychologists and home-
room teachers. Principals and home-room teachers reported higher levels of complicated
grief and PTSD symptoms than psychologists and counsellors.

Previous studies found a pupil’s death to negatively influence the mood of other
students and of school staff [17,18]. However, these studies did not focus specifically on
suicide, while studies that investigated pupils’ suicides did not focus on the specific staff
domains discussed in the current study. To the best of our knowledge, this is the first study
to assess the coping of these four school staff domains and their emotional parameters after
a pupil’s suicide.

The literature considers school staff to be “forgotten grievers” [19] since they feel deep
loneliness after the loss of a student but are not treated as parties impacted by the death.
According to the studies, these people are at high risk for PTSD and complicated grief [6,19].

The findings of the current study support these reports and add a hierarchical structure
of symptoms on which the four school staff domains can be placed. Principals and home-
room teachers focus on pedagogical and educational skills as well as procedures and
organization [20]. They are less involved in situations that require emotional support, and
receive less training on the subject. Therefore, they are more likely to be in greater distress
when dealing with an event such as the suicide of a pupil.

The confidence of home-room teachers in assisting students with mental health prob-
lems is associated with the home-room teachers’ subjective psychological well-being, their
knowledge and capability to comprehend children’s mental health issues and with their
satisfaction with the overall school climate [21]. In times of crisis, they are concerned with
organization strategy, control and returning to routine [11]. Since they do not feel qualified
to treat mental health problems, and because they are engaged in organization strategy
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and helping pupils return to routine, when a suicidal event occurs in their classroom, their
emotional response to the situation is more severe. For example, in the current study, a
theme that arose on the part of the subjects was the lack of support from the education
system and the feeling that they had been “abandoned” to such a difficult situation; one
educator stated: “No support was given to the counselor or the teaching staff who knew
the student”. “We were left to cope alone”. A school principal reported: “The ministry (of
education) must provide a solution for educators and caregivers who have experienced
the loss of a student, this is a work accident in every respect. On the day of the event, I
felt wrapped and so did in the first week. After that, I was left in great solitude and with
the feeling that everyone expects us to return to normal as if it never happened. However,
this was not the case”. A counselor reported: “Unfortunately, I did not feel emotional
support for my work as a counselor and no additional professional help was provided for
the incident. The feeling is ‘alone in the battle’”.

Another possible explanation for our findings is that, during a crisis such as the death
of a pupil, home-room teachers tend to be closer to the students and to the family and
friends of the pupil who died by suicide compared to other staff members [22]. The degree
of closeness to the person who died by suicide has been shown to have an impact on PTSD
symptoms [23]; thus, the greater the proximity to the students, the higher the symptoms of
the trauma.

According to the rules of the Israeli Ministry of Education, psychologists and counsel-
lors are responsible for the well-being and mental health of pupils [24]. They are trained
to cope with crises and distress, and are also under ongoing professional supervision
throughout the school year.

Interestingly, male participants of our study reported higher levels of PTSD compared
to female participants. Due to the small sample of men we could not test the interaction
of gender and profession. A plausible explanation for our findings is that, in a country
where military service is compulsory and men are commonly assigned to combat roles,
men more than women are exposed to traumatic events. Research shows that repeated
trauma impedes teachers’ and counselors’ adaptive coping following a student’s suicide [5].
This is in line with findings from another of our projects [25] suggesting that school staff
members who previously experienced the suicide or attempted suicide of someone close
should be considered a risk group for lower levels of coping strategies.

5. Limitations

The retrospective approach of this study, evaluating the impact of past events and the
subjective nature of the measurements used (self-reporting) may introduce recall biases. In
addition, the relatively small size of the study population did not allow consideration of
the impact of time elapsed since the suicide. There is no doubt that the current impact of a
recent loss differs significantly from the current impact of a loss that occurred years earlier.
Other limitations concern the study’s sample. Our sample consists mostly of women (73%),
reflecting the fact that most school employees in Israel are women [12]. Thus, further
research should be conducted with a larger sample of men to examine the replicability of
our results and their generalizability to the entire population. The small number of men
did not allow us to test for interaction with regard to PTSD; it is recommended that this
interaction is tested in future studies.

Additionally, 27% of the potential participants did not participate. Most of these
potential participants who did not participate could not be located because they no longer
worked at the school at which the incident occurred, and we were unable locate them in
other ways. Some potential participants refused to participate, claiming the topic was too
painful for them. The low rate of this explicit refusal (5%) is lower than in other social
science studies [26]. Yet, those who refused to participate or who were not located may have
exhibited a different pattern of responses than the pattern exhibited by our participants,
and their absence may have influenced the outcomes of our study. Lastly, our study did
not examine additional background variables that have the potential to interfere, such as

221



Int. J. Environ. Res. Public Health 2022, 19, 12160

a previous psychopathological situation. Nor did we measure the duration of contact or
emotional proximity of study participants to the pupils who died from suicide. However,
it is worth mentioning that in the Israeli education system, the home-room teacher is the
staff member the student meets most often. The counselor, psychologist and principle are
usually background figures.

6. Conclusions

The policy of the Stress Unit in the Ministry of Education emphasizes the need to
provide intensive counseling and accompaniment for staff. However, its focus is on the
staff being able to provide these responses to the students, and there is no accompaniment
and support for the staff themselves. Decision makers must give special consideration to
the severe impact of a pupil’s suicide on principals and home-room teachers, who are more
vulnerable to mental health symptomatology following such an occurrence. Improving
coping skills and establishing prevention and support programs for school staff may assist
them in better coping with these difficult situations. Thus, similar to psychologists and
counselors who undergo training to cope with crises and loss, it is suggested that home-
room teachers and principals receive training focused on coping with the crisis of a pupil’s
death by suicide and the impact this crisis has on themselves.
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Abstract: Bereavement by suicide and other unnatural causes is associated with suicide but evidence
regarding risk of substance misuse is inconsistent. This may be due to heterogeneity in patterns of
alcohol or drug use after traumatic bereavement; some increasing use to cope with the loss and others
reducing use. To highlight the problems of focussing on diagnostic thresholds when investigating
substance use after traumatic loss, we aimed to test whether people bereaved by suicide or other
unnatural causes are more likely to reduce or stop their substance use than people bereaved by
sudden natural causes. Using multivariable logistic regression and data from an online survey of
1854 UK-based bereaved adults, we tested the association between bereavement by suicide and other
unnatural causes and post-bereavement reduction/cessation in (i) alcohol and (ii) drug use. There
were no group differences in the proportions who reduced/stopped alcohol use, but a significantly
greater proportion of people bereaved by sudden unnatural causes reduced/stopped drug use
post-bereavement than people bereaved by sudden natural causes (AOR = 2.61; 95% CI = 1.44–4.71;
p = 0.001; 4.1% versus 1.7%). In sub-group analyses this applied separately to people bereaved by
suicide and non-suicide unnatural causes. Research into post-bereavement substance use should
accommodate apparent divergent sub-diagnostic patterns.

Keywords: bereavement; grief; alcohol; drugs; suicide; cause of death; mixed methods

1. Background

Although bereavement is a near universal experience, and grieving is the natural
process by which people adapt to a loss, for some individuals adjustment can be more
difficult, with substantial variation in psychological health between individuals and across
cultures [1]. Bereavement by any cause is associated with an excess risk of physical and
mental health problems [1], suicide [2] and premature all-cause mortality [1]. However,
people who experience bereavement due to unnatural causes (such as suicide, homicide or
accidental death) are at greater risk of psychiatric illness and suicide than those bereaved
by other causes [3]. These types of deaths are also more stigmatised than deaths by natural
causes [3]. In attempting to understand mechanisms of suicide risk after bereavement by
unnatural causes, researchers have investigated substance use, identifying this as a likely
mediator because it is a common means of processing bereavement [4] and a potent risk
factor for suicide [5]. This work has tended to rely on recorded diagnoses of substance
use disorder or diagnostic interviews as outcomes, finding elevated risks of substance
misuse after bereavement by suicide and other unnatural causes when compared with
non-bereaved controls [6–8], but no differences when comparing suicide bereavement to
bereavement by other unnatural causes [7,9]. However, such work ignores patterns of
substance misuse at a sub-diagnostic level, hampering a more nuanced understanding of
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whether individuals respond differently in their use of substances after a traumatic loss.
In the current study, prompted by qualitative findings of varied and divergent patterns of
substance misuse after traumatic loss [10–14], we aimed to test a contrary hypothesis using
more fine-grained measures of substance use. We hypothesised that people bereaved by
unnatural causes (including suicide) are more likely than those bereaved by natural causes
to reduce or stop their use of alcohol and drugs after bereavement. This has not yet been
investigated, and was intended to complement findings that these groups are also more
likely to increase their use of substances (alcohol or drugs) after a bereavement [12], im-
proving our clinical understanding of potentially differing patterns within this population
and making a methodological point about factors to consider when investigating substance
use after bereavement.

2. Materials and Methods
2.1. Sample

We analysed cross-sectional data from adults who had participated in the 2010 UCL
Bereavement Study; a closed online survey of adults aged 18 to 40 working or studying at
37 British higher education institutions (HEIs) who were invited to take part in a survey
of “the impact of sudden bereavement on young adults”(see Supplementary Material) [15]. All
164 HEIs in the UK at that time had been invited to participate, and 37 had agreed. Each
staff and student member of the 37 HEIs (an estimated sample of 659,572 in a sampling
frame of 20% of all 164 UK HEIs) received an individual email inviting them to participate
in a survey investigating the impact of sudden bereavement on young adults and defining
sudden bereavement as “a death that could not have been predicted at that time and which occurred
suddenly or within a matter of days”. This allowed identification of bereaved individuals
without using a help-seeking sample, and was judged to be the optimal means of recruiting
a hard-to-reach population of young adults with broad socio-economic and geographic
representation [15].

Respondents self-identified type of bereavement as: bereavement by suicide, bereave-
ment by sudden natural causes (for example cardiac arrest), and bereavement by sudden
unnatural causes (for example accidental death). In the case of exposure to more than
one mode of sudden bereavement, all those bereaved by suicide were asked to relate
their responses to their bereavement by suicide (and in the case of more than one suicide
bereavement, to the person they had felt closest to). Those bereaved by deaths due to
sudden natural causes and to sudden unnatural causes were asked to relate their responses
to whichever person they had felt closest to, identifying exposure status accordingly.

2.2. Procedures

Participants completed an online survey that had been designed and piloted in con-
sultation with a group of young, bereaved adults and bereavement counsellors, capturing
quantitative and qualitative data on important domains in relation to the impact of bereave-
ment. As well as eliciting quantitative data on socio-demographic and clinical characteris-
tics [15], open questions elicited free-text qualitative data on issues such as the impact of the
bereavement on relationships [16], occupational functioning [17], and support needs [18].
Respondents were invited to give as much or little detail as they wished, with no upper
word limit, or to skip the question if it did not apply. The question relating to use of drugs
and alcohol was worded as follows: “In what way, if any, has the bereavement affected your
drinking habits or your use of unprescribed drugs? (Unprescribed drugs include illicit drugs as well
as medications used above their prescribed limits)”. The wording of this question was designed
to be non-leading, neutral (avoiding assuming solely negative outcomes of bereavement),
and unambiguous in using the term unprescribed drugs to cover use of illegal drugs, legal
highs, over-the-counter drugs, or prescribed drugs used above advised limits.
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2.3. Ethical Approval

The UCL Bereavement Study was approved by the UCL Research Ethics Committee
(ref: 1975/002). All participants provided online informed consent by ticking a box to
indicate they had read the participant information leaflet and consent form and agreed that
the anonymised results would be used for research purposes.

2.4. Measures
2.4.1. Outcomes

As reported in our previous mixed methods study describing substance use after sud-
den bereavement [12], we used the approach of content analysis to analyse large volumes
of brief free-text responses to the question on drug and alcohol use to capture perceptions
of any increases, decreases, or no changes. This broad approach to categorisation avoided
attempting diagnostic categorisation or estimates of the quantity of substances used. Text
was analysed with the researchers blinded to the cause of death, except for unblinding in
15 cases where the text mentioned cause.

Two authors (AP; FS) conducted content analysis collaboratively with team discussions
providing opportunities to check the validity of codes against data, clarify where meaning
was uncertain, and encourage reflexivity. Our cross-disciplinary team comprised clinical
and non-clinical perspectives to challenge differences in interpretation.

Our initial content analysis identified 11 mutually exclusive categories capturing the
impact of the bereavement on substance use: (i) no change (including those who were ab-
stinent pre-and post-bereavement); (ii) stopped; (iii) reduced; (iv) brief temporary increase
(within the week of the death) but then resumed pre-loss pattern of use; (v) increased (un-
clear if perceived as helpful or harmful); (vi) increased (perceived as helpful); (vii) increased
(perceived as harmful); (viii) increased (unclear if perceived as helpful or harmful) but then
resumed pre-loss pattern of use; (ix) increased (perceived as helpful) but then resumed
pre-loss pattern of use; (x) increased (unclear if perceived as helpful or harmful) but then
stopped; and (xi) unable to classify.

We used these categories to create two binary variables: reduction/cessation in alcohol
use post-bereavement, and reduction/cessation in drug use post-bereavement. Each used
the categories stopped and reduced above to define a positive outcome specific to alcohol or
drugs, and the other nine categories to define a negative outcome.

2.4.2. Exposure

We derived a binary exposure variable to compare all those who related their sur-
vey responses to (a) bereavement by suicide or by other sudden unnatural causes and
(b) bereavement by sudden natural causes.

2.4.3. Covariates

We chose six variables a priori as potential confounders based on previous literature [3]
and clinical judgement. Survey data captured these variables as follows:

• Age: continuous measure, defined by participant (options from 18–40 years)
• Gender: binary variable, defined by participant (male; female)
• Time since bereavement: continuous measure, defined by participant (years/months)
• Socio-economic status: categorical measure, derived from a question capturing own

occupation (for HEI staff) or parental occupation (for students), using the 5 categories
used by the Office for National Statistics (ONS)

• Pre-bereavemen: depression: binary measure, using the Composite International
Diagnostic Interview (CIDI) screen for lifetime depression, qualified by whether this
was before or after the sudden bereavement, to derive a pre-exposure measure

• Family history of psychiatric problems (including drug and alcohol problems): binary
measure derived from responses to the question “Has anyone in your family suffered
from an anxiety disorder, a depressive disorder (including postnatal depression), had
drug or alcohol problems, or other psychological or emotional difficulties?”
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2.5. Statistical Analysis

We described the socio-demographic and clinical characteristics of our sample using
χ2 tests (categorical variables) and one-way analysis of variance (continuous variables) to
compare people bereaved by sudden unnatural causes and sudden natural causes.

We used multivariable logistic regression to test the association between bereavement
by unnatural causes and our two outcomes (post-bereavement reduction/cessation in
alcohol use; post-bereavement reduction/cessation in drug use) adjusted for six potential
confounders as listed above. We fitted binary models using xtlogit commands in Stata,
taking into account any clustering effect at institutional level by estimating random effects
for each cluster (n = 37 HEIs).

To identify whether findings differed by whether an individual was bereaved by
suicide or non-suicide unnatural causes, we conducted sub-group analyses in which we
ran the above models comparing each of these groups separately to the control group of
people bereaved by sudden natural causes.

We conducted all analyses in Stata version 16 and used a 2-sided p-value threshold of
<0.05 for all models.

3. Results
3.1. Response

Of the 5085 bereaved by the sudden death of a close contact who responded to the UCL
Bereavement Study questionnaire, 91% eligible adults (n = 4630) consented to participate,
and 1854 (40%) responded to the open question on substance use and were therefore
included in the current analysis. There was no accurate way of measuring overall response
to the survey, as the denominator of bereaved people could not be ascertained.

Of the 1854 adults who provided free-text data on substance use, 353 were bereaved by
suicide, 395 by sudden unnatural causes and 1106 by sudden natural causes. We therefore
compared the 748 adults bereaved by unnatural causes (353 by suicide; 395 by sudden
unnatural causes) to 1106 people bereaved by sudden natural causes.

3.2. Sample Characteristics

The overall gender balance of the sample was 19% male and 81% female, with a mean
age of 25.6 years (SD = 6.3). People bereaved by sudden natural causes were significantly
more likely than those bereaved by unnatural causes to have been under 21 years when
responding, to have been bereaved more recently, and to have been related to the deceased
(Table 1).

In the full sample 7.7% reduced/stopped their use of alcohol post-bereavement and
2.7% reduced/stopped their use of drugs, whilst alcohol use was unchanged for 58% and
drug use was unchanged for 85% (including those who had never used alcohol/drugs).

3.3. Association of Bereavement Status with Reduction/Cessation in Substance Use

There were no significant group differences in the proportions who had reduced or
stopped their alcohol use (Table 2). A significantly greater proportion of people bereaved
by sudden unnatural causes reduced/stopped their use of drugs after the bereavement
(AOR = 2.61; 95% CI = 1.44–4.71; p = 0.001; 4.1% versus 1.7%) than people bereaved by
sudden natural causes.

In sub-group analyses (Table 3), compared with people bereaved by sudden natu-
ral causes, significantly greater proportions of people bereaved by suicide (AOR = 3.13;
95% CI = 1.60–6.13; p = 0.001; 5.1% versus 1.7%) and of people bereaved by non-suicide
unnatural causes (AOR = 2.19; 95% CI = 1.06–4.53; p = 0.035; 3.3% versus 1.7%) had re-
duced/stopped their use of drugs post-bereavement, but with no group differences for
alcohol use (7.1% versus 8.5% versus 8.6%, respectively).
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Table 1. Sociodemographic and clinical characteristics of bereaved sample.

Bereavement Exposure

Sudden
Natural
Causes

(n = 1106)

Sudden Unnatural
Causes (Suicide

and Non-Suicide
Unnatural Deaths)

(n = 748)

Sub-Groups of the n = 748 Bereaved
by Sudden Unnatural Causes

Total
(n = 1854) p-Value †

Suicide
(n = 353)

Sudden
(Non-Suicide)

Unnatural Causes
(n = 395)

Socio-demographic characteristics n (%) n (%) n (%) n (%) n (%)

Gender †† 0.397

male 217 (19.6) 135 (18.1) 67 (19) 68 (17.2) 352 (19.0)

female 889 (80.4) 613 (82.0) 286 (81) 286 (81.0) 1502 (81.0)

missing 0 (0) 0 (0) 0 (0) 0 (0) 0 (0)

Age of participant (binary variable) a 0.047

aged 18–21 412 (37.3) 245 (32.3) 112 (31.7) 133 (33.7) 657 (35.4)

aged 22–40 694 (62.8) 503 (67.3) 241 (68.3) 262 (66.3) 1197 (64.6)

missing 0 (0) 0 (0) 0 (0) 0 (0) 0 (0)

Age of participant (years) †† 0.986

mean (SD) 25.5 (6.4) 25.7 (6.2) 25.8 (6.3) 25.6 (6.0) 25.6 (6.3)

Age participant was bereaved 0.761

between age 10 and 17 440 (39.8) 303 (40.5) 143 (40.5) 160 (40.5) 743 (40.1)

between age 18 and 40 664 (60.0) 444 (59.4) 209 (59.2) 235 (59.5) 1108 (59.8)

missing 2 (0.2) 1 (0.1) 1 (0.3) 0 (0) 3 (0.2)

Self-defined ethnicity 0.186

white 994 (89.9) 685 (91.6) 323 (91.6) 362 (91.7) 1679 (90.6)

non-white 112 (10.1) 62 (8.3) 30 (8.5) 32 (8.1) 174 (9.4)

missing 0 (0) 1 (0.1) 0 (0) 1 (0.3) 1 (0.1)

Socio-economic status ††,b 0.365

social classes 1.1 & 1.2 680 (61.5) 474 (63.4) 222 (62.9) 252 (63.8) 1154 (62.2)

social classes 3–7 & 9 402 (36.4) 256 (34.2) 124 (35.1) 132 (33.4) 658 (35.5)

missing 24 (2.2) 18 (2.4) 7 (2.0) 11 (2.8) 42 (2.3)

Clinical characteristics

Pre-bereavement depression ††,c 0.540

Yes 230 (20.8) 164 (21.9) 92 (26.1) 72 (18.2) 394 (21.3)

No 876 (79.2) 582 (77.8) 260 (81.5) 322 (81.5) 1458 (78.6)

missing 0 (<0.1) 2 (0.3) 1 (0.3) 1 (0.3) 2 (0.1)

Family history of any psychiatric problems
(including drug and alcohol problems) †† 0.104

Yes 737 (66.6) 525 (70.2) 255 (72.2) 270 (68.3) 1262 (68.1)

No 368 (33.3) 222 (29.7) 98 (27.8) 124 (31.1) 590 (31.8)

missing 1 (0.1) 1 (0.1) 0 (0) 1 (0.3) 2 (0.1)

Characteristics of the bereavement

Years since bereavement ††,a 0.002

less than two years 376 (34.0) 204 (27.3) 98 (27.8) 106 (26.8) 580 (31.2)

two years or more 730 (66.0) 544 (72.7) 255 (72.2) 289 (73.2) 1274 (68.7)

missing 0 (0) 0 (0) 0 (0) 0 (0) 0 (0)

Kinship to the deceased <0.001

blood-related 934 (84.5) 376 (50.3) 183 (51.8) 193 (48.9) 1310 (70.7)

non-blood-related 168 (15.2) 369 (49.3) 170 (48.1) 199 (50.4) 537 (29.0)

missing 4 (0.4) 3 (0.4) 0 (0) 3 (0.8) 7 (0.4)

† p-values for bivariate associations in relation to main comparison (bereavement by sudden natural causes versus
bereavement by any sudden unnatural causes), with those in bold below the threshold for significance (<0.05).
†† covariates included in adjusted model. a age and time since bereavement were used as continuous variables in
our multivariable models but are presented here as binary variables for ease of interpretation. b socio-economic
status using the five categories from UK Office for National Statistics. c measured using CIDI screen for depression.
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Table 2. Associations between bereavement by unnatural causes and perceived reduction/cessation
in substance use.

Exposure to
Bereavement by:

Sudden Natural Causes
(n = 1106)

Sudden Unnatural Causes, Including Suicide
(n = 748)

Total
(n = 1854)

Outcome Prevalence
n (%)

Odds
Ratio

Prevalence
n (%)

Unadjusted
Odds Ratio

(95% CI)
p-Value †

Adjusted a

Odds Ratio
(95% CI)

p-Value † Prevalence
n (%)

Perceived reduction or
cessation in alcohol use

post-bereavement
78 (7.1) 1 64 (8.6) 1.21

(0.85–1.71) 0.287 1.24
(0.87–1.77) 0.239 142 (7.7)

Perceived reduction or
cessation in drug use

post-bereavement
19 (1.7) 1 31 (4.1) 2.63

(1.45–4.73) 0.001 2.61
(1.44–4.71) 0.001 50 (2.7)

a adjusted for age, gender, socio-economic status, time since bereavement, pre-bereavement depression, and
family history of psychiatric problems (including drug and alcohol problems). † p-values in bold are below the
threshold for significance (<0.05).

Table 3. Sensitivity analyses showing the associations between bereavement exposure sub-type and
perceived reduction/cessation in substance use.

Exposure to
Bereavement by:

Sudden Natural
Causes

(n = 1106)

Suicide
(n = 353)

Total Sample for
Sub-Analysis

(n = 1501)

Outcomes Prevalence
n (%)

Odds
Ratio

Prevalence
n (%)

Unadjusted
Odds Ratio

(95% CI)
p-Value

Adjusted a

Odds Ratio
(95% CI)

p-Value Prevalence
n (%)

Perceived reduction or
cessation in alcohol use

post-bereavement

78
(7.1) 1 30

(8.5)
1.20

(0.77–1.87) 0.431 1.25
(0.80–1.97) 0.328 108 (7.4)

Perceived reduction or
cessation in drug use

post-bereavement

19
(1.7) 1 18

(5.1)
3.25

(1.76–6.32) 0.001 3.13
(1.60–6.13) 0.001 37 (2.5)

Exposure to
Bereavement by:

Sudden Natural
Causes

(n = 1106)

Sudden (Non-Suicide) Unnatural Causes
(n = 395)

Total Sample for
Sub-Analysis

(n = 1459)

Outcomes Prevalence
n (%)

Odds
Ratio

Prevalence
n (%)

Unadjusted
Odds Ratio

(95% CI)
p-Value †

Adjusteda

Odds Ratio
(95% CI)

p-Value † Prevalence
n (%)

Perceived reduction or
cessation in alcohol use

post-bereavement

78
(7.1) 1 34

(8.6)
1.21

(0.79–1.86) 0.375 1.24
(0.80–1.92) 0.328 112 (7.5)

Perceived reduction or
cessation in drug use

post-bereavement

19
(1.7) 1 13

(3.3)
2.07

(1.01–4.28) 0.048 2.19
(1.06–4.53) 0.035 32 (2.1)

a adjusted for age, gender, socio-economic status, time since bereavement, pre-bereavement depression, and
family history of psychiatric problems (including drug and alcohol problems). † p-values in bold are below the
threshold for significance (<0.05).

4. Discussion
4.1. Main Findings

We found that it was more common for people bereaved by sudden unnatural causes
(including suicide) to reduce or stop their use of illicit drugs after the loss than people
bereaved by sudden natural causes. However, we found no differences in the proportions
reducing or stopping their alcohol use. Our sub-group analyses showed that the greater ten-
dency to reduce or stop illicit drug use applied individually to people bereaved by suicide
and people bereaved by sudden unnatural causes excluding suicide, whilst acknowledging
small numbers and limited power. These findings were in the context of the small minority
of people in the overall bereaved sample who reduced or stopped their use of alcohol (8%)
or drugs (3%) after the loss.
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Our differing findings for drugs and for alcohol could reflect a perception that drugs
pose a greater risk to health than alcohol. Alcohol is regarded as a socially acceptable
way to cope with adversity in many Western societies, with social and cultural influences
promoting the practice of self-medicating with alcohol when coping with life stressors such
as bereavement [4]. Such influences may be particularly pronounced among young British
people [19]. Given the predominance of females in our sample, our findings for drug use
may reflect the impact of losing a drug-using partner as well as their facilitative influence
on drug use at home or in leisure spaces [20,21].

Another explanation for these findings is that social support is protective against
substance misuse [4], and that people bereaved by unnatural causes receive a level of social
support that reduces their reliance on drugs. However, this is contradicted by evidence
describing the higher levels of stigma perceived by people bereaved by unnatural causes [3]
and their lower levels of support [22], particularly for those bereaved by suicide [22,23].
Individuals who reduce their use of drugs after a traumatic bereavement warrant close
study to understand how they achieve this in the context of poor social support, and
whether their beliefs about the potential harms of drug use are rooted in heightened
health anxiety.

4.2. Findings in the Context of Other Studies

No other studies have tested this hypothesis, and our findings complement those
of our previous study showing that people bereaved by suicide and people bereaved by
non-suicide unnatural causes are both more likely to increase their use of substances after
bereavement than people bereaved by natural causes (when considering alcohol or drugs
together) [12]. However, when considering alcohol and drugs separately, only the group
bereaved by non-suicide unnatural causes are more likely to increase their use of alcohol
compared with those bereaved by natural causes [12]. Together, this suggests that people
bereaved by non-suicide unnatural causes are more likely to reduce or stop their drug
use and also more likely to increase their alcohol use. Our findings regarding no group
differences in alcohol reduction/cessation are consistent with quantitative work using
Danish registers, which found an elevated risk of alcohol or drug use disorder in suicide-
bereaved partners compared with non-bereaved partners, but no differences between
suicide-bereaved partners and other-bereaved controls [7]. However, our findings of no
differences in alcohol reduction/cessation are inconsistent with findings from a Danish
analysis showing that suicide-bereaved partners have a reduced risk of liver cirrhosis (an
alcohol misuse marker) when compared to non-bereaved partners and to partners bereaved
by other causes [7]. It is possible that such varied findings are interpretable in the context
of divergent patterns within the bereaved population, such that patterns differ for those
with a formal diagnosis of substance misuse and for those consuming at sub-diagnostic
levels. Our study did not investigate sex or age differences due to limited statistical power,
but previous work shows that after suicide loss women may be more likely to report using
prescription drugs, men may be more likely to report illicit drug use and alcohol use, and
younger people may be more likely to report substance misuse [24].

Whilst the more common narrative is that of using alcohol after bereavement to dull
the pain and purge sadness [25] the findings of the current study identify a group who
find alternative ways of coping. Our findings are consistent with the qualitative accounts
of people bereaved by suicide [11] and non-suicide unnatural causes [10] who describe
conscious efforts to restrain their use, in order to help them cope. Reasons given include
an awareness that alcohol or drugs lower mood, hamper control of emotions, or increase
fears that they could become like the person who died [10–12]. People bereaved by alcohol-
related deaths describe being confronted by their own mortality and realising that their own
substance misuse may pose a risk to their health [26]. They also describe wanting to learn
more about substance misuse to better understand the deceased and their problems [27].
Such accounts do not distinguish clearly between attitudes towards drugs and attitudes
towards alcohol, and therefore how this might apply differentially to consumption of each.
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More work is needed to understand the cognitions of those who change their use of alcohol
or drugs after traumatic loss, or order to help design interventions that promote coping
and recovery.

4.3. Strengths and Limitations

We analysed data from what we believe to be the largest-scale study collecting quali-
tative data on self-reported use of alcohol and unprescribed drugs after different modes
of sudden bereavement. Nevertheless, low event rates in our sample of 1854 bereaved
adults meant we had limited power for statistical models. Recruitment avoided use of a
help-seeking sample, and outcomes did not rely on narrow diagnostic criteria. Collection
of fine-grained data on consumption of drugs and alcohol in the day-to-day lives of re-
spondents captured more nuanced changes in patterns of drinking and drug use after a
negative life event. Registry-based studies using recorded diagnoses of substance misuse
or dependence do not permit such a detailed investigation of reduced intake or of reported
harmful use. The anonymous format of data collection also promoted disclosure, although
did not allow for further probing. Our cross-disciplinary team approach encouraged
personal reflexivity when analysing free-text data by challenging differences in interpre-
tation, reducing the influence of theoretical or personal conceptions [28]. However, we
acknowledge that subjectivity in coding, social desirability bias, and recall bias may have
over-ascertained (particularly in the context of social desirability bias) or under-ascertained
our outcomes, biasing our quantitative findings. Our multi-level models were adjusted for
covariates agreed a priori, although we acknowledge the possibility of residual confounding.
Comparison to sudden natural bereavement rather than any bereavement by natural causes
took into account the sudden or unexpected nature of the death, which might also be a
factor in promoting use of alcohol or drugs. As females of all ages have a greater risk
of bereavement [29] we would expect an excess of bereaved females aged 40 and below,
particularly given the much higher suicide and accidental death rate in males than females
in this age group [30]. However, our findings from a predominantly female (81%), white
(90%), high socio-economic status (60%) sample may not be generalisable to all young
bereaved adults in the UK or internationally. Given that drug-related deaths of peers and
partners are likely to be over-represented in this younger sample, our findings may not be
generalisable to other age groups.

4.4. Clinical and Research Implications

Our findings demonstrate that clinicians cannot assume uniform responses to a trau-
matic bereavement and that a small minority of bereaved people make positive changes to
lifestyle factors. The extent that this is driven by health anxiety remains unclear. Whilst
other work (analysing the same dataset) shows that a significantly greater proportion
of suicide-bereaved individuals increase their use of drug or alcohol use after a sudden
loss [12], the current study shows that another sub-group appear motivated to reduce their
risk of misusing unprescribed drugs. How these two groups differ in their adjustment to
the loss is unclear and requires longitudinal investigation. Those who reduce their use of
alcohol or drugs are of interest for their coping strategies. Those who increase their use are
concerning because they may be those in most distress and those at greatest risk of suicide
attempt. Further longitudinal work is needed to understand the socio-demographic and
cognitive characteristics and health outcomes of each group. This will help understand the
role of alcohol and drug use in the association between suicide bereavement and suicide.

Patterns of use tend to change over the course of grief. Cohort studies should pay
particular attention to the reported tendency for some people bereaved by suicide to
increase their use of alcohol or drugs in the early stages of the loss [13] but to reduce this
over the next two years [14], as also observed in samples of people bereaved by sudden
natural and unnatural causes [12]. Clinicians should be aware of the potential for bereaved
individuals to react in a range of ways after a loss, and for these patterns to change over
the course of grief. A sensitive discussion about the perceived benefits and risks of drug
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and alcohol use is important given that some bereaved individuals report finding alcohol
helpful in coping with grief over the short-term [10,11,25]. Where an individual is identified
as being at risk, educational resources and motivational approaches may be helpful in
considering appropriate responses, building on the reported awareness of the potential for
negative effects in longer-term use [25]. Future research should explore the predictors of
increased and reduced alcohol and drug use after a traumatic life event, and use these to
screen sensitively for hazardous use.

5. Conclusions

A small minority of people bereaved by sudden unnatural causes report a reduction
in their use of drugs or alcohol after the bereavement, but for drug use this proportion is
significantly greater than that for people bereaved by sudden natural causes. This applies
both to people bereaved by suicide and to people bereaved by non-suicide unnatural
causes when compared to people bereaved by sudden natural causes. It is possible that
experiencing the death of a close contact by unnatural causes can influence drug use
attitudes and behaviour of some individuals who seek to protect their own health. Further
work is needed to understand the cognitions associated with this behaviour, and whether
this has a buffering influence on the adverse health outcomes of bereavement by sudden
unnatural causes.
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Abstract: There is a lack of support for mental health professionals who experience a patient suicide
or homicide. This is despite a high likelihood of such an occurrence and the heavy professional and
personal toll the experience can take. We conducted 15 interviews with members of a facilitated
peer support group run for consultant psychiatrists who have experienced a patient homicide or
suicide. Our interviews explored the trauma of the experience as well as the effectiveness of the
group in helping the clinician heal. Our results echoed previous research that the experience can be
profoundly traumatic. A professionally facilitated, consultant-only peer group specifically dedicated
to suicide and homicide were the key components helping participants to process their grief. Mental
health trusts should consider setting up facilitated peer support groups for clinicians who experience
patient suicide or homicide.

Keywords: psychiatrists; mental health practitioners; peer-support; postvention; suicide bereave-
ment; qualitative research

1. Introduction

There is limited understanding of what kind of support is helpful for clinicians after a
patient suicide or homicide. This is despite the fact that the impact of losing a patient in this
way can be prolonged and profound [1]. In the field of suicidology, it has been suggested
that coping with bereavement after a suicide can be complicated by higher levels of stigma
and associations of blame [2]. In an effort to deepen our understanding of what support
is needed, we conducted a qualitative evaluation of a peer support group for consultant
psychiatrists who had experienced a suicide or homicide by a patient under their care.

In England, between 2008 and 2018, 1/3 of suicides were carried out by people under
the care of mental health services, equating to 1271 suicides per year [3]. Typically, these
patients were under the care of a multi-disciplinary team including a consultant psychiatrist,
a psychologist, nursing staff, trainees and allied health professionals [4]. The total number
of consultant psychiatrists in England as of September 2020 was 4452 [5]. Based on the
yearly average of 1271 suicides, each psychiatrist has a one in three chance of losing a
patient in this way every year. Put differently, over a 15-year career, the average consultant
psychiatrist will experience five patient suicides although that number will vary depending
on the area of specialty. Rates of homicide carried out by patients are lower, averaging 54
a year [3], but the personal and professional repercussions of such an event appear both
more common and more severe. In a survey assessing the impact of patient homicide on
forensic psychiatrists, 81% of respondents said the experience had impacted their mental
health, 25% of which described it as ‘very significant’ [6].

The impact of patient suicide is more widely covered than homicide, due in part to its
higher frequency. A recent systematic review outlined the different ways that psychiatrists
are affected by patient suicide, whilst Mezey et al. carried out a survey looking at the
impact of homicide on the care team [6,7]. Both papers highlight the emotional effect on
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the individual (such as guilt, shame, blame and anger) and the impact on their professional
practice (such as taking on lower-risk patients, prescribing more antidepressants). The
severity and duration of these impacts depends on several factors, including the psychia-
trist’s personality traits, the nature of the therapeutic relationship they had with the patient
and the manner of their death [7]. Sandford et al. found that the most significant risk factor
for a negative impact was fear of blame or self-blame [7]. Previous research has also found
feelings of stigma and persecution to be prevalent [6,8]. To that end, the psychiatrist’s
experience echoes the wider literature on experiences of suicide and homicide bereavement.

To date there is little evidence as to what organisational and cultural factors may
moderate the impact of a patient suicide or homicide on professionals. Sandford et al.’s
study noted that informal support was deemed most helpful, but it was unclear whether
formal support was considered inadequate or required more individualisation [7]. It has
also been noted that the evidence base for what types of interventions are useful for those
impacted by suicide more widely is underdeveloped [9].

Research on specific occupational groups exposed to suicide found that, in the case
of ambulance workers, a combination of time pressures and a macho culture prevented
people seeking support [10]. The study also found that there was limited opportunity for
staff to process their own distress but when afforded the means to do so, staff supported
one another. For psychiatrists, the likelihood of seeking support needs to be framed in the
context of clinical responsibility. The death of their patient by suicide may implicate and
stigmatise them in a way that is less the case for doctors working in other specialties [8].

Campaigns and initiatives such as the ‘zero-suicide policy’ differ in their capacity to
motivate workforces, depending in part on implementation. Zero-suicide can be construed
positively, as an aspirational goal underlying concrete objectives of delivering reliable and
consistent healthcare [11]. Conversely, the same policy can be presented as an absolute
target or key performance indicator. Such policies can be unhelpful in exaggerating the
degree to which health professionals can prevent these kinds of tragic incidents and risks
implying that a ‘failure to prevent’ a suicide equates to it being the healthcare professional’s
fault [2,12]. In the wake of a traumatic death, the difficult emotions that arise and the fact
that the patient is not there to speak for themselves, means clinical responsibility and blame
can conflate [6]. In this context, seeking support can be challenging [12].

The group is run out of an NHS Trust in London and operates an open membership,
meaning any consultant psychiatrist is welcome to attend regularly, intermittently or as
a one-off. The group was founded 12 years ago by two consultant psychiatrists. Today it
is facilitated by one of the group founders who is also a trained psychotherapist. Group
membership has grown, and a typical session is now eight to ten people. Five to seven
of these are ‘core’ (regular) members, one of whom is the group facilitator; the remaining,
non-core participants might attend following a relevant experience. The group meets every
three months face to face for two hours.

Group sessions are loosely based on the Balint model [13] and use a psychoanalytical
framework. Consultants share their experience of the event and their reaction-described by
the group facilitator as a “stereotyped pattern of response”-with the rest of the group. They
then listen to other members discussing what they have shared. This ‘stepping back’ gives
the presenter space to observe their case from an objective viewpoint, uncoloured by their
own interpretations and judgements.

A facilitated conversation is then held by the group who consider and reflect on
what they have heard. The intention is to bring together multiple perspectives, provide
emotional understanding, containment, and an alternative narrative to self-recrimination.
Through a combination of the group’s collective memory and members’ own experiences,
the presenter’s experience is ‘metabolised’ within the group and ‘handed back’ in a man-
ageable form.

Our research had three research objectives:

• To investigate the experiences of psychiatrists after a patient suicide or homicide.
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• To investigate the ways in which the group may be helpful to its members and ways
in which it may be improved.

• To understand key elements of the group structure and the role of the facilitator.

2. Methods
2.1. Study Design, Participants and Procedures

The study procedures were approved by the University College London Research
Ethics Committee (Ref. 20423/001). Consultant psychiatrists who were attending or had
previously attended the group were asked if they were happy to be contacted by the research
team. Willing participants were sent the Participant Information Sheet and Consent Form.
They returned an electronically signed consent form to the principal researcher (MT) before
the interview. The topic guide (Supplementary Materials) for the interview was drafted by
the research team in consultation with the Royal College of Psychiatrists’ working group
on patient suicide and homicide, which comprises psychologists, psychiatrists, academics,
psychotherapists, and family members with lived experience of losing someone to suicide.
MT conducted all the interviews, most of which took place remotely via Microsoft Teams.
All the interviews were audio recorded and transcribed verbatim.

2.2. Analysis

Our study adopted a reflexive thematic analysis approach, whereby researcher sub-
jectivity is regarded as an analytic resource [14]. Three members of the research team
(MT, JB, HK) conducted the coding and reflexive analysis. HK is a member of the peer
support group and subsequently, we ensured the transcript excerpts selected for her input
guaranteed the anonymity of the participating member. Participants had been made aware
that HK was part of the research team and would have access to participant data and
consent was given on this basis. HK did not partake in the interview process. The fourth
research team member, RG, is a founder of this peer support group. RG participated in the
interview process and therefore did not partake in the analysis. Transcripts were imported
into NVivo Pro V12 and a preliminary coding frame was developed. MT conducted initial
coding before allocating two transcripts each to HK and JB, who coded these independently.
The team then met for further refinement into a coding framework. Coding was done
collaboratively, consisting of an interactive process between data, interviewer, and research
team. Our purpose was to develop a rich and nuanced reading of the data rather than seek
consensus on meaning.

Reflexive thematic analysis is an ongoing and iterative process that does not lend
itself well to the concept of data saturation [15]. Our decision about how many people to
interview was a function of the finite nature and specificity of the sampling pool rather
than a need to reach data saturation. Our results take into consideration and give the
reader an indication of when perspectives were unanimous and when opinions varied.
Consistent with the principles of reflexive thematic analysis [15], it would be nonsensical
to cite frequencies of responses. The interview process in reflexive thematic analysis is
necessarily open and evolving, and not every participant is asked the exact same question
at the same point in the interview. Certain participants may choose to give certain examples,
but this decision could be as much a function of the stage of the conversation as it is an
indicator of the relative importance of the topic in question. Our intention in using reflexive
thematic analysis was to capture the breadth of experiences and responses, a single point
of view is as valid as one which is shared by many [14].

2.3. Reflexivity

Reflexivity is the process of actively recognising your own personal situation as the
researcher and the impact this may have on data interpretation [16]. It enables the reader
to consider the researcher’s perspective as a factor in how the research was constructed,
and hence the validity of the analysis [17]. The research team had four authors, MT, JB, HK
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and RG. Each encompassed different career stages, clinical specialties and academic areas
of interest.

MT is a mature student studying an MSc in Clinical Mental Health Sciences. She has
research interests in experiences of vicarious trauma across different occupational settings.
This subject matter was interesting to MT who sought to better understand society’s coping
mechanisms for dealing with the pain of suicide-seemingly through silence or by turning
away- and how this contributes to the trauma, isolation and experience of stigma for those
left behind [10].

JB is a Consultant Clinical Psychologist with over 20 years of experience working in
the NHS. An associate professor, she is an experienced academic in all areas of trauma
and in the writing of qualitative research. HK is a consultant psychiatrist with expertise
in psychosis. A professor with a background in quantitative and qualitative research, her
areas of academic interest are services and interventions for people with complex mental
health problems. She is also a member of the support group studied in this research. RG
is a consultant psychiatrist, psychotherapist and Chair of the Patient Safety Group and
Working Group on the Effect of Suicide and Homicide on Psychiatrists at the Royal College
of Psychiatrists. She was one of the three founding members of the peer support group
following early career experiences of losing patients to suicide. JB, HK and RG all have
lived experience of patient suicide and/or homicide.

2.4. Quality and Validity

The quality of this research was based on the Standards for Reporting Qualitative Re-
search Framework (SRQR) [17]; conceptual and design thinking for thematic analysis which
formed the foundation of our methodological approach [16]; and the Oxford Handbook of
Qualitative Research [18].

Subjectivity lies at the heart of reflexive thematic analysis. Our aim was less to control
bias than to explore the complexity of human experience and allow the reader to reflect
on researcher perspective as part of their own conclusions [16]. Nevertheless, we have
sought to be rigorous, transparent and trustworthy in the reporting of our findings [17],
routinely reflecting on our assumptions, expectations and choices throughout the research
process [19].

We contacted 19 past and present members out of a total of 50, 15 of whom agreed
to be interviewed. Whilst results are not necessarily generalisable beyond the sample, the
participants were sufficiently diverse in ethnic diversity, clinical specialty and experience
for us to capture a range of views. Those interviewed included male and female members,
the group founders, regular and infrequent attenders, former regular attendees and those
who had attended only once.

3. Results

Eight females and seven males took part. Areas of specialty and membership status
are presented in Table 1. Interviews took place between June and September 2021 with each
lasting 45–60 min. Findings were organised into separate domains based on the research
objectives. Within each domain, inductive themes were identified (Table 2). Our results use
pseudonyms to ensure anonymity.
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Table 1. Demographic Information of participants.

Participant Membership Status Specialist Area

001 Present Eating Disorders
002 Present Rehabilitation Psychiatry
003 Present Old Age Psychiatry
004 Present Assessment
005 Present General Adult Psychiatry
006 Present Acute Care
007 Present General Adult Psychiatry
008 Present Acute Care
009 Present Personality Disorder Unit
010 Past Acute Care
011 Past Acute Care
012 Past Perinatal
013 Past General Adult Psychiatry
013 Past Psychiatric Intensive Care
015 Past Early Intervention Services

Table 2. Themes and sub-themes by research objectives.

1. The Experience of Psychiatrists After a Patient Suicide or Homicide
1.1 Responsibility

1.1.1 Uniqueness of consultant’s role

1.1.2 Types of responsibility

1.1.2.1 Team

1.1.2.2 Clinical

1.1.2.3 Formal

1.2 Support

1.2.1 Attitudes towards seeking support

1.2.2 The support available
2. The value of the group to its members

2.1 Different uses for different people

2.1.1 An alternative perspective

2.1.2 Leaving it behind

2.2 A three-stage journey

2.2.1 Shedding

2.2.2 Safety

2.2.3 Post-traumatic growth

2.2.3.1 Regaining the capacity to think

2.2.3.2 Changes in work behaviour

2.2.3.3 Changes in clinical practice
3. Group structure and the role of the facilitator

3.1 Membership structure

3.1.1 Core members

3.1.2 Non-core members

3.2 Facilitation: what’s important?
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3.1. The Experience of Psychiatrists after a Patient Suicide or Homicide
3.1.1. Responsibility
Uniqueness of the Consultant’s Role

The amount of responsibility held by consultants on behalf of the rest of the team is
felt particularly acutely after a suicide or homicide. Consultants described feeling.

“ . . . isolated. You’re working very closely in a team; you feel very supported on the one
hand, but you are the only consultant.” (Michael)

with an overwhelming sense of responsibility from being

“ . . . the only consultant psychiatrist in a team. [You] have unique experiences in having
to be the certain decision-maker . . . Ultimately in these sorts of situations, if you go to
Coroner’s Court, you’ll be the person that’s there. There are different expectations of
you–of what you should know.” (Patricia)

Types of Responsibility

Participants described three different responsibilities after a patient suicide or homi-
cide. These related to the team, clinical decision-making and the formal responsibilities
following a serious incident.

Team responsibility. Most participants agreed that, after a serious incident, they felt
inhibited by their position of responsibility within the team when it came to processing
their own emotions. Participants often used the word ‘containment’ to describe a process
of actively managing other team members’ anxiety and uncertainty through listening and
facilitating or leading on decision making.

“The role of the consultant is to contain a team that is under stress so that the team is
functional at times of very high workload. I try to contain the distress of junior doctors
and nurses when I can.” (Nina)

Peter described the challenge of having to healthily process his own emotions but in a
safe and contained way.

“Imagine going into a debrief and the consultant breaking down in front of everyone. It
would make the whole team even more unsettled. You are expected, by virtue of your
senior role, to keep things going . . . but there is a balance between this and showing your
vulnerable side.”

Clinical responsibility. Participants described how decisions around patient safety
are often taken in a culture of unrealistic expectations about what is controllable. They
described their role as that of a ‘super-hero’, a belief held sometimes by themselves and
often by those around them, that they should always be able to save patients.

Comparing a severely unwell psychiatric patient to someone with terminal cancer,
one participant pointed out that the idea that the psychiatric patient might die would be
unthinkable to most people whereas this would be an accepted reality for the cancer patient.
Another compared psychiatrists to ICU doctors:

“I don’t think society expects them to save everyone. The approach to psychiatry is very
different. We should have predicted everything.” (Nina)

Many found these expectations particularly challenging after a serious incident and
described a process whereby clinical responsibility could easily be conflated with self-
blame.

“It’s very difficult to differentiate how much of it is your blame and how much of it is
professional. Initially, my professional integrity felt threatened. Then personal things
come in as well. And this is when things start to merge.” (Adam)

These feelings were rarely alleviated by the knowledge that, clinically, reasonable
decisions had been taken.
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“On an intellectual level I know these things can happen. But some part of you, some-
where, believes that if we do all the right things, it won’t. I thought, ‘There must be
something wrong with me.’” (Anne)

Formal responsibilities. As part of the investigation, psychiatrists are usually re-
quired to attend the Coroner’s Court. Generally, this experience was described as extremely
challenging. The fact of being a witness rather than the accused rarely tallied with the
experience, and the presence of a jury added to feelings of culpability.

“It really feels like you are in court and someone will determine whether you are guilty or
not guilty. Well, I mean, who else will have a jury unless you are accused of something?”
(Jenny)

Many described the experience of being cross-examined by representatives of the
deceased’s family, sometimes with no mediation from the judge, as very exposing.

“The relatives, the solicitor of the relatives, they come and don’t always see you as the
witness for information. Their attitude can be quite hostile.” (Peter)

3.1.2. Support

Following a homicide or patient suicide, the support psychiatrists were offered de-
pended on the organisation they were part of as well as factors such as resource constraints.

Attitudes towards Seeking Support

All interviewees valued receiving support after the incident, with informal support
(such as from peers) being the most common. Regarding the acceptability of seeking
support, the consensus was that, whilst it was getting easier to do so, this remained
difficult.

“It might not necessarily be a conscious ‘you’re weak if you get help’ because that goes
against what we would be telling anybody else, but yeah, you should be fine and just
manage these things.” (Michael)

Some participants described a ‘stiff upper lip’ culture in their NHS Trust where these
kinds of incidents were considered part of the job and having a forum to discuss their
impact was seen as “sitting around talking about it”. Conversely, the Trust affiliated with
this group was seen as more open and progressive regarding consultant support by virtue
of its hosting of the peer group. More recent consultants explained this had been helpful in
overcoming any perceived ‘wrongness’ in needing support.

“It was an utter relief to see people who have been consultants for 15 to 20 years and who
are still so deeply affected by the loss of a patient . . . Pain is a human response and there’s
nothing wrong with me.” (Anne)

The Support Available

Most psychiatrists had attended some kind of team debrief following an incident,
though the form this took varied widely. Team debriefs were considered helpful in terms
of feeling collegiate with the team who had experienced the tragedy, but many participants
felt constrained in processing their own emotions at these meetings because of their role as
emotional containers for the team, as detailed earlier in Section 3.1.1.

Other forms of support that participants mentioned included reflective practice groups,
peer groups and Balint groups, again with variation in availability between employing
organisations. Often policies about the support that was available contrasted with reality:

“On paper you’re supposed to have a peer group, a supervisor, someone you can go to
clinically . . . But the reality of the situation is you are so clinically inundated there’s no
time to be accessing those sorts of support, and the people we are getting support from
are themselves inundated and overspent. . . . personally, I felt trapped in the deep end.”
(Anne)
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One consultant explained how shortages of skilled facilitators meant sessions were
often cancelled, whilst others remarked it could impact how they were run. One described a
Balint group they had attended as “a 15 min presentation and discussion, nothing more than
that”, whilst clinicians using support structures to meet CPD requirements was mentioned
by several consultants. Asked whether they could have brought the subject of patient
suicide to these other forums, it was thought theoretically possible but practically unwise.
Many support structures that were described tended to focus on clinical decision-making
but were not considered safe or appropriate places to discuss the consultant’s emotional
response and experience of a patient suicide or homicide.

“The support was there but it was . . . very procedural. It’s all very business-like and
there’s no emotional connection . . . no sharing of that kind of level of emotional response
to the work that we do.” (Michael)

3.2. The Value of the Group to Its Members
3.2.1. Different Uses for Different People

Participants used the group in two key ways.

An Alternative Perspective

Participants with an interest or training in psychotherapy tended to show a particular
curiosity about the acts of suicide and homicide and the human response to it. This was
discussed in different ways but underlying each was a belief that, to truly process the
experience and accompanying emotions, one must go beyond medical discourse and
instead query human decision-making behind the taking of a life, be it one’s own or
another’s. One member spoke of the common tendency to try to comprehend the act within
the Western-medicine framework of ‘illness. They felt that, while removing the suicidal act
from our understanding of ‘normal’ human behaviour may feel less painful, it prevents
true understanding and healing.

“Helping professions want to be seen as dealing with illness, not people acting out in
a very destructive manner. So [the group] was about legitimising thinking negatively
about suicide.” (Ben)

Many, not all, considered this psychoanalytical lens an important input to the wider
grieving process.

The factor valued by all members was a separate and safe space where it is permitted
to question ‘What if no one did anything wrong and this still happened?’ and consider an
alternative narrative to self-blame. Consultants described how, by stepping away from
their everyday environment, they could distance themselves from artificial constructs such
as omnipotence or the superhero narrative. In the context of a patient suicide or homicide,
these constructs were contributing to the sense of self-blame and were prohibiting grief.

“You don’t see the madness because you are part of it. And then you start to reflect . . .
but you cannot reflect and question until you get space.” (Jane)

It was felt to be important that the space was dedicated solely to processing sui-
cide and homicide experiences, enabling members to discuss subjects that might be too
uncomfortable to raise in mainstream support environments.

“Our natural tendency is to not want to go near it because it’s too distressing. People
will, unless the group is about this and only this, talk about other things.” (Elizabeth)

Leaving It Behind

Some participants attended the group only a few times. These participants described
how they used the group as a place to share the ownership of an experience, before
depositing the pain as a form of closure.

“Once I had processed it and thought about it a bit, I didn’t really want to keep talking
and I just wanted to forget about it, to the extent that I could.” (Nick)
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Those with less interest in psychotherapy still found value in the interpretative frame-
work. Jane, a core member, described members’ different purposes in attending as a
contributing dynamic to its workings:

“I think some come because they just need to leave it with us. Putting it down and leaving
it there and going away.”

Interviewer: “And that’s enough?”

“That’s enough. I think that’s a very common and even helpful, reasonable thing to do.
It’s a gift to us and provides material to work with. It’s a gift to them because they can
come in green and go out pink. They can just go and get on with things.”

3.2.2. A Three-Stage Journey: Shedding, Safety and Growth

Participants described a three-step process of healing encompassing the temporary
shedding of their professional responsibilities, containment by group members and the
opportunity for personal growth.

Shedding

The group invites its members to step outside the hierarchy of the medical profes-
sion and, in doing so, deconstruct their beliefs about responsibility. Core member Sally
explained:

“In being a consultant, a superhero is the role you have to enact even if you don’t feel it.
When you come into this group, you don’t have to do that, it’s safe to take your hat off.”

All participants agreed that shedding responsibilities was possible because the group
is only open to peers (fellow consultants).

“I try to contain the distress of junior doctors and nurses when I can. But I need to be
contained as well . . . We cannot have the people I am supposed to contain in the same
room as people tasked with containing me.” (Nina)

Participants highlighted two tensions to the group structure. First, other team members
apart from the psychiatrist need support too. Second, the consultant-only aspect was
described by the group facilitator as a “ . . . a difficult balance, there’s something about the
omnipotence of us trying to be omnipotent.” In other words, restricting the group to senior
clinicians gives it an implied superiority that risks endorsing the superhero narrative they
are trying to escape.

Safety

Participants described the confidential exchange of personal experience as key to
feeling safe in the group. In the act of presenting, a consultant shares ownership of their
experience and its accompanying grief.

“The loneliness of the experience is shared. It is validated, it is acknowledged. The
loneliness is not just yours, somebody else is owning it as well.” (Adam)

Having shared their account, the presenter listens to others discuss it. Members
bring personal experiences as well as reflections from past group discussions, and newer
participants begin to see a commonality of experience and feelings. Unanimously, members
spoke of how important the sense of sameness was to feeling validated and contained.

“There’s something quite shameful for clinicians in a death by suicide. So, I think that the
most helpful thing was hearing from others, recognising feelings and normalising them.”
(Laura)

Post-Traumatic Growth

All participants felt that attending the peer group sessions had enabled self-growth.
Three main areas of self-growth were described.
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Regaining the capacity to think: Participants reflected on how the opportunity for
growth came once they felt safe in the group setting. With their emotions validated, they
now had at their disposal a new framework for interpreting what happened, in which they
were not cast as playing a central role.

“The blame narrative does not disappear. However, you can reflect better on what your
role is and not what you fantasise your role to be.” (George)

Within this safe space, there is a renewed ability to adopt a thinking mind. This was
felt to be as much a function of the sense of separateness, safety and sameness as it is of the
actual exchange with other members explored in the previous section.

“We could only move when this absolute terror about suicide-hat we were to blame for
it-could reduce. It was only through having the space to think about it that gradually
curiosity emerged.” (Jenny)

Changes in work behaviour: Participants described a greater awareness of their daily
environment. For some core members, the ability to continue working effectively in acute
areas rests on regularly attending the group.

“Without the group I don’t think I would be continuing, certainly not as healthily.”
(Patricia)

One non-core member who worked in an inpatient ward described a new readiness
to take time off and to work from home more regularly to help manage their tendency to
overwork. The most consistent change outlined was in team communication, specifically
breaking down hierarchies that impeded communication.

“It certainly has changed how I function in terms of openness . . . and how we check in
with each other on an ongoing basis. I was keen to break down this whole, you know,
consultant superhero narrative. I don’t think it does anyone any good.” (Anne)

Changes in clinical practice. Regarding changes to clinical practice, seemingly di-
verse responses centred on an underlying intention that clinical decisions should not be
influenced by fear of recrimination and blame.

“ . . . to not be scared to listen to your intuition. To practice in a way that feels right
rather than in a way that’s guided by concerns that something awful is going to happen
which will end your career.” (Patricia)

Many other consultants talked about prioritising instinct over ‘the training manual’
and allowing more nuanced risk formulation. Peter described this as.

“ . . . a case of how you think about the risks with the patient, which isn’t reflected on the
medical notes, on the risk assessment tool, on what the expectation is from the Trust.”

3.3. Group Structure and Facilitator
3.3.1. Membership Structure

The group operates with open membership and has different types of members. Core
members are those who attend regularly; non-core members attend episodically or as a
one-off.

Core Members

At the time of writing, there are five to six core members who attend the group
regularly, many of whom have a background in psychotherapy. Core members described
their role as upholding an alternative framework of thought to the one brought by the
consultant who is sharing. George, a core member, explained his purpose as

“ . . . bringing a different perspective to suicide, which steps away from something purely
psychiatric—where we can get a little bit stuck in thinking . . . ‘What was the diagnosis?
Was the medication the right thing?’-and towards . . . ‘What is [an] event like suicide
like? What are the energies harnessed?”
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This sense of stepping outside the medical formulation and into questioning underly-
ing responses to the experience was a consistent theme.

“A key role of a core member is to provide the emotional containment so the other person
can process; to investigate what the hooks are in that case that make the pain so unbearable
and the loss so profound . . . It’s not a clinical learning, it’s something much more . . .
[It’s] about the emotional structure of how we deal with this very difficult professional
issue.” (Nina)

Another role was described as holding the collective memory of the group. By sharing
the similarities of past cases, core members could show that the emotional experience is
not unique.

“You find yourself having similar sort [s] of explorations. The themes about responsibility
and roles etc come up again and again.” (George)

As noted in Section 3.2.2., a sense of ‘sameness’ is critical to feeling validated and
safe. Core members described experiencing ongoing reassurance from regularly attending
the group and hearing other people’s cases. One explained how seeing reactions in other
people helped them understand their own weak points better, which amounted to an
iterative learning process.

“You have the opportunity to digest your own episodes, again and again through new
perspectives. Even if you don’t present, your own experience is still being re-evaluated.”
(Adam)

Non-Core Members

At the time of writing, the group hosts two to three visiting members. Generally, we
found that core members had stronger psychoanalytical interests than members who came
less regularly. These differences were commented on by non-core members.

“The people that attend regularly have been going for longest, [they] are more attuned
to the implicit rules of the group [and] the styles of interpretation that are likely to land
well.” (Nick)

A sense of “us and them”, particularly when first attending, was mentioned. One
participant (now a core member) described his first visit as

“ . . . not easy. Relationships were already established. The way they were talking about
things, the jargon, the facial expressions, the exchange of ideas . . . I thought, “Well, if I
had to present a case, how would I feel?” (Adam)

However, this did not seem to impact the effectiveness of the group.

“ . . . there’s two subgroups within the group. It’s probably a little bit of an awkward mix
but it doesn’t preclude it from being useful.” (Nick)

Whilst some visiting members described feeling safe reasonably quickly, it was rare
that people had felt comfortable presenting their experience without having first attended
as a listener.

3.3.2. Facilitation: What’s Important

Participants were asked whether the group facilitator should be from outside the Trust
and whether it was important they had psychoanalytical training. The current facilitator
has knowledge of the Trust but does not currently work in it. All participants knew the
facilitator in a professional capacity outside the group. This familiarity appeared more
important than either of the above questions.

“I have never thought about it their position within [the Trust], it feels so natural they
are there.” (Adam)

“Inside is better. The support you need is also about trust and understanding the
institutional dynamics at play.” (Jenny)
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Regarding psychoanalytical training, many of those personally inclined to that way of
thinking answered in relation to the importance of employing a psychoanalytical lens.

“Absolutely critical [a psychoanalytical lens]. It creates the framework in which difficult
things can come to the surface, things that you know were not visible before.” (Peter)

“It allows the group to be held and to keep the group going in a way that progresses and
furthers that kind of psychoanalytic stream of conversation.” (Anne)

The skill and experience of the facilitator was recognised by all participants and was
an important factor in their decision to attend. It was described by many participants as
paramount to feeling safe:

“I wouldn’t feel comfortable and contained if it was just a Joe Bloggs psychiatrist facilitator.
I wouldn’t feel safe in that space.” (Michael)

“I think [they] are very skilled in facilitating. I think without them it might feel different.”
(Laura)

4. Discussion
4.1. Summary of Research Objective and Results

Our study had three research objectives:

• To investigate the experience of psychiatrists after a patient suicide or homicide
• To investigate the ways in which the consultant peer group may help its members and

ways in which it may be improved
• To understand key elements of the group structure and the role of the facilitator

Our data revealed that a sense of fellowship is critical to allowing psychiatrists to
first grieve and then grow after experiencing a patient suicide or homicide. It showed the
impact of these events depends on several factors including the circumstances surrounding
the suicide or homicide, the psychiatrist’s sense of their therapeutic alliance with the
patient, the manner of the death and the approach taken in the subsequent investigation
and coroner’s inquest. Our findings in this regard were broadly consistent with research
conducted previously [7] although we note that research on the investigative and inquest
experience is lacking. Despite the range of potential factors associated with our participants’
experiences, we identified common emotional responses of psychiatrists including feelings
of acute guilt or shame. Within the peer group setting, this commonality becomes evident
through the intimate act of sharing one’s own experience and through the collective history
of the group shared by core members.

4.2. The Experiences of Psychiatrists after a Patient Suicide or Homicide

The important difference between this support group and other support structures
was in providing separation from the conventional clinical framework of thought which, in
the context of a suicide, can trap the consultant in a narrative of self-blame. Therefore, this
support group was described as helping consultants in a way that other forms of support
do not. It does so by being a space dedicated to the processing of the experience of suicide
or homicide and by offering a different lens through which to view the experience.

Our participants described the difficulty presented by the superhero narrative that
can be held by themselves and society. Whilst the superhero narrative is not confined to
psychiatry; its falsity can be accentuated by the experience of a patient suicide or homicide.
Gorkin has written about how the extent of a clinician’s belief in their omnipotence can
shape their trauma after a suicide [20]. Expectations of clinical omnipotence was also
reported in a recent meta-synthesis of 10 papers exploring the impact of patient suicide
across doctors and nurses [21]. This paper noted differences in blame attribution between
doctors and nurses. Doctors reported looking inwardly whereas nurses looked to external
factors. Other research is less clear-cut about the personal impact of patient suicide on
clinicians [22]. The varied findings alert us the individual nature of the experience and the
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multitude of factors that can determine how a suicide or homicide impacts a clinician [23].
This goes beyond personality to include contextual and environmental factors [7].

Plakun and Tillman describe a twin bereavement of personal and professional identity
for psychiatrists after a patient suicide [24]. In our interviews, we explored the differences
between a psychiatrists’ personal, professional and organisational self to gauge the different
types of blame felt by participants. We found that many psychiatrists experienced a
blurring of these domains that added to the challenge of grieving. One such context is the
relationship between the psychiatrist and the patient’s family after a suicide or homicide.
This can be very strained with families often needing to assign blame [25] at precisely
the time when the psychiatrist’s personal self is seeking absolution. Currently there is no
communication protocol for the family and medical team in the aftermath. More could be
done to protect both the psychiatrist and family in these circumstances.

4.3. The Support Available

Previous research has shown that psychiatrists can be reluctant to seek support after
a patient suicide or homicide [6,26]. Brooks et al. [27] have identified multiple barriers to
doctors seeking help for mental health including anticipated negative career implications
from either taking time off work or in disclosing their condition. The paper discusses
doctors feeling shame, embarrassment, and a sense of weakness in the role reversal implied
of becoming ‘the patient’.

The feedback from our participants echoed these findings but working in psychiatry
introduces another layer of complexity, and the experience of a serious incident, yet an-
other. Participants described psychiatry as having an unspoken cultural resistance toward
professionals getting support for themselves, though the extent of this resistance depends
on the specific trust and area of specialism. The silence over the issue of support captures
the contradictory position of being in a profession which upholds the value of managing
one’s mental health but not feeling able to seek it out for themselves. The sense of ‘not
feeling entitled’ (to support) may become more prevalent when a psychiatrist graduates to
a consultant role and their responsibilities-team and clinical-grow. We have discussed how
in the case of a patient suicide or homicide it is common for psychiatrists to feel that they
are to blame personally. A further issue then may be that the clinician fears that admitting
the need for support is tantamount to an admission of professional guilt. More needs to
be done to understand this tension. What our research does make clear is that there is no
other situation where the responsibility of containment is so crucial to the wellbeing of
your team yet currently, many psychiatrists do not feel able to access the tools that will
enable them to do so.

Our study suggests that many other existing forms of support inadvertently magnify
rather than challenge the collective silence around suicide. Our participants identified
the group being only open to consultants as an important contributor to its effectiveness.
This structure was described as enabling clinicians to escape the burden of the superhero
narrative and find sanity by doing so. That said, not opening the group to a wider range of
clinicians also risks endorsing the ‘superhero’ narrative they are trying to escape as well as
perpetuating the myth of clinical omnipotence. Research on the potential pitfalls of peer
groups should be noted [28] and degree of choice in support is important. Future research
should compare peer groups to other interventions [29].

4.4. Opportunities for Growth

Post-traumatic growth refers to positive psychological change that may co-exist with
significant psychological distress after a shattering of fundamental assumptions [30]. Many
participants pointed to examples of growth, including more realistic appraisal of what
they could impact and what they could not, and passing on these insights to clinicians
moving into a consultant role. Changes to clinical practice was a complex topic in our
interviews, but any such changes reported seemed to be the result of growth and entailed a
subtle alteration of perspective in relation to responsibility and team interaction. However,
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growth only became possible once the consultant was released from feelings of blame
and could reflect analytically on what had happened. Past research has described how
experiencing patient suicide without getting the right support can lead to inhibited clinical
decision-making and more defensive practice [7,31].

The need to be more accepting of the possibility of patient suicide has been discussed
in past research [7,22]. This issue can be explored in relation to risk assessment-an area of
change reported by many of our consultants who spoke of allowing greater intuition and
focusing on the clinical encounter. The predictive value of suicide risk assessments is far
from clear. One study of suicide risk assessment tools looked at 156 different types used in
85 NHS organisations. Of these, 85% were tick-box checklists which have been shown to be
ineffective in predicting suicide [32,33]. Another study [34] looked at the effectiveness of
risk assessment in discerning the odds of suicide across low-risk and high-risk inpatient
populations. This meta-analysis found that over a 20-year period, the pooled odds ratio of
suicide in the high-risk group compared with low-risk group was 7.1 but with an extreme
level of between-study heterogeneity. The authors argued the heterogeneity limited any
certainty that a similar result would be found across other inpatient populations. Our study
gives warning that that distilling the complexity of suicide risk in this way can reinforce
false notions about the ability of clinicians to be able to control and prevent such incidents.
It also risks shutting down genuine communication between mental health professionals
and the patient [35].

4.5. Strengths and Limitations

Little is known about what the most effective interventions are for supporting indi-
viduals who experience the death of a patient by suicide or a homicide by a patient under
their care. This study adds to the research in the field and enriches overall understanding.
Most group members were interviewed, enabling the accumulation of a wide range of
perspectives from clinicians of different career stages, areas of psychiatry and genders. The
qualitative approach taken enabled us to explore the “phenomenological complexity” of
the experience [12]. We examined individual experiences of trauma and the effectiveness
of this intervention in helping clinicians recover. Our conversations also explored other
forms of support offered, and their respective merits and shortcomings.

However, this was a small-scale, qualitative study, and findings may not be trans-
ferrable to other settings. Additionally, whilst good understanding into why the group
is only open to consultants was gained, more research is needed on the experiences of
other team members and alternative support mechanisms that could be helpful. Finally,
the study only interviewed participants of the peer group, which introduces self-selection
bias. Whilst participating consultants were asked their views on the limitations of the
group, the perspectives of those who chose not to attend the group are essential to fully
understanding pitfalls.

4.6. Clinical Implications

Our findings demonstrate the potential benefits of providing a facilitated peer support
group for consultant psychiatrists. Whilst this study focused on consultant psychiatrists
there is no reason to consider that such groups would not be useful to other professional
groups as well. Further research is needed to understand whether support groups that
include a range of different professionals would be feasible or as well attended and effective
as the group studied in this project.

Clearly this is not the only potential staff intervention needed following these kinds of
serious incidents and other structures, such as receiving specific support and guidance to
navigate the subsequent formal process that follow a patient suicide or patient perpetrated
homicide are likely to be needed. Further research is needed to clarify the kinds of assistance
and guidance staff may benefit from.
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5. Conclusions

This study builds on previous research showing that the experience of a patient homi-
cide or suicide can be profoundly distressing to psychiatrists and confirms the complexity of
the grieving process in tragic situations such as these. Ensuring that clinicians have access
to appropriate support is crucial and this study identified many benefits of a facilitated con-
sultant psychiatrist peer support group. Our study has helped to expand the understanding
of the underlying causes of this distress and how the structure and facilitation of a peer
support group can address them. Further research is needed to investigate the effectiveness
of this and other forms of support for clinicians and what kind of support works for whom
and why. What we do know at this juncture is that actively supporting psychiatrists, by
addressing the stigma they face and the sense of blame they feel, is extremely important for
their mental health and well-being, and ultimately their capacity as professionals.
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Abstract: Individuals bereaved by suicide experience substantial emotional distress and are at risk
for poorer mental health, substance use concerns, and suicidal behaviors. This study aimed to explore
whether those bereaved by suicide reported different coping styles compared to those bereaved by
sudden death in the first six months. It also aimed to determine whether a previous mental health
diagnosis (PMHD) and experiencing stigma and/or shame impacted the utilization of adaptive
and maladaptive coping. The sample was constituted by individuals bereaved by suicide (n = 142)
compared to those bereaved by sudden death (n = 63), six months after loss. The study included
immediate family members who were 18 years or older and understood the English language.
After controlling for demographics there were no significant differences in coping styles between
bereavement types. Regardless of bereavement type, having a PMHD was associated with increased
avoidant and problem-focused coping, and stigma and shame were each associated with increased
avoidant coping. Women were also more likely to report using adaptive coping. Findings demonstrate
no difference by bereavement type and have implications for the tailoring of grief/postvention
supports that are sensitive to perceived stigma/shame to better facilitate utilization of adaptive
emotion-focused coping, particularly for men and those with pre-existing mental health problems.

Keywords: grief; bereavement; coping; suicide; sudden death; stigma; shame; postvention

1. Introduction

According to estimates from the World Health Organization, approximately 703,000 in-
dividuals died by suicide around the world in 2019 [1]. While each death is a preventable
tragedy, the full magnitude of this public health issue is only fully realized when the
far-reaching impact on family, friends, colleagues, and communities is also accounted
for. Although difficult to determine, recent literature estimates that each suicide results
in 135 exposed individuals [2], a third of which (e.g., family members, close relatives) are
likely to experience ongoing moderate-to-severe emotional distress [3,4]. Furthermore,
being bereaved by suicide, but also by other types of sudden death, can contribute to
subsequent mental health problems and suicidal behavior [5–7]. Understanding the grief
experiences and adaptive and/or maladaptive coping strategies used in the bereavement
process is essential to inform and enhance adequate postvention interventions.

1.1. Bereavement

Traditionally, the grief process has been viewed as linear stages or phases that an
individual progresses through before grief can be resolved; however, more recent theo-
ries have favored a fluid bereavement journey. The dual-process model of coping with
bereavement by Stroebe and Schut [8,9] suggests there are two categories of stressors asso-
ciated with bereavement: loss-oriented stressors (e.g., focus on the relationship with the
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deceased, circumstances of death), and restoration-oriented stressors (e.g., legal and finan-
cial issues resulting from the loss, new role/identity). Bereaved persons oscillate between
loss- (e.g., relocating bonds) or restoration-oriented coping strategies (e.g., attending to
life changes) depending on which stressors they are confronted with, where they are in
their grief journey, as well as personal and cultural influences [9]. These coping strategies
can be emotion- or problem-focused and be adaptive or maladaptive, depending on their
appropriateness to the type of stressor and whether they serve to approach or avoid [9].
Regardless of theoretical conceptualizations, the process of bereavement is undoubtedly
complex. Normative resolution takes time and relies upon adaptive coping [10], aided
by sense-making and interpersonal connections [11] and managing the changing feelings,
responsibilities and roles related to the loss [9]. Importantly, how someone initially copes
with their grief may play a salient role in the trajectories of their bereavement [12].

1.2. Coping Strategies

Coping strategies can be categorized into three overarching styles: avoidant, active-
emotion-focused and problem-focused coping [13]. Avoidant coping styles are typically
viewed as maladaptive strategies used to avoid intolerable feelings and can include refusal
to accept the loss and deep feelings of grief, alcohol or other substance abuse, blaming
others, avoiding/denial of life and identity changes, or distraction [9,14,15]. A reliance on
avoidant coping strategies is often linked with complicated grief and increased levels of
depression and mental health problems [14]. Emotion-focused coping seeks to actively
regulate one’s emotions, and can include talking about grief-related stressors, disclosing
feelings, and interacting with others [13]. It has been suggested that grief focused interven-
tions that directly target facing one’s intrusive thoughts and feelings can help to facilitate
the grieving process in those with complicated grief symptoms [16]. Problem-focused
coping can be described as active solution-making, such as creating a strategy for how to
cope and taking action to improve the situation through planning [13,17]. It may help with
certain practical stressors experienced during bereavement [9]. However, an over-reliance
on problem-focused coping has been described as unhelpful, as bereavement is typically a
situation outside one’s control [17].

1.3. Experiences of Shame and Stigma

There may be grief experiences unique to suicide bereavement that further impede
the normative resolution of grief and promote the use of maladaptive avoidant coping
strategies. For instance, while universal grief experiences (e.g., sadness) may be common
to all bereavement, the experience of stigma and shame may be more likely in those who
are bereaved by suicide and other forms of violent death [6]. Frequently, those bereaved by
suicide report themselves as feeling judged, rejected, and misunderstood by their friends,
families and community supports [18,19], and experience guilt, conflictual relationships,
and concealment as a consequence of (perceived) stigma and shame [20,21]. The experience
of stigma and shame may elicit maladaptive coping and may further isolate individuals
from social support [22]. Indeed, individuals bereaved by suicide have reported that so-
cial support was often ill-timed and insufficient due to the stigma they experienced, and
individuals therefore disengaged from their social networks [18,21,22]. For example, one
large cross-sectional study found that around a third of relatives received no formal contact
regarding the suicide of a family member who had been in touch with psychiatric facilities
in the year prior to their death, and this was associated with potentially stigmatizing charac-
teristics of the decedent such as criminal history, substance abuse, etc. [23]. This represents
a considerable missed opportunity for assertive postvention support. Instead, individuals
are often required to utilize alternative (solitary) ways to cope, including remaining silent
and denying the cause of death [18,24]. This may contribute to disenfranchised grief: a
grief that occurs when one cannot openly acknowledge or publicly mourn [25]. However,
the distinction between suicide and other forms of bereavement is not clear-cut [26–28],
with many studies conflicting in their findings regarding unique outcomes of suicide be-
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reavement [6]. One explanation may be that differences may vary depending on which
mode of death it is being compared to, such as expected versus other forms of sudden or
violent death [6]. There are still relatively few studies which compare experiences of stigma
and shame in those bereaved by suicide as compared to other forms of sudden death.
However, it appears that while all forms of sudden death are associated with stigmatizing
experiences, this may be heightened in those bereaved by suicide where additional impacts
of self-stigma, shame and guilt are also experienced [29,30].

1.4. Aims

The use of adaptive coping strategies for regulating grief-related emotions throughout
the bereavement process is important and may be influenced by underlying factors such
as pre-existing mental health concerns [12]. However, it is unclear whether individuals
recently bereaved by suicide engage in certain coping strategies over others as compared to
those bereaved by other causes of sudden death, and whether the presence of underlying
mental health conditions may impact the use of these strategies. Furthermore, unique grief
experiences such as shame or stigma may adversely influence the use of coping strategies
and ultimately grief trajectories for those bereaved by suicide. Therefore, the aims of the
current study are to:

• investigate the coping styles of individuals bereaved by suicide as compared to sudden
death in the first six months after the loss of their close relative;

• explore the impact of a previous mental health diagnosis (PMHD) on coping styles
during early bereavement; and

• investigate how the experience of stigma and shame contribute to the coping styles of
people bereaved by suicide.

2. Materials and Methods
2.1. Research Design

The current study forms part of a larger longitudinal investigation of suicide be-
reavement conducted over two years in Queensland, Australia [28,31,32]. A longitudinal
prospective design was used to compare suicide bereavement to bereavement from other
types of sudden deaths across three different time points: 6, 12 and 24 months after the
death. The rationale to include sudden deaths as a comparison group was the similarity of
the sudden and often unexpected nature of the death as opposed to long-term illnesses or
other expected causes. To examine these associations in the early stages of bereavement,
the current study utilizes data from the six-month time-point. Six months as an indicator
of ‘early bereavement’ was deemed most appropriate by the research team and ethical
approval committee in striking an important balance between recency to the highly dis-
tressing sudden loss (by suicide or other causes) and the burden of participation in an
in-depth research study comprised of both qualitative and quantitative components.

2.2. Data Collection

The current study was approved by the Institution’s Human Research Ethics Commit-
tee (CSR/04/11/HREC). Inclusion criteria were: being close relatives and family members
bereaved by a suicide or sudden death, aged 18 years old or older, able to speak and
understand English, and, given that the larger longitudinal study from which the current
study information was collected was centered on suicide and sudden death bereavement
experiences in Queensland, the death had to have occurred in Queensland, Australia [28,31].
Participants were contacted 6 ± 1 months after the loss. Family members were defined as a
spouse, de facto partner, adult child, parent, grandparent, grandchild, sibling, aunt, uncle,
niece and nephew, and immediate in-laws. It should be noted that ‘children’ and ‘grand-
children’ refers to their kinship relationship type (not age) and were the adult offspring or
family member of the decedents.

Those bereaved by suicide were identified through the Queensland Suicide Register, a
real-time surveillance system. Clinical interviewers sent letters introducing the study, along
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with research information and consent forms to the identified individuals. Two weeks after
the letters were dispatched, individuals were contacted by telephone to further introduce
the study, obtain consent, and arrange a time and place for a six-month time-point interview.
Of the participants that were interviewed (response rate 39.9%), 78.2% were interviewed via
phone, and the remaining interviewed face-to-face either in their home or at the university.

Participants for the sudden death group were recruited through Queensland Office
of State Coroners police forms. Only closed cases of “reportable deaths” of a sudden,
violent, or suspicious nature as recorded by the Queensland Coroners Acts 2003 [33] were
approached (i.e., not expected deaths due to long-term illness or age-related causes). Letters
introducing the study, along with research information and consent forms, were sent to the
reported next-of-kin of the deceased. All participants provided written informed consent
to participate (response rate 16.1%). No phone calls were made for the sudden death group
to collect consent. Half of the sudden death participants lost their loved one suddenly to
diseases of the circulatory system (52.4%), followed by other external causes of death (25.4%;
mainly transport accidents), sudden death by other medical causes (e.g., epilepsy, asthma;
9.4%), injury, poisoning, and other consequences of external causes (6.3%), and ill-defined
and unknown cause of mortality (6.3%). The sudden death group only received responses
from immediate family (partners, parents, adult children, and siblings). Therefore, for
comparability of the two groups, all responses from non-immediate family members such
as uncles, aunts, grandparents/children, and cousins were excluded from the suicide
bereaved group.

Semi-structured interviews (~2.5 h duration) were conducted with participants by
trained clinical interviewers with postgraduate health qualifications. A short introduc-
tion to the research was conducted at the beginning of the interview, and a debrief was
conducted at the end of the interview to allow for participant’s concerns and questions.
The interviews adhered to the following template: (1) a qualitative component—open-
ended questions about the events leading to the death [34,35]; and (2) a quantitative
component—sociodemographic information, medical and psychiatric history, including
suicidal behavior of the deceased and bereaved, and post-event experiences measured
with different validated scales [28,32]. A pilot study demonstrated the acceptability of the
questionnaire and adequate procedures for recruitment [31] which are further described in
more detail elsewhere [28]. The current study used quantitative information only.

2.3. Measures

In addition to basic demographic information for the bereaved participants (e.g., age,
gender, type of kinship to the deceased person) and their deceased family member (e.g., age,
gender, type of death—suicide or sudden), the participants also provided self-reported
information on any previous mental health disorder diagnoses (PMHD) or treatment for
they had received before the loss of their relative. The bereaved individuals also completed
the following validated surveys:

The Grief Experience Questionnaire (GEQ) [36] is designed to measure typical and
unique grief experiences. The version used for the current study was comprised of 40 items
assessing the following grief experiences: somatic reactions, search for explanation, loss of
social support, guilt, responsibility, rejection, stigmatization, and shame [31]. The subscales
of stigmatization (e.g., “I feel uncomfortable revealing the cause of the death”; α = 0.81), and
shame (e.g., “I feel embarrassed about the death”; α = 0.73) were used for the current study.

The BRIEFCope [37] is a 28-item survey which uses a 4-point Likert scale to assess
different coping styles. Based on the conceptual and empirical literature [38,39], the items
are grouped into the three coping styles: avoidant coping (α = 0.69), problem-focused
coping (α = 0.82) and emotion-focused coping (α = 0.66).

2.4. Statistical Analyses

Analyses were conducted using the IBM SPSS, version 27 (IBM Corp, Armonk, NY,
USA). Descriptive statistics, including means, standard deviations and frequencies were
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calculated. Dummy variables were computed for kinship type (partner, parent, adult
child, and sibling). The Chi2 test and Fisher’s exact test were used to compare differences
between suicide and sudden death bereaved using demographic variables. T-test and one-
way ANOVA were utilized for preliminary comparison of coping styles across different
groups. Hierarchical multiple regression analyses were conducted to identify factors
associated with copying styles: avoidant coping, problem-focused coping, and emotion-
focused coping. Age, gender of the deceased and of the bereaved, as well as kinship type,
were entered in the first model as control variables. The independent variables, type of
bereavement (suicide vs. sudden death), PMHD (yes vs. no), stigma (continuous), and
shame (continuous) were entered step-by-step into regression models, respectively.

3. Results
3.1. Participants

The final sample included 142 suicide bereaved (average age: 52.7; SD: 11.6; female:
73.2%) and 63 sudden death bereaved (average age: 53.2; SD: 15.5; female: 69.8%) partici-
pants. For the suicide bereaved, the average age of the deceased person was 41.2 years (SD:
18.0; female: 19%) and in the sudden death group, 51.4 years old (SD: 17.1; female: 30.2%).
Table 1 provides additional demographic characteristics. There were significant differences
between bereavement types for kinship relationships and these were controlled for in the
regression models.

Table 1. Demographic characteristics of the sample, including gender of the deceased.

Bereavement Type

Suicide (n = 142) Sudden Death (n = 63) Chi2
(df) p

n % n %

Gender of the bereaved 0.25(1) 0.616
Male 38 26.8 19 30.2
Female 104 73.2 44 69.8

Gender of the deceased 3.11(1) 0.078
Male 115 81.0 44 69.8
Female 27 19.0 19 30.2

Kinship to the deceased 13.19(3) 0.004
Spouse/partner 41 28.9 31 49.2
Parent 72 50.7 17 27.0
Adult child 16 11.3 11 17.5
Sibling 13 9.2 4 6.3

PMHD 1 0.14(1) 0.713
No diagnosis 104 73.2 48 76.2
One or more 38 26.8 15 23.8

Depression 24 16.9 13 20.6
Anxiety 11 7.7 5 7.9
Bipolar 4 2.8 1 1.6
Other 10 7.0 2 3.2

Ethnicity
Caucasian/White 134 94.4 60 95.2 1.000 2

Aboriginal 3 2.1 1 1.6 1.000 2

Non-Caucasian 5 3.5 2 3.2 1.000 2

Interview type
Face-to-face 31 21.8 7 11.1 3.32(1) 0.068
Over the phone 111 78.2 56 88.9

1 People could self-report more than one PMHD; for later analyses this was recoded into ‘yes, any PMHD’ or ‘no
diagnosis’. 2 Fisher’s exact test was performed.

Group differences by coping style are presented in Table 2. For bereavement type,
there were no significant differences between avoidant and problem-focused coping; how-
ever, those bereaved by suicide reported significantly more emotion-focused coping than

257



Int. J. Environ. Res. Public Health 2022, 19, 14709

those bereaved by other sudden death. Men recently bereaved reported significantly less
avoidant, problem-focused, and emotion-focused coping than women. Those with a PMHD
reported significantly more avoidant, problem-focused, and emotion-focused coping than
those without a PMHD. Finally, there were significant differences in problem-focused
coping between different kinship groups. Spouses/partners reported the most problem-
focused coping and offspring of the deceased reported the least. A previous study on
the same sample found that after adjusting for kinship, gender, age, PMHD, self-harm
(deceased, bereaved), current mental health symptoms and current suicidal ideation that
those in the suicide bereavement group reported experiencing significantly more stigma
and shame than the sudden death bereavement group at six months [32].

Table 2. Group differences by coping styles.

Coping Style

Avoidant Problem-Focused Emotion-Focused

M (SD) t/F p M (SD) t/F p M (SD) t/F p

Bereavement 1.09 0.279 0.87 0.384 2.22 0.027

Suicide 13.82
(3.91)

21.01
(5.69)

27.46
(5.21)

Sudden Death 13.17
(4.05)

20.25
(5.90)

25.67
(5.59)

Gender of bereaved −2.54 0.012 −3.55 <0.001 −3.66 <0.001

Male 12.51
(3.86)

18.54
(5.69)

24.75
(5.42)

Female 14.05
(3.92)

21.64
(5.55)

27.74
(5.14)

Kinship 1.17 0.324 4.79 0.003 0.88 0.453

Spouse/partner 14.30
(4.10)

22.63
(5.36)

27.08
(5.55)

Parent 13.41
(3.77)

20.26
(5.73)

27.29
(5.15)

Adult child 13.00
(3.61)

18.33
(5.72)

25.44
(5.83)

Sibling 12.94
(4.70)

19.71
(5.59)

26.47
(5.16)

PMHD 2.96 0.003 2.74 0.007 2.14 0.033

Yes 15.02
(3.91)

22.62
(5.00)

28.25
(3.78)

No 13.17
(3.87)

20.13
(5.87)

26.41
(5.76)

3.2. Avoidant Coping

Model 1 was significant, with the age and gender of the bereaved contributing signifi-
cantly to the prediction of avoidant coping (F(6,197) = 2.64, p = 0.017; Table 3). Bereavement
type was entered into model 2 with no significant change (F(1,196) = 1.05, p = 0.306),
meaning there was no significant difference between people bereaved by suicide and those
bereaved by other sudden death. The addition of PMHD accounted for 2.8% additional
variance in avoidant coping (F(1,195) = 6.19, p = 0.014); individuals with a PMHD reported
significantly higher levels of avoidant coping. Stigma significantly accounted for 7.9% of
unique variance in model 4 (F(1,194) = 18.75, p < 0.001); greater experience of stigma was
associated with increased use of avoidant coping. Shame was added into the final model
(F(1,193) = 5.70, p = 0.018), accounting for 2.3% of unique variance, where an increased
experience of shame related to an increase in avoidant coping. In addition, having a PMHD
and increased experience of stigma remained significant in the final model.
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Table 3. Regression models for each coping style.

Avoidant Problem-Focused Emotion-Focused
β sr2 ∆R2 R2 B sr2 ∆R2 R2 B sr2 ∆R2 R2

Model 1 0.074 * 0.160 *** 0.097 **
Age (Bereaved) −0.20 * 0.03 −0.24 ** 0.05 −0.17 * 0.02
Gender (Deceased) <0.01 <0.01 0.03 <0.01 −0.02 <0.01
Gender (Bereaved) 0.14 * 0.02 0.20 ** 0.03 0.22 ** 0.04
Kinship (Parent) −0.03 <0.01 −0.11 0.01 0.09 0.01
Kinship (Adult
child) −0.15 0.02 −0.30 ** 0.07 −0.12 0.01

Kinship (Sibling) −0.06 <0.01 −0.09 0.01 0.02 <0.01
Model 2 0.005 0.079 * 0.003 0.163 *** 0.012 0.109 **
Age (Bereaved) −0.19 * 0.03 −0.24 ** 0.04 −0.16 * 0.02
Gender (Deceased) 0.01 <0.01 0.04 <0.01 −0.01 <0.01
Gender (Bereaved) 0.14 0.02 0.19 ** 0.03 0.22 ** 0.04
Kinship (Parent) −0.05 <0.01 −0.13 0.01 0.06 <0.01
Kinship (Adult
child) −0.15 0.02 −0.30 ** 0.07 −0.12 0.01

Kinship (Sibling) −0.07 <0.01 −0.10 0.01 <0.01 <0.01
Bereavement type 0.07 <0.01 0.06 <0.01 0.12 0.01
Model 3 0.028 * 0.108 ** 0.020 * 0.183 *** 0.011 0.120 **
Age (Bereaved) −0.19 * 0.03 −0.23 ** 0.04 −0.15 * 0.02
Gender (Deceased) 0.02 <0.01 0.04 <0.01 −0.01 <0.01
Gender (Bereaved) 0.12 0.01 0.18 * 0.03 0.21 ** 0.04
Kinship (Parent) −0.04 <0.01 −0.12 0.01 0.06 <0.01
Kinship (Adult
child) −0.15 0.02 −0.30 ** 0.07 −0.12 0.01

Kinship (Sibling) −0.06 <0.01 −0.09 0.01 0.01 <0.01
Bereavement type 0.07 <0.01 0.06 <0.01 0.11 0.01
PMHD 0.17 * 0.03 0.14 * 0.02 0.11 0.01
Model 4 0.079 *** 0.186 *** 0.010 0.193 *** 0.023 * 0.144 ***
Age (Bereaved) −0.08 <0.01 −0.20 * 0.03 −0.10 0.01
Gender (Deceased) 0.05 <0.01 0.05 <0.01 0.01 <0.01
Gender (Bereaved) 0.10 0.01 0.17 * 0.02 0.20 ** 0.03
Kinship (Parent) −0.03 <0.01 −0.12 0.01 0.07 <0.01
Kinship (Adult
child) −0.08 <0.01 −0.28 ** 0.06 −0.09 0.01

Kinship (Sibling) −0.02 <0.01 −0.08 <0.01 0.03 <0.01
Bereavement type −0.01 <0.01 0.03 <0.01 0.07 <0.01
PMHD 0.15 * 0.02 0.13 * 0.02 0.09 0.01
Stigma 0.33 *** 0.08 0.11 0.01 0.17 * 0.02
Model 5 0.023 * 0.210 *** 0.002 0.195 *** 0.014 0.157 ***
Age (Bereaved) −0.07 <0.01 −0.20 * 0.03 −0.10 0.01
Gender (Deceased) 0.04 <0.01 0.06 <0.01 0.01 <0.01
Gender (Bereaved) 0.08 0.01 0.18 * 0.03 0.21 ** 0.04
Kinship (Parent) −0.03 <0.01 −0.12 0.01 0.06 <0.01
Kinship (Adult
child) −0.11 0.01 −0.27 ** 0.05 −0.06 <0.01

Kinship (Sibling) −0.04 <0.01 −0.07 <0.01 0.04 <0.01
Bereavement type −0.02 <0.01 0.03 <0.01 0.08 0.01
PMHD 0.14 * 0.02 0.14 * 0.02 0.10 0.01
Stigma 0.23 ** 0.03 0.14 0.01 0.24 ** 0.04
Shame 0.18 * 0.02 −0.06 <0.01 −0.14 0.01

* p < 0.05, ** p < 0.01, *** p < 0.001; NB: For kinship, the reference group is ‘spouse/partner’.

3.3. Problem-Focused Coping

Model 1 predicting problem-focused coping during bereavement was significant
(F(6,197) = 6.25, p < 0.001; Table 3), with gender and age of the bereaved, and being an
adult child of the deceased, significantly contributing to problem-focused coping. Be-
reavement type did not significantly account for any additional variance in model 2
(F(1,196) = 0.77, p = 0.381). PMHD significantly accounted for 2% unique variance in
model 3 (F(1,195) = 4.71, p = 0.031). Stigma did not account for any significant variance
in model 4 (F(1,194) = 2.365, p = 0.127) and neither did shame in model 5 (F(1,193) = 0.50,
p = 0.479). However, PMHD, gender and age of the bereaved and being an adult child of
the deceased (compared to partners/spouses) remained significant predictors of problem-
focused coping in the final model. More specifically, being female, younger-aged, and
having a PMHD increased the probability of problem-focused coping, and being an adult
child of the deceased was associated with decreased problem-focused coping.

3.4. Emotion-Focused Coping

Model 1 was significant in predicting emotion-focused coping (F(6,197) = 3.52, p = 0.002;
Table 3), where gender and age of the bereaved was significantly associated with emotion-
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focused coping. Bereavement type did not account for any significant variance in model 2
(F(1,196) = 2.69, p = 0.103); neither did PMHD in model 3 (F(1,195) = 2.45, p = 0.119). Stigma
significantly accounted for 2.3% of unique variance towards emotion-focused coping in
model 4 (F(1,194) = 5.32, p = 0.022). Shame did not significantly predict any unique variance
in the final model (F(1,193) = 3.11, p = 0.08). Higher levels of stigma and female gender of
the bereaved significantly predicted more emotion-focused coping in the final model.

4. Discussion

The current study focused on coping style differences among individuals bereaved by
suicide and by other sudden death six months after the loss of a close relative. In addition,
the impact of a previous mental health diagnosis, stigma, and shame on coping styles were
analyzed. The literature has shown mixed results regarding the experiences and outcomes
of suicide bereavement as compared to other types of loss [26,40]. In the current study,
there were no significant differences between the two bereavement types and their use of
avoidant, problem-focused or emotion-focused coping styles, suggesting similar coping
styles in the early stages of bereavement after adjusting for age, kinship type and gender
(of the bereaved and deceased). A recent study found that those bereaved by suicide
reported significantly higher avoidant coping than those bereaved by combat loss, yet there
were no significant differences when compared to those bereaved by accidents, nor were
there any differences for self-reported active/problem or emotion/supportive coping in
either of the bereaved groups [41]. However, time since the loss varied from one to twelve
years [41], whereas the current study analyzed coping and grief experiences only in the first
six months, which provides a timely insight into this critical initial bereavement period.

There was no significant difference in the prevalence of a PMHD between the two be-
reavement groups. Nevertheless, individuals with a PMHD (regardless of bereavement
type) reported significantly higher levels of avoidant and problem-focused coping, while
there was no significant difference for active emotion-focused coping. This is consistent
with the literature, whereby avoidance of emotions and internal sensations (i.e., experien-
tial avoidance) has been linked to several mental health conditions, including depression
and anxiety [42]. It is less clear why a PMHD may relate to increased problem-focused
coping. One explanation could be that those with a self-reported PMHD onset before the
loss of their loved one may have previously sought help for their mental health concerns
(hence receiving a diagnosis) and are thus already more active/experienced in help-seeking
and more able to draw upon problem-focused coping strategies during the early stages
of their bereavement. Another explanation could be that previous experience of mental
health concerns makes bereavement more complicated and therefore a reliance on a greater
number of coping strategies that are arguably easier to apply are employed in an effort
to manage. That is, focusing on practical matters or avoiding facing painful feelings may
be ‘easier’ in more complex or highly painful situations of bereavement (e.g., [15]). In the
current study the problem-focused coping subscale included items related to active coping
(i.e., trying to actively remove a source of stress), planning (i.e., considering practical steps
to take), instrumental support (i.e., seeking practical advice), and religion (i.e., turning to
religion/religious activities). While problem-focused coping is generally considered more
adaptive than avoidant strategies, an overreliance on problem-focused coping may be less
desirable in coping with bereavement whereby many situational elements are outside one’s
control [17]. Instead, according to the dual-process model of grief, adaptive grief resolution
over time relies upon the appropriate use of both emotion-focused and problem-focused
coping to manage the fluctuation of loss-oriented and restoration-oriented stressors, and
that flexible oscillation between healthy coping strategies is required [9]. That is, the coping
strategies of the bereaved can be both adaptive and maladaptive depending on how rigidly
one is relied upon above others and whether they are appropriate for the source of stress [9].

In our study, in the final models after accounting for all variables of interest and
demographics, bereaved women were more likely to use problem- and emotion-focused
adaptive coping than bereaved men, but there were no differences for avoidant coping.
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Gender differences in coping with grief have long been discussed [43], and recent research
implies that gender may influence the trajectory of ‘prolonged grief’ over time, with men
experiencing more pronounced grief initially which decreased and vice versa for women
(there were no differences between genders for more stable and resilient grief profiles [44]).
However, there may be few differences regarding actual self-reported symptoms of pro-
longed grief experienced between genders [45]. The current preliminary findings have
implications for the tailored provision of postvention and grief support. For example,
while men and women demonstrated similar levels of avoidant coping strategies (after
accounting for all variables of interest and demographics), the tendency for men in this
study to report less utilization of adaptive emotion- and problem-focused coping strategies
in the initial six-month period following loss may correspond to patterns observed in
previous studies (e.g., [44]) and it may be particularly useful for practitioners to focus on
enhancing adaptive coping strategies in men during this earlier period, which may serve
to facilitate grief resolution and contribute to the prevention of suicidal behaviors and
other adverse outcomes [6]. Naturally, this relies upon people getting access to timely and
appropriate postvention supports which may be impeded by (real or perceived) experiences
of stigma and shame [23,46,47]. However, further research is required to determine gender
differences in perceived experiences of stigma and shame during bereavement from suicide
and sudden death, and to develop and evaluate effective postvention supports that are
sensitive to gender differences in coping [48].

4.1. Stigma and Shame

Irrespective of bereavement type, greater self-reported experiences of stigma and
shame were each associated with increased avoidant coping in the initial six months
of bereavement. This is consistent with the literature, as stigma and shame have been
associated with behaviors of withdrawal and secrecy in both suicide and sudden death
bereaved populations [19]. More recently, stigma has been described in relation to increased
self-reported thwarted belongingness (i.e., alienation from others) in those bereaved by
suicide, which, consistent with the interpersonal theory of suicidal behavior, would be
associated with suicidal ideation over time [49]. Interestingly, in our study, those who
reported greater experience of stigma also reported increased emotion-focused coping (this
association was non-significant for shame). Neither shame nor stigma were associated with
problem-focused coping.

To date, there is limited research on how coping strategies interact with experiences
of stigma and shame during early bereavement. Future research is required to replicate
these findings. Nevertheless, these results challenge the notion that stigmatization after
suicide or sudden bereavement may hinder one’s ability to utilize adaptive coping due to
isolation, avoidance, rejection, and fear of discussing the death. One explanation could be
that when informal support systems of the bereaved fail to provide adequate assistance,
bereaved individuals may seek support elsewhere (e.g., counsellors or support groups). In
a recent Lithuanian study, those bereaved by suicide and who sought professional support
reported higher levels of stigmatization and guilt than those who did not seek professional
support [50]. On the one hand, mental health professionals may provide a more appealing
environment to express vulnerable emotions and share personal grief stories to process their
loss than informal supports who may be perceived as judgmental or unhelpful (e.g., [18]).
On the other hand, by engaging with professional supports, individuals may gain insight
into the impacts of societal stigma through the psychoeducation and interaction provided
by a supportive professional. A second explanation may relate to the use of the Internet
as an alternative source for social support. Studies have shown that individuals bereaved
by suicide make social media posts and email friends and family about the loss [51], and
they are increasingly accessing blogs, websites, and social networking platforms to interact
with other bereaved individuals and memorialize their loved ones [52]. When individuals
utilize the Internet in this manor, it has been demonstrated that not only did it remove
some fear of stigmatization, but it also helped heal their sorrow [51]. A final explanation
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could be that the experience of stigma makes grief more complicated, and thus, a greater
number of coping strategies are relied upon (adaptive or maladaptive).

4.2. Limitations

The current study was cross-sectional and had more than double suicide bereaved in-
dividuals (n = 142) compared to sudden death bereaved individuals (n = 63). Therefore, the
sudden death group may not accurately represent full unique variance, resulting in possible
missing effects. There were also group differences in the (low) response rates, with those
bereaved by suicide having a higher response rate (39.9%) than other causes of sudden
death (16.1%). The low response rates likely introduce some bias into the current findings
and restrict generalizability. It is understandable that in the early stages of bereavement
there may be a general lack of interest in participating in research, hence the low response
rates. Reasons for non-participation were available only for the suicide bereaved group and
included inability to contact the individual, the individuals not wishing to discuss their
bereavement, or the individual being too busy. Differences in recruitment procedure may
explain why those bereaved by suicide were more likely to respond to the study invitation.
Other possible reasons could be that the research team were from a suicide prevention
research institute, which may have unintentionally influenced responses. Furthermore,
given the additional layers of shock and challenges with sense-making that may be ex-
perienced or perceived following a suicide (as opposed to a shocking sudden death that
can be ‘explained’ by a medical reason), there may have been more motivation to engage
with research aimed at furthering our understanding and informing postvention supports.
Additionally, the sudden death group was comprised of deaths of heterogenous causes,
with the majority comprised of sudden deaths of the circulatory system (e.g., heart attacks)
and accidental deaths (e.g., car accident). There may be differences in how experiences of
stigma and shame are associated with different coping styles across these subgroups; for
example, sudden death causes where a sense of guilt or blame can be assigned (subjectively
or objectively through the legal system) as opposed to medical causes. Unfortunately, due
to small numbers it was not possible to analyze differences by subgroups and this remains
an important area for future research.

Although the larger longitudinal study did include measurements assessing concur-
rent distress and mental health outcomes [28], the current analysis did not include them, as
it was outside of the scope of the study aims. However, by demonstrating that a PMHD
was significantly associated with increased avoidant coping, it posits the question as to
whether the increased use of avoidant strategies due to a PMHD contributes to negative or
positive mental health outcomes in individuals bereaved by suicide and sudden death in
the early bereavement period or over time. The current analysis did not include information
about individuals’ current treatment for their PMHD. Therefore, the current study cannot
definitively suggest that having a PMHD promotes an effect on coping styles, or whether it
is the type of treatment that may have been received (either previously and/or during the
initial bereavement period). These questions should be investigated in future research.

Finally, there are always challenges in selecting survey measures that are valid, robust,
and sensitive to change over time. For the current study, the use of a coping style survey
designed for use in response to stressful life events may not comprehensively capture
all facets of coping during the complex period of bereavement. Nevertheless, the survey
measure has been used in previous bereavement studies (e.g., [38,39]). Furthermore, the
shame and stigma subscales of the grief experiences questionnaire may have also minimized
complexities in relation to self-directed versus external stigma, as well as internal versus
external shame. The items in the current study mostly reflect external experiences of grief-
related stigma, and the grief-related shame items arguably have some conceptual overlap
with avoidant coping strategies.
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4.3. Implications

Current findings provide new information regarding the early bereavement experi-
ences of those bereaved by suicide and other sudden death and have important implications
for promoting adaptive coping for grief resolution over time. Postvention service delivery
frameworks should be tailored to the various levels and needs of support [53]. Postvention
workers, therapists, and grief counsellors working with those recently bereaved by suicide
or sudden death should be mindful of underlying mental health conditions and what
impact these may have on the grief experience and coping strategies utilized. While the
current study included different previous diagnoses, the majority of existing PMHD in
the current sample were anxiety disorders and depression. The finding that experiences
of stigma and shame were each associated with increased avoidant coping is also impor-
tant for mental health practitioners to note. Not only are real or perceived experiences of
stigma and shame distressing and isolating, but avoidant coping has also been implicated
in disenfranchised and complicated grief [25]. Clinicians should be mindful of a client’s
overreliance on maladaptive avoidant coping strategies in the early stages of bereavement,
particularly in those with previous experiences of mental health concerns, and in situations
of suicide or sudden death where stigma and shame are present. One promising avenue
that requires further research is interventions for bereaved individuals focused on mindful
self-compassion, which directly targets feelings of shame, stigma, or guilt as well as mental
health and wellbeing, and adaptive emotion regulation and coping [54,55]. Regardless
of content and delivery, postvention and grief supports should be developed and guided
by the involvement of those with lived experience of suicide loss so as to be maximally
sensitive to their needs, such as practical support in the early period, perceived experiences,
as well as the impact of features such as gender and kinship [21,26,27,56]. It is also crucial
that services are assertive, and people bereaved by suicide or sudden death are identified
and followed up with quickly to minimize the potential interference of stigma and shame
on help-seeking behaviors and other coping strategies.

5. Conclusions

The current study demonstrated that both bereavement groups reported similar coping
styles six months after the loss of a close family member. The results indicated that having a
PMHD increased both avoidant and problem-focused coping in both the suicide and sudden
death bereaved. Grief-related experiences of both stigma and shame were associated with
increased use of avoidant coping strategies. Men were less likely to utilize adaptive coping
strategies such as active emotion-focused and problem-focused coping. The utilization of
adaptive coping strategies is amenable [57], and there is a need for timely and appropriate
postvention and grief supports that are effective and tailored to the needs and experiences
of those with lived experience of suicide [53] and sudden loss.
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Abstract: Suicide is not only a tragic end of life but also may be the beginning of a very challenging
life for those left behind. Suicide-loss survivors (SLSs) are individuals who were exposed to the
suicide of a close family member or a friend and endure highly emotional distress. The psychological
stance and reactions of SLS are deeply colored by painful, intense emotions that are expressed through
different psychiatric symptoms, including depression and suicide ideation (SI). The present study
investigated the long-term effects of interpersonal factors such as social support, self-disclosure,
thwarted belongingness, and perceived burdensomeness on depression and suicidal ideation among
SLS. One hundred fifty-two Israeli SLS, aged 20–72, participated in this longitudinal study, during
which their suicide ideation and depression levels were assessed at four points over six years (T1-
baseline, and two (T2), four (T3), and six (T4) years after baseline). At the last time point, interpersonal
factors were also assessed. SLSs’ interpersonal variables significantly predicted depression and SI
levels beyond their usual trajectories over the years. Significant correlations were found between both
perceived burdensomeness and thwarted belongingness and depression levels at all measurement
points. Moreover, thwarted belongingness was found to be a significant moderator of the relationship
between former and current depression levels, as the contribution of depression-T3 to depression-T4
was lower among SLSs with low thwarted belongingness (b = 0.14, CI = 0.05–0.34) compared with
SLSs with high thwarted belongingness (b = 0.25, CI = 0.22–0.45). These findings emphasize the
vital healing role of interpersonal factors such as belongingness, as they may attenuate depression
and SI symptoms over time. Hence, clinicians should focus on therapies that boost interpersonal
interactions and belongingness, as they seem to be crucial stepping stones on the way to recovery.
Moreover, national programs should be implemented to offer SLSs targeted interventions to reduce
distress and depression in the aftermath of suicide loss.

Keywords: suicide; depression; suicidal ideation; belongingness; bereavement

1. Introduction

Suicide is not only a tragic end of life but may also be the beginning of a very challeng-
ing life for those left behind. Contemporary estimates highlight the profound impact of
each suicide on about 60 suicide-loss survivors (SLSs), referring to individuals exposed to
the suicide, including family members, friends, co-workers, classmates, or therapists [1–4].
Thus, between 48 million to 500 million people could be considered SLSs annually [5].
The psychological stance and reactions to suicide loss are deeply colored by painfully
intense emotions like shame and guilt, which differ at least partly from other bereaved
individuals [6–8]. Accordingly, research has highlighted that SLSs are characterized by
acute mental pain expressed through highly significant psychiatric symptoms [9]. Serious
adverse health, such as higher levels of grief complications and, importantly, higher levels
of depression [2] and suicidal ideation [10,11], has been found to be associated with SLSs.
These deleterious emotional effects of suicide highlight the importance of studying the
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influence of suicide on family and friends, as well as ways we can ease the pain and agony
that accompany suicide loss.

Only few studies have examined trajectories of depression and SI among SLSs over
time. Kõlves et al. [12] examined mental health reactions among SLSs and individuals
bereaved by other sudden death events six, 12, and 24 months after their loss, finding that
depression levels were significantly reduced over time. In a recent longitudinal study, Levi-
Belz and Aisenberg [10] found SI and complicated grief to accompany SLSs, directly and
indirectly, over a period of almost 4 years. Another study established a connection between
SLSs and subsequent long-term depression 8–10 years following the suicide, finding that
the risk of depression and SI decreased over time [13]. While these findings are meaningful,
many more studies are needed to explain the contribution of psychological factors to SLSs’
depression and SI over time [11]. This study aimed to examine the possible moderators in
depression and SI trajectories among SLSs in a six-year longitudinal study.

Several studies have already highlighted factors that might moderate depression and
SI consequences among SLSs. For example, De Groot et al. [13] found that children who
have lost a parent and individuals with a mental health history were at increased risk
8–10 years after the suicide loss. Other studies found that religious beliefs contribute to
psychological adjustment following bereavement [14]. Some self-traits, such as a low sense
of control in life, low self-efficacy, and high neuroticism, accounted for elevated depression
levels [13]. More recently, another self-attribute, self-forgiveness, was found to exhibit a
unique protective effect for SLSs. Self-forgiveness was found to be related to both lower
depression and SI for SLSs and had a greater ameliorating effect in this population than in
other bereaved individuals [15]. Guilt was also associated with depression and moderated
the association between time since the suicide and depressive symptoms [16].

Interestingly, interpersonal factors have gained considerable attention as moderators
of depression and SI among SLSs. Much of the spotlight has been centered on perceived
social support levels, defined as “an exchange of resources between at least two individuals
perceived by the provider or recipient to be intended to enhance the well-being of the
recipient” [17]. Investigations have indicated that for SLSs, perceived social support
manifests a reverse relationship with depression and SI symptoms [18,19]. In a cross-
sectional study [20] relying on the data of 195 convenience-sample SLSs, higher levels
of perceived social support were significantly related to lower levels of both depression
symptoms and SI. As the study concluded, social support may play an important role in
suicide postvention and should be further investigated to better understand the mechanism
of its effect [20].

A construct related to perceived social support is self-disclosure, referring to the pro-
cess by which individuals let themselves be known by others [21]. Self-disclosure was
found to be an important protective factor against different psychopathologies among
various samples [22,23]. For SLSs, self-disclosure was found to lead to reduced levels of
complicated grief, even beyond the natural trajectory of complicated grief over time [24].
In another study, self-disclosure was found to be a protective factor against grief diffi-
culties [25] among a sample of mostly SLSs (131 out of 147 bereaved). However, the
protective role of social support and self-disclosure in SLSs’ depression and SI remains
unclear since longitudinal studies on the moderating role of social support on mental health
characteristics among SLSs are scarce.

Interestingly, the relationships between interpersonal factors and mental difficulties
such as SI have primarily been examined through Thomas Joiner’s interpersonal theory of
suicide [26]. This theory emphasizes two main dimensions that may influence depression
and SI: perceived burdensomeness (PB) and thwarted belongingness (TB; [27]). PB reflects
an affective-cognitive state reflecting the view that one’s existence is a burden to friends,
family members, or society. It comprises self-hate (e.g., “I hate myself”) and feelings of
liability (e.g., “I make things worse for people in my life”). TB describes a distinguished
cognitive-affective state portrayed by the painful feeling of being alienated or external to
one’s family, friends, and other valued groups [27]. Since these dimensions have been

268



Int. J. Environ. Res. Public Health 2022, 19, 16561

recognized as comprising the heart of interpersonal interaction [26], it can be suggested
that they may contribute an important aspect of interpersonal qualities, thus moderating
SLSs’ depression and SI.

Recent studies have noted that lower TB levels may serve as a protective factor against
SLSs’ complicated grief and depression [28]. Levi-Belz and Aisenberg [10] conducted a
four-year longitudinal design study and found that TB, but not PB, increases SI for SLSs. On
the other hand, PB was found to increase depression levels in various populations [29,30].
However, important information concerning the possible moderation of PB and TB on the
evolvement of depressive symptoms over time since suicide loss has yet to be examined.

The Present Study

In the present study, we aimed to explore to what extent interpersonal variables may
help SLSs cope more effectively with the deleterious consequences of suicide loss, using
6 years of longitudinal data with four measurement points (T1-index measurement, T2-two
years after T1, T3-four years after T1, T4-six years after T1). Specifically, we intended to
broaden knowledge regarding depression and SI levels of SLSs over time and examine the
moderating effect of interpersonal variables (i.e., perceived social support, self-disclosure,
TB, and PB) on SLSs’ depression and SI trajectories over time. To date, only a few studies
have investigated the contribution of interpersonal factors to the longitudinal course of
depression and SI levels among SLSs.

We posited the following hypotheses:

1. Interpersonal variables of social support, self-disclosure, TB, and PB at T4 will con-
tribute to depression and SI symptoms beyond the effect of previous depression and
SI levels at T1–T3.

2. Interpersonal variables will moderate the relationship between previous depression
and SI levels and current depression and SI levels (T4).

2. Method
2.1. Participants

Participants were 189 Israeli SLSs who were assessed at the T1 measurement point. Of
these, 156 (82.5%) were assessed at T2 (1.5 years after T1), and 152 (80.4%) were assessed at
T3 and T4 (3.5 years and 5.5 years after T1, respectively). The participants were recruited
through social media groups of SLSs in Israel, primarily through the national agency for
SLSs in Israel (“The Path to Life”).

Of the 37 participants who dropped out from the measurement after T1, 23 could not
be located, 13 did not respond to the T2 invitation letter, and one died (due to cancer). We
found no significant demographic or psychological differences between participants who
completed all four measurements and those who completed only T1. Thus, the current
study comprises 152 SLSs (130 females) aged 20–72 at T1. Participants eligible for the study
included those who had lost a family member or another close friend due to suicide [2].
Exclusion criteria were the inability to read and write in Hebrew and being under 15 at the
time of the suicide (thus including only SLSs whose suicide loss occurred when they were
adolescents or older).

2.2. Procedure

Potential participants were required to affirm their willingness to participate by sign-
ing an informed consent form. They were also informed of the risks and compensation
procedures and were assured anonymity, confidentiality, and their right to withdraw from
the study at any time. Those eligible for the study then completed the online questionnaire
in Hebrew (using Qualtrics online survey software). At the end of the T1 measurement
point, participants were asked if they would agree to be approached again. Those who
agreed were invited again at subsequent measurement points (with a gap of approximately
two years between measurements). All participants were compensated for their participa-
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tion (gift vouchers of US $50 were granted for each measurement). The study was approved
by the ethics committee at the Ruppin Academic Center.

2.3. Measures

We used perceived burdensomeness, thwarted belongingness, social support, and
self-disclosure as independent variables in this study. We used depression and suicide
ideation levels as dependent variables. The following section describes each variable and
its measurement.

2.3.1. Perceived Burdensomeness (PB) and Thwarted Belongingness (TB)

PB and TB were assessed by the Interpersonal Needs Questionnaire (INQ; Ref. [31]), a
10-statement inventory used to assess either TB (e.g., “These days, other people care about
me” [reverse-scored]) and PB (e.g., “These days, I feel like a burden on the people in my
life”), with five items presented for each subscale. Each item is presented on a 7-point Likert
scale ranging from 1 (Not at all true for me) to 7 (Very true for me). Higher scores reflected
greater TB and PB. TB and PB were measured only at T4. In this study, we used the Hebrew
translation of the INQ, which was used in various studies (e.g., Ref. [32]). The internal
consistency for the current sample for PB was α = 0.90, and for TB, α = 0.85.

2.3.2. Social Support

The Multidimensional Scale of Perceived Social Support (MSPPS) was used to assess
social support ([33]). The MSPPS is a 12-item questionnaire measuring the perceived
adequacy of social support from three sources: family members, friends, and significant
others. The 12 items were rated on a 7-point Likert-type scale, ranging from 1 (disagree
very strongly) to 7 (agree very strongly). Higher summed scores indicate greater levels of
perceived social support. The MSPSS has good internal and test–retest reliability and a
fairly stable factorial structure [34]. It has been used widely in many languages, including
Hebrew [35,36]. Social support was measured at T4. The internal consistency for the current
sample was α = 0.92.

2.3.3. Self-Disclosure

The Distress Disclosure Index (DDI; Ref. [37]) was used to assess the distress disclosure
and negative emotions levels. The DDI measures the inclination to disclose distressing infor-
mation, thoughts, personal problems, and unpleasant emotions across time and situations.
The 12 items of the DDI were presented on a 5-point Likert scale, ranging from 1 (strongly
disagree) to 5 (strongly agree). Higher DDI scores reflect a higher degree of disclosing distress
to others. The DDI is a highly reliable and valid measure, introducing high coefficients
across different samples [38]. Self-disclosure was measured at T4. The internal consistency
for the current sample was α = 0.94.

2.3.4. Depression

PHQ-9 is a widely used self-administered measure of depression, comprising nine
items that reflect the nine DSM-V diagnostic criteria for major depression [39]. Each item
assesses the frequency of that symptom over the past two weeks, rated on a 4-point ordinal
scale: (0) Not at all, (1) Several days, (2) More than half the days, (3) Nearly every day. The
PHQ-9 is a valid and reliable measure of depression [39]. The PHQ-9 was validated against
professional diagnoses of MDD, resulting in 88% sensitivity and 88% specificity. Depression
was measured at three time points (it was not measured at T1) and was found to have
adequate to high reliability at T2 (α = 0.89), T3 (α = 0.92), and T4 (α = 0.90).

2.3.5. Suicide Ideation (SI)

Due to the longitudinal nature of the study, only a single item tapping the frequency
of current SI was assessed (“How often have you thought about killing yourself in the
past year?”), the second item from the four-item Suicidal Behaviors Questionnaire-Revised
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(SBQ-R; Ref. [40]). Several studies have used this item to assess suicidality [10,41], and
there is strong evidence for a single item’s predictive ability and relevance in suicidality
assessment [42,43]. The SI item is presented on a 5-point Likert-type scale, ranging from
1 (never) to 5 (very often; five or more times). Higher scores indicate increased levels of
suicide risk. In this study, we administered the Hebrew translation of the SBQ, which has
been used in various studies (e.g., Ref. [44]). SI was assessed at all four measurement points.

2.3.6. Demographic and Suicide-Related Characteristics

In addition to the above measures, demographic and suicide loss characteristics were
collected for each participant, including the age, gender, family status, the ages of the
SLSs and the deceased at the time of the suicide, the time since the suicide event, and the
participants’ relatedness to the person who died by suicide.

2.4. Data Analysis

First, we performed a series of Pearson correlation tests and ANOVA analyses with
Bonferroni correction to examine the relationships between the study variables. Then,
we conducted hierarchical multiple regression analyses with depression-T4 and SI-T4
as dependent variables to further investigate the effect of interpersonal variables and
hypothesized interactions beyond the effect of previous depression or SI levels. Lastly, as
recommended by Aiken et al. [45], all continuous predictor variables were standardized, as
were the cross-product interaction terms. To examine the nature of the interaction within
a regression framework, moderation analysis was performed using the PROCESS macro
(Model 1; Ref. [46]). All analyses were conducted using the Statistical Package for the
Social Sciences (SPSS, v26.0 for Windows, Armonk, NY, USA). The significance level for all
statistical tests was set at 0.05.

3. Results
3.1. Demographic Information of the Sample

At T4, the mean age of the sample was 45.9 (SD = 14.7). Regarding the participants’
family status, 72 (47%) were married, 61 (40%) were single, nine were divorced (6%),
and 10 (7%) were widowed. Most participants reported their Jewish religiosity as secular
(115, 75%), with a minority (28, 18%) reporting to be religiously observant. Regarding
socioeconomic status (SES), 36 (23.8%) participants reported their SES as very low, 39 (26%)
as low, 38 (25%) as medium, and 38 (24%) as high. Regarding schooling, almost all
participants (n = 151, 99.3%) reported completing at least 12 years, and almost 70% (n = 105)
reported having a college degree. Regarding residential areas within Israel, 55% of the
sample reside in central Israel, 20% in the north, and 25% in the south. In all, the participants
reported 40 different cities, with the largest numbers in Tel Aviv (15%) and Haifa (7%).

3.2. Suicide-Related Characteristics

The participants reported various levels of relationship to the deceased: 29 were par-
ents to the deceased (18.6%), 26 children (16.7%), 43 siblings (27.6%), 16 spouses (10.3%),
13 (8.4%) other family relatives, and 29 (18.6%) best friends. At T1, time since the suicide
varied among the participants (Mmonths = 80), with a range of 6 to 200 months: 27 partici-
pants (17.7%) had lost their significant other within 24 months prior to T1, 38 (25%) within
24–48 months, 44 (29%) within 48–72 months, and the remainder (43; 28.2%) six years or
more prior to T1. At the time of the suicide, the participants’ mean age was 31.1 (SD = 15.3),
ranging from 16 to 62. All participants reported being devastated by the suicide, ranging
between extremely devastated (47, 30.8%), highly devastated (84, 55.8%), and devastated
(20, 13.4%).

3.3. Depression and Suicide Ideation over Time

To examine SLSs’ depression and SI trajectories, two repeated measure ANOVA
analyses were conducted (see Figure 1). For depression, the effect of time was found to be
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insignificant. For SI, the effect of time was significant, F(3, 453) = 75.02, p < 0.001, η2 = 0.33].
SI levels increased from T1 (M = 1.74, SD = 1.15) to T2 (M = 2.85, SD = 1.05) and then
decreased at T3 (M = 2.38, SD = 1.05) and at T4 (M = 1.54, SD = 0.59).

Figure 1. Depression and suicide ideation levels over time among suicide-loss survivors (N = 152).

3.4. Relationships between the Study Variables

Pearson correlations were calculated between the study variables to examine associa-
tions between interpersonal factors and depression/SI over time. As can be seen in Table 1,
social support was negatively correlated with depression-T2 (r150 = −0.37, p < 0.001), but
not with any other measures of depression or SI. Self-disclosure was negatively associ-
ated with depression-T3 and depression-T4, but not with depression-T2 nor with SI levels.
PB-T4 was associated with depression at all time measures: PB-T4 was associated with
depression-T2 (r150 = 0.32, p < 0.001), depression-T3 (r150 = 0.26, p = 0.002), and depression-
T4 (r150 = 0.56, p < 0.001). PB was also associated with SI-T1 (r150 = 0.26, p = 0.001) and
SI-T4 (r150 = 0.31, p < 0.001). Similarly, TB was associated with depression-T2 (r150 = 0.19,
p = 0.02), depression-T3 (r150 = 0.2, p = 0.016) and depression-T4 (r150 = 0.42, p < 0.001). TB
was also associated with SI-T1, (r150 = 0.25, p = 0.002) and SI-T4 (r150 = 0.32, p < 0.001).

Table 1. Inter-correlations among the study variables (N = 152).

Variable 1 2 3 4 5 6 7 8 9 10 11 12

1. Time since suicide –

2. Depression-T2 −0.111 –

3. Depression-T3 −0.055 0.320 *** –

4. Depression-T4 0.005 0.426 *** 0.457 *** –

5. SI-T1 −0.013 0.274 *** 0.168 * 0.275 *** –

6. SI-T2 0.115 0.173 * 0.145 0.003 0.237 ** –

7. SI-T3 0.040 0.246 ** 0.383 *** 0.356 *** 0.205 * 0.309 *** –

8. SI-T4 0.150 0.166 * 0.220 ** 0.524 *** 0.361 *** 0.212 ** 0.336 *** –

9. Social Support-T4 0.121 −0.076 −0.366 *** −0.074 −0.012 −0.095 −0.107 −0.142 –

10. Self-Disclosure-T4 0.089 −0.015 −0.200 * −0.180 * 0.010 0.022 0.018 0.025 0.52 1 *** –

11. PB-T4 −0.005 0.317 *** 0.255 ** 0.551 *** 0.264 *** 0.014 0.046 0.315 *** −0.201 ** −0.242 *** –

12. TB-T4 −0.055 0.189 * 0.195 * 0.421 *** 0.249 ** 0.130 0.124 0.318 *** −0.490 *** −0.428 *** 0.709 *** –

M 9.72 6.86 7.62 6.18 1.74 2.85 2.38 1.54 5.47 3.66 12.9 20.35

SD 9.06 4.04 4.23 3.32 1.15 1.05 1.05 0.56 0.68 0.69 3.82 5.39

Note. * p < 0.05, ** p < 0.01, *** p < 0.001. Time since suicide = measured in years. Depression = as assessed by
the PHQ9. SI = suicide ideation = measured by the SBQ-r Item 2. Social Support = measured by the MSPSS.
Self-Disclosure = measured by the DDI. PB and TB (perceived burdensomeness and thwarted belongingness) =
measured by the INQ.

3.5. Effect of Interpersonal Variables on Depression at T4

To examine the contribution of interpersonal factors on depression over time, a hier-
archical regression analysis was applied, with depression-T4 as the dependent variable
(see Table 2). To control statistically for the time since suicide, this variable was entered
into the equation in the first step. In the second step, the main effects of depression-T2 and
depression-T3 were entered into the equation. Social support-T4 and self-disclosure-T4
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were entered in the third step. In the final step, PB-T4 and TB-T4 were entered into the
equation. This analysis enabled us to interpret the effect of interpersonal variables beyond
the influence of time since suicide and previous depression levels.

Table 2. Summary of Hierarchical Regression Coefficients of Depression among SLSs by Previous
Depression and Interpersonal Variables. (N = 152).

Predictor
Variables

Step 1 Step 2 Step 3 Step 4

B t β B t β B t β B t β

Time Since Suicide 0.002 0.058 0.005 0.024 0.864 0.060 0.023 0.828 0.057 0.014 0.588 0.035
Depression-T2 2.555 4.358 0.318 *** 2.569 4.461 0.320 *** 1.653 3.130 0.206 **
Depression-T3 2.751 4.940 0.359 *** 2.971 5.072 0.387 *** 2.807 5.333 0.366 ***

Social Support T4 −1.010 −2.289 −0.191 * −1.495 −3.484 −0.283 ***
Self-Disclosure T4 −1.052 −2.557 −0.202 * −0.495 −1.326 −0.095

PB-T4 0.257 2.957 0.272 **
TB-T4 0.146 2.167 0.218 *

R2 (∆R2) 0% (0%) 30% (30%) 33.6% (3.6%) 49.3% (15.7%)
F change F(1, 150) = 0.00 F(2, 148) = 31.67 *** F(2, 146) = 3.99 * F(2, 144) = 22.23 ***

Sig. 0.954 0.000 0.021 0.000

Note. * p < 0.05, ** p < 0.01, *** p < 0.001. Time since suicide = measured in years. Depression = assessed by the
PHQ9. Social Support = measured by the MSPSS. Self-Disclosure = measured by the DDI. PB and TB (perceived
burdensomeness and thwarted belongingness) = measured by the INQ.

Overall, the total set of variables explained 49.3% of the variance for depression-T4,
F(7, 144) = 19.98, p < 0.001. As seen in Table 2, time since suicide was not found to be
a significant predictor. In Step 2, a model incorporating the main effect of depression-
T2 [Beta = 0.32, t(148) = 4.36, p < 0.001] and depression-T3 [Beta = 0.36, t(148) = 4.94,
p < 0.001] accounted for 30% of the variance and significantly predicted depression-T4,
F(2, 148) = 31.67, p < 0.001. In Step 3, the main effect of social support [Beta = −0.19,
t(146) = −2.29, p = 0.024] and self-disclosure [Beta = −0.20, t(146) = −2.56, p < 0.012]
significantly predicted depression-T4 and accounted for another 3.6% of the total variance,
F(2, 146) = 3.99, p = 0.021. In the final step, PB-T4 [Beta = 0.27, t(144) = 2.96, p = 0.004]
and TB [Beta = 0.22, t(144) = 2.17, p = 0.032] significantly and positively contributed to
depression-T4 beyond all other variables, accounting for another 15.7% of the total variance,
F(2, 144) = 22.23, p < 0.001].

To understand the direct effect of each one of the interpersonal variables, we performed
an additional regression analysis with all of the interpersonal variables as predictors of
depression at T4. Social support (Beta = −0.16, p = 0.042; ∆R2 = 0.02 F change = 3.55,
p = 0.042), PB (Beta = 0.42, p = 0.000; ∆R2 = 0.15 F change = 40.06, p = 0.001) and TB
(Beta = 0.27, p = 0.007; ∆R2 = 0.05 F change = 8.57, p = 0.007) were all found to be sig-
nificant predictors of depression-T4, whereas self-disclosure contributed negatively but
insignificantly to depression-T4.

3.6. Interpersonal Effect on Suicide Ideation at T4

To determine whether PB and TB can predict SI for SLSs, a hierarchical regression
analysis was applied. A regression equation was constructed with SI-T4 as the dependent
variable (see Table 3). To control for the time since suicide, the variable was entered into the
equation in Step 1. In Step 2, the main effects of SI-T1, SI-T2, and SI-T3 were entered into
the equation. Social support-T4 and self-disclosure-T4 were entered in Step 3. In the final
step, PB-T4 and TB-T4 were entered into the equation. This analysis enabled us to interpret
the effect of interpersonal variables beyond the influence of time since suicide and previous
SI levels.
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Table 3. Summary of Hierarchical Regression Coefficients of SI among SLSs by Previous SI and
interpersonal variables (N = 152).

Predictor
Variables

Step 1 Step 2 Step 3 Step 4

B t β B t β B t β B t β

Time Since Suicide 0.009 1.861 0.150 0.008 1.894 0.139 0.009 2.106 0.154 * 0.009 2.083 0.148 *
SI-T1 0.145 3.969 0.300 *** 0.147 4.060 0.305 *** 0.110 2.996 0.228 **
SI-T2 0.024 0.582 0.046 0.015 0.370 0.029 0.018 0.449 0.034
SI-T3 0.135 3.305 0.255 *** 0.126 3.086 0.238 ** 0.123 3.130 0.234 **

Social Support T4 −0.144 −2.086 −0.180 * −0.094 −1.311 −0.117
Self-Disclosure T4 0.078 1.148 0.98 0.128 1.885 0.160

PB-T4 0.025 1.628 0.165
TB-T4 0.014 1.143 0.133

R2 (∆R2) 2.3% (2.3%) 22.5% (20.2%) 24.7% (2.2%) 30.5% (5.8%)
F change F(1, 150) = 3.5 F(3, 147) = 12.763 *** F(2, 145) = 2.178 F(2, 143) = 5.955 **

Sig. 0.065 0.000 0.117 0.003

Note. * p < 0.05, ** p < 0.01, *** p < 0.001. Time since suicide = measured in years. SI = Suicide Ideation as measured
by the SBQ-r item 2. Social Support = as measured by the MSPSS. Self-Disclosure = as measured by the DDI. PB &
TB = Perceived Burdensomeness and Thwarted Belongingness as measured by the INQ.

Overall, the total set of variables explained 30.5% of the variance for SI-T4, F(8, 143) = 7.847,
p < 0.001. In Step 1 (see Table 3), time since suicide was not found to be a significant predictor.
In Step 2, a model incorporating the main effect of SI-T1, SI-T2, and SI-T3, accounted for
a further 20.2% of the variance in predicting SI-T4, F(3, 147) = 12.763, p < 0.001. Both
SI-T1 [Beta = 0.30, t(147) = 4.06, p < 0.001] and SI-T3 levels [Beta = 0.25, t(147) = 3.30,
p < 0.001] were highly correlated with SI-T4. In Step 3, the main effect of social support-T4
[Beta = −0.19, t(145) = −2.42, p = 0.017] significantly predicted lower SI-T4, but together
with self-disclosure did not add a significant explanation to the SI-T4 variance. In the
final step, PB-T4 and TB-T4 together accounted for 5.8% in predicting SI-T4 after all other
variables had been entered, F(2, 143) = 5.955, p < 0.003.

To understand the direct effect of each interpersonal variable discretely, we performed
an additional regression analysis with all the interpersonal variables as predictors of SI at
T4. Social support (Beta = −0.18, p = 0.044; ∆R2 = 0.025 F change = 4.88, p = 0.030) and TB
(Beta = 0.19, p = 0.050; ∆R2 = 0.02 F change = 3.56, p = 0.007) were found to be significant
predictors of SI-T4, whereas self-disclosure and PB were not related significantly to SI-T4.

3.7. Moderation Analysis

Following the hierarchical regression results, we employed moderation analyses of
significant interactions using the PROCESS macro (Model 1; Ref. [46]). Moderation analyses
were conducted with depression-T4 as the dependent variable and depression-T3 as the
independent variable. TB levels served as the moderator. The trajectory of depression
(depression-T2) was entered as a covariate. As seen in Figure 2, a significant interaction was
found between depression-T3 and TB in predicting depression-T4, b = −0.02, SE = 0.01, 95%
CI [−0.03, −0.01], t(147) = 1.95, p = 0.05. Probing the interaction revealed that for SLSs with
low/moderate/high levels of TB, depression-T3 positively contributed to depression-T4:
the correlation between depression-T3 and depression-T4 was lower for low TB: b = 14.9,
SE = 0.07, 95% CI [0.05, 0.34], t(147) = 2.71, p = 0.001; higher for moderate SD: b = 20.27,
SE = 0.05, 95% CI [0.15, 0.38], t(147) = 4.76, p < 0.001, and the highest for high TB: b = 25.65,
SE = 0.06, 95% CI [0.22, 0.45], t(147) = 5.65, p < 0.001.
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Figure 2. The moderation of thwarted belongingness on the association between depression-T3 and
depression-T4 (N = 152).

3.8. DAG Analysis

To establish the correctness of the presented interaction in Figure 1, we conducted a
directed acyclic graph (DAG) of an alternative moderation between the variables, in which
the independent and the outcome measures switch. As seen in Figure 3, the DAG presenta-
tion shows no interaction between depression-T4 and TB when predicting depression-T3 as
outcome measures (b = 0.00, SE = 0.01, 95% CI [−0.03, 0.03], t(147) = 0.21, p = 0.79). These
findings help confirm the above interaction.

Figure 3. DAG representation of the moderation of thwarted belongingness on the association
between depression-T4 and depression-T3 (N = 152).

4. Discussion

This study aimed to investigate the contribution of interpersonal factors to SLSs’
course of depression and suicide ideation over time. To our knowledge, this study is
the first to address the moderating role of interpersonal factors in decreasing depression
and SI beyond their natural trajectories among SLSs. As expected, significant trajectories
were found regarding depression and SI over time, meaning that both depression and SI
in T1-T3 were strongly correlated with depression and SI at T4. However, importantly
as hypothesized, the interpersonal factors of social support, self-disclosure, PB, and TB
contributed to depression and SI at T4 above and beyond their natural trajectories. Thus,
SLSs with higher levels of interpersonal abilities showed lower levels of depression than
those with lower levels of interpersonal abilities.

Furthermore, TB was found to be a significant moderator in the link between de-
pression at T3 and T4, as SLSs who reported a higher belongingness experience showed
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lower levels of depression at T4 and a lower association between depression at T3 and T4,
compared with SLSs who reported moderate or low levels of a belongingness experience.
Thus, it may be suggested that belongingness serves as a buffer for depression among SLSs.
Taken together, these results highlight the critical role of interpersonal factors, specifically
the belongingness experience, as a possible protective factor against developing depression
in the aftermath of suicide loss.

What can explain the importance of belongingness and social support as a protective
factor against depression among SLSs? Several explanations warrant mentioning. First,
when SLSs feel thwarted belongingness and lack of social support, it may reflect a lower
quality of social relationships with their surroundings. Such relationships may amplify the
oppressive experience of blame and shame, which characterize many SLSs (e.g., Refs. [5,47])
and hinder their recovery from depressive symptoms. The more acute grieving process
of SLSs with high TB [10] may also play a role in the association between low social
relationships and depression, promoting lasting symptoms of depression for the high
TB group. On the other hand, a higher sense of belongingness, viewed as one of the
fundamental human psychological needs [48], may function as a buffer against the stigma
and shame experienced by SLSs [5,47] and, as a result, shield SLSs from mental pain and
even depression.

From another perspective, it can be suggested that the belongingness experience and
better social relationships may facilitate more effective coping with depression for SLSs.
Moreover, a greater sense of belongingness and social support may lead to greater prospects
of self-disclosure to others, which, in turn, can promote sharing of intimate thoughts
and emotions and create closer, more intimate, supportive bonds and feeling loved [24].
Together, these factors may help reduce loneliness, one of the primary characteristics of
SLSs [49], closely associated with depression levels [50].

Low TB levels have also been shown to be enhanced by engaging in interpersonal
activities such as disclosing intimate information and gaining support from the SLSs’
surroundings [51]; both reflect feelings of being connected to and supported by significant
others. It can be suggested that sharing personal information with others (reflecting a
sense of belongingness) and revealing and processing emotional aspects of the trauma may
facilitate intimacy and togetherness among SLSs, which are recognized as protective factors
against distress. The knowledge that the individual is not bound to face loneliness and
rejection from others may help alleviate the devastating emotional aspects of the suicide
loss, such as depression [52]. This notion aligns with several studies highlighting the impact
of social factors on depression reduction (e.g., [53,54]).

Our study had some methodological limitations. First, we used self-report question-
naires in this study, which may be less reliable and partially biased to self-presentation
and inaccurate reporting of mental health-related items. Future studies should apply other
types of measures. Second, most participants were members of either an SLS nonprofit
organization or the Internet forum dedicated to dealing with suicide loss. Participants in
these mutual help forums may be inclined to seek more support and be less isolated than
other SLSs, making the current sample less representative. The relatively low levels of
depression that the participants reported may be evidence of the low representativeness
of the general SLS population, which is known to suffer from high distress following the
suicide event. Lastly, interpersonal factors were measured in our study only at T4. Thus,
these factors may have been influenced by the levels of depression and SI at T1-T3. Future
studies should seek to examine these factors before the suicide loss as well, shedding light
on pre-trauma characteristics that may help SLSs cope with depression and SI following
their loss.

5. Conclusions and Implications

Taken together, these findings highlight the important role of interpersonal factors
in decreasing SLSs’ depression and SI levels. It may be suggested that when an SLS feels
supported by others, senses that they belong to family and community, and can com-
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municate pain without feeling like a burden, their healing process accelerates beyond the
natural depression and SI course. Thus, it can be suggested that psychological interventions
with SLSs should incorporate targeted interpersonal components that address these topics.
Interventions such as interpersonal psychotherapy [55], which aims to help patients resolve
interpersonal problems by employing techniques that enhance social support and reduce
interpersonal stress, may be particularly effective in changing the course of coping with
suicide loss [56]. Support groups for SLSs can also contribute to the healing process. They
offer unique opportunities for SLSs to cope with TB, loneliness, and self-stigmatization [57]
and be a place to normalize their grief experiences and share ways of coping with the
suicide death [58]. Thus, it is recommended that health services proactively provide SLSs
with timely and ongoing information on available support formats, including peer support
groups, to minimize negative health outcomes.

More broadly, our findings suggest administering targeted postvention programs for
SLSs that help them receive better social support, educating health professionals about
SLSs’ psychological needs, and diminishing the stigmatization of suicide loss in the general
population. These programs may aid SLSs in experiencing a greater sense of belongingness
in their surroundings and, thus, enable them to cope better with the distress accompanying
suicide loss [59]. It is reasonable to assume that these recommended programs, when
implemented broadly and nationally, have the potential to substantially improve the life of
SLSs in the aftermath of suicide loss.
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