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Abstract 
Conservative estimates suggest that globally, 5 million people are impacted by suicide each year, 
making it a prevalent stressful life event, and one that has the potential to impact considerably on 
wellbeing. In England, professional support specifically focused on the needs of people bereaved 
by suicide is limited and so informal social support, the help available from family and friends, is 
particularly important. Little is known about the mechanisms of social support after a suicide loss, 
particularly its reciprocal aspect. 

 

The aim of this thesis is to explore how the social networks of friends and family bereaved by 
suicide informally support one another after their loss. 

 

The first project in this thesis is a systematic review and narrative synthesis of 16 studies, which 
showed that higher levels of social support are at least partially associated with improved 
wellbeing after sudden or traumatic deaths. Social support is therefore worth working to improve. 

 

A qualitative study followed this, in which 26 participants from 13 different social networks were 
interviewed about their experiences of support and social interactions after their loss. A novel 
method of analysis (based on dyadic analysis) was used to examine the similarities and differences 
in perspectives of participants from within the same social networks. Results showed that social 
networks tend to naturally adapt to cope with a loss, but can face barriers to communication 
which hinder supportive efforts, and relationships can be negatively impacted by mismatches of 
narratives of the loss and support style. 

 

Finally, a public resource aimed at social networks bereaved by suicide underwent initial 
development. Using findings from the qualitative study, draft material for a text-based resource 
intended to inform and normalise experiences, and a plan for its further development was 
created.  
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Impact Statement 
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academic literature. The findings of this research have the capacity to influence the focus of 
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or bereavement charity to disseminate the resource, there is the potential to reach and therefore 
help a large number of people.  
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Chapter 1: Background  
 

In this chapter I will summarise existing literature regarding bereavement, social support, and the 
relationship between the two. First, I will discuss bereavement, focusing on suicide bereavement 
and what makes it unique to other types of bereavement. Section 1.2 describes how social support 
can be conceptualised and measured and considers how it relates to formal support. Finally, 
section 1.3. considers the relationship between suicide bereavement and social support, 
identifying existing gaps in the literature and providing a justification for this thesis. The aims of 
the thesis are summarised in section 1.4. 

1.1 Bereavement  

1.1.1 Overview of bereavement  

.ŜǊŜŀǾŜƳŜƴǘ ƛǎ ǘƘŜ άǇƘȅǎƛƻƭƻƎƛŎŀƭΣ ǇǎȅŎƘƻƭƻƎƛŎŀƭΣ ōŜƘŀǾƛƻǳǊŀƭΣ ŀƴŘ ǎƻŎƛŀƭ ǊŜǎǇƻƴǎŜ ǇŀǘǘŜǊƴǎ 
ŘƛǎǇƭŀȅŜŘ ōȅ ŀƴ ƛƴŘƛǾƛŘǳŀƭ ŦƻƭƭƻǿƛƴƎ ŀ ƭƻǎǎ όǳǎǳŀƭƭȅ ǘƘǊƻǳƎƘ ŘŜŀǘƘύ ƻŦ ŀ ǎƛƎƴƛŦƛŎŀƴǘ ǇŜǊǎƻƴ ƻǊ ǘƘƛƴƎέ 
(Dunne, McIntosh, & Dunne-Maxim, 1987) and is an integral human experience, impacting almost 
all of us, often multiple times over a lifetime.  

   

Defining who is bereaved after a loss is complex, as a judgement must be made about whether 
somebody is impacted enough by a loss to count as being bereaved, and intensity and length of 
bereavement varies on a number of individual factors (Sidney, Zisook & Shear, 2009); researchers 
generally rely on those impacted by a loss to self-identify as being bereaved. The term 
bereavement is also often used interchangeably with grief and mourning, however there are key 
distinctions between each. Bereavement is the state of experiencing loss, whereas grief is the 
reaction to a loss and mourning is the outward expression of this grief (Buglass, 2010). 

   

Bereavement is seen as a temporary state: on average, the acute bereavement period lasts 18 
months (Horowitz et al., 2003) while an individual adapts to a loss. Beyond the bereavement 
period where grief is at its most intense and an individual has not yet adapted to their loss, the 
death of a loved one can have an extensive long-term impact (Stroebe, Schut, & Stroebe, 2007) 
depending on the context of the loss and a range of individual and interpersonal variables such as 
social support, which will be considered later in the chapter. Research reports that bereavement 
has a significant impact on a wide range of health and social outcomes including risks of affective, 
cognitive, behavioural, physiological-somatic and immunological dysfunction (Berardo, 1970; 
Kristensen, Weisæth, & Heir, 2012; Stroebe et al., 2007). 

   

In addition to the expected lasting impact, if a ǇŜǊǎƻƴΩǎ ǎǘŀǘŜ ƻŦ ōŜǊŜŀǾŜƳŜƴǘ ƭŀǎǘǎ ōŜȅƻƴŘ ŀƴ 
ŜȄǇŜŎǘŜŘ ƭŜƴƎǘƘΣ ƛǘ Ŏŀƴ ǊŜŀŎƘ ŀ ǘƘǊŜǎƘƻƭŘ ǎǳŎƘ ǘƘŀǘ ƛǘ ƛǎ ǊŜƎŀǊŘŜŘ ŀǎ άŎƻƳǇƭƛŎŀǘŜŘ ƎǊƛŜŦέ (Shear et 
al., 2011). Complicated grief, or prolonged grief disorder has gained recognition as a diagnosable 
disorder included in the ICD-11 (World Health Organization, 2018a). It is characterised by intense 
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ƎǊƛŜŦ ǊŜǎǇƻƴǎŜǎ ǎǳŎƘ ŀǎ ƭƻƴƎƛƴƎ ŦƻǊ ƻǊ ǇǊŜƻŎŎǳǇŀǘƛƻƴ ǿƛǘƘ ǘƘŜ ŘŜŎŜŀǎŜŘ ǘƘŀǘ ƛƳǇŀƛǊ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ 
functioning that lasts for more than 6 months (Killikelly & Maercker, 2017). 

   

Bereavement involves the cognitive processing of loss; coming to an understanding and 
acceptance of what happened (meaning-making), which determines the emotions that bereaved 
individuals have (Stroebe & Schut, 2004). There are several theories that explain how people cope 
with loss. Traditionally, theories have been based on the idea that grief can be worked through in 
stages, such as the popular five stages model (denial, anger, bargaining, depression 
and acceptance) (Kübler-Ross, 1973). However, this and similar other models are not well 
supported empirically (Maciejewski, Zhang, Block, & Prigerson, 2007) and over-simplify the 
process of adapting to a loss by suggesting that it falls into linear stages. These models also fail to 
account for individual differences in bereavement, and the stressors that are indirectly related to 
loss such as finances, workload etc. A theory that may better explain bereavement is the Dual 
Process Model (DPM; Schut, Stroebe, 1999), which accounts for the individuality of bereavement 
and its far-ǊŜŀŎƘƛƴƎ ƛƳǇŀŎǘ ƻƴ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ƭƛŦŜΦ  

  

1.1.2 The dual process model as a way to understand coping with bereavement 

Meaning-making after a loss can be conceptualised using the dual process model of coping with 
bereavement (Schut, Stroebe, 1999) that expands on the idea of meaning-making after a loss. 
Unlike the popular Kübler-Ross (1973) model of grief which suggests those who are bereaved 
experience five stages of coping with their grief, the DPM has been substantiated by a body of 
research in the two decades since it was first proposed (Carr, 2010). The bereavement 
experience has also been understood through attachment theory (Bowlby, 1977), suggesting that 
ŎŜƴǘǊŀƭ ǘƻ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ŀŘŀǇǘŀǘƛƻƴ ǘƻ ŀ ƭƻǎǎ ǿŀǎ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ŀǘǘŀŎƘƳŜƴǘ ǎǘȅƭŜ ŀƴŘ ǘƘŜƛǊ 
attachment with the person who died. This concept of adjustment after bereavement is limited, as 
it suggests that confronting the lost relationship and reassigning the role the person who died 
played for them is the only way of working through a bereavement. Attachment theory was also 
conceptualised with a focus on short-term stressors and attachments with a single figure and so 
fails to take into account the complexity of the social world (Field, 1996). 

   

Compared to attachment-based models, the DPM allows for the use of different coping styles by 
proposing that there are two types of stressor that need to be dealt with to successfully adapt to a 
ōŜǊŜŀǾŜƳŜƴǘΥ άƭƻǎǎ-oriented (focusing on the deceased and death events; confronting and 
dwelling on loss) and restoration-oriented (dealing with secondary stressors, such as coping with 
ŦƛƴŀƴŎŜǎ ƻǊ ƭŜŀǊƴƛƴƎ ǘƻ Ǌǳƴ ŀ ƘƻǳǎŜƘƻƭŘΣ ǘƘŀǘ ŎƻƳŜ ŀōƻǳǘ ŀǎ ŀ ǊŜǎǳƭǘ ƻŦ ǘƘŜ ŘŜŀǘƘύΦέ (Stroebe, 
2002). This way of framing bereavement is more suited to the varied types of loss people can 
experience, including suicide loss, and the different coping styles that people have. For example, it 
can account for avoidance as a healthy coping mechanism to some extent through enhancing 
someoƴŜΩǎ ŎŀǇŀŎƛǘȅ ǘƻ ŘŜŀƭ ǿƛǘƘ ǊŜǎǘƻǊŀǘƛƻƴ-oriented stressors (Shear, 2010). 

   

As well as theoretical evaluations of the model, some empirical research has been carried out to 
establish the existence and importance of restoration and loss-oriented stressors. Generally, 
studies have found support for methods of coping with each of these types of stressors being 
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associated with better adjustment to the loss, although most of this research has been carried out 
on older widows (Bennett, Gibbons & MacKenzie-Smith, 2010). A key issue within the DPM is that 
of the balance between the two types of stressors, and how much should be invested in coping 
with each. It has been suggested that this balance changes over the course of bereavement 
(Richardson, 2007), but further empirical research is needed to confirm this.  

   

¢ƘŜ 5ta ŘƻŜǎ ŎƭŜŀǊƭȅ ŀƭƭƻǿ ŦƻǊ ǘƘŜ ŎƻƴŎŜǇǘ ƻŦ ƛƴǘŜǊǇŜǊǎƻƴŀƭ ŎƻǇƛƴƎ ŀƴŘ ǘƘŜ ƛŘŜŀ ǘƘŀǘ ƻƴŜ ǇŜǊǎƻƴΩǎ 
ǿŀȅ ƻŦ ƎǊƛŜǾƛƴƎ Ŏŀƴ ƛƳǇŀŎǘ ƻƴ ŀƴƻǘƘŜǊΩǎ (Gilbert, 1989; Stroebe & Schut, 2010). Others can reduce 
the load of restoration-oriented stressors and facilitate coping with loss-oriented stress in that 
taƭƪƛƴƎ ǘƘǊƻǳƎƘ ƴŀǊǊŀǘƛǾŜǎ ŀƴŘ ƎŜǘǘƛƴƎ ƻǘƘŜǊǎΩ ǇŜǊǎǇŜŎǘƛǾŜǎ ƻƴ ǘƘŜ ŜǾŜƴǘ Ŏŀƴ ŦŀŎƛƭƛǘŀǘŜ ƻǊ ƛƳǇŜŘŜ 
working through a loss (Park, 2010). Empirical research focusing on parental bereavement, where 
ƛƴǘŜǊǇŜǊǎƻƴŀƭ ŎƻǇƛƴƎ ƛǎ ǇŀǊǘƛŎǳƭŀǊƭȅ ǊŜƭŜǾŀƴǘΣ ƛƴŘƛŎŀǘŜǎ ǘƘŀǘ ŎƻǳǇƭŜǎΩ ŀǇǇǊƻŀŎƘ ǘƻ ŘŜŀƭƛƴƎ ǿƛǘƘ ƭƻǎǎ 
ŀƴŘ ǊŜǎǘƻǊŀǘƛƻƴ ǎǘǊŜǎǎƻǊǎ ƛƳǇŀŎǘŜŘ ƻƴ ǘƘŜƛǊ ǇŀǊǘƴŜǊΩǎ ŀōƛƭƛǘȅ ǘƻ ŎƻǇŜ (Wijngaards-de Meij et al., 
2008). This model therefore allows for the influence of reciprocal social support in coping with 
loss, which will be discussed further in the next section.   

   

This approach to loss may explain the lack of empirical evidence that supports the buffering 
hypothesis of social support in relation to bereavement. The hypothesis specifies that social 
support works by negating the stressful deficits caused by a loss, whereas DPM accounts for the 
unique relationship an individual will have had with a person who died that cannot easily be 
compensated for by others in a network (Stroebe & Schut, 1996). It suggests that social support 
can help after bereavement by specifically alleviating feelings of social isolation, rather than 
replacing what was provided by the person who died. This may explain why research consistently 
finds that stigma sets suicide bereavement apart from other losses, as these feelings of social 
isolation will be compounded by perceived stigma.  

  

1.1.3 The interpersonal context of bereavement 

While bereavement impacts on a number of ŀǎǇŜŎǘǎ ƻŦ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ƭƛŦŜΣ other factors also 
influence the impact and severity of bereavement; particularly the social environment (Sanders, 
1988; Stroebe & Schut, 2001; van der Houwen et al., 2010). There is a significant body of literature 
that focuses on the interpersonal dimension of ōŜǊŜŀǾŜƳŜƴǘΣ ƘƛƎƘƭƛƎƘǘƛƴƎ ǘƘŀǘ ŀƴȅ ƛƴŘƛǾƛŘǳŀƭΩǎ 
grief is embedded within their core relationships and the dynamics of their social network (also 
referred to as social group) (Shapiro, 2004). 

  

Meaning-making is a social process as well as a personal one. When an ƛƴŘƛǾƛŘǳŀƭΩǎ ǇŜǊŎŜǇǘƛƻƴ ƻŦ 
reality is challenged, they often turn to others in their social network to help confirm their reality. 
In the case of bereavement, it may be helpful for social network members to have a shared view 
about what happenŜŘ ŀƴŘ ǘƘŜǊŜŦƻǊŜ ŎƻƴŦƛǊƳ ŜŀŎƘ ƻǘƘŜǊΩǎ ǊŜŀƭƛǘƛŜǎΦ If network ƳŜƳōŜǊΩǎ ǊŜŀƭƛǘƛŜǎ 
differ, this could present challenges to the way the group functions (Gilbert, 1996).   
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Research also shows that there are social norms for the expression of bereavement; both the 
way in which individuals express their grief and when they grieve are influenced in some part by 
what their social network expects and how it responds to them (Robson & Walter, 2013). 

  

At a broad level, different cultures have different processes for marking a death and different 
ōŜƭƛŜŦǎ ŀōƻǳǘ ǿƘŀǘ ƘŀǇǇŜƴǎ ŀŦǘŜǊ ƭƛŦŜΣ ōƻǘƘ ƻŦ ǿƘƛŎƘ Ŏŀƴ ƘŜƭǇ ƻǊ ƘƛƴŘŜǊ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ŀŘƧǳǎǘƳŜƴǘ 
to loss and alter how they are treated by those around them in relation to their loss (Cacciatore & 
DeFrain, 2015). Worldwide, there are 25 countries where suicide is still illegal (Mishara & 
Weisstub, 2016) and each of the major world religions have groups within them who view suicide 
negatively (Bhugra, 2010). Whilst very little cross-cultural research exists looking at the social 
aspects of grief and bereavement after loss to suicide, it is likely that communities in these 
countries and sects are more likely to stigmatise those who take their own life and those who 
were close to them.  

   

At the social network level, it is understood that the loss of a network member has an impact on 
the remaining relationships within that group; for example widowhood has been found to 
negatively impact on friendships (Zisook, Shuchter, Sledge, Paulus & Judd, 1994) and the loss of a 
child makes partners more likely to break up, potentially if they found that they were unable to 
adequately support one another (Lehman, Lang, Wortman & Sorenson, 1989). Several quantitative 
assessment tools have been developed specifically to capture how family relationships are 
impacted by losses (Hooghe, De Mol, Baetens & Zech, 2013). Other studies use network 
characteristics or more general measures of relationships to examine the relationship between 
ƭƻǎǎ ŀƴŘ ŦŀƳƛƭȅ ŘȅƴŀƳƛŎǎΦ CƻǊ ŜȄŀƳǇƭŜΣ ŀ ǎȅǎǘŜƳŀǘƛŎ ǊŜǾƛŜǿ ƻŦ ǘƘŜ ƛƳǇŀŎǘ ƻƴ ǇŀǊǘƴŜǊǎΩ 
relationships after the death of their child found that their loss could have positive and negative 
effects depending on situational factors such as the cause of death and relationship factors such as 
ŎƻƴƎǊǳŜƴŎŜ ƻŦ ƎǊƛŜǾƛƴƎΦ aŀǊƛǘŀƭ ǉǳŀƭƛǘȅ ŀƴŘ ƛƴǘŜǊŘŜǇŜƴŘŜƴŎŜ ƛƴŦƭǳŜƴŎŜŘ ŜŀŎƘ ǇŀǊǘƴŜǊΩǎ ƛƴŘƛǾƛŘǳŀƭ 
adjustment (Albuquerque, Pereira, & Narciso, 2016).  

 

1.1.4 Suicide bereavement  

Mode of death is another factor that influences the bereavement experience. Deaths can be 
categorised into unexpected (e.g. a natural disaster) or expected deaths (e.g. terminal illness) 
and/or violent (e.g. homicide) or non-violent (e.g. heart attack). Whilst these categorisations are 
broad, there are distinctions in bereavement outcomes according to type of loss. Studies show 
that lack of preparedness for death and perception of violent death are associated with an 
increased risk of the bereaved developing a psychiatric disorder (Barry, Kasl, & Prigerson, 2002; 
Kaltman & Bonanno, 2003) compared to more expected and less violent deaths.   

   

Being able to expect death in some sense enables a person to begin the bereavement process 
before a person dies and makes dealing with loss and restoration-oriented stressors 
easier. It allows a person to begin to come to terms with a loss more slowly, to reassign the roles 
that the person gave to them for other people, and to have cognitive closure (Van Hiel & 
Mervielde, 2003).  
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Suicide is commonly categorised as a violent and unexpected loss (although it can sometimes be 
anticipated), and is uniquely distinct from other types of death, given that it involves the 
ŘŜƭƛōŜǊŀǘŜ ŀŎǘ ǘƻ ŜƴŘ ƻƴŜΩǎ ƻǿƴ ƭƛŦŜΦ ¢ƘŜ ²ƻǊƭŘ IŜŀƭǘƘ hǊƎŀƴƛȊŀǘƛƻƴ (World Health Organization, 
2018b) estimates that 800,000 people die by suicide each year; whilst suicide rates in England 
have been in decline since the 1980s, suicide is still the leading cause of death in adults under fifty 
with roughly 6000 deaths in England and Wales each year (Office for National Statistics, 2020). 
Broken down by age and gender, males aged between 45 and 49 and females aged between 50 
and 54 have particularly high rates of suicide in England and Wales, with males having a higher 
suicide rate overall (Office for National Statistics, 2020). Also particularly at risk are low-skilled 
workers, divorcees, those who live in deprived areas and those who have been bereaved by 
suicide (Office for National Statistics, 2017b). 

 

Individuals who are bereaved by suicide experience a greater risk of a range of negative wellbeing 
outcomes compared to those who are bereaved through other means. The extent of these 
risks are dependent on kinship with the person who died (Pitman, Osborn, King, & Erlangsen, 
2014), but individual studies have shown that for those bereaved by suicide the risk of attempting 
suicide themselves is increased by 65% compared to the non-bereaved population (Pitman et al., 
2017) and the risk of complicated grief is at 63% rather than 10-20% for other types of 
bereavement (Bellini et al., 2018).  

   

Lǘ ƛǎ ŘƛŦŦƛŎǳƭǘ ǘƻ ƳŀƪŜ ŀ ōƛƴŀǊȅ ŘƛǎǘƛƴŎǘƛƻƴ ōŜǘǿŜŜƴ ǿƘƻ ƛǎ ŀƴŘ ƛǎƴΩǘ ōŜǊŜŀǾŜŘΦ Cerel (Cerel, 
McIntosh, Neimeyer, Maple & Marshall, 2014) suggests that exposure to suicide loss on a 
continuum of the long term bereaved (those with a close personal relationship to the person who 
died who are impacted across a protracted period), the short term bereaved (those with a close 
personal relationship to the person who died), the affected (anyone who experienced distress) 
and the exposed (anyone who knew or identified with the person who died). The categories are 
not mutually exclusive, so those who might technically fall into one category might self-identify as 
being in another, and the length of time before somebody is classified as long term bereaved is 
not specified. This conceptualisation is difficult to operationalise and is perhaps most useful in 
identifying target groups for interventions after a loss to suicide, however, it is the most 
comprehensive framework for categorising of the impact of suicide available. Using this 
continuum in research and practice also encourages recognition of the fact that a suicide loss 
impacts not just the close family and friends of the person who died. This is clearly documented in 
research about social diffusion of suicides, where several suicides occur in similar temporal and 
geographical spaces as a result of social connections (Abrutyn, Mueller, & Osborne, 2020; Haw, 
Hawton, Niedzwiedz, & Platt, 2013). 

   

Estimates about how many people are impacted by loss to suicide vary considerably depending on 
how impact (or affect) and bereavement are defined. A long-standing estimate of suicide impact 
suggested that for every loss to suicide, six people were impacted, but this estimate was 
ǊŜǇƻǊǘŜŘƭȅ ōŀǎŜŘ ƻƴ άŎƻƳƳƻƴ ǎŜƴǎŜέ ǊŀǘƘŜǊ ǘƘŀn empirical research (Shneidman, 1969). Since 
then, research based on surveys has indicated that 135 individuals are exposed to each suicide and 
are therefore at increased risk of negative health outcomes (Cerel et al., 2018). However, as stated 
above, exposure is not necessarily bereavement. Population based studies estimate that the 
prevalence of suicide exposure in the past year is 4.3% and 21.8% over the lifetime (Andriessen, 
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Rahman, Draper, Dudley, & Mitchell, 2017). Based on a tighter definition, where impact that 
ŎƻǳƴǘŜŘ ǿŀǎ ŘŜŦƛƴŜŘ ŀǎ ōŜƛƴƎ άƛƴǘƛƳŀǘŜƭȅ ŀƴŘ ŘƛǊŜŎǘƭȅ ŀŦŦŜŎǘŜŘέ ōȅ ǘƘŜ ƭƻǎǎΣ ƛǘ ǿŀǎ ŦƻǳƴŘ ǘƘŀǘ 
between 40 and 80 people were significantly impacted depending on the stage of life of the 
person who died (Berman, 2011).  Even using this more conservative estimate implies that 
globally, 5 million people each year are impacted by a loss to suicide.  

  

1.1.5 Quantitative research comparing suicide bereavement to other types of 

bereavement 

Given that suicide is a unique type of death, it could be expected that the bereavement experience 
would also be unique and impact on health outcomes differently to other types of loss. The grief 
experienced after suicide bereavement is often ŘŜǎŎǊƛōŜŘ ŀǎ ŘƛǎŜƴŦǊŀƴŎƘƛǎŜŘ ƎǊƛŜŦΣ ƻǊ άƎǊƛŜŦ ǘƘŀǘ ƛǎ 
experienced when a loss cannot be openly acknowledged, socially sanctioned, or publicly 
ƳƻǳǊƴŜŘέ (Doka, 1999), based on the idea that that suicide bereavement is distinct in terms of the 
stigma attached to it, as it can be seen as a failure, both on the part of the person who died and 
their social group, in dealing with life stress (Cvinar, 2005). 

   

A systematic review of 41 quantitative studies (Sveen & Walby, 2008) found no difference 
between suicide bereavement and other types of bereavement for general mental health, 
depression, PTSD, anxiety and suicidal ideation in the majority of included studies that measured 
these outcomes. Those bereaved by suicide did, however, report increased feelings of shame, 
rejection and stigma. However, there were a number of methodological issues that were prevalent 
across included studies: samples of those bereaved by suicide were often demographically 
different from comparison samples and there was a sampling bias across a number 
of studies. Only 6 included studies were longitudinal and could indicate causality, and outcomes 
were measured inconsistently.  

   

A more recent systematic review on the same topic found 57 studies for inclusion (Pitman et al., 
2014). As well as updating the previous review, this study separated out reporting of results by 
relationship to the person who died, finding that rates of adverse outcomes depended on 
kinship (parents, partners, children and siblings). The review found that for those experiencing 
suicide bereavement compared to other types of loss, there is an increased risk of suicide in 
bereaved partners and mothers, depression in children and admission to psychiatric care for 
parents. There was some evidence for increased feelings of rejection and shame compared to 
bereavement through other violent causes of death, and increased stigma compared to non-
violent deaths.  

   

Pitman et al (2014) reported the same methodological issues across studies as those in Sveen and 
²ŀƭōȅΩǎ (2008) review, and neither review was able to carry out a meta-analysis given the 
heterogeneity in methods of included studies. Given that over half of the studies included in the 
first review were also included in the second, the difference in the findings regarding mental 
health outcomes are likely to be explained by the latter review considering findings according to 
kinship, which likely relates to the degree of closeness to the person who died. Although this 
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review did include some studies which assessed friends of somebody who had died by suicide, this 
subgroup was not mentioned in the synthesis, suggesting that there is a lack of evidence about the 
impact of bereavement on friends.  

   

Reviews that focus on mental health outcomes are also unable to fully capture the impact of a loss 
to suicide on the social world of those who are bereaved. Both reviews find reasonably consistent 
support for increased feelings of shame and rejection for those who have been bereaved by 
suicide, but the number of studies measuring these outcomes were much lower than the 
measurement of mental health outcomes (twelve studies in the 2008 review and five studies in 
the 2014 review included these outcomes) so empirical support for these results are relatively 
limited. These outcomes closely relate to loneliness and social integration, and the 2008 review 
reported that for all six studies that measured social support as an outcome, those who were 
bereaved by suicide reported significantly less support than those bereaved through other types 
of loss; the 2014 review found only two studies on this with contradictory findings. There is a 
paucity of quantitative research that documents the experience of relations beyond immediate 
kin, and that focuses on social outcomes.  

  

More recent studies confirm the findings of these reviews, finding that those bereaved by suicide 
have a higher risk of suicide and mental illness compared to other types of bereavement (Hamdan, 
Berkman, Lavi, Levy, & Brent, 2020; Spiwak et al., 2020). In addition, a longitudinal study found 
that feelings of stigmatization, guilt and rejection were higher in those bereaved by suicide than by 
other means (Kõlves et al., 2020). 

 

As previously stated, the context of suicide bereavement is unique: it is the only death where 
somebody choses an action that ends their life, often unexpected and always classed as violent. As 
well as the methodological limitations in the quantitative literature highlighted in these 
quantitative reviews, this impact of the context of the death on bereavement is likely something 
that is difficult to capture through quantitative research that generally focuses on diagnosable 
mental health issues and employ brief psychiatric assessments as outcome measures (Kitson, 
2000). The context of the social environment (Ali, 2015) and the impact of specific factors such as 
finding the body (Young et al., 2012) or learned suicidal behaviours (Mesoudi, 2009) often cannot 
be considered in general measurement tools.  

  

1.1.6 Qualitative research comparing suicide bereavement to other types of 

bereavement 

Whilst existing quantitative literature has methodological challenges, it indicates that suicide 
bereavement results in wellbeing outcomes distinct from other types of bereavement. Qualitative 
literature can be used to understand what it is about the bereavement experience that is unique 
and leads to these specific outcomes. As it is more explorative and produces a more nuanced 
understanding of phenomena, it can also be used to consider the social aspect of bereavement.   
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Out of the eleven studies included in a review of qualitative studies exploring suicide bereavement 
(Shields, Kavanagh, & Russo, 2017), seven explored the theme of meaning-making. The studies 
consistently reported that those who had been bereaved by suicide invested in understanding why 
the suicide happened and coming to terms with the deliberateness of it though finding a way to 
make it fit with their understanding of the world. Studies consistently reported perceptions of 
pressure from others to stop grieving before those who were bereaved felt ready to, and that 
talking with others about the loss was challenging. Included studies were generally of good quality, 
however the problems with selective samples found in quantitative research were mirrored in the 
studies included in this review. Samples were often recruited from support groups, were highly 
self-selective, and only consisted of family members, limiting the transferability of the 
research and, similar to the existing quantitative literature, fail to document the experience of the 
wider social network.  

   

Given that this review only included studies with samples who had been bereaved by suicide, it 
ŘƻŜǎƴΩǘ ŘƛǊŜŎǘƭȅ ŎƻƴŦƛǊƳ ǘƘŀǘ ǎǳƛŎƛŘŜ ōŜǊŜŀǾŜƳŜƴǘ ƭŜŀŘǎ ǘƻ ŀ ǳƴƛǉǳŜ ƳŜŀƴƛƴƎ-making 
experience. However, aspects of the bereavement process, such as understanding the 
deliberateness of the death are only relevant to suicide bereavement. No similar review for other 
types of bereavement exists, but individual studies report different qualitative aspects of meaning-
making and the adjustment period (particularly finding positives and contemplating religious 
beliefs) and place less emphasis on meaning-making and adjustment than the studies included in 
{ƘƛŜƭŘǎΣ YŀǾŀƴŀƎƘ ŀƴŘ wǳǎǎƻΩǎ ǊŜǾƛŜǿ (Holland, Currier, & Neimeyer, 2006; Steffen & Coyle, 2011; 
Wortmann & Park, 2009). 

  

Shields and colleaguesΩ review also suggests that social support can help facilitate the meaning-
making process by helping those who are bereaved to construct a narrative of the loss that makes 
sense and negate any feelings of blame that they might be assigning to themselves. In a 
theoretical paper, Jordan (2001) suggests that suicide bereavement is distinct from other types of 
ōŜǊŜŀǾŜƳŜƴǘ ƛƴ ǘƘǊŜŜ ǿŀȅǎΥ άǘƘŜ ǘƘŜƳŀǘƛŎ ŎƻƴǘŜƴǘ ƻŦ ƎǊƛŜŦΣ ǘƘŜ ǎƻŎƛŀƭ ǇǊƻŎŜǎǎŜǎ ǎǳǊǊƻǳƴŘƛƴƎ ǘƘŜ 
ǎǳǊǾƛǾƻǊ ώǇŜǊǎƻƴ ōŜǊŜŀǾŜŘ ōȅ ǎǳƛŎƛŘŜϐΣ ŀƴŘ ǘƘŜ ƛƳǇŀŎǘ ǎǳƛŎƛŘŜ Ƙŀǎ ƻƴ ǘƘŜ ŦŀƳƛƭȅ ǎȅǎǘŜƳǎέΦ CƛƴŘing 
some sort of understanding of a death through suicide can be challenging, as family and friends 
are often left with unanswerable questions, such as why the decision may have been made and 
why help was not sought (Begley & Quayle, 2007)Φ ¢ƘŜǎŜ Ŏŀƴ ōŜ ŘŀƳŀƎƛƴƎ ǘƻ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ 
assumptive world-view, and coping with the loss is dependent on this world-view being altered to 
accommodate this new life experience (Gillies & Neimeyer, 2006). Failure to create an 
understanding of the loss is associated with distress and complicated grief (Castelli Dransart, 
2013).  

   

Both qualitative and quantitative studies have some support for the idea that suicide bereavement 
is different to other types of bereavement and causes unique social challenges. Qualitative 
research appears to find stronger support for the uniqueness of suicide bereavement and may be 
more suited to understanding the complexities of suicide bereavement (Jordan, 2001; Neimeyer, 
Baldwin, & Gillies, 2006; Shields et al., 2017). 
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1.1.7 Section summary  

Bereavement has a lasting impact on wellbeing and in order to adapt to a loss, individuals 
must come to terms with their bereavement cognitively by finding meaning in what happened, as 
well as dealing with the practical and emotional stresses that come with a loss. This process can 
best be understood through the dual process model, which allows for different individual coping 
styles and for the interpersonal element of bereavement. Suicide bereavement requires 
a uniquely demanding meaning-making process compared to other types of loss, as it is the only 
type of loss in which the person who died has chosen to end their life. It also results in less 
perceived support and greater experience of shame and rejection. It is therefore worth studying 
suicide bereavement separately to other types of bereavement, and focusing on the interpersonal 
impact of a loss to suicide.  

 

1.2 Social support  

1.2.1 Overview of social support 

Social support can be defined as the ƘŜƭǇ ŀǾŀƛƭŀōƭŜ ŦǊƻƳ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ǎƻŎƛŀƭ group (Langford, 
Bowsher, Maloney, & Lillis, 1997). The phenomenon of social support is well-studied and has 
consistently been shown to reduce the severity of a broad range of negative outcomes after 
stressful life events and to have an overall positive effect on mental health and wellbeing (Cohen 
& Wills, 1985; Kawachi & Berkman, 2001; Santini, Koyanagi, Tyrovolas, Mason, & Haro, 2015). 

   

Social support can be categorised in different ways: the most common operational distinctions are 
for it to be broken down into four distinct categories: emotional (empathy and caring), tangible 
(physical resources), informational (advice and guidance) and companionship (sense of belonging) 
(Wills, 1991).  Social support can also be broken down into informal social support and formal 
social support, where informal support is that which naturally occurs within family and friend 
groups and community, and formal support is structured in some way, usually through organised 
peer groups (Kelman, Thomas, & Tanaka, 1994). 

  

1.2.2 Models of social support, wellbeing and loss  

Several competing explanations of the mechanism by which social support impacts on an 
ƛƴŘƛǾƛŘǳŀƭΩǎ ŜȄǇŜǊƛŜƴŎŜ ƻŦ ŀ ǎǘǊŜǎǎŦǳƭ ƭƛŦŜ ŜǾŜƴǘ ƘŀǾŜ ōŜŜƴ ŜȄǇƭƻǊŜŘΥ ǘƘŜ Ƴƻǎǘ ƛƴŦƭǳŜƴǘƛŀƭ ōŜƛƴƎ ǘƘŜ 
buffering hypothesis (Cohen & Wills, 1985) which states that social support has a buffering 
(protective) effect against the negative impact of stressful life events by moderating the 
relationship between stress and wellbeing, rather than an overall positive effect on individuals 
regardless of the situation (the main effects model; Cohen & Lynn, 2000). Figure 1 illustrates these 
two models. 
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Figure 1: Diagram to show differences between the buffering and main effects models of social support 

  

  

Whilst this hypothesis remains popular to this day, there are some crucial flaws to it. If social 
support were to have an effect only at high levels of stress (during a stressful life event), then its 
impact would be seen in recovery rates, where those with good social support have improved 
rates of wellbeing sooner than those without. Cross-sectional studies including participant groups 
with high and low levels of support and with and without a bereavement can be used to test for 
this effect. However, Thoits (1982) suggests that cross-sectional studies testing for a buffering 
effect may allow for confounding effects of stressful life events: these events may impact on 
support available and conversely, support may decrease the likelihood of some stressful events, 
biasing results towards supporting a buffering effect. A review of support after bereavement 
including longitudinal studies contradicted the hypothesis of a buffering effect at high levels 
of distress, but found some evidence for social support having a main effect and decreasing 
distress overall for those with high support (Stroebe, Zech, Stroebe, & Abakoumkin, 2005). 

  

Since this review, a limited number of longitudinal studies that may be able to examine this 
relationship and the validity of the buffering hypothesis have been published. One study 
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examining stressful bereavements and divorces found a trend but no significant relationship 
between the amount of social support received and the rate of increase in biological markers of 
stress and anxiety (Ironson, Henry, & Gonzalez, 2017). Another longitudinal study of bereavement 
did not include statistical analyses of rates of recovery with social support as a mediating variable 
(Bottomley, Burke, & Neimeyer, 2017) so could not test for a buffering effect. Studies outside the 
topic of bereavement have also found more support for a main effect than a buffering effect of 
social support (Paterson, Robertson, & Nabi, 2015; Zhou et al., 2010). Social support is more likely, 
then, to have an overall benefit to well-being irrespective of levels of stress, as evidenced in both 
cross-sectional and longitudinal studies, rather than just act as a buffer in a stress situation.  

  

  

1.2.3 Conceptualisation and measurement of informal social support  

Throughout published literature there is substantial variation in how social support is 
conceptualised: a recent review of mental health research found eleven different 
conceptualisations of social support (Wang et al., 2017) across included studies. This is reflected in 
the inconsistency of social support measurement used by studies and the large number of 
validated assessment tools available. The two most common conceptualisations use categorisation 
of perceived (subjective judgement of support from others) and received support (actual 
supportive actions from others; Barrera, 1986), and structural (integration with the social network) 
and functional support (specific functions that others can provide; Cohen, Mermelstein, Kamarck, 
& Hoberman, 1985).  

   

Studies typically measure one or both of these categories using self-report questionnaires. No one 
measure is consistently used across quantitative studies of social support, and global measures of 
support that produce a single total support score are common, likely because more detailed 
measures can be time-consuming. The issue of global measurement of support has been 
commented on as early as the 1980s, when it was highlighted that some assessment tools that 
include different aspects of support that do not reliably correlate with each other (Barrera, 1986). 
However quantitative measurement of social support has not become notably more sophisticated 
since then (Cleary, 2017). Given how all-encompassing a definition of social support may be, global 
measures of support may not be precise enough to accurately capture all of the variations in social 
support that exist. They also typically do not establish whether low social support scores reflect 
the absence of support or the presence of negative support (Wang et al, 2017).  

   

Conceptualisations of support that only distinguish between perceived and received support are 
particularly problematic: received support is not necessarily beneficial support, and self-reported 
perceived support may not be an accurate reflection of the support that has been offered. 
Conceptualising social support through functional and structural support may be more 
appropriate, as this more easily lends itself to identification of what categories of support are 
being offered and whether the network as a whole is being supportive or if help is being provided 
by a few key social connections.  
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Another key issue of existing social support measurement tools is that they cannot capture the 
social environment in which support takes place. Understanding the characteristics of the network 
providing support and the relationships between those giving and receiving support could provide 
important context to the assessment of the efficacy of support. This is particularly important in the 
case of bereavement, where it is likely that whole social networks need support to some extent, 
and that relationships are impacted.  

  

  

1.2.4 The interpersonal context of social support  

A theoretical paper by Shumaker and Brownwell (1984) discusses social support through the lens 
of relationships, explaining that support is a communicative exchange between two or more 
people, and so personal characteristics and the context of their relationship will influence the 
support between them. Therefore the structure of a network and the society that it is 
in will influence both its potential to offer support and which network members are able to offer 
support. It is therefore important to consider the factors that influence the make-up of a network 
and how they might relate to support.  

   

Social network research quantifies groups of people through identifying individuals (nodes) in a 
target group and noting which other individuals in the group they are connected with (ties) (Scott, 
2000) and can be useful in understanding social support. Given the current limitations with 
defining and measuring social support itself, traditional social network research may be a useful 
additional approach to understanding social support within a network, and in fact network ties are 
measured by some researchers through the extent of reciprocal support they have (Liu, Sidhu, 
Beacom, & Valente, 2017). Characteristics such as density (how interconnected nodes are), 
closeness of relationships (strength of ties) and degree of connection (the average number of 
relationships each network member has) can help to conceptualise social network structures and 
their variations (Mitchell & Trickett, 1980). It follows that these would be related to structural and 
functional elements of social support. In the context of mental health, the Social Network 
Schedule is a widely used tool in research and asks about frequency of contact and quality of 
contact with specified network members ό5ǳƴƴΣ hΩ5ǊƛǎŎoll, Dayson, Wills, & Leff, 1990). 

   

¢ƘŜ ǘȅǇƛŎŀƭ ǎǘǊǳŎǘǳǊŜ ƻŦ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ǎƻŎƛŀƭ ƴŜǘǿƻǊƪ ƛǎ ǘƘŀǘ ǘƘŜȅ ŀǊŜ ŘŜƴǎŜ ƛƴ ǘƘŜ ƳƛŘŘƭŜΣ 
consisting of a personal network of family and close friends who are highly likely to have 
relationships with each other, and more loosely connected on the edges of the network with 
fewer and weaker ties (Granovetter, 1983). Individuals in the middle of a network are therefore 
most likely to support one another when support is needed, but a traumatic event such as a loss is 
likely to impact multiple people at the centre of a network, given its interconnectedness. The size 
of a social network can also have an impact, with bigger networks resulting in larger numbers of 
potential supporters.  

   

hƴŜ ƻŦ ǘƘŜ Ƴƻǎǘ ǎƛƎƴƛŦƛŎŀƴǘ ŀƴŘ Ƴƻǎǘ ǳƴƛǾŜǊǎŀƭ ŦŀŎǘƻǊǎ ƛƴŦƭǳŜƴŎƛƴƎ ŀ ǇŜǊǎƻƴΩǎ ǎƻcial network, and 
therefore its functional and structural capacity, is age (McPherson, Smith-Lovin, & Cook, 2001). An 
ƛƴŘƛǾƛŘǳŀƭΩǎ ǎƻŎƛŀƭ ƴŜǘǿƻǊƪ ǎƛȊŜ ǘȅǇƛŎŀƭƭȅ ƛƴŎǊŜŀǎŜǎ ǳƴǘƛƭ ȅƻǳƴƎ ŀŘǳƭǘƘƻƻŘ ŀƴŘ ǘƘŜƴ ŘŜŎǊŜŀǎŜǎ 



                                      

 
28 

across the rest of adulthood, with network members outside of the centre of the network 
important only at particular life stages (Wrzus, Hänel, Wagner, & Neyer, 2013). Events that 
typically occur at specific stages of life greatly influence networks: children and adolescents tend 
to have large networks of friends through school and clubs, and when they leave school many of 
these ties are lost and replaced with new colleagues or peers. In early adulthood, finding a spouse 
and transitioning to parenthood reduces the size of a network, as there is a need for an increased 
focus on the family unit (Bost, Cox, Burchinal, & Payne, 2002). During older adulthood, network 
size and quality often continues to decrease as individuals retire and lose their work network, 
become physically less able to participate in the community and are more likely to be bereaved 
(Grenade & Boldy, 2008). 

   

Gender also influences networks: women often have larger, denser and more diverse 
social networks than men (Haines & Hurlbert, 1992) and therefore have better potential support 
(Walen & Lachman, 2000). Research comments on traditional gender roles, where women are 
seen to be more emotionally expressive than men, which may result in better access to emotional 
support (Barbee et al., 1993). However, it has been suggested that women are more sensitive to 
negative support attempts, as their social roles and embeddedness in their network typically 
expose them to more negative stressors, and so they are more likely to perceive bad social 
support after a trauma than men (Andrews, Brewin, & Rose, 2003). 

   

Ethnic minority groups can be marginalised and may sometimes fail to be integrated into the 
wider community (Smith, 1985; Sommerlad & Berry, 1970; Vervoort, 2012), and can have 
communication barriers and lack of residential stability. As a result these groups may not have 
access to wider support networks and so become insular and have smaller and denser networks 
(Sampson, 1988). Evidence suggests that suicide suggestion (where an ƛƴŘƛǾƛŘǳŀƭǎΩ attempted or 
completed suicide increases the risk of suicide in others who know them) may be higher in 
minority communities, likely because of the interconnectedness of networks (Hanssens, 2008; 
Walker, 2008) as well as overall increased suicide rates due to the pressures of being a minority 
group (McKenzie, Serfaty, & Crawford, 2003). 

   

Age, gender and minority status are therefore key factors in influencing the structure of a 
social network over the life course; research also finds that they are key factors in influencing 
social support (Adams, King, & King, 1996; Smith, 1985; Zimet, Dahlem, Zimet, & Farley, 1988), 
suggesting that they are operating under the same mechanisms.  

  

Personal qualities of supporters are also important, with supportŜǊǎΩ ǊŜǎƻǳǊŎŜŦǳƭƴŜǎǎ ŀƴŘ ƭŀŎƪ ƻŦ 
caring responsibilities improving supportive relationships (Hauken, Dyregrov, & Senneseth, 2019).  

  

In one of the few papers written about network structure in the context of loss, Rubin (1990) 
discusses the impact of network density on mourning in light of finding that partners with many 
mutual friends relied on their friends more than each other for support, and those with few 
mutual friends relied more on each other. This highlights that received support during 
bereavement can be significantly impacted by network structure.   
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Stressful life events, such as job loss, relocation and divorce all have the potential to reduce the 
size of a network and diminish the number of people available to offer support. The death of a 
social network member, however, is distinct as it removes them from the network permanently 
and affects the whole network to some extent. As discussed in section 1.1.3, bereavement within 
a social network can have a demonstrable impact on the remaining relationships within that 
network, which inevitably will influence the support available within that network. This will be 
considered further in section 1.3.  

  

  

1.2.5 Formal support for suicide bereavement  

In contrast to informal social support, formal support for suicide bereavement is the organised 
help provided by professionals, such as GPs or counsellors, who do not have a personal 
relationship with the person they are supporting. Models for formal support for people bereaved 
by suicide (postvention services) vary internationally (Andriessen, Krysinska, Kõlves, & Reavley, 
2019) and ŀǊŜƴΩǘ ŀƭǿŀȅǎ ŎƭŜŀǊƭȅ ƎǊƻǳƴŘŜŘ ƛƴ ŜǾƛŘŜƴŎŜΦ Support groups, in which people bereaved 
by suicide share experiences with each other, are the most commonly available source of formal 
support and are often initiated by people with lived experience of suicide bereavement rather 
than professional services (Farberow, 2001). Peer support groups are not consistently categorised 
as being formal or informal support in academic literature, as they are not necessarily led by those 
with professional training, but is viewed in this thesis as being formal social support, as it is 
organised and facilitated by individuals with some degree of expertise or personal experience.  

  

Supporting people who have been bereaved by suicide can present particular challenges to 
professionals. Occupational exposure to suicide and suicide bereavement can have a negative 
mental health impact (Aldrich & Cerel, 2020) and is something that healthcare staff are 
not necessarily trained well in or are provided with resources for (Foggin et al., 2016; Tiatia-Seath, 
Lay-Yee, & Von Randow, 2017).  

   

There have been several systematic reviews that have examined the evidence of the effectiveness 
of formal interventions for those bereaved by suicide (Andriessen, Krysinska, Hill, et al., 2019; 
Linde, Treml, Steinig, Nagl, & Kersting, 2017; McDaid, Trowman, Golder, Hawton, & Sowden, 2008; 
Szumilas & Kutcher, 2011). One review focused specifically on interventions that included 
outcomes related to grief, and found mixed evidence for the effectiveness of formal interventions 
focused on reducing grief (Linde et al., 2017). Five out of seven included studies found that an 
intervention significantly reduced the intensity of grief. Two reviews considered a wider range of 
outcomes and included only controlled studies for a more reliable assessment of efficacy. The 
earliest found eight studies eligible for inclusion and six of these found that the assessed 
intervention significantly impacted the measured outcome, which for all studies was related to 
intensity of grief (McDaid et al., 2008). An updated review of interventions included eleven studies 
(five of which had been included in the 2008 review), with eight of these finding some significant 
reduction in negative outcomes.  
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Across the three reviews, the overall evidence of effectiveness was weak, given the small effect 
sizes and poor methodology consistently found in included studies. All of the reviews highlighted 
the poor methodology of the limited existing research and demonstrated that evaluation of 
bereavement interventions are often not conducted well (Wilson, Errasti-Ibarrondo, & Rodríguez-
Prat, 2019).  Interventions were mostly in the form of support groups and generally included 
participants who had been bereaved for under a year, suggesting that either only those who have 
been recently bereaved need formal support, or that only they are offered it. Very few of the 
included studies in any of the reviews had long follow-up periods, and so any lasting impact of 
interventions cannot be confirmed. Overall, studies also included a limited range of outcomes; 
whilst reduction of grief seemed to be the primary focus of interventions, this should be 
connected to a reduction in severity of mental health symptoms or improvements in other aspects 
of wellbeing, which could be measured as secondary outcomes and could help to confirm or refute 
effectiveness of formal support.  

   

These reviews also highlight the lack of variation in the types of formal support which have been 
evaluated, as included studies either used bereavement groups, CBT-based therapy or writing 
therapy as an intervention. One review has taken a broader view of what constitutes an 
intervention, including a range of community based postvention programs, some of which 
included informational support (Szumilas & Kutcher, 2011). Results were separated out by target 
population, finding limited benefit of intervention programs for schools and some effectiveness 
for family-focused interventions. The review noted that there were no analyses of the benefits of 
broader community-based programs or of cost effectiveness of prevention programs. Crucially, 
there was no evidence of a reduction in suicidal behaviour, which is often the key aim 
of community-based postvention activity.  

   

Therapy and counselling offer an opportunity to speak to somebody who will not be emotionally 
impacted and who is trained to help people cope with their loss, but may be suitable only for 
those whose mental health has been significantly impacted by their loss (Linde et al., 2017). This is 
reflected in research that indicates that the efficacy of current interventions to help people who 
have been bereaved is poor, with one review going as far as to suggest that interventions may 
ƛƴǘŜǊŦŜǊŜ ƛƴ Ƴƻǎǘ ƛƴŘƛǾƛŘǳŀƭǎΩ ƴŀǘǳǊŀƭ ƎǊƛŜǾƛƴƎ ǇǊƻŎŜǎǎŜǎ ŀƴŘ ǘƘǳǎ ōŜ ŘŜǘǊƛƳŜƴǘŀƭ (Schut & Stroebe, 
2005). They concluded that interventions are more likely to be effective if designed for people 
with diagnosed complicated grief and crucially, conclude that formal support should not be 
proactively offered, instead provided to those who seek it and are therefore more likely to trust 
professionals and be motivated towards the particular type of help on offer. Qualitative 
explorations of formal support after loss to suicide report that participants have mixed views of 
the usefulness of support received, and feel that it can be hard to access (Andriessen, Lobb, et al., 
2018; McKinnon & Chonody, 2014). 

 

Evidence for the effectiveness of formal support is therefore limited in terms of the types of 
support shown to be somewhat effective, the aspects of wellbeing it may improve, and the 
individuals for whom it is effective. It may be valuable to widen the focus of interventions for 
suicide bereavement and explore the efficacy of interventions targeted at the social network or 
community level, for example by aiming to improve social support. Research into bereavement 
support must focus on broader and more consistent evidence for the effectiveness of formal 
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support, but also consider the potential of informal support with its applicability to the wider 
population.  

  

1.2.6 The relationship between informal and formal support  

In considering the benefits of both formal and informal support, it is useful to understand how 
they may relate to each other. Here, the potential overlaps and differences in their function are 
considered and in section 1.3, the evidence specifically relating to informal support after suicide 
bereavement will be reviewed.  

   

In a survey of bereaved adults in the UK, (Pitman et al., 2014) found that 66% of the sample had 
received informal support related to their bereavement from family, friends or community leaders 
in relation to their loss, and 60% had received formal support in relation to their loss, but those 
bereaved by suicide were significantly less likely to receive informal support for their bereavement 
than those bereaved in other ways and experienced delays in receiving both types of support, 
potentially due to perceived stigma. Other studies also suggest that the receipt of formal support 
amongst those bereaved by suicide amongst those who want it is low, with one finding that 44% 
of their sample had received professional support, although 95% of the sample felt that they 
needed it (Wilson & Marshall, 2010). A different study found that half of the sample were 
contacted by professionals offering support, but this was primarily priests and undertakers as 
opposed to health professionals (Dyregrov, 2002). 

   

There are several plausible reasons for this low uptake of formal support: access, motivation and 
suitability. Currently in most countries, support for those bereaved comes largely in the form of 
support groups and therapy, both emotional support. In its third annual report on suicide 
prevention (HM Government, 2017), the U.K. government acknowledged that it needed to 
progress further in the amount of support it offered to people bereaved by suicide. Beyond the 
generally available mental health support offered by the NHS, support from the state for those 
bereaved by suicide is lacking: it is only in recent years that the NHS has started to support the 
development of local services for people bereaved by suicide (Kendall, 2019) and independent 
charities provide the vast majority of services such as peer support groups, limiting access to these 
services, particularly in rural areas. A qualitative study of English participants indicates that there 
is a perception amongst people bereaved by suicide that accessing support from GPs can be 
difficult and that certain barriers discourage help-seeking (Wainwright et al., 2020).  

 

²Ƙƛƭǎǘ ƛƴŦƻǊƳŀƭ ǎǳǇǇƻǊǘ ŦǊƻƳ ǎƻŎƛŀƭ ŎƻƴǘŀŎǘǎ Ŏŀƴ ōŜ ƛƳƳŜŘƛŀǘŜƭȅ ŀǾŀƛƭŀōƭŜ ŀƴŘ ƻŦǘŜƴ ŘƻŜǎƴΩǘ 
require much proactive help-ǎŜŜƪƛƴƎΣ ƛƴŘƛǾƛŘǳŀƭǎΩ access to formal support relies on their 
motivation and capacity to seek help from professionals. There are an array of individual factors 
that reduce the likelihood of help-seeking, such as perceived stigma, being male, having minority 
status and having more severe mental health symptoms (Addis & Mahalik, 2003; Levy & Derby, 
1992; Stanton-Salazar, 1997; Willging, Salvador, & Kano, 2006). Drapeau found that certain 
personality traits influence help-seeking, with one study finding that high neuroticism decreased 
help seeking in those bereaved by suicide by directly negatively influencing perceived ability to 
seek help increasing concern about experiencing stigma (Drapeau, Cerel, & Moore, 2016). More 
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recently, increased perception of stigma and feelings of guilt have been associated with seeking 
help after suicide loss όDŜƭŜȌŤƭȅǘŤ Ŝǘ ŀƭΦΣ н020). Certain groups, therefore, will be less likely to seek 
help and so will be less likely to have access to formal support. A secondary issue with this is that 
suicide bereavement studies that recruit samples exclusively through support groups generate 
results based on a specific help-seeking sub-group of the population.  

   

Some individuals can and do access both types of support, suggesting that each may provide 
something the other does not (Pitman et al., 2014; Sharpe, 2008). Formal support available in the 
U.K. primarily consists of emotional help offered by somebody with a degree of professional 
training, whereas a social network has the potential to offer more immediate and a wider range of 
support from people who are less likely to have experience of the needs of those who have been 
bereaved.  

   

 At the same time, one type of support may impact on the effectiveness of the other, with peer 
support group members becoming valued friends (Caserta & Lund, 1996), and professionals 
advising and helping to enable support from family and friends (Hutti, 2005). Informal social 
ǎǳǇǇƻǊǘ Ƴŀȅ ƛƳǇŀŎǘ ƻƴ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ǊŜǎǇƻƴǎŜ ǘƻ Ǉƻǎǘ-bereavement therapy by encouraging and 
reinforcing (or not) their attempts to get better (Ogrodniczuk, Piper, Joyce, McCallum, & Rosie, 
2002) and conversely, therapy could influence psychiatric symptoms such as depression that may 
result in an individual perceiving their social support more positively (Ogrodniczuk, Joyce, & Piper, 
2003).  

 

For those bereaved by suicide, peer support is likely to be a good bridge between more 
therapeutic formal support and social support (Bartone, Bartone, Violanti, & Gileno, 2017), as it 
gives them the opportunity to have contact with others with a similar experience and decreases 
heightened feelings of social isolation. Peer support groups also have an element of reciprocity 
that may not be present in all the family and friend relationships of somebody who has been 
recently bereaved, as not all family and friends will be equally as impacted by the death. In peer 
support groups, however, everyone has been significantly impacted by their loss and so everybody 
both offers and receives support (Bartone et al., 2017). 

   

Qualitative research consistently reports that those bereaved by suicide particularly value peer 
contact as it normalises the grief experience and is an opportunity to share coping skills (Ali & 
Lucock, 2020; Andriessen, Lobb, et al., 2018; Wilson & Marshall, 2010). This may be a contributor 
to the noticeable rise in the number of online forums that exist for people bereaved by suicide 
(Chapple & Ziebland, 2011) over the past decade. These forums also appear to be particularly 
important for people who live in rural areas and cannot access physical support groups, who may 
be isolated from their support network, or who do not receive good support from their network 
(Feigelman, Gorman, Beal, & Jordan, 2008). Using such forums may be an easier step in help-
seeking than accessing professional services or physically going to a group, and can encourage 
people to do so subsequently ό9Φ .ŀƛƭŜȅΣ YǊȅǎƛƴǎƪŀΣ hΩ5ŜŀΣ ϧ wƻōƛƴǎƻƴΣ н017). However, 
quantitative evidence for the positive benefits of support groups is limited; studies evaluating 
support groups were included in the intervention reviews described above and recent reviews of 
general bereavement support groups suggests that there are weak quantifiable benefits over 
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control groups (Bartone, Bartone, Violanti, & Gileno, 2019; Maass, Hofmann, Perlinger, & Wagner, 
2020).  

  

1.2.7 Section summary  

Social support can be understood as the help provided to an individual by their social network, 
which has an overall benefit to wellbeing. It is clear that social support is beneficial during stressful 
life events, although research that focuses on bereaveƳŜƴǘ ŘƻŜǎƴΩǘ provide a clear consensus on 
impact. There are a large range of measurement tools available for the quantitative measurement 
of social support, but these tend to be over-simplistic and not capture the interpersonal element 
of social support, which is reliant on relationships between the providers and recipients of support 
and the overall supportive capacity of the social network.   

  

Social support is more accessible than formal support for people who have been bereaved by 
suicide, and the efficacy of therapeutic interventions to improve wellbeing after 
suicide bereavement did not have strong empirical substantiation. Peer support, which is 
organised and can be led by professionals, but is more similar to the informal emotional and 
companionship support that would be provided by a social network has similarly limited 
empirical support, and may only be suitable for those who are willing to seek help. Therefore, 
there is value in seeking to better understand the impact of social support on the wellbeing of 
people bereaved by suicide; if it does have a beneficial effect, then it would be valuable to 
improve social support for those bereaved by suicide.  

  

 

1.3 The impact of social support during bereavement  

1.3.1 The relationship between social support and bereavement  

Given the conflicting empirical data regarding the efficacy of formal interventions after loss, and 
the limited proportion of those bereaved who actually use them, it is important to better 
understand and hence improve informal social support as well as work towards better formal 
interventions. Even for those who do receive formal interventions, informal support may improve 
outcomes even further by helping in a different way. Whilst social support has the potential to be 
a very personalised and cost-effective intervention (Logan, Thornton, & Breen, 2018), 
there are limited documented efforts to promote and improve community social support for those 
who have been bereaved (Breen et al., 2017).  

   

Bereavement in general is different to other types of stressful life events; as discussed earlier, key 
elements of adapting to a loss are meaning-making and adapting to new stressors. In the context 
of the social network, this translates to individuals coming to a collective understanding of the loss 
and filling roles that the person who died held within the group. For example, a parent may face 
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more responsibility if their partner dies, leaving them as the sole carer for their child. Conversely, 
ƛŦ ŀ ŎƘƛƭŘ ƛǎ ƭƻǎǘΣ ŀ ǇŀǊŜƴǘ ǿƛƭƭ ƘŀǾŜ ǘƻ ŀŘŀǇǘ ǘƻ ƴƻ ƭƻƴƎŜǊ ƘŀǾƛƴƎ άŎŀǊŜǊέ ŀǎ ǇŀǊǘ ƻŦ ǘƘŜƛr identity.  

   

It is also crucial to acknowledge the fact that a bereavement regularly impacts on more than one 
member of a social network, meaning that network members will often simultaneously be givers 
and receivers of support. This creates complex relationships between network members as they 
experience the dual stress of the loss and need to be supportive and so the whole network must 
change to adapt to the loss and share the burden of support (Aoun et al., 2019). Network 
members who are perceived to be more distantly connected to the person who died, such as 
cousins or colleagues, may be expected to fulfil support provider roles if they are thought to be 
άƭŜǎǎ ōŜǊŜŀǾŜŘέ ŀƴŘ ǘƘŜǊŜŦƻǊŜ ƭŜǎǎ ŜƳƻǘƛƻƴŀƭƭȅ ƛƳǇŀŎǘŜŘ ǘƘŀn others in their network, and so may 
not get adequate support for their own grief whilst trying to help others (Rossetto, 2015). During 
this period of change in relationships and roles, social support is bound to be impacted, 
particularly within the close personal network.  

   

In the case of suicide, support from the wider network and the wider community is likely to be 
lacking due to the suddenness of the death, as potential supporters are not able to prepare to 
offer support, and due to the stigma that can be associated with suicide. At the same time, 
bereavement through unexpected and violent causes in general has the capacity to prompt social 
withdrawal for fear that others will not understand their experience (Gall, Henneberry, & Eyre, 
2014; Hannays-King, Bailey, & Akhtar, 2015); it is a relatively rare experience making it potentially 
hard for others to relate to and therefore know how to support. This can work as a self-fulfilling 
prophecy, where people may expect or wrongly perceive lack of understanding and so pre-
emptively discourage offers of support or hide a desire for help (Bartik, Maple, Edwards, & 
Kiernan, 2013a). Social withdrawal can also be prompted by guilt, perceived uniqueness of 
experience or social discomfort (Azorina et al., 2019; Séguin, Lesage, & Kiely, 1995).  

   

In studies examining what those who have been bereaved deem to be unhelpful responses from 
those around them, participants consistently cite that giving advice, encouragement to recover 
and avoiding talking about the person who died are unhelpful responses, but all are responses 
that a network member may instinctively employ as very natural reactions to the loss (Dyregrov, 
2004; Lehman, Ellard, & Wortman, 1986). Given that these unhelpful responses may seem useful 
to those without professional knowledge or experienceΣ ǘƘŜ ŎƻƴŎŜǇǘ ƻŦ άƳƛǎŎŀǊǊƛŜŘ ƘŜƭǇƛƴƎέΣ 
developed to explore relationships between caregiver and receivers (Fales, Essner, Harris, & 
Palermo, 2014), may be applicable to informal support after bereavement. Here, the support giver 
may desire to help using whatever methods they think best, if these methods do not work then 
this can contribute to negative interactions between the two parties and result in conflict rather 
than support (Coyne, Wortman & Lehman, 1988; Harris et al., 2008). 

  

1.3.2 Existing quantitative research into social support after loss to suicide  

Whilst the implications of research findings are that social support could theoretically reduce the 
negative impact of bereavement by suicide, there has been no recent review of the empirical 
evidence for this. Stroebe et al (2005) reviewed social support for all bereavement types, 
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but could only find eight studies suitable for inclusion. However, this review was non-systematic 
and was carried out with the purpose of examining evidential support for the buffering hypothesis 
of social support, so only included studies with methodology suited to this. Of the eight included 
studies, one found no support for the association, one found an association for social 
embeddedness (which is conceptually similar), but not for support and one did not include reports 
of an analysis to assess a main effect of social support. The remaining five studies found at least 
some evidence for social support have a positive impact on wellbeing after a loss.  

   

The conclusions of the review about the effectiveness of support were, however, somewhat 
ƴŜƎŀǘƛǾŜΣ ǊŜŦŜǊǊƛƴƎ ǘƻ ŜǾƛŘŜƴŎŜ ǎǳƎƎŜǎǘƛƴƎ ǘƘŀǘ ǘŀƭƪƛƴƎ ŀōƻǳǘ ƭƻǎǎ ŘƻŜǎƴΩǘ ŦŀŎƛƭƛǘŀǘŜ ŎƻǇƛƴƎ ǿƛǘƘ 
loss. However, this fails to consider that social support can be many things other than emotional 
support. Inconsistency in findings may be a result of variation in study design (this review did not 
comment on quality of included studies) such as the use of non-validated social support measures 
by a number of the studies.   

  

A number of recent quantitative studies (Levi-Belz, 2015; Levi-Belz & Lev-Ari, 2019; Oexle & 
Sheehan, 2019; Spino, Kameg, Cline, Terhorst, & Mitchell, 2016) have examined the relationship 
between wellbeing and informal social support after suicide loss using validated measurement 
tools. Several have found that reduced social support was associated with negative wellbeing 
outcomes, and one longitudinal study found that social support predicted post-traumatic growth. 
These studies, whilst offering limited evidence, do indicate that better social support improves 
outcomes for people bereaved by suicide.  

 

An up-to-date and more comprehensive review and synthesis of this literature is needed. In 
chapter 2, quantitative studies exploring the impact of social support on violent and/or traumatic 
deaths will be systematically reviewed and the strengths and limitations of the evidence will be 
considered in detail.   

  

  

1.3.3 Existing qualitative research into social support after loss to suicide  

Quantitative research is useful in establishing a relationship between social support and 
bereavement, particularly in understanding the temporal aspect of this relationship. However, as 
discussed previously, quantitative measurement of social support lacks the nuance needed 
to account for all of the variables that impacted on the efficacy of support.  

  

Despite the suitability of qualitative research for this topic of study, there are comparatively few 
qualitative studies that focus on the impact of sudden/unexpected bereavement 
on social groups with the view to understanding what kind of support is valuable and the 
challenges in offering and receiving support. Studies tend to explore the whole bereavement 
experience rather than focusing on specific areas (Shields et al., 2017) and so cannot make 
recommendations as to how to tackle specific issues in the bereavement experience. There are 
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very few studies that explore suicide bereavement alone, despite the uniqueness of the social 
experience.  

   

In their overview of the impact of suicide on the family, (Cerel, Jordan, & Duberstein, 2008) 
comment on the overall impact on networks, focusing on communication impairments that can 
arise from the blame, shame and secrecy that may occur within networks after such a loss. This 
article acknowledges problems that may occur between close friends and family, but does not 
consider the benefits that a strong, functional support network may bring, or the potential 
positive impact that those on the outskirts of a network who are less emotionally involved may 
have.  

   

Some research has focused on aspects of support and identified ways to improve them. One 
qualitative study explored help-seeking with a sample consisting of an even split between 
ǇŀǊǘƛŎƛǇŀƴǘǎ ǿƘƻ ƘŀŘ ŀƴŘ ƘŀŘƴΩǘ ōŜŜƴ ōŜǊŜŀǾŜŘ by suicide. There was a mixture of opinion 
amongst participants about whether loss-related social support was appropriate in the short or 
long-term, but consistently felt that acceptance and acknowledgement of the loss was important 
from others  (Andriessen, Lobb, et al., 2018). Another focused particularly on support in the 
workplace for parents who had lost a child to suicide (Gibson, Gallagher, & Tracey, 2011). Practical 
and emotional support from colleagues was deemed to be particularly helpful, and training for 
managers was widely recommended, suggesting that organisations may not typically have 
guidance for management on how to support those bereaved by suicide.  

   

One study that examined perspectives of informal social support after a sudden loss (Lehman et 
al., 1986) interviewed those who were bereaved about helpful and unhelpful support from those 
around them, then interviewed control participants about how they would offer support to 
someone bereaved by sudden loss to compare responses. This was a slightly artificial comparison 
between the two groups because those in the control group were asked to imagine how they 
would respond, rather than describe their support attempts from lived experience. It is not 
possible to know whether this would reflect their actual reactions in a real situation.   

   

In 2006, a study (Dyregrov, 2006) held focus groups with 69 participants from 21 network 
groups impacted by a loss; at least one member of the group had been bereaved by either Sudden 
Infant Death Syndrome or suicide. Those in supportive roles felt it was important to offer support 
early and proactively but that they found offering support challenging (they did not know what to 
do, were worried about doing the wrong thing) and tended to only maintain it for a short period of 
time. The use of focus groups in this study could have made it difficult to be honest about poor 
support that may have occurred within groups. The participants themselves were all recruited 
through support organisations and were therefore help-seekers. Crucially, the overall impact on 
each social network was not considered in analysis.  

   

Two relevant qualitative studies focus exclusively on suicide bereavement. A mixed methods study 
interviewed individuals who had been bereaved and a single nominated family member or friend 
(Wagner & Calhoun, 1992). Almost all of the bereaved individuals reported negative experiences 
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of social support and most believed their relationships with particular network members had 
become closer since the loss. The individuals giving support all noted that they had seen support 
from others made available to the person who was bereaved and that they had responded to an 
expressed need to talk. They perceived their friend/family member as being recovered sooner or 
more than the individual themself did. Social support, however, was not discussed in depth, as 
other parts of the bereavement experience were covered in the interviews.  

   

More recently, (Peters, Cunningham, Murphy, & Jackson, 2016) explored what those bereaved by 
suicide felt to be helpful and unhelpful responses from their network. The ten participants 
discussed the importan0ce of different types of support: help from others who had been through 
the same experience, informational help immediately after the loss, as well as a desire for 
empathy and sensitivity from the professionals they encountered in the aftermath. Only one 
member of a network was interviewed, and so competing accounts of the 
same bereavement could not be compared. Similarly, in a study interviewing parents bereaved 
through sudden deaths, Dyregrov (2004) states the importance ƻŦ ǳƴŘŜǊǎǘŀƴŘƛƴƎ άǘƘŜ 
communicative relationship between the receiver and provider of ǎǳǇǇƻǊǘέΦ tŀǊǘƛŎƛǇŀƴǘǎ ǿŜǊŜ 
asked about positive and negative aspects of support, as well as the barriers for accepting 
it.  However, although some of the participants were couples, data from each participant was 
treated individually, thus only considering one side of a typically important and supportive 
relationship.  

  

Another recent study interviewed participants in focus groups about their experiences of formal 
and informal support during their bereavement (Ross, Kõlves, & De Leo, 2019). Whilst the 
expected support from peers and professional services were clearer than those from friends and 
family, people often had negative experiences when returning to the workplace through 
avoidance and stigma. They found that social interactions could be challenging and generally felt 
that there was a loss of social contact and support.  

  

1.3.4 Limitations of current research  

A paper written 30 years ago summarises the key issues in the relationship between social support 
and bereavement, highlighting the need of those bereaved to have suitable social support from 
their network beyond professional help, the lack of diversity in study samples and the impact of a 
loss on a whole network rather than just a few individuals (Vachon & Stylianos, 1988). In light 
of research carried out since this publication, these issues remain relevant to this day, yet 
surprisingly little progress has been made in addressing them.  

   

Recruitment of participants for any study relating to suicide bereavement is challenging, given the 
sensitivity of the topic. Studies often use convenience sampling, recruiting from bereavement 
services. As a result, samples often include participants who are help-seeking and predominantly 
white, female and over 40 years old (Heeke, Stammel, Heinrich, & Knaevelsrud, 2017; Kristensen, 
Weisæth, & Heir, 2010; Spino et al., 2016; Xu, Wang, & Sun, 2017). Help-seeking, gender, ethnicity 
and age all influence the social support people have access to, and so such samples are not 
representative of the wider population.  
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The majority of studies in this area assume that family units prior to bereavement are cohesive 
and are influenced by a response bias of participants with strong family ties. Partners facing a loss 
has been a particular focus in research (Stroebe, 2002), likely because a romantic relationship is 
seen as a particularly important social network tie. There is a general lack of literature about the 
effect of bereavement on other types of ties, such as friendships (Bartik, Maple, Edwards, & 
Kiernan, 2013b) and sibling relationships (Dyregrov & Dyregrov, 2005). 

   

Studies will often recruit only family members, which makes the assumption that networks are 
homogenous and that family units are united in bereavement. A particular consideration is άŦƛŎǘƛǾŜ 
ƪƛƴέΥ friends who are not biologically related to a participant, but who are close enough to have 
been considered part of their family. Relationships of this type are likely to be common across 
young adults are participants from collectivist cultures (Burke, Neimeyer, & McDevitt-Murphy, 
2010; Rae, 1992), but having stronger friendship ties than family ties is likely something that is 
common across all groups of participants. One study that acknowledges this makes reference to 
ǘƛŜǎ ƻŦ άƻōƭƛƎŀǘƛƻƴέΣ ŦƛƴŘƛƴƎ ǘƘŀt for older women who had been widowed, ties with children were 
not as affected as ties with other family members that had been maintained more through social 
expectation than through choice (Anderson, 1984).  

  

 A better approach may be to allow participants to self-identify as being bereaved and include 
anyone, regardless of relationship, who feels as though they have been significantly impacted by 
ǘƘŜƛǊ ƭƻǎǎΣ ƛƴ ƭƛƴŜ ǿƛǘƘ /ŜǊŜƭΩǎ ŎƻƴǘƛƴǳǳƳ ƻŦ ƛƳǇŀŎǘ (Cerel et al., 2014). This is particularly 
advantageous in research about social support after bereavement, as it is likely that the friends of 
somebody who is bereaved of a family member do not have close relationships with the person 
who died and are therefore more available for support.  

  

Of the two qualitative studies that interviewed groups of friends and family, Dyregrov (2006) did 
not focus on one type of death and so was not able to identify specific support and 
communication issues; and Wagner and Calhoun (1992) included social support as only one part of 
their topic guide. Neither study analysed data within groups to understand the differences and 
similarities in perspectives that may exist within networks. This research makes the 
assumption that the experience of one group member represents the experience of the whole 
group, whereas it is possible that individuals within the same network have different bereavement 
experiences depending on how they deal with stressors and make meaning from the death.  

   

A key limitation of existing qualitative research is that it tends to focus on a single member of a 
social network who is primarily receiving support, rather than considering the whole social group 
as a network of reciprocal supportive relationships. Whilst it is crucial to understand what kinds of 
support those bereaved by suicide want, it is equally as important to understand what the 
challenges are for those in a supportive role in providing that support, and to understand how 
structural and functional support is influenced by relationships.  
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1.3.5 Section summary  

Existing quantitative research provides some evidence that social support positively 
influences wellbeing after a loss, although limitations exist in quantitative measurement of social 
support. Existing qualitative research creates a clearer picture of social support, but has failed to 
capture the experiences of both giving and receiving support, as well as the overall impact of a 
suicide loss on supportive relationships within a social network.  

 

 

1.4 Focus and aims of the project 
Suicide is a type of death which results in a bereavement experience similar to other violent or 
sudden losses, but presents additional challenges to wellbeing and meaning-making in 
bereavement over and above losses that are not self-inflicted (section 1.1.5). Wider research on 
bereavement suggests that formal and informal support are important in reducing this negative 
impact (sections 1.2.5 and 1.3.2). Whilst some formal support for suicide bereavement in the U.K. 
is available, social support from family and friends is more accessible, and may bring further 
benefits beyond those which formal support can confer. However, informal social support is highly 
dependent on the context in which it is given and received within a group; individual 
characteristics (such as life stage) and existing relationships impact on the availability and quality 
ƻŦ ǎǳǇǇƻǊǘ ŦǊƻƳ ƻƴŜΩǎ ƎǊƻǳǇ όǎŜŎǘƛƻƴ мΦнΦпύΦ ¢ƘŜ ŎǳǊǊŜƴǘ ƭƛǘŜǊŀǘǳǊŜ ƻƴ ǎƻŎƛŀƭ ǎǳǇǇƻǊǘ ŀŦǘŜǊ ŀ ƭƻǎǎ ǘƻ 
suicide is very limited. It is therefore important to understand how informal social support can 
work best for people bereaved by suicide and to make recommendations for best practice; this 
work must encompass the social landscape within which the support takes place. 

  

I have chosen primarily to view the bereavement experience in the context of the theoretical dual 
process model (Schut & Stroebe, 1999), which places importance in people who are bereaved 
working through both loss and restoration-oriented stressors. This model accounts for different 
individual coping methods and styles, and allows for an interpersonal impact of grieving and 
coping within groups. As such, I will explore different categories of support focused on both loss 
and restoration, and ensure that I draw out individual support preferences in relation to individual 
coping styles to avoid drawing conclusions that assume that bereavement is a homogenous 
experience. Beyond this, I will also explore how social networks adapt to loss, and how support 
takes place between individuals in networks.  

 

 The thesis comprises three sequential projects; with the main work of the thesis being a 
qualitative study to explore experiences of social support within social networks who have been 
bereaved by suicide loss. This work is preceded by a systematic review evaluating existing 
quantitative literature of social support after loss, and followed by the initial development of a 
public resource for those bereaved by suicide. The aims for the thesis are as follows: 

  

Main aim: 
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To explore how social networks of friends and family bereaved by suicide informally support one 
another after their loss. 

  

Objectives: 

1. To better understand the possible association between social support and wellbeing after a 
sudden or violent loss by reviewing existing quantitative research (chapter 2). 

2. To explore the informal support that takes place within a friend and family network after a 
loss to suicide (chapters 3, 4 and 5). 

3. To understand the social impact of a suicide loss on individual relationships between 
friends and family members, as well as the whole network (chapters 3, 4 and 5). 

4. To use the findings of the research within this thesis to inform the preliminary 
development of a public resource aimed at supporting friend and family networks 
bereaved by suicide (chapter 6). 
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Chapter 2: A systematic review of studies 

describing the influence of informal social 

support on psychological wellbeing in 

people bereaved by sudden or violent 

causes of death 

 

This systematic review was published in a peer reviewed journal (BMC Psychiatry) in May 2020 
(full text attached in Appendix 1). This chapter presents the work with some additional detail, 
including a section highlighting relevant studies that have been published since the publication of 
this review.   

  

2.1 Aims  

Whilst any type of bereavement can be traumatic, bereavement through violent or sudden causes 
is associated with more severe negative health and wellbeing outcomes compared to other types 
of loss. Chapter 1 set out an argument for social support having a protective effect against the 
negative influence of stressful life events. However, this association appears to be less consistently 
demonstrated in studies that focus on bereavement, and the literature in this area has not yet 
been systematically reviewed. Although a review of social support literature has previously been 
carried out, it was not systematic and is over a decade old (Stroebe et al., 2005).  

 

The literature in chapter 1 also indicated that suicide bereavement is a unique type of 
bereavement in that it is the only one where the death has been self-inflicted. This chapter 
described elements and outcomes that were unique to suicide bereavement (such as increased 
feelings of guilt or stigma), but also recognised that other aspects overlapped with other types of 
loss, particularly those that violate the worldview of those bereaved (typically violent losses) or 
ŀǊŜ ǳƴŜȄǇŜŎǘŜŘ ŀƴŘ ŘƻƴΩǘ ŀƭƭƻǿ ŦƻǊ ŀ ŎƘŀƴŎŜ to prepare for a loss (typically sudden losses).  

 

Therefore, a decision was made to review all types of sudden and/or violent loss because of some 
shared characteristics these types of loss, and because initial scoping indicated there is currently a 
very limited body of literature exploring the specific relationship between social support and 
suicide bereavement. The intention of the review was to examine literature on the categories of 
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death within which suicide sits (sudden, violent), and to do a separate analysis of the papers 
focused on suicide loss within the review. 

 

This study aimed to systematically review the international quantitative literature to examine 
whether there is an association between informal social support from family and friends after 
bereavement through sudden and/or violent causes, and post-bereavement wellbeing.   

  

   

2.2 Introduction   
   

According to the dual process model (Schut, Stroebe, 1999), adapting to a loss requires dealing 
with both loss and restoration oriented stressors; dealing with the changes and feelings that relate 
to the death itself as well as the changes in roles and responsibilities it brings.  

   

This model is compatible with the idea that certain types of loss are more challenging to adapt to 
than others (Kaltman & Bonanno, 2003). Losses that are sudden (such as those arising from 
natural disasters, transport accidents) do not allow those left behind the chance to prepare: either 
for the loss of their relationship with the deceased or for any additional role they may take on, 
such as financial or caregiving duties. Violent losses (such as homicide or suicide) are also 
generally sudden, but are primarily challenging in terms of loss-oriented stressors as they can 
violate the assumption that human life must be protected (Currier, Holland, & Neimeyer, 2006). A 
systematic review (Kristensen et al., 2012) found consistent evidential support that losses that are 
both sudden and violent are distinct from other form of loss, being associated with slower 
recovery and an increased risk or prevalence of mental health disorders such as PTSD and 
depression compared to bereavement from natural deaths.  

   

Social support has been proposed as being protective against the negative effects of stressful life 
events (Peirce, Frone, Russell, Cooper, & Mudar, 2000). Whilst the definition 
and conceptualisation of social support in research varies (Wang et al., 2017), informal social 
ǎǳǇǇƻǊǘ ŘŜǎŎǊƛōŜǎ ǘƘŜ ƘŜƭǇ ǇǊƻǾƛŘŜŘ ōȅ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ŜȄƛǎǘƛƴƎ ǎƻŎƛŀƭ network, whereas formal 
social support describes organised help from individuals who may be professionals (such as 
trained therapists, case workers or peer group facilitators) or non-professionals (such as members 
of organised peer support groups) (Solomon, 2004). As described in chapter 1, there are two 
models through which this effect is proposed to work; the main effects model and the buffering 
model. The buffering model (Cohen & Wills, 1985) suggests that social support has a protective 
effect on the negative impact of stressful life events by moderating the relationship between 
stress and wellbeing, rather than an overall positive effect on individuals regardless of their 
situation, as proposed in the main effects model (Cohen & Lynn, 2000)=. In the wider literature, 
there is support for both models, but more consistent evidence for social support having an 
overall impact on wellbeing irrespective of levels of stress (Paterson et al., 2015; Zhou et al., 
2010). The main effects model also takes into account the potential positive benefits of social 
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support beyond negating stressors (Feeney & Collins, 2015). In particular, better social support is 
associated with a lower level of  depressive and PTSD symptoms (Peirce et al., 2000; Vranceanu, 
Hobfoll, & Johnson, 2007). 

   

There is limited empirical support for the effectiveness of formal social support interventions 
following sudden and violent loss (Currier et al., 2006), findings mirrored by evidence regarding 
those who have experience any kind of loss (Currier, Neimeyer, & Berman, 2008). The same is true 
for more specific groups, such as those bereaved by suicide, where a recent systematic review has 
found that a diverse range of different interventions have been assessed for effectiveness using a 
range of outcomes measures, leading to inconclusive evidence for best practice (Andriessen, 
Krysinska, Hill, et al., 2019). Interventions based on peer support services, where individuals use 
shared experience to support one another, have a more consistent positive benefit (Bartone et al., 
2019). However, formal sources of social support, including as peer support, must be sought out 
proactively and can be limited in scope, timing or affordibility. Research, however, shows that 
those bereaved by sudden causes are more likely to access informal social support (Dyregrov, 
2002), described as the provision of help from other people not provided through any organised 
helping agency, typically emotional, tangible, informational and companionship support (Wills, 
1991). Informal social support is therefore the most accessible and personalisable type of support 
available to those bereaved through violent and/or sudden causes (Logan et al., 2018): 
interventions to improve access to informal social support for people in this situation could 
therefore be valuable if its relationship to higher levels of wellbeing is established in this context.  

   

The most recent review of the impact of informal social support on wellbeing outcomes after 
bereavement was carried out 14 years ago (Stroebe et al., 2005). However, this was a non-
systematic review that focussed on studies with a primary aim of testing the buffering hypothesis 
of social support but instead finding support for the main effects model. The eight included studies 
found mixed evidence to support social support after bereavement as having a significant impact 
on wellbeing. Given the specific nature of the inclusion criteria for interventions in that review, it 
is likely that a number of relevant papers examining the impact of social support after a loss were 
not included. Additionally, the mixed findings could be explained by the inclusion of 
heterogeneous samples bereaved by all types of loss.  

   

To address an identified gap in current knowledge, this review sought to understand whether 
informal social support is associated with wellbeing after a loss through sudden and/or violent 
causes, by synthesising evidence from studies that compared measures of psychological wellbeing 
in those who received varying levels of informal support after bereavement.  
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2.3 Methods 

2.3.1 Study Inclusion  

I included peer-reviewed primary observational (cross-sectional or longitudinal) research studies 
published as a full paper rather than solely an abstract, which used quantitative methods to 
investigate the association between social support and wellbeing of adults (18 years old or over) 
following bereavement through violent and/or sudden death. Samples including children were 
excluded as children and adults typically have different experiences of loss and consequently, 
different support experiences (Saldinger, Peterfield & Cain, 2004). Violent deaths were defined as 
those that were unnatural and caused by human action (Paulozzi, 2004), whereas sudden deaths 
were those that were unexpected and occurred instantly or rapidly (Morentin, 2000). It was a 
requirement that study participants identified as having had a personal relationship (friend or 
family member) with the deceased.  

   

9ȄǇƻǎǳǊŜ ǿŀǎ ŘŜŦƛƴŜŘ ŀǎ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ŦƛǊǎǘ-hand experience of any form of social support, 
provided by family or friends outside a formal setting (excluding peer mentoring groups or care-
giving agencies) after their loss. Only studies in which social support measures had been 
psychometrically validated using content, criterion or construct validity were included. I included 
studies that assess the outcomes of i) psychological wellbeing, defined as positive psychological 
adjustment, measured using validated indicators of psychological adjustment (such as measures of 
social involvement, life satisfaction or sense of purpose); or ii) psychiatric symptoms (such as a 
clinical diagnosis of a mental health problem or a measure of mental health symptom severity 
assessed using a psychometrically validated assessment tool); or iii) a measure of service use in 
relation to mental health problems. 

   

The exclusion criteria were: studies that solely analysed data qualitatively, that did not distinguish 
between formal and informal support in measurement of support, or did not specify cause of 
death. Qualitative literature was excluded from this review as the focus was to establish whether 
there was a consistently quantifiable effect of social support on wellbeing. There were no 
exclusions by date of publication or language.  

   

2.3.2 Study selection  

I registered the protocol for this review prospectively with PROSPERO: registration number 
CRD42018093704. Throughout the review I followed the Preferred Reporting Items for Systematic 
Reviews and Meta-Analyses (PRISMA) guidelines (Moher et al., 2015; checklist included as 
appendix 2). Our search terms combined terms for: sudden or violent bereavement; and informal 
social support; and mental health or wellbeing (appendix 3). The protocol was reviewed 
by members of the Public and Patient Involvement (PPI) group for the project who confirmed that 
the review question was of value and commented on the search terms, and also by a university 
librarian.  
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I conducted a systematic search of five online databases: IBSS, CINAHL, PsycINFO, MEDLINE and 
the Cochrane library. Inclusion criteria were observational studies published from database 
inception up to 26th April 2018 without language or date limits. The search was updated a year 
later, with records searched up to 10th May 2019.  

  

In addition to the database searches, I hand-searched from journal inception three relevant 
journals, Bereavement Care, Death Studies and OMEGA- The Journal of Death and Dying. I also 
hand-searched conference abstracts from all available online records of key relevant conferences 
(International Death, Grief and Bereavement conference; European Symposium on Suicide and 
Suicidal Behaviour) as well as grey literature sources (OpenGrey, OpenDOAR, EThOS and OATD 
databases searched). For each study identified for inclusion in the review, I hand-searched the 
reference list and used forward citation tracking to seek other relevant studies. I extracted and 
managed references using Endnote software.  

   

For 29 studies that reported they had recorded death type but not distinguished between types of 
death in statistical analyses, authors were contacted to request further information.  

   

I screened articles in two stages; first titles and abstracts of all articles returned by the search, 
excluding those that did not meet inclusion criteria, and then screened full texts of potentially 
eligible studies. A colleague (PK) independently reviewed 15% of study abstracts and 15% of full 
text studies along with all of the included studies, with any disagreements discussed between 
authors.  

   

2.3.3 Data Extraction  

I developed a standardised schedule to extract data (attached as appendix 4) 
and summarise details of the study setting, sample, measures of intervention and outcome and 
results. PK independently extracted data from 15% of the included papers, with any 
disagreements discussed between both of us.  

   

2.3.4 Quality appraisal  

Following data extraction, I used the Newcastle-Ottawa Scale for evaluating the quality of non-
randomised studies [NOS; ²ŜƭƭǎΣ {ƘŜŀΣ hΩ/ƻƴƴŜƭƭΣ ϧ tŜǘŜǊǎƻƴΣ нллл] to assess the quality of the 
included longitudinal studies three domains: selection, comparability and outcome. Discounting 
the criteria covering the selection of a non-exposed cohort that would not be applicable to single-
group studies, a maximum score of 8 was possible. As the NOS has been designed primarily for 
cohort and case control studies, a pre-established adapted version of the NOS (Herzog et al., 2013) 
was used to assess the quality of the included cross-sectional studies. A maximum score of 10 was 
possible for this scale. Appendix 5 lists the questions included in both scales. 
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PK and I independently reviewed each of the included studies according to the criteria set out in 
the tool, and where disagreements arose over assessment of bias, these were discussed with my 
primary supervisor.  

   

To be rated as good quality, studies had to score 3 or 4 points in the selection domain, 1 or 2 
points in the comparability domain and 2 or 3 points in the outcome/exposure domain. For fair 
quality, studies had to score 2 points in selection domain, 1 or 2 points in the comparability 
domain and 2 or 3 points in the outcome/exposure domain. Studies were deemed to be poor 
quality if they scored 0 or 1 point in the selection domain, 0 points in comparability domain or 0 or 
1 points in the outcome/exposure domain. Scoring for the cohort study was the same, except for 
the selection domain, where good qualities studies must score 2 or 3 points, fair studies 1 or 2 
points, poor studies 0 points. 

 

2.3.5 Analysis  

As I expected that included studies would be heterogeneous in terms of conceptualisations of 
social support, study settings, participant characteristics and the measures and statistical analyses 
used, I did not plan to conduct a meta-analysis but instead planned to use the approach of 
narrative synthesis, grouping findings by outcome. For this I referred to an existing framework 
(Popay et al., 2006) to ensure a systematic approach. This framework starts by developing a theory 
of how the exposure works, why and for whom, before developing a preliminary synthesis of 
findings, exploring relationships in the data, and assessing robustness of the synthesis. When 
discussing study results, I ǳǎŜŘ άǇƻǎƛǘƛǾŜ ŀǎǎƻŎƛŀǘƛƻƴέ ƛŦ ŀƭƭ ƳŜŀǎǳǊŜŘ ǎƻŎƛŀƭ ǎǳǇǇƻǊǘ ǾŀǊƛŀōƭŜǎ ƘŀŘ ŀ 
significant positive association with the reduced severity of, or reduced likelihood for meeting the 
threshold of diagnosis for a measured outcome regardless of whether models were adjusted or 
unadjusted. I ǳǎŜŘ άǇŀǊǘƛŀƭ ǇƻǎƛǘƛǾŜ ŀǎǎƻŎƛŀǘƛƻƴέ ƛŦ ǎƻƳŜ ōǳǘ ƴƻǘ ŀƭƭ ƻŦ ǘƘŜ ƛƴŎƭǳŘŜŘ ǎƻŎƛŀƭ ǎǳǇǇƻǊǘ 
variables had a significant positive association with reduced severity of, or reduced likelihood for 
meeting the threshold of diagnosis for the measured outcome, and the remaining included 
variables were not significantly associated with the outcome.   

   

I planned for results to initially be grouped by outcome, with results synthesised according to the 
most common wellbeing outcomes assessed by studies, and less common but conceptually similar 
outcomes. The robustness of results was considered according to study quality and number of 
studies. Based on theoretical knowledge about the uniqueness of suicide bereavement and 
categorisations of support, I considered exploration of relationships, with specific sub-group 
analyses planned based on type of loss and type of social support measurement where these were 
possible. 

   

2.4 Results  
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2.4.1 Included studies  

Using electronic database searches I identified 6,556 records for title and abstract screening after 
removing duplicates (figure 2). I conducted a full text review of 263 records, of which 16 met all 
the inclusion criteria and were included in the narrative synthesis. Foreign language full text 
articles were translated (seven in Japanese, two in Spanish, two in German, two in Chinese 
(simplified) and one in French). No additional studies were found through grey literature 
searching, or hand searcheǎ ƻŦ ƧƻǳǊƴŀƭ ŎƻƴǘŜƴǘǎ ƻŦ ƛƴŎƭǳŘŜŘ ǎǘǳŘƛŜǎΩ ǊŜŦŜǊŜƴŎŜ ƭƛǎǘǎΦ  

   

Initial rates of agreement between the two reviewers were 97% for screening (where reviewers 
made the same decision about including or excluding a study), 98% for data extraction (where 
reviewers had the same data extracted for each criteria on the schedule) and 98% for the quality 
assessment (where reviewers had the same scores for the NOS). All disagreements were resolved 
through discussion between us.  
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Figure 2: Flow diagram of included studies 

 

   

2.4.2 Study characteristics  

   

The 16 included papers reported results from 15 different studies, with one study reported in two 
included papers (Cowan & Murphy, 1985; Murphy, 1988) at different follow-up time points.  

   

Of the 15 samples included (Table 1), nine sampled populations in North America (USA and 
Canada) (Bottomley et al., 2017; Cowan & Murphy, 1985; Murphy, 1988; Oexle & Sheehan, 2019; 
Rheingold & Williams, 2015; Spino et al., 2016; Sprang & McNeil, 1998), two in China (Li, Chow, 
Shi, & Chan, 2015; Xu et al., 2017) two in Israel (Levi-Belz, 2015; Levi-Belz & Lev-Ari, 2019), one in 
Colombia (Heeke et al., 2017) and one in Norway (Kristensen et al., 2010). The earliest study was 
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published in 1985 and the most recent in 2019. The sample size of included studies ranged 
between 44 and 803 participants. Mean age of samples ranged between 33 and 79 and, except for 
one study, the majority of participants in each sample were female. Participant groups were 
defined as those bereaved by natural disasters (Cowan & Murphy, 1985; Kristensen et al., 2010; Li 
et al., 2015; Murphy, 1988; Xu et al., 2017), homicide (Bailey, Sharma, & Jubin, 2013; Bottomley et 
al., 2017; Burke et al., 2010; Rheingold & Williams, 2015), suicide (Levi-Belz, 2015; Levi-Belz & Lev-
Ari, 2019; Oexle & Sheehan, 2019; Spino et al., 2016), accidental death (Fullerton, Ursano, Kao, & 
Bharitya, 1999; Sprang & McNeil, 1998) or armed conflict (Heeke et al., 2017). One study was 
longitudinal in design (Bottomley et al., 2017), and measured outcomes six months after baseline 
measurement (at a mean of 1.66 years post-loss). Another study (Murphy, 1988) followed-up a 
sample described in an included cross-sectional analysis (Cowan & Murphy, 1985) but reported 
different measures, so was essentially a separate cross-sectional analysis and not comparable. All 
other studies were cross-sectional in design.  

 



Table 1: Study characteristics 

Author, 
year, 
country 

Study design 

Sample source 

Sample demographics Mode of bereavement 

Time since bereavement  

Social support 
measures 

Measured outcomes 

Bailey 

2013 

Canada 

Cross-sectional 

Community 
organisation 

n=48 

mean age=51.5 

100% female 

Child lost to gun violence 

0.5-12 years 

Multidimensional 
Scale of Perceived 
Social Support 
(MSPSS)  

Resilience 

Bottomley 

2017 

U.S.A. 

Longitudinal (6 
month follow-up) 

Support organisation 

n=47 

mean age=49.7 

89.4% female 

Family member lost to homicide 

Mean length= 1.66 years at T1, 
2.16 at T2 

Arizona Social Support 
Interview Schedule 
(ASSIS)  

PTSD, complicated grief, 
depression, anxiety 

Burke 

2010 

U.S.A. 

Cross-sectional 

Support organisation 

n=54 

mean age=48.6 

88.9% female 

Family member lost to homicide 

Mean length= 1.75 years 

ASSIS, Inventory of 
Social Support 
(ISS)(Hogan & 
Schmidt, 2002) & 
MSPSS 

PTSD, complicated grief, 
depression 

Cowan 

1985 

U.S.A.* 

Cross-sectional 

Death certificates/ 
court records 

n=119 (50 control) 

mean age=unclear 

70% female 

Friends and family lost in natural 
disaster 

Mean length= .92 years 

Coppel Index of Social 
Support 
(CISS)(Coppel, 1980)  

Depression 

Murphy 

1988 

U.S.A.* 

Cross-sectional 

Death certificates/ 
court records 

Official population 
records 

n= 49 (bereaved) /36 
(control) 

mean age= 30/37 

74%/65% female 

Friends and family lost in natural 
disaster 

Mean length= 3 years (estimate) 

CISS Mental distress, recovery 
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Fullerton 

1999 

U.S.A. 

Cross-sectional 

Air force squadron 

n=71  

mean age=33 

4.0% female 

Squadron members of personnel 
lost in plane crash 

Mean length= 0.17 years 

Perceived Social 
Support Scales (Family 
and 
Friends)(Procidano & 
Heller, 1983) 

Depression, initial impact of 
event 

Heeke 

2017 

Colombia 

Cross-sectional 

Humanitarian 
organisation 

n=308 

mean age=48.5 

61.7% female 

Significant other lost in armed 
conflict 

Mean length= 12.4 years 

DUKE-UNC Functional 
Social Support 
Questionnaire  

PTSD, Prolonged grief, 
emotional distress 

Kristensen 

2010 

Norway 

Cross-sectional 

Official population 
records (police 
deceased list and 
population register) 

n=130 

mean age=45.7 

51.5% female 

Family member lost in natural 
disaster 

Mean length= 2.2 years 

Crisis Support Scale 
(CSS)  

Complicated grief 

Levi-Belz 

2015 

Israel 

Cross-sectional 

Support 
organisation/online 
support forum  

n=135 

mean age=40.3 

77.0% female 

Family member lost to suicide 

Mean length = 3.5 years 

MSPSS Stress-related growth 

Levi-Belz 

2019 

Israel 

Cross-sectional 

Support 
organisation/online 
support 
forum/online 
advertising 

n=156 

mean age=40.7 

81.4% female 

Family member or friend lost to 
suicide 

Mean length = 10 years 

MSPSS Complicated grief 
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Li 

2015 

China 

Cross-sectional 

Official population 
records 

n=803 

mean age=46.7 

63% female 

Family lost to natural disaster 

Mean length = 1.0 years 

MSPSS Complicated grief 

Oexle 

2019 

U.S.A 

Cross-sectional 

Support 
organisation/online 
advertising 

n=195 

mean age=50 

92% female 

Immediate family lost to suicide 

Mean length = 8.9 years 

Perceived Social 
Support 
Questionnaire 

 (PSSQ)  

Depression, personal 
growth, grief difficulties, 
suicidal ideation 

Rheingold 

2015 

U.S.A. 

Cross-sectional 

Official population 
records 

n=47 

mean age=78.7 

78.7% female 

 

Immediate family lost to homicide 

Mean length = 2.1 years 

ISS PTSD, complicated grief, 
depression 

Spino 

2016 

U.S.A. 

Cross-sectional 

Social support 
group/online 
advertising 

n=44 

mean age=44 

75% female 

Adults bereaved by suicide 

Length of loss unclear 

Norbeck Social 
Support 
Questionnaire (NSSQ)  

Depression, loneliness 

Sprang 

1998 

U.S.A. 

Cross-sectional 

Support organisation 

n=171 

mean age=34 

54.4% female 

Immediate family killed by drunk 
driver 

Mean length = 2.3 years 

Provisions of Social 
Relations Scale (PSRS)  

PTSD, grief, mourning 

Xu 

2017 

China 

Cross-sectional 

Official population 
records 

n=176 

mean age=54.7 

52.3% female 

Child lost to natural disaster 

6.0-6.3 years 

Social Support Rating 
Scale (SSRS)  

PTSD 
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*Murphy 1988 is a follow-up of Cowan 1985, but measured different outcomes so is not comparable 
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Across the 15 different studies, 11 different validated measures of social support were used 
(table 2). The Multidimensional Scale of Perceived Social Support (MSPSS) (Zimet et al., 
1988) was the most frequently included measure, employed in five studies (A. Bailey et al., 
2013; Burke et al., 2010; Levi-Belz, 2015; Levi-Belz & Lev-Ari, 2019; Li et al., 2015). 

   

Measures were based on different theoretical approaches to social support, with some 
distinguishing between perceived and received social support (measuring one or both), and 
some distinguishing between structural support (integration with social network) and 
functional support (specific functions provided by others) and measuring one or both (Lakey 
& Cohen, 2000), and some developed and validated for specific populations.  

 

Table 2: Social support measures used in studies included in this review   

Measure Type of social 
support 
assessed by 
measure 

Type of measurement 
tool 

Use of measure in included study 

Arizona Social 
Support 
Interview 
Schedule 
(ASSIS) (Barrera 
et al., 1981)  

Size and 
availability of 
and satisfaction 
with support 
network. 

Structured interview. 
 

Bottomley 
2017 

 

 

 

 

 

 

12 variables derived. 
Perceived need for and 
satisfaction with each of 6 
categories: intimate 
interaction, material aid, 
advice and information, 
positive feedback, physical 
assistance, social 
participation 

Burke 
2010 

5 variables derived: 
available support network 
for family and non-family, 
actual support network, 
anticipated and actual 
negative relationships 

Coppel Index of 
Social Support 

Structural and 
functional 
support 

Self-report 
questionnaire. 15 

Cowan 
1985 

 

Items across domains 
summed for total score of 
perceived social support. 
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(CISS) (Coppel, 
1980)  

items on a 5 point 
Likert scale 

Murphy 
1988 

Items across domains 
summed for total score of 
perceived social support. 

Crisis Support 
Scale 
(CSS)(Elklit, 
Schmidt 
Pedersen, & Jind, 
2001; Joseph, 
Williams, & Yule, 
1992)* 

Received social 
support 

Self-report 
questionnaire. 

7 items on a 7 point 
Likert scale 

Kristensen 
2010 

Scandinavian version. 

Factors summed 
separately to measure 
positive social support and 
negative social response. 

DUKE-UNC 
Functional Social 
Support 
Questionnaire 

(Broadhead, 
Gehlbach, de 
Gruy, & Kaplan, 
1988) 

Functional social 
support 

Self-report 
questionnaire. 

11 items on a 5 point 
Likert scale 

Heeke 
2017 

Translated version. Items 
summed for total score of 
perceived social support. 

Inventory of 
Social Support 
(ISS)(Hogan & 
Schmidt, 2002)* 

Perceived social 
support for grief 

Self-report 
questionnaire. 

5 items on a 5 point 
Likert scale 

Burke 
2010 

Items summed for total 
score of available grief 
support. 

Rheingold 
2015 

Items summed for total 
score of perceived social 
support. 

Multidimensional 
Scale of 
Perceived Social 
Support 
(MSPSS)(Zimet et 
al., 1988) 

Perceived 
presence and 
level of support 
across three 
domains: family, 
friends and 
significant other. 

Self-report 
questionnaire. 

12 items on 7 point 
Likert scale 

Bailey 
2013 

Items across domains 
summed for total score of 
perceived social support. 
 

Burke 
2010 

Items across domains 
summed for total score of 
available general support. 

Levi-Belz 
2015 

 

Items across domains 
summed for total score of 
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Levi-Belz 
2019 

available perceived 
support. 

 

Items across domains 
summed for total score of 
perceived support. 

Li 2015 Translated version. Items 
across domains summed 
for total score of general 
social support. 

Norbeck Social 
Support 
Questionnaire 
(NSSQ)(Norbeck, 
Lindsey, & 
Carrieri, 1981) 

Perceived social 
support: 
functional 
support 

Self-report 
questionnaire. 

Amount of support 
from supportive 
network members 
listed. 

Spino 2016 Network score, 
relationship score and 
both combined for total 
score.  

Perceived Social 
Support Scales, 
friends and 
family 

(PSS-Fr, PSS-
Fa)(Procidano & 
Heller, 1983) 

Perceived social 
support from 
friends and 
family 

Self-report 
questionnaires. 

20 items on a 3 point 
Likert scale 

Fullerton 
1999 

Items summed for each 
scale for total score of 
support from friends and 
support from family. 

Provisions of 
Social Relations 
Scale 
(PSRS)(Vaux et 
al., 1986) 

Perceived social 
support 

Self-report 
questionnaire. 

18 items on a 5 point 
Likert scale 

Sprang 
1998 

Family support and friend 
support subscales 
combined for a total score 
of cognitive appraisal of 
support. 

Perceived Social 
Support 
Questionnaire 

(PSSQ)(Kliem et 
al., 2015) 

Perceived social 
support 

Self-report 
questionnaire. 

6 items on a 5 point 
Likert scale 

Oexle 2019 Items summed for a total 
score of perceived 
support. 

Social Support 
Rating Scale 

Subjective 
support, 

Self-report 
questionnaire 

Xu 2017 Three domains of social 
support combined for a 
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(SSRS)(Xiao, 
1993) 

objective 
support and 
support 
availability 

developed for 
Chinese populations. 

10 items  

total score and 
categorised into low, 
medium and high support. 

*Assessment tools that have 2 references by their name are those that have been initially described in one 
study and validated in a separate study.  All other assessment tool references include an initial description and 
validation of the tool in one study.



Across the 15 different studies, 15 different mental health and psychological wellbeing outcomes 
were measured. The most frequently measured outcomes were post-traumatic stress disorder 
(Bottomley et al., 2017; Burke et al., 2010; Heeke et al., 2017; Rheingold & Williams, 2015; Sprang 
& McNeil, 1998; Xu et al., 2017), depression (Bottomley et al., 2017; Cowan & Murphy, 1985; 
Fullerton et al., 1999; Oexle & Sheehan, 2019; Rheingold & Williams, 2015; Spino et al., 2016) and 
complicated grief (Bottomley et al., 2017; Burke et al., 2010; Kristensen et al., 2010; Levi-Belz & 
Lev-Ari, 2019; Rheingold & Williams, 2015). The remaining measures were of other distinct 
psychiatric and psychological wellbeing outcomes (table 3). No studies measured service use as an 
indicator of wellbeing. Where studies measured prevalence of an outcome rather than symptom 
severity, a cut-off score on an assessment tool was used rather than self-report of an existing 
clinical diagnosis. 
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Table 3: Findings grouped by outcome 

Outcome Study Exploratory 
or specific 
hypothesis 

Analysis method 

 

Covariates included in 
models 

Sample 
size (n) 

Findings 

Psychiatric outcomes 

PTSD Bottomley 
2017 

Exploratory Regression model 
with social support 
as a predictor. 

T1 PTSD (at a mean of 
1.66 years since loss) 

47 Of 12 social support variables, need for advice, 
need for physical assistance and satisfaction with 
physical assistance were included in the model. 
Satisfaction with physical assistance was the only 
significant predictor, negatively predicting PTSD 
severity at T2 (6 month follow-up) (p<.03, b=-.18). 

Burke 
2010 

Exploratory Correlations n/a 54 Of 6 variables measured, percentage of actual 
negative relationships significantly correlated 
with PTSD severity (.28, p<.05). 

Heeke 
2017 

Specific 
hypothesis 

Latent class analysis Gender, years of 
education, number of 
assaultive/accidental 
traumatic events, 
relationship to person 
lost, how loss 
happened and time 
since loss. 

308 Social support was the only factor associated with 
PTSD symptoms compared to the resilient class 
(OR= .95, p=.005). 
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Rheingold 
2015 

Exploratory Generalised 
estimating 
equations 

Variables found to 
significantly differ by 
diagnostic status: 
employment status, 
deceased contributing 
to household income. 

47 Lack of social support was independently 
associated with increased risk of meeting criteria 
for PTSD (beta =.19, Wald x2 = 4.64, p<.05). 

Sprang 
1998 

Exploratory Regression model 
with social support 
as a predictor. 

Gender, age, race, 
subjective health 
status, income, marital 
status, past experience 
with death, time since 
death and religious 
beliefs. 

171 Greater social support was associated with lower 
rates of PTSD symptoms (beta=.415, p<.005; 
43.2% of variance). 

Xu 2017 Exploratory Regression model 
with social support 
as a predictor. 

Ethnicity, residence 
location, gender, age, 
monthly income, 
education level, age of 
child and gender of 
child. 

176 Low social support was a significant risk factor for 
meeting criteria for PTSD (OR= .244, beta=-1.41, 
p=.002, 95% CI). 

Depression Bottomley 
2017 

Exploratory Regression model 
with social support 
as a predictor. 

T1 depression (at a 
mean of 1.66 years 
since loss) 

47 Of twelve social support variables, need for 
advice, need for physical assistance and 
satisfaction with physical assistance were 
included in the model but none were significant 
predictors.  

Burke 
2010 

Exploratory Correlations n/a 54 Of six social support measures, two were 
significantly correlated with depression severity: 
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grief support (-.27, p<.05) and percentage of 
anticipated negative relationships (.28, p<.05).  

Cowan 
1985 

Exploratory Regression model 
with social support 
as a predictor. 

Stress, age, gender, 
importance of 
deceased and 
perceived 
preventability of death. 

69 Perceived social support was associated with 
greater depression severity (p<.05, b=-.14), 
accounting for 38% of variance in the model. 

Fullerton 
1999 

Exploratory Regression model 
with social support 
as a predictor. 

Age, marital status, 
social network index, 
disaster specific social 
support, family 
distress, maximum 
closeness to deceased 
crew, transience, 
hardiness, social 
desirability and initial 
impact of event (IES). 

71 Support from friends and support from family 
were entered as separate predictors in each 
model. 
In models controlling for total IES and IES 
intrusion scores, neither perceived social support 
variable was associated with depression severity. 

Controlling for IES avoidance (10%), perceived 
social support from friends was negatively 
associated with depression severity (5% of 
variance; beta=-.03, p=.027). 

Oexle 
2019 

Specific 
hypothesis 

Regression model 
with social support 
as a predictor. 

Age, gender, pre-loss 
mental illness, time 
since loss, relationship 
to deceased and 
perceived closeness to 
deceased. 

195 Greater perceived social support was significantly 
associated with a lower level of depressive 
symptoms (beta=-.53, p<.001). 

Rheingold 
2015 

Exploratory Generalised 
estimating 
equations with 

Variables found to 
significantly differ by 
diagnostic status: age, 

47 Lack of social support was independently 
associated with increased risk of meeting criteria 
for MDD (beta =.40, Wald x2 = 14.37, p<.005). 
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social support as a 
predictor. 

employment status, 
deceased contributing 
to household income. 

Spino 
2016 

Specific 
hypothesis 

Regression model 
with social support 
as a predictor. 

Physical health 
encumbrance. 

44 Three social support variables were used as 
predictors. 

In a linear regression model, higher network 
score was associated with a significant decrease 
depression severity (beta= -0.53, p=.011). 

In a linear regression model, higher relationship 
score was associated with a significant decrease 
depression severity (beta= -0.18, p=.011). 

In the multiple regression model, higher total 
support score (beta= -0.02, p=.001) was 
associated with a significant decrease in 
depression severity. 

Complicate
d grief 

Bottomley 
2017 

Exploratory Regression model 
with social support 
as a predictor. 

T1 complicated grief (at 
a mean of 1.66 years 
since loss) 

 

47 Of twelve social support variables, satisfaction 
with physical assistance was the only significant 
predictor out of the three social support variables 
included in the model, positively predicting 
complicated grief severity at T2 (6 month follow-
up) (beta=.20, p<.05). 

Burke 
2010 

Exploratory Correlations n/a 54 Of six social support measures, two were 
significantly correlated with complicated grief 
severity: percentage of actual negative 
relationships (.28, p<.05) and available support 
system (-.28, p<.05). 
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Kristensen 
2010 

Exploratory Regression model 
with social support 
as a predictor. 

Gender, pre-disaster 
employment, 
relationship to 
deceased, previous 
experience of loss, time 
elapsed before death 
confirmed. 

130 Two social support variables were included in 
analysis: low positive social support (OR=.24, 
p=.012) and high negative social support 
(OR=3.81, p=.012) were significantly associated 
with meeting criteria for complicated grief. 

Levi-Belz 
2019 

Specific 
hypothesis 

Regression model 
with social support 
as a predictor. 

Time since loss, 
attachment style, self-
disclosure and 
interaction between 
secure attachment, 
social support and self-
disclosure. 

156 Greater perceived social support was significantly 
associated with lower severity of complicated 
grief (beta=-.30, p<.01).  

Li 2015 Exploratory Regression model 
with social support 
as a predictor. 

n/a 803 Social support was not significantly associated 
with meeting criteria for complicated grief.  

 

Rheingold 
2015 

Exploratory Generalised 
estimating 
equations with 
social support as a 
predictor. 

Variables found to 
significantly differ by 
diagnostic status: age, 
deceased contributing 
to household income. 

47 Lack of social support was not significantly 
associated with increased risk of meeting criteria 
for complicated grief. 

Anxiety Bottomley 
2017 

Exploratory Regression model 
with social support 
as a predictor. 

T1 anxiety (at a mean 
of 1.66 years since loss) 

47 Need for advice, need for physical assistance and 
satisfaction with physical assistance were 
included in the model. Satisfaction with physical 
assistance was the only significant predictor, 
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negatively predicting anxiety severity at T2 (6 
month follow-up) (p<.001, b=-.30). 

Prolonged 
grief 

Heeke 
2017 

Specific 
hypothesis 

Latent class analysis 
with social support 
as a predictor. 

Gender, years of 
education, number of 
assaultive/accidental 
traumatic events, 
relationship to person 
lost, how loss 
happened and time 
since loss. 

308 The amount of perceived social support did not 
predict membership of the PGD class. 

 

Suicidal 
ideation 

Oexle 
2019 

Specific 
hypothesis 

Regression model 
with social support 
as a predictor. 

Age, gender, pre-loss 
mental illness, time 
since loss, relationship 
to deceased and 
perceived closeness to 
deceased. 

195 Greater perceived social support was significantly 
associated with lower severity of suicidal ideation 
(beta=-2.87, p<.001). 

Psychological wellbeing outcomes 

Emotional 
distress 

Heeke 
2017 

Specific 
hypothesis 

Latent class analysis 
with social support 
as a predictor. 

Gender, years of 
education, number of 
assaultive/accidental 
traumatic events, 
relationship to person 
lost, how loss 
happened and time 
since loss. 

308 Less social support was a predictor of the 
emotional distress class (OR= .92, p<.001). 
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Grief Sprang 
1998 

Exploratory Regression model 
with social support 
as a predictor. 

Gender, age, race, 
subjective health 
status, income, marital 
status, past experience 
with death, time since 
death and religious 
beliefs. 

171 Greater social support predicted lower extent of 
grief (beta=-.479, p<.005). 

Grief 
difficulties 

Oexle 
2019 

Specific 
hypothesis 

Regression model 
with social support 
as a predictor. 

Age, gender, pre-loss 
mental illness, time 
since loss, relationship 
to deceased and 
perceived closeness to 
deceased. 

195 Greater perceived social support was significantly 
associated with decreased grief difficulties 
(beta=-.47, p<.001).  

Initial 
impact of 
event 

Fullerton 
1999 

Exploratory Regression model 
with social support 
as a predictor. 

Age, marital status, 
social network index, 
disaster specific social 
support, family 
distress, maximum 
closeness to deceased 
crew, transience, 
hardiness and social 
desirability. 

71 Neither perceived social support measure 
(support from friends/ support from family) was a 
good predictor of total or avoidance IES. 

Low perceived social support from friends 
predicted a higher intrusive initial IES score 
(beta=-.44, p=.044). 

Loneliness Spino 
2016 

 n/a n/a n/a Statistical analyses not reported. 
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Mental 
distress 

Murphy 
1988 

Exploratory Regression model 
with social support 
as a predictor. 

T1 mental distress, age, 
sex, education, stress, 
self-efficacy and social 
support 

49 Social support did not significantly predict 
severity of mental distress 

Mourning Sprang 
1998 

Exploratory Regression model 
with social support 
as a predictor. 

Gender, age, race, 
subjective health 
status, income, marital 
status, past experience 
with death, time since 
death and religious 
beliefs. 

171 Greater social support significantly predicted 
lower extent of mourning (beta=.350, p<.005). 

Personal 
growth 

Oexle 
2019 

 Regression model 
with social support 
as a predictor. 

Age, gender, pre-loss 
mental illness, time 
since loss, relationship 
to deceased and 
perceived closeness to 
deceased. 

195 Greater perceived social support was significantly 
associated with increased personal growth 
(beta=-44, p<.05). 

Recovery Murphy 
1988 

Exploratory n/a n/a n/a Social support was not included in the regression 
model predicting recovery. 

Resilience* Bailey 
2013 

Exploratory Regression model 
with social support 
as a predictor. 

n/a 48 Unadjusted model where traumatic stress 
predicted greater levels of resilience was 
significant (b = -.241, p<.049). The adjusted model 
with social support as a mediator was also 
significant (b=.297, p=.032). 
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Stress-
related 
growth 

Levi-Belz 
2015 

Specific 
hypothesis 

Regression model 
with social support 
as a predictor. 

Time since loss, 
adaptive coping, 
maladaptive coping, 
self-disclosure, 
interaction between 
time and interpersonal 
variables. 

135 Combined with self-disclosure as a predictive 
interpersonal variable, social support predicted 
levels stress-related growth (beta=.11, p=.027).  

 

* Resilience was defined as stress coping ability



2.4.3 Quality assessments  

Table 4 shows the results of the NOS quality assessments for included studies. Most studies were 
judged as either good quality (Kristensen et al., 2010; Levi-Belz & Lev-Ari, 2019; Oexle & Sheehan, 
2019; Rheingold & Williams, 2015; Sprang & McNeil, 1998; Xu et al., 2017) or fair quality 
(Bottomley et al., 2017; Cowan & Murphy, 1985; Fullerton et al., 1999; Heeke et al., 2017; Murphy, 
1988), and five studies were rated as poor quality (A. Bailey et al., 2013; Burke et al., 2010; Levi-
Belz, 2015; Li et al., 2015; Spino et al., 2016). The most frequent source of bias was sample size. No 
studies were deemed to have a justified sample size as none had carried out a power calculation. 
Low response rate or no response rate, and lack of comparison between respondents and non-
respondents were also a common source of bias across studies, where 13 studies did not meet the 
criteria to score a point in this category.  

   

 



 Table 4: Newcastle-Ottawa Quality Assessment Scale 

Adapted for cross-sectional studies 
 

 Selection Comparability Outcome  

Study Representativeness 
of sample 

Sample 
size 

Non-
respondents 

Ascertainment 
of exposure 

Confounding 
factors 
controlled 

Assessment 
of the 
outcome 

Statistical test Quality 

Bailey 2013 1 0 1 2 0 1 1 Poor 

Burke 2010 0 0 0 2 0 1 1 Poor 

Cowan 
1985* 

1 0 0 2 1 1 1 Fair 

Murphy 
1988 

1 0 0 2 1 1 1 Fair 

Fullerton 
1999 

1 0 0 2 1 1 1 Fair 

Heeke 2017 0 0 0 2 2 1 1 Fair 

Kristensen 
2010 

1 0 1 2 1 1 1 Good 

Levi-Belz 
2015 

1 0 0 2 0 1 1 Poor 

Levi-Belz 
2019 

1 0 0 2 2 1 1 Good 

Li 2015 1 0 0 2 0 1 1 Poor 

Oexle 2019 0 0 1 2 2 1 1 Good 

Rheingold 
2015 

1 0 0 2 1 1 1 Good 

Spino 2016 0 0 0 2 0 1 1 Poor 

Sprang 
1998 

1 0 0 2 2 1 1 Good 

Xu 2017 1 0 0 2 1 1 1 Good 

NOS for cohort studies  

 Selection Comparability Outcome  
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 Representativeness Selection 
of non-
exposed 
cohort 

Ascertainment 
of exposure 

Outcome of 
interest not 
present at 
start of study 

Comparability 
of cohorts 

Assessment 
of outcome 

Follow-up 
long 
enough 
for 
outcome 
to occur 

Adequacy 
of follow-
up 

Quality 

Bottomley 
2017 

0 n/a 1 0 1 1 1 1 Fair 

* taking into account only participants who were bereaved, not control participants



In addition to the NOS, I noted that exploratory approaches were common, with multiple 
statistical models often used in study analyses, reflecting multiple outcomes and exposure 
variables. There was also a great deal of variation in the degree to which analyses controlled for 
potential confounding variables, and in the specific variables chosen as potential confounders, 
resulting in a risk of residual confounding in reported estimates.  

 

   

2.4.4 Summary of findings  

Table 5 summarises the overall findings extracted from included studies for each outcome type.  

  

 Table 5: Summary of the number of studies indicating an association between social support and each 

outcome  

   Number of studies indicating an association between social support and 
outcome  

Positive association*  Partial positive 
ŀǎǎƻŎƛŀǘƛƻƴϞ  

No 
association  

Negative 
association  

Outcome              

Psychiatric  Depression 
(N=7)  

4 (Cowan, 
1985; Oexle, 
2019; Rheingold, 2015; 
Spino, 2016)  

2 (Burke, 2010, Fullerton, 
1999)  

1 (Bottomley, 
2017)  

-  

PTSD (N=6)  4 (Heeke, 
2017; Rheingold, 2015; 
Sprang, 1998; Xu, 
2017)  

2 (Bottomley, 2017;  Burke, 
2010)  

-  -  

Complicated 
grief (N=6)  

2 (Kristensen, 2010; 
Levi-Belz, 2019  

1 (Burke, 2010)  2 (Li, 2015; 
Rheingold, 
2015)  

1 (Bottomley, 
2017)  

Prolonged 
grief  

(N=1)  

-  -  1 (Heeke, 
2017)  

-  

Anxiety 
(N=1)  

-  1 (Bottomley, 2017)  -  -  

Suicidal 
ideation 
(N=1)  

1 (Oexle, 2019)  -  -  -  
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Psychological  Emotional 
distress 
(N=1)  

1 (Heeke, 2017)  -  -  -  

Grief (N=1)  1 (Sprang, 1998)  -  -  -  

Grief 
difficulties 
(N=1)  

1 (Oexle, 2019)  -  -  -  

Initial impact 
of event 
(N=1)  

-  1 (Fullerton, 1999)  -  -  

Mental 
distress 
(N=1)  

-  -  1 (Murphy, 
1988)  

-  

Mourning 
(N=1)  

1 (Sprang, 1998)  -  -  -  

Personal 
growth (N=1)  

1 (Oexle, 2019)  -  -  -  

Resilience 
(N=1)  

1 (Bailey, 2013)  -  -  -  

Stress-related 
growth (N=1)  

1 (Levi-Belz, 2015)  -  -  -  

*  all measured social support variables had a significant positive association with the reduced severity of, or reduced 
likelihood for meeting the threshold of diagnosis for a measured outcome.  

Ϟ ǎƻƳŜΣ but not all of the included social support variables had a significant positive association with reduced severity 
of, or reduced likelihood for meeting the threshold of diagnosis for the measured outcome, with the remaining 
included variables not significantly associated with the outcome.  

   

2.4.4.1 Psychiatric Outcomes 

Depression (seven studies)  

There was limited evidence that social support was associated with reduced risk of meeting the 
threshold for depression diagnosis or reduced depression symptom severity, with seven studies 
(Bottomley et al., 2017; Burke et al., 2010; Cowan & Murphy, 1985; Fullerton et al., 1999; Oexle & 
Sheehan, 2019; Rheingold & Williams, 2015; Spino et al., 2016) measuring this outcome. The single 
longitudinal study (Bottomley et al., 2017) included in this review was of fair quality and was 
exploratory in nature, but did control for baseline outcome measures. This study found no 
association between the two variables.  

   

Four studies (Cowan & Murphy, 1985; Oexle & Sheehan, 2019; Rheingold & Williams, 2015; Spino 
et al., 2016) reported a positive association between measures of social support and depression; 
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two were good quality (Oexle & Sheehan, 2019; Rheingold & Williams, 2015), one was fair quality 
(Cowan & Murphy, 1985) and one was poor quality (Spino et al., 2016).  

   

Two more exploratory studies reported a partial positive association between social support and 
depression. A study judged as fair quality (Fullerton et al., 1999) found that only one (perceived 
support from friends) of two social support variables in one of three analysis models was cross-
sectionally associated with reduced symptom severity, with the other 2 models finding no 
association. A poor quality study (Burke et al., 2010) found that two (grief support and percentage 
of anticipated negative relationships) of six social support variables correlated significantly with 
reduced symptom severity.  

   

PTSD (six studies)  

There was limited evidence that social support was associated with a reduced risk of meeting the 
threshold for PTSD diagnosis or with reduced symptom severity. All six studies (Bottomley et al., 
2017; Burke et al., 2010; Heeke et al., 2017; Rheingold & Williams, 2015; Sprang & McNeil, 1998; 
Xu et al., 2017) that measured PTSD as an outcome found some evidence of an association 
between increased social support and reduced severity of/likelihood of meeting threshold for 
PTSD, however studies were of mixed quality.  

   

In the longitudinal study (Bottomley et al., 2017), one (satisfaction with physical assistance) out of 
twelve measured social support variables predicted lower symptom severity. Another poor 
quality study (Burke et al., 2010) found a partial positive association, with only one (percentage of 
actual negative relationships) of out six social support variables correlated with lower symptom 
severity.  

   

Four other studies (Heeke et al., 2017; Rheingold & Williams, 2015; Sprang & McNeil, 1998; Xu et 
al., 2017) found a positive association between social support and PTSD. Three of these studies 
were of good quality (Rheingold & Williams, 2015; Sprang & McNeil, 1998; Xu et al., 2017) and one 
was of fair quality (Heeke et al., 2017). 

   

Complicated grief [CG] (six studies)  

There was mixed evidence regarding whether social support was associated with a reduced risk of 
meeting the threshold for CG diagnosis or reduced symptom severity, with six studies (Bottomley 
et al., 2017; Burke et al., 2010; Kristensen et al., 2010; Levi-Belz & Lev-Ari, 2019; Li et al., 2015; 
Rheingold & Williams, 2015) [31, 32, 34, 37, 40, 42] measuring this outcome. The included 
longitudinal study (Bottomley et al., 2017) found that only one (satisfaction with physical 
assistance) of twelve social support variables was associated with CG, predicting increased severity 
of symptoms.  

   

Two studies reported a positive association: two good quality studies (Kristensen et al., 2012; Levi-
Belz & Lev-Ari, 2019) reported a positive association between the social support risk of CG. 
Another study (Burke et al., 2010) found a partial positive association; this poor quality study 
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found that two (percentage of actual negative relationships and available support system) of six 
social support variables was correlated with reduced symptom severity of CG.  

   

Two more studies, one poor quality (Li et al., 2015) and one good quality (Rheingold & Williams, 
2015), found no cross-sectional association between social support and CG.  

   

In one fair quality cross-sectional study (Heeke et al., 2017) assessed the outcome of prolonged 
grief, a concept similar to CG, and found no association with social support.  

   

   

2.4.4.2 Other psychiatric outcomes (two studies)  

The outcome of anxiety was measured in the included longitudinal study (Bottomley et al., 2017), 
where one of twelve measured social support variables at T1 significantly predicted lower levels of 
anxiety at T2 and the other variables showing no association. A separate good quality study (Oexle 
& Sheehan, 2019) found a significant positive association between a global social support measure 
and lower levels of suicidal ideation.  

   

2.4.4.3 Other psychological wellbeing outcomes (eight studies)    

Nine separate psychological wellbeing outcomes were measured, demonstrating limited evidence 
that social support is associated with improved psychological wellbeing.  

   

There was consistent evidence that social support influences positive wellbeing, with three 
separate studies (A. Bailey et al., 2013; Levi-Belz, 2015; Levi-Belz & Lev-Ari, 2019) measuring 
personal growth, stress-related growth and resilience. A good quality study (Oexle & Sheehan, 
2019) found that increased personal growth was cross-sectionally associated with increased social 
support, and a low quality study (Levi-Belz, 2015) found that increased stress-related growth was 
cross-sectionally associated with increased social support. Social support mediated the association 
between traumatic stress and resilience in a poor quality study (A. Bailey et al., 2013).  

   

The similar constructs of grief, mourning, and extent of grief difficulties, were each significantly 
cross-sectionally associated with social support in two separate exploratory studies (Oexle & 
Sheehan, 2019; Sprang & McNeil, 1998), both high quality.  

   

Two studies measured distress with conflicting findings; one fair quality study (Heeke et al., 2017) 
found a positive association between social support and emotional distress whereas another fair 
quality study (Murphy, 1988) found no cross-sectional association between social support and 
mental distress.  
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A single fair quality study (Fullerton et al., 1999) assessed the initial impact of event (IES) and 
found that one (perceived support from friends) of two social support variables in one of three 
analysis models was cross-sectionally associated with reduced impact, the other two models 
finding no association.  

   

Two further psychological outcomes, loneliness (Spino et al., 2016) and recovery (Murphy, 1988), 
were mentioned as having been measured in the methods sections of separate studies but were 
not included in statistical analysis models reported.  

     

2.4.4.4 Subgroup: people bereaved by suicide (four studies)  

Four of the cross-sectional studies reported above (Levi-Belz, 2015; Levi-Belz & Lev-Ari, 2019; 
Oexle & Sheehan, 2019; Spino et al., 2016) included only participants who had been bereaved by 
suicide, each controlling for a range of demographic and health-related variables. Study results 
consistently found that increased social support was associated with higher levels of wellbeing.  

   

One poor quality study (Levi-Belz, 2015) found a partial positive association between social 
support and stress-related growth, and another good quality study (Levi-Belz & Lev-Ari, 2019) 
found that social support was cross-sectionally associated with a significantly reduced risk of CG.  

   

Two other exploratory cross-sectional studies; one good quality (Oexle & Sheehan, 2019) and one 
poor quality (Spino et al., 2016), demonstrated a positive association between social support and 
depressive symptoms, suicidal ideation and grief difficulties.  

   

2.4.4.5 Other subgroups  

No other meaningful patterns of results defined by subgroups became apparent during the 
process of data synthesis, whether based on type of loss or type of social support measurement. 
Insufficient information was provided in studies to compare results by relationship type or time 
since loss and the limited number of longitudinal studies did not allow for consideration of 
whether studies support or refute the main effects or buffering models of social support.  

   

2.5 Discussion  

2.5.1 Summary of main findings   

To my knowledge, this is the first systematic review of studies describing the relationship between 
post-loss social support and psychological wellbeing after sudden and/or violent 
bereavement. I found only one longitudinal study among a total of 16 identified observational 
studies. From these studies, I found limited yet consistent evidence that receipt of greater social 
support is associated with lower severity/risk of PTSD, and that social support is associated with 
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better psychological wellbeing after bereavement by suicide. There was predominantly consistent 
evidence that social support is associated with lower severity of depressive symptoms/risk of 
depression, but a longitudinal study found no association. I found conflicting evidence for an 
association between social support and CG severity/risk. For the majority of other psychiatric and 
psychological wellbeing outcomes measured in this body of literature, apart from mental distress, 
each was associated with social support, but for each this was only assessed in a single study.    

   

On balance, the evidence suggests that better social support after sudden or violent bereavement 
is associated with better psychological wellbeing, and that this is a consistent finding among those 
bereaved by suicide. However, there are a number of key limitations of the current body of 
literature, as highlighted throughout this review, and summarised below. This suggests a need for 
high quality cohort studies to further test the hypothesis that social support predicts better 
wellbeing.  

   

   

2.5.2 Strengths and limitations of included studies  

   

The tendency of included studies to focus on three clinical outcomes of PTSD, depression and CG 
mirrors that of other reviews measuring these outcomes (Lobb et al., 2010; Pitman et al., 2014; 
Schnider, Elhai, & Gray, 1997), generally finding these to be more common or severe among 
people who experience and traumatic losses as compared to other bereavements. There is clearly 
a need to measure other outcomes post-bereavement, including substance use, suicide attempt, 
and severe mental illness, as well as non-clinical outcomes such as blame, guilt and emptiness 
(Shields et al., 2017). However, one explanation for this is that validated measures for psychiatric 
outcomes are more available than those for non-clinical constructs.  

   

I found similar methodological weaknesses in a number of the included studies; notably the use of 
small sample sizes and cross-sectional designs. Studies tended to be exploratory in design and 
many included a range of predictive and outcome variables rather than testing a specific 
association theoretically informed by a research question. Some studies could also have been 
more sensitive had they used a more specific measure of social support that broke support down 
into categories rather than using a single perceived support score.  

      

Additionally, many studies included samples that were predominantly female, over 30 years old 
and, where reported, of White ethnicity. This limited demographic variability, along with low 
response rates and convenience sampling through peer support groups, seem to be a feature of 
bereavement research in general (Linde et al., 2017; Pitman et al., 2014; Sveen & Walby, 2008) 
and limit the generalisability of results. The variation in the potential confounding variables 
adjusted for in study models (table 3) indicates inconsistency in what is thought to influence the 
relationship between social support and wellbeing. Key potentially confounding variables to 
account for in future analyses would include time since bereavement (Feigelman, Jordan, & 
Gorman, 2009) as support is likely to vary over time and nature of relationship with the deceased 
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(Pitman, Osborn, Rantell, & King, 2016; Tidemalm et al., 2011) as this influences the wellbeing 
impact of bereavement. In this review only a small number of studies controlled for either of these 
variables, instead typically including demographic variables as covariates. Whilst cohort study 
designs are practically challenging, pre-bereavement psychological wellbeing would also be 
valuable to assess (Bolton et al., 2013). 

   

2.5.3 Strengths and weaknesses of the review  

The strengths of this review are that it used a systematic approach, including a thorough search of 
the grey literature. The lack of additional studies found through reference list searching, citation 
tracking and grey literature searching increases confidence that our search strategy 
was comprehensive and all relevant studies were retrieved. Although the majority of the title and 
abstract screening was completed by one author, we use independent rating of a proportion, and 
agreement between both reviewing authors was high.  

   

Whilst it would be desirable to carry out a meta-analysis to produce a combined estimated effect 
size from the included studies, this was not appropriate in this review, given the differences in 
measurements of social support and the range of variables that each study controlled for in their 
statistical analysis models.  

 

Ten different social support measurement tools were used across the fifteen studies, and these 
tools were not all based on the same conceptualisation of social support, making comparison 
difficult and potentially explaining some of the inconsistent findings of the review. The studies that 
did use the same measure did not always use it in the same way: the two studies that used the 
ASSIS (Barrera et al., 1981) extracted entirely different sets of variables from the measure. Where 
certain measurement tools had separate factors, some studies did not analyse these factors and 
instead just used a combined total score (Cowan & Murphy, 1985; Murphy, 1988; Sprang & 
McNeil, 1998; Xu et al., 2017) and so lost specificity. The CSS (Joseph, Williams, & Yule, 1992) was 
designed to measure received rather than perceived support, but as a self-report measure, it will 
inevitably include an element of perception. 

 

This demonstrates that there is a lack of clarity about how best to define and operationalise social 
support, which may explain some of the inconsistent results in this review. Using global measures 
ƻŦ ǎǳǇǇƻǊǘ ǊŀǘƘŜǊ ǘƘŀƴ ƳŜŀǎǳǊƛƴƎ ǎǇŜŎƛŦƛŎ ŀǎǇŜŎǘǎ Ǌƛǎƪǎ ŦŀƛƭƛƴƎ ǘƻ ŎŀǇǘǳǊŜ ǘƘŜ ΨŀŎǘƛǾŜ ƛƴƎǊŜŘƛŜƴǘǎΩ ƻŦ 
social support that may benefit mental health and psychological wellbeing after bereavement. The 
variation in the conceptualisations of social support in the studies included in this review, and in 
the tools used to measure it, reflect the variety observed in social support literature more 
generally (Wang et al., 2017).  

 

   

Some potentially relevant studies had to be excluded, as additional information 
about categorisation of deaths was not provided by authors: inclusion of these studies may have 
altered our main findings. It was also not possible to ensure completely consistent categorization 
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for the inclusion criteria used. Deaths through illness were excluded but can be sudden in certain 
circumstances (e.g. death caused by a heart attack), and some of the samples recruited through 
support groups may have completed measures of social support with reference to their support 
group rather than informal support from friends and family.  

   

Overall, generalisability is limited by the homogeneity of age and gender and the under-
representation of ethnic minorities in included samples. However, cross-cultural validity is 
relatively good for research in this area, with the inclusion of non-Western populations that 
represent different cultural approaches to grief and bereavement (Cacciatore & DeFrain, 2015). 
The inclusion of samples recruited exclusively through support organisations would 
limit generalisability in these studies to those who have proactively sought help, and are well 
enough to be involved with these organisations.  

 

Only four of the studies included non-family members as participants, and so the experiences of 
friends and colleagues are not represented in this review. It is likely that non-family members have 
a different social experience of a bereavement, given the difference in this kind of relationship and 
positioning within a social network, but are not necessarily less impacted (Bartik et al., 2013b). 
This remains a relatively under-researched area. There was good variation in length of time since 
loss; however, for studies with samples where participants had been bereaved for different 
lengths of time, only five controlled for this in their analysis. 

   

The conclusions that can be drawn from this review are limited by the lack of published 
longitudinal studies to clarify the temporal direction of associations. The cross-sectional studies 
identified do not establish whether social support improves psychological wellbeing following 
bereavement, or if poor psychological wellbeing following bereavement reduces actual or 
perceived social support through its impact on relationships with others (Hannays-King et al., 
2015). Establishing the temporal direction of associations is critical in understanding these 
relationships and using this in the development of interventions based on informal social support. 
Additionally, cross-sectional studies are unable to provide empirical evidence that supports or 
refutes either the main effects or the buffering model of social support as measuring the rate at 
which wellbeing improves according to level of social support received is necessary to distinguish 
between the two.  

   

   

2.5.4 Implications for research and practice  

The findings of this research suggest that professionals supporting those who have been bereaved 
through sudden and/or violent causes, and especially those bereaved through suicide, should 
consider how the quantity and quality of available informal social support could be increased as a 
potential means to improve outcomes for their service users (Logan et al., 2018).  

   

Priorities for research in this area should be to establish which specific types of informal support 
are most likely to improve psychological wellbeing, the temporal association between the degree 
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of informal social support and a broad range of psychological wellbeing outcomes after 
bereavement, and the extent to which the degree of psychological morbidity influences the 
amount of social support available. The wider social support literature includes evidence to 
support a bidirectional relationship between social support and PTSD (Laffaye, Cavella, Drescher, 
& Rosen, 2008; Ozer, Best, Lipsey, & Weiss, 2003). Whilst general studies of support find that 
depression erodes social support (Peirce et al., 2000; Stice, Ragan, & Randall, 2004), very few 
studies have examined whether social support decreases the severity of depression (Wade & 
Kendler, 2000).   

  

Very little research has explored the relationship between CG and social support, most of which 
relates to sudden and/or violent losses, and so there is limited evidence of a relationship beyond 
this review. Cognitive models explaining CG highlight rumination as being a contributor to CG 
(Eisma et al., 2013). A recent study showed that rumination moderates the relationship between 
meaning-making and prolonged grief (conceptually similar to complicated grief), where less 
meaning-making as rumination increased predicted higher levels of prolonged grief (Milman et al., 
2019). During the bereavement process, emotional support from others is likely to consist of 
opportunities to discuss the loss and its consequences, thus encouraging rumination (Rose, 
Carlson, & Waller, 2007). This finding, along with the results of this review that show mixed 
evidence for an effect of social support on CG symptoms suggest that this relationship should be 
explored further with a focus on understanding how emotional support impacts complicated grief. 

     

2.6 Conclusions  

   

This systematic review of studies describing the relationship between post-loss informal social 
support and psychological wellbeing after sudden and/or violent bereavement suggests that 
informal social support may be important in improving psychological wellbeing following violent 
and/or sudden bereavement. However, current evidence is of insufficient quality or quantity to 
permit robust conclusions. Large, longitudinal studies with demographically varied samples are 
required to better understand the temporal direction of the relationships between different types 
of informal social support and psychological wellbeing following sudden bereavement. This 
information is important to the development and evaluation of programs to enhance the 
availability or use of specific types of informal social support for people experiencing sudden 
and/or violent bereavement.  

 

The findings of this systematic review justify the focus of the following chapters in this thesis, 
suggesting that improving social support after a sudden or violent loss such as suicide could 
positively impact on wellbeing. This suggests that qualitative research to understand valued 
informal social support and the challenges to giving and receiving this support within networks 
may be valuable to the development of future resources or interventions to improve social 
support within social groups after loss to suicide. However, the majority of included studies were 
exploratory rather than having a clearly defined hypothesis and were inconsistent in the variables 
that were controlled for in analysis. This suggests that there is a limited understanding of how the 
relationship between social support and wellbeing after a loss works. Qualitative research is suited 
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to investigating the nuances of this relationship and generating more theoretical knowledge about 
the impact of social support. 

 

   

2.7 Recent relevant publications   
 

I carried out a non-systematic in search in October 2020 (using the saved searches from the initial 
search with updated data parameters) to identify papers published since the last systematic 
search date that fit the inclusion criteria for this review. Two studies met the inclusion criteria, one 
finding a positive association between social support and wellbeing, one finding no association.  

 

A study of Israeli parents bereaved through combat (Schiff et al., 2020) split their analysis by 
gender, finding that whilst mothers reported higher levels of social support, it was only for fathers 
that social support was positively associated with meaningful life success (but not functioning, the 
other wellbeing variable measured). The authors did suggest that a limitation of their study was 
ǘƘŀǘ ƘŀǾƛƴƎ ǳǎŜŘ ǘƘŜ a{t{{Σ ǘȅǇŜ ƻŦ ǎǳǇǇƻǊǘ ƻŦŦŜǊŜŘ ǿŀǎƴΩǘ ŀǎǎŜǎǎŜŘΣ ŀƴŘ ǘƘŀǘ ŀ ƳƛǎƳŀǘŎƘ 
between type of support offered and needed could impact negatively on its effectiveness.   

 

Another study examining the effects of sudden death bereavement compared to a control group 
ŦƻǳƴŘ ǘƘŀǘ ōŜǊŜŀǾŜŘ ǇŀǊǘƛŎƛǇŀƴǘǎ ǇŜǊŎŜƛǾŜŘ ƭŜǎǎ ǎƻŎƛŀƭ ǎǳǇǇƻǊǘ ǘƘŀƴ ǘƘƻǎŜ ǿƘƻ ƘŀŘƴΩǘ ōŜŜƴ 
bereaved (Hamdan et al, 2020). 90 bereaved participants were recruited through support 
organisations and matched on demographic characteristics to 90 non-bereaved participants; social 
support was measured using the MSPSS. However, in a regression model testing the association 
between bereavement and suicide risk, social support was included as a controlled variable but 
did not moderate the relationship. 

 

The results of these more recent studies are aligned with those of the studies included in the 
review, and so do not fundamentally alter the conclusions of the review. 
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Chapter 3: Methods for qualitative study 

3.1 Summary   
This study fills the gaps in knowledge that have been highlighted in previous chapters by providing 
a better understanding of the experience of family and friend groups who have lost somebody to 
suicide, and the impact of bereavement on relationships and support within the group. Qualitative 
methodology was chosen with the purpose of enabling a deep understanding of the experiences 
and perspectives of participants and I approached the study from a critical realist standpoint, 
focusing on the differences and similarities in how participants interpreted their experience.   

  

Sampling for the study aimed to include a demographically-varied group of participants who had 
experienced suicide bereavement personally, or who had supported a bereaved friend or family 
member. The majority of participants had a friend or family member who also participated in the 
study to allow for comparison of experience within and across social network. Given the sensitivity 
of the topic, participants were interviewed separately to allow them to speak honestly about their 
experiences.   

  

During interviews, participants completed an exercise that consisted of drawing two maps 
representing their close personal network both before the loss and present day. The 
maps were based on the hierarchical mapping technique [HMT; Antonucci, 1986], and were 
formed of three concentric circles into which the participant places members of their personal 
network according to how close they felt to them. This exercise served as an introduction to the 
semi-structured qualitative interview that followed it, which covered questions about the impact 
ƻŦ ƭƻǎǎ ƻƴ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ŎƭƻǎŜ ǊŜƭŀǘƛƻƴǎƘƛǇǎ and the support given and received within social 
network. Data was analysed at the individual level, comparing each participant against the other, 
and at the group level, comparing participantsΩ experiences within their social network, and 
comparing each networkΩǎ ƻǾŜǊŀƭƭ ŜȄǇŜǊƛŜƴŎŜΦ ttL ƎǊƻǳǇ ƳŜƳōŜǊǎ provided input at each stage of 
the project.   
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3.2 Aims  

The project aimed to address the following research questions:  

   

1. What are the experiences of support of a family and friend group who has lost somebody 

to suicide, both from within the group and from others?  

2. How does suicide loss impact on existing relationships between individuals, and on family 

and friend groups as a whole?  

  

  

3.3 Epistemological position  

I approached this study from a post-positivist perspective, specifically critical realism, taking the 
view that objective truth about a phenomena does exist, but it can only be observed through the 
lens of human experienced, and so is mediated by perception and interpretation (Archer, Bhaskar, 
Collier, Lawson, & Norrie, 2013). By taking this standpoint, I essentially positioned myself in 
between the two opposing and arguably more reductive standpoints of positivism (research can 
reveal an observable, objective truth) and interpretivism (there is no single truth, only each 
ƛƴŘƛǾƛŘǳŀƭΩǎ ƻǿƴ ŎƻƴǎǘǊǳŎǘŜŘ ǘǊǳǘƘύ (Lin Chih, 1998).    

I also was conscious of my position in relation to existing literature; as the qualitative study was 
explorative, it was not completed oriented towards a single theoretical approach. In chapter 1 I 
describe the Dual Process Model (Schut & Stroebe, 1999) as being a key theoretical approach in 
this thesis. However, prior to starting the qualitative study I did not know if findings would map 
onto the DPM well, and expected to encounter findings that the model does not explicitly account 
for. For example, the findings around interpersonal processes in relation to support would possibly 
align with the DPM, but the original model focuses only on individual coping. It was also important 
to be conscious of other pre-existing theories and ideas that I had encountered in reviewing the 
literature presented in chapter 1, and be aware of how they might shape how I approached the 
data, but not use them to guide the analysis in such a way that it was a purely deductive process. 

In this study, I therefore aimed to understand the experiences of friend and family groups after 
suicide loss, focusing on group membersΩ relationships with each other and the support they 
offered each other (Ribbens McCarthy, Holland, & Gillies, 2003). Objectively, the members of each 
group had experienced losing the same person to suicide and therefore the same underlying 
reality, but each group member had their own perception of what happened and of their social 
ƛƴǘŜǊŀŎǘƛƻƴǎ ŀŦǘŜǊ ǘƘŜ ƭƻǎǎΦ L ŀƛƳŜŘ ǘƻ ǳƴŘŜǊǎǘŀƴŘ Ƙƻǿ ŜŀŎƘ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ƻǿƴ ǘǊǳǘƘ ƻŦ ǿƘat 
happened differed from and aligned with others, and to combine perspectives of participants 
within groups to move towards an informed ǳƴŘŜǊǎǘŀƴŘƛƴƎ ƻŦ ǘƘŀǘ ƎǊƻǳǇΩǎ ŜȄǇŜǊƛŜƴŎŜ ƻŦ ǎǳƛŎƛŘŜ 
bereavement, recognising that no one ƎǊƻǳǇ ƳŜƳōŜǊΩǎ ŜȄǇŜǊƛŜƴŎŜ ǿŀǎ more valid than 
ŀƴƻǘƘŜǊΩǎΦ This allowed for analysis not only at an individual level, but also at a group level, 
comparing within and across social networks.  
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Whilst ǇŀǊǘƛŎƛǇŀƴǘǎΩ experiences in some sense existed independently of me, the researcher, the 
act of studying them added further subjectivity to the data. My approach to designing the study, 
carrying out interviews and analysis all injected my own perspective into the recorded data. In 
keeping with common practice in qualitative research, I took measures throughout the research 
period to document and understand my influence on the study, including acknowledging my own 
personal and professional positionality in relation to the study and keeping a reflexive diary to 
understand my actions and decisions during the study. Rather than eliminate bias of my own 
personal perspective from the study, the aim was to provide context for the research, and present 
this openly. Additionally, I relied on experienced researchers (my supervisory panel) and those 
with lived experience (a PPI group) to review these actions and decisions and to challenge any 
ǇƻǘŜƴǘƛŀƭ ōƛŀǎŜǎ ƻǊ ŀǎǎǳƳǇǘƛƻƴǎ ǘƘŀǘ L ƳŀŘŜΣ ŜƴǎǳǊƛƴƎ ǘƘŀǘ Ƴȅ ƻǿƴ ǾƻƛŎŜ ŘƛŘƴΩǘ ŘǊƻǿƴ ƻǳǘ ǘƘŜ 
voices of the participants. The narrative produced from the research was therefore jointly 
constructed and the result of combined perspectives on the data.   

  

  

3.4 Positionality and reflexivity  

Researcher positionality is the position a researcher takes in relation to their research task, 
something that may predispose them to certain beliefs or perspectives (Savin-Baden & Major, 
2013) which may influence their approach to research. Here, I position myself in relation to this 
study and its participants as well as the context of the research, acknowledging both my personal 
and my epistemological position (Willig, 2013). 

   

I am somebody who has been bereaved by suicide and so I have a personal connection with the 
study and a specific motivation for taking on the project. I have my own experiences of formal and 
social support after loss to suicide, and ideas about what has constituted good and bad support for 
mw, which may impact on how I relate to the participants themselves and the data they provide. 
Having been a listening volunteer with the Samaritans for 7 years, I am familiar with talking about 
mental health issues, suicide and bereavement and so see myself as being experienced at 
managing sensitive and challenging conversations. However, in these conversations I am used to 
taking on a fairly passive role and allowing the other party to control where the conversation goes. 
Coming to interviews in this study with the purpose of gaining specific knowledge is something 
unfamiliar to me and required me to consciously take a different approach to conversation.  

  

At the start of my PhD program, my research experience was primarily in quantitative research 
and so I tended towards a positivist view of research. This has changed over the course of the 
project, having gained more experience and training in qualitative research. I am aware that my 
positionality may also have inevitably changed over time due to immersion in the culture of the 
university department I study in, as a department typically focused on epidemiology and 
quantitative psychiatric research. At the same time, interactions with participants and PPI group 
members are likely to have impacted on my positionality as I engaged with other suicide 
bereavement experiences that conflicted or aligned with my own, challenging my assumptions 
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about the topic and causing me to revisit my own interpretation of my experience. I am also aware 
that having approached the research from the viewpoint of critical realism, I have placed a 
particular emphasis on comparing individual and collective experience in this study, rather 
than phenomenology or social construction and so will produce a narrative from the results of the 
study that would have been different had I approached it from another philosophical perspective.   

  

Having acknowledged my own positionality, it was important to remain conscious of this 
throughout the research process and include this as part of my reflexive thinking and 
consideration of how I shaped the study. Throughout, members of the PPI group and supervisory 
panel were consulted to ensure that my own unconscious bias did not unduly influence the study. 
Both academics and those with lived experience offered different perspectives on the project 
which were incorporated into the study to ensure scientific rigour.  

   

aȅ ƻǿƴ ǎǳƛŎƛŘŜ ōŜǊŜŀǾŜƳŜƴǘ ŀǊƎǳŀōƭȅ Ǉƻǎƛǘƛƻƴǎ ƳŜ ŀǎ ŀƴ άƛƴǎƛŘŜǊέ ǊŜǎŜŀǊŎƘŜǊ (Dwyer & Buckle, 
2009)Φ IƻǿŜǾŜǊΣ ǘƘŜ ƛƴǎƛŘŜǊκƻǳǘǎƛŘŜǊ ŘƛǾƛŘŜ ƛǎ ƻǾŜǊǎƛƳǇƭƛŦƛŜŘΥ L Ƴŀȅ ǎǘƛƭƭ ōŜ ŀƴ άƻǳǘǎƛŘŜǊέ ǘƻ 
participants in other contexts, for example, to somebody who has lost a child to suicide. I have 
never been a parent and so I have no personal understanding of what it is like to lose a child. 
Despite this, it may be overall easier for me to connect with participants in interview settings than 
it would be with somebody who had no experience of suicide bereavement.  

 

At the same time, drawing on personal experiences of the topic during the study have the 
potential to influence my approach to methodology and analysis, requiring careful reflection how 
my voice impacts that of my participants. The current literature does not decisively state 
positioning oneself as an insider or outsider is best, rather, more recent papers suggest it is better 
to consider the difference between insider and outsider on a continuum rather than a dichotomy 
(Dwyer & Buckle, 2009; Holmes, 2014). The related issue of self-disclosure will be discussed 
further in section 3.7.2. 

 

Insight into my own personal beliefs and assumptions was particularly important throughout the 
data analysis stage. Qualitative data analysis cannot be neutral, in that every researcher interacts 
with the data with preconceptions about what it will elicit through personal experience and 
knowledge of prior literature (Mauthner & Doucet, 2003). 

   

In recognition of my positionality and the importance of reflexivity, I kept a research diary 
throughout the project to enable reflection on the project, to note down at each stage which of 
my assumptions were challenged, what choices were made and why (Watt, 2007). 

  

3.5 PPI Involvement  

Involvement of PPI groups across every stage of a research study is widely believed to improve the 
quality and usefulness of research by enabling those with lived experience to prioritise research 
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questions that they believe to be most applicable to them, to ensure that study designs are 
appropriate for participants and that produced data reflects lived experience and is communicated 
in a way that is understandable and useful to a non-academic audience (Staniszewska et al., 2011). 
A systematic review investigating the impact of PPI involvement in health and social care research 
found that despite some practical challenges in terms of additional time and cost and recruitment 
of PPI groups, PPI involvement in studies had an overall positive effect on the design, analysis and 
dissemination of studies (Brett et al., 2014), enhancing validity and reliability.   

  

The PPI group in this study consists primarily of those outside the academic profession who either 
have lived experience of being bereaved by suicide, or who have experience of working with 
people who have been bereaved by suicide. The group consisted of 19 members; the majority of 
these were recruited at the beginning of the project through social media posts and promotion 
through suicide prevention and bereavement charities. Four members joined partway through the 
project as individuals who were ineligible for participation in the qualitative study but who wanted 
to be involved in the project. 

 

¢ƘŜ ƎǊƻǳǇΩǎ involvement was supported by the McPin Foundation, a London-based mental health 
research charity. As an organisation that focuses on involving people with lived experience, staff 
όƛƴŎƭǳŘƛƴƎ ǘƘŜ ǊŜǎŜŀǊŎƘ ŘƛǊŜŎǘƻǊΣ ǿƘƻ ǿŀǎ ŀƭǎƻ ŀ ƳŜƳōŜǊ ƻŦ ǘƘƛǎ ǇǊƻƧŜŎǘΩǎ ǎǳǇŜǊǾƛǎƻǊȅ ǇŀƴŜƭύ ǿŜǊŜ 
able to advise on achievable yet effective PPI involvement for the project. 

 

 The PPI group input on the research project at every stage (although not every PPI group member 
was involved at each stage of consultation), advising on the focus of the systematic review, the 
design and analysis of the qualitative study, and the content of the public resource. Their input in 
the qualitative study will be described throughout this chapter. 

  

  

3.6 Sample  

3.6.1 Sampling approach    

I followed a purposive sampling approach for this study, in which potential participants were 
deliberately approached based on their qualities (Etikan, Musa & Alkassim, 2016), in order to 
mitigate some of the limitations of unrepresentative samples often seen in this field of research. 
This approach aimed to recruit a demographically diverse group of participants; I viewed ethnicity, 
gender and age as being important variables in which to have diversity, given the existing 
literature described in Chapter 1 indicating that these can have a considerable impact on social 
groups and support. In addition, friends as well as family members were recruited as they can be 
as affected by a loss as family members (Sklar & Hartley, 1990). I aimed to involve participants 
from across the rural/urban divide as urban living is thought to negatively influence feelings of 
social isolation and cohesion (Hall, Havens, & G., 2004; Ziersch, Baum, Darmawan, Kavanagh, & 
Bentley, 2009), and those bereaved in rural areas report that formal support is difficult to access 
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όCŜƛƎŜƭƳŀƴ Ŝǘ ŀƭΦΣ нллуύΦ LƴǾƻƭǾƛƴƎ ǘƘƻǎŜ ǿƘƻ ƘŀŘ ŀƴŘ ƘŀŘƴΩǘ ǎƻǳƎƘǘ ƘŜƭǇ ŦƻǊ ǘƘŜƛǊ ōŜǊŜŀǾŜƳŜƴǘ 
was also important so as to include a range of overall support experiences. 

 

As recruitment progressed, I used more selective approaches in order to achieve as diverse a 
sample as possible, for example by explaining to participants that I was particularly interested in 
hearing about the experiences of friends to facilitate snowball sampling, and working with 
charities focused on supporting ethnic minorities to advertise the study through their networks. 

   

The target sample size was set at 20-40 participants to provide sufficient data for analysis at the 
individual level. This number was arrived upon by taking into account guidance laid out by Morse 
(2000); considering the broad scope of the study (increasing the saturation point), the nature of 
the topic (the clarity of the interview topic making it easier to obtain information), the inclusion of 
shadowed data (in talking about support given and received it was expected that participants 
would ŎƻƳƳŜƴǘ ƻƴ ƻǘƘŜǊǎΩ ŜȄǇŜǊƛŜƴŎŜǎύ ŀƴŘ ǘƘŜ ŜȄǇŜŎǘŜŘ ǉǳŀƭƛǘȅ ƻŦ Řŀǘŀ όǘƘŜ ǎŜƴǎƛǘƛǾƛǘȅ ƻŦ ǘƘŜ 
topic may have made it more difficult for some participants to express themselves).   

  

For group level analysis, no standard guidance exists for recommended sample sizes, given the 
scarcity of existing previous work using similar methodology. A target of 10 groups with up to 10 
participants in each group was set with the expectation that this would provide a sufficient 
amount of data for meaningful interpretation, yet allow for in-depth analysis of relationships in 
each group and across groups to be carried out within the timeframe of the PhD.  

 

  

3.6.2 Eligibility criteria  

Inclusion:  

·   Participants aged 18 years or above who self-identified as having been bereaved by 
suicide or having experience of supporting somebody bereaved by suicide.  

·   Participants bereaved between 18 months and 8 years ago.  

·   Participants living in England.  

   

   

Exclusion:  

·   Participants who were bereaved when they were under 18 years old.  

·   Participants who lacked capacity to give consent.  

·   Participants whose English was not sufficient to be able to take part in a qualitative 
interview.  

   

It is believed that it takes individuals between 18 months and two years to process and adapt to a 
bereavement (Horowitz et al., 1997). It was expected that participating in research within this 
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adjustment period would be a significant emotional challenge for participants, so only those who 
had been bereaved more than 18 months ago were recruited. An 8 year cut-off point was chosen 
after consultation with the supervisory panel and PPI group, with the expectation that people 
bereaved for more than 8 years would have trouble accurately remembering events and feelings 
related to the immediate bereavement period (the first 3 months after the loss). 

 

Those bereaved as a child were excluded as they often have a very different social experience of 
bereavement compared to adults do. Depending on the age, they may not fully understand what 
death is and may not be told details about the death or involved in rituals such as wakes and 
funerals (Saldinger et al., 2004). Adult family members and school staff are more likely to 
proactively offer support in a care-taking role, and their peers are likely to offer support in a very 
different way to adults so their social experience of bereavement is different to that of adults 
(Currier, Holland, & Neimeyer, 2007).  

 

   

3.7 Ethical considerations  

   

Ethical approval for this study was granted on 17th October 2018, with an extension to the 
approval granted on 19th October 2019. An amendment to the ethics application was granted on 
27th November 2019 for some minor changes to the recruitment process (referenced in section 
3.6 below). The ethics application for the study can be found in appendix 6, with the changes 
made for the amendment to the original application highlighted.  

  

The flow diagram provided to participants is presented below (figure 3) to demonstrate the 
involvement of participants and the use of data throughout the study.  
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Figure 3: Flow of participants and data through study  
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3.7.1 Confidentiality  

During the transcription process, appropriate efforts were made to anonymise the data by 
removing names of people, places and other identifiers. However, it is possible that a participant, 
when reading the write-up of this study, would be able to identify themselves and others in their 
network by recognising certain language or contexts that the researcher is not able to predict as 
being identifying. The information sheets given to participants make it clear that I could not 
categorically ensure that the data would be fully unidentifiable. Participants were given the 
opportunity to check their transcript and request that certain lines were removed or further de-
specified before publication so that they could be comfortable with the data that would go into 
the public domain.   

  

Close friends or colleagues were not recruited for the study, but given my existing involvement 
with charities and communities of people bereaved by suicide, I did have distant relationships at a 
personal or professional level with some participants. I took additional care to reassure these 
ǇŀǊǘƛŎƛǇŀƴǘǎ ǘƘŀǘ ƛƴǘŜǊǾƛŜǿǎ ǿŜǊŜ ŎƻƴŦƛŘŜƴǘƛŀƭ ŀƴŘ ǘƘŀǘ L ǿƻǳƭŘƴΩǘ ǊŜŦŜǊ ǘƻ ŀƴȅǘƘƛƴƎ ǘƘŜȅΩŘ ǎŀƛŘ ƛƴ 
the future.   

   

Additional challenges to maintaining confidentiality existed due to the group element of this 
project. Given the potential sensitivity of the issues discussed, there is a duty of care not to publish 
anything that may cause upset to participants. As participants would know the other participants 
in their group, greater care had to be taken in interviews and in the writing up of results to ensure 
ǘƘŀǘ ǇŀǊǘƛŎƛǇŀƴǘǎ ŘƛŘƴΩǘ ŘƛǎŎƻǾŜǊ ǎŜƴǎƛǘƛǾŜ ƛƴŦƻǊƳŀǘƛƻƴ ŀōƻǳǘ ǘƘŜƛǊ ŦǊƛŜƴŘǎ ƻǊ ŦŀƳƛƭȅΦ ¢Ƙƛǎ ƳŜŀƴǘ 
that I had to be cautious ŘǳǊƛƴƎ ƛƴǘŜǊǾƛŜǿǎ ǘƻ ŜƴǎǳǊŜ ǘƘŀǘ L ŘƛŘƴΩǘ ǊŜǾŜŀƭ ŀƴȅǘƘƛƴƎ ŀōƻǳǘ ƻƴŜ 
participant to another, and I had a duty of care not to knowingly publish anything that may cause 
upset should somebody read it and be able to identify their network.   

  

Field notes from interviews included details of network characteristics that immediately struck me 
as being potentially sensitive or identifying so that I could ensure that ǘƘƛǎ ƛƴŦƻǊƳŀǘƛƻƴ ǿŀǎƴΩǘ 
present in publicly available documents. I was advised by my supervisory panel, members of the 
PPI group and another researcher experienced in dyadic analysis to ensure that a balance was 
found between writing a results section that was meaningful yet sensitive to the relationships 
discussed.  

  

The network summaries included in this thesis will be redacted from the version that is stored in 
the UCL thesis repository and made available online. The case studies used for consultation with 
PPI group members were abbreviated versions with quotes and specific details removed in case 
any of the group members knew the participants and could have recognised them based on the 
descriptions of their network.  
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3.7.2 Sensitivity, self-disclosure and researcher wellbeing during data collection  

Given that it prompts memories of the death and in-depth consideration of the bereavement 
period, discussion of social support after a loss to suicide is considered a sensitive interview topic 
(Cowles, 1988). Therefore, measures were taken to ensure that participants felt comfortable 
participating in this study. Research has shown that if studies are well-planned, those participating 
in research about potentially distressing topics experience very few negative reactions, but instead 
appreciate the opportunity to be listened to and for their distressing experience to have some sort 
of positive outcome (Currie, Roche, Christian, Bakitas, & Meneses, 2016; Jorm, Kelly, & Morgan, 
2007; Newman & Kaloupek, 2004). In relation to this study, a systematic review has found that the 
majority of people bereaved by suicide taking part in postvention studies reported having a 
positive experience (Andriessen, Krysinska, Draper, Dudley, & Mitchell, 2018).  

  

Sensitive interviewing requires considerable investment from a researcher. Taylor (2002) posits 
that sensitive interviewing demands sustained engagement to earn trust from participants, and 
therefore their offering of honest and personal information. Many studies exploring sensitive 
topics take time to build rapport with participants before the interview and continue to engage 
with them afterwards so that they feel valued (Campbell, Adams, Wasco, Ahrens, & Sefl, 2009; 
Dickson-Swift, James, Kippen, & Liamputtong, 2007; Elmir, Schmied, Jackson, & Wilkes, 2011). 
Considering this, my initial contact with participants allowed time for rapport building and allow 
participants the opportunity to talk about their bereavement, as previous research has indicated 
ǘƘŀǘ ǘƘƛǎ Ŏŀƴ ōŜ ŀƴ ƛƳǇƻǊǘŀƴǘ ŦŀŎǘƻǊ ƛƴ ǇŜƻǇƭŜΩǎ ŘŜŎƛǎƛƻƴǎ ǘƻ ǘŀƪŜ ǇŀǊǘ ƛƴ ǊŜǎŜŀǊŎƘ ƻŦ ǘƘƛǎ ƴŀǘǳǊŜ 
(Andriessen, Krysinska, et al., 2018). 

   

For the researcher themselves, there is debate in the literature about whether or not self-
disclosure is appropriate. Some believe that the researcheǊΩǎ ǎŜƭŦ ǎƘƻǳƭŘ ōŜ ŜƴǘƛǊŜƭȅ ǊŜƳƻǾŜŘ ŦǊƻƳ 
the interview to avoid influencing what a participant feels able to talk about, whilst others argue 
strategic self-disclosure encourages rapport-building and reduces a potential power imbalance 
that may come about due to unequal amounts of personal (and therefore vulnerable) information 
being disclosed by one party (Abell, Locke, Condor, Gibson, & Stevenson, 2006). It also allows a 
researcher to be open about their interest in the research area, which can promote reflection on 
ǘƘŜ ǊŜǎŜŀǊŎƘŜǊΩǎ ƛƴŦƭǳŜƴŎŜ ƻƴ ǘƘŜ ƛƴǘŜǊǾƛŜǿǎΦ tǊŜǾƛƻǳǎ ǊŜǎŜŀǊŎƘ ǎǳƎƎŜǎǘǎ ǘƘŀǘ ǇŜƻǇƭŜ ǿƘƻ have 
been bereaved by suicide feel more comfortable discussing their bereavement with somebody 
who has had the same experience (Chapple & Ziebland, 2011), so for this study, disclosure about 
my experience of suicide bereavement may be particularly helpful.   

  

Too much self-disclosure, however, may leave participants feeling emotionally burdened by the 
ǊŜǎŜŀǊŎƘŜǊΩǎ ōŜƭƛŜŦǎ ƻǊ ŜȄǇŜǊƛŜƴŎŜǎΣ ƻǊ Ƴŀȅ ŘƛǎŎƻǳǊŀƎŜ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘ ŦǊƻƳ ǎǇŜŀƪƛƴƎ ƻǇŜƴƭȅ ŦƻǊ 
fear of causing upset (Sieber & Stanley, 1988). Participants in sensitive research suggest that the 
researcher should avoid preconceptions, be prepared for strong emotional reactions to questions 
and guard from becoming too emotional themselves (Campbell et al., 2009). 

   

In summary, the literature broadly points to the necessity for the researcher to take on a dual 
identity: to have some level of emotional investment in their relationship with their participants, 
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but at the same time maintain a sense of control and professionalism. To achieve this balance, I 
presented myself as an insider to participants and disclosed to them that I had been bereaved by 
suicide, but deflected questions about my own experiences or beliefs during the interviews so as 
not to actively shape with my own perceptions. I decided that I would respond to personal 
questions about my experience in contact with participants outside of interviews, but would never 
reveal personal opinions about potentially controversial issues, such as self-determination, so that 
the participants feel able to express whatever opinion they want without judgement. I took cues 
from the language used by the participant to describe the death and other related terms, but 
ensure that I never used stigmatising language, such as negative terms for mental health issues or 
άŎƻƳƳƛǘ ǎǳƛŎƛŘŜέΣ ŜǾŜƴ ƛŦ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘ ŘƛŘΦ ¢Ƙƛǎ ǿŀǎ ŀ ŘŜŎƛǎƛƻƴ ƛƴ ƭƛƴŜ ǿƛǘƘ Ƴȅ ǇƻǎƛǘƛƻƴŀƭƛǘȅΣ 
where I chose to be open with participants about my motivation for carrying out the research and 
my own experience of suicide bereavement and therefore honest with myself about the 
perspective that I brought to interviews. The conversations that took place before and after 
interviews also supported my reflexive thinking and the feeling of joint ownership of the research. 
Questions participants asked about my experience and opinions often prompted me to actively 
reflect on my perspective and consider alternative approaches to thinking that were valuable 
when it came to working on data analysis.  

  

In order to maintain good emotional health throughout the interview period, I limited interviews 
to one per day. Standard remote working practice was followed when interviews took place 
outside of UCL, where I checked in and out with a nominated colleague for each interview. As part 
of my field notes, I recorded any strong emotions or reactions I had to interviews as a way of 
processing the emotional impact that they may have had on me and understanding why I might 
have had these feelings. My primary supervisor was also available to debrief after particularly 
challenging contacts and in addition a clinical psychologist was available through 
the McPin Foundation for clinical supervision sessions.  

  

3.8 Recruitment  

  

3.8.1 Approach to recruitment  

In 2019, there were 5,691 deaths by suicide in England and Wales (Office for National Statistics, 
2020); this yearly figure has held relatively steady for the past 7 years (Office for National 
Statistics, 2014, 2015, 2016, 2017a, 2018, 2019), With a conservative estimate of bereavement of 
between 6 and 10 people who are significantly impacted by each loss (Andriessen & Krysinska, 
2012), over 200,000 people in England and Wales were bereaved by suicide between 18 months 
ŀƴŘ у ȅŜŀǊǎ ǇǊƛƻǊ ǘƻ ǘƘƛǎ ǎǘǳŘȅΩǎ recruitment period. 

   

Snowball recruitment, where existing participants were asked to nominate others who might be 
interested in participation, was chosen for this study. This technique has been found to be 
particularly effective when recruiting from populations that are typically hard to access (Robins 
Sadler, Lee, Lim, & Fullerton, 2010), and also complies with GDPR regulations.  
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The recruitment strategy for this study aimed to recruit participants who are not typically involved 
ƛƴ ōŜǊŜŀǾŜƳŜƴǘ ǊŜǎŜŀǊŎƘΣ ŀƴŘ Řŀǘŀ ǇǊƻǘŜŎǘƛƻƴ ƭŀǿǎ ǇǊƻƘƛōƛǘ ŀƴȅ ŦƻǊƳ ƻŦ άŎƻƭŘ ŎƻƴǘŀŎǘέ ǘƘŀǘ Ƴŀȅ 
ŀƭƭƻǿ ŀ ǊŜǎŜŀǊŎƘŜǊ ǘƻ ǇǊƻŀŎǘƛǾŜƭȅ ŎƻƴǘŀŎǘ ŀ ǇŀǊǘƛŎƛǇŀƴǘΩǎ ŦǊƛŜƴŘǎ ŀƴŘ ŦŀƳƛƭȅ ŘƛǊŜŎǘƭȅΦ ¢ƘŜ ŀŘǾŀƴǘŀƎŜ 
of this technique is that many participants were approached about participation by a friend or 
family member who knew them well, and who had some insight into whether they would want to 
participate. The methodological limitations of this sampling method are acknowledged; 
recruitment may have been biased towards individuals with strong and supportive networks 
where network members felt comfortable asking each other about participation.  

  

3.8.2 Method  

The recruitment period took place between February 2019 and February 2020, with a 12 
week interruption between May and August during which I undertook an internship. Interviews 
took place between 1st May 2019 and 6th March 2020 (with the exception of the pilot participants 
included in the final sample, who were interviewed December 2018) and interview period ended 
prematurely due to the COVID-19 pandemic.  

   

Participants were recruited from across England to ensure that there was a geographical variance 
in participant groups, ideally involving participants from a mixture of urban and rural areas. 
Participants living in other countries in the British Isles were excluded as travel to participants for 
interviews needed to be feasible.  

   

Participants were self-ǎŜƭŜŎǘƛƴƎΣ ƛƴ ǘƘŀǘ ƛǘ ǿŀǎ ŜŀŎƘ ƛƴŘƛǾƛŘǳŀƭΩǎ ŘŜŎƛǎƛon to identify as somebody 
who met the inclusion criteria and to respond to adverts for the study. In order to recruit family 
and friend networks, participants were asked to nominate friends or family members who might 
be interested in participation. Once a participant had been identified through primary recruitment 
methods, they were asked to make contact with friends and family members who they thought 
ǿƻǳƭŘ ōŜ ǿƛƭƭƛƴƎ ǘƻ ǇŀǊǘƛŎƛǇŀǘŜΣ ŀƴŘ ŜƛǘƘŜǊ Ǉŀǎǎ ƻƴ ǘƘŜ ǊŜǎŜŀǊŎƘŜǊΩǎ ŎƻƴǘŀŎǘ ŘŜǘŀƛƭǎ ƻǊ ƻōǘŀƛƴ 
permission for them to be contacted directly. 

   

After an initial expression of interest, potential participants were provided with an information 
sheet. All participants then had an in-person or phone screening conversation with the researcher 
to ensure that they met the eligibility criteria and were willing and able to talk about their 
experiences in-depth. This conversation also served to establish rapport with each participant so 
that they felt more comfortable at the interview stage. Potential participants who ƘŀŘƴΩǘ 
responded to contact within seven days were prompted twice, then had their contact details 
removed from all records.  

   

Once participants had been screened, I scheduled an interview with them. During the initial period 
of recruitment, interviews were only scheduled once at least one other member of the same social 
network had also agreed to participate in order to ensure that all participants were part of a 
group.  
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Recruitment was carried out through social media and relevant bereavement and mental health 
charities. Deliberate efforts were made to involve ethic minority participants, making contact with 
charities who work to support ethnic minorities with mental health issues (e.g. Black Thrive) to 
request dissemination of information about the project although only one responded and 
advertised the study. 

 

Social media was chosen first and foremost as it has the potential to reach a large number of 
people with a range of backgrounds and experiences and has previously been shown to be an 
effective recruitment tool in bereavement research (Johnson, Dias, Clarkson, & Schreier, 2019). 
Facebook and Twitter were used as these two platforms are most popular with adults. I regularly 
Tweeted about my study, these Tweets were retweeted by other researchers in relevant fields. I 
also posted on mental health/bereavement-related Facebook groups.   

   

Charities were chosen as people would be likely to respond to a request for involvement from a 
trusted source. They would also be able to reach people who were already engaged with research 
and improving support for others. Charities employed a range of methods to promote the study, 
including emailing out to mailing lists, posting on their own social media pages and using word of 
mouth between staff and service users and circulating posters and fliers in centres. Whilst this 
method would primarily have identified participants who were help-seeking, the nomination of 
ŦŀƳƛƭȅ ŀƴŘ ŦǊƛŜƴŘǎ ŀŎŎŜǎǎŜŘ ǇŜƻǇƭŜ ǿƘƻ ƘŀŘƴΩǘ ƴŜŎŜǎǎŀǊƛƭȅ ǎƻǳƎƘǘ ǎǳǇǇƻǊǘΦ  

  

3.8.3 Challenges of recruitment  

The initial recruitment period, between February-November 2019, was challenging and 
recruitment methods produced limited results. Whilst potential participants were regularly making 
contact to express their interest in the study, the majority dropped off after the initial contact 
stage. Where it was possible to ascertain why participation could not go ahead (as opposed to an 
individual not responding to further contact after an initial expression of interest), there were two 
frequent reasons for exclusion. Firstly, participants were often bereaved too recently or too long 
ago to meet the inclusion criteria (despite this criterion being stipulated in recruitment material). 
Some of these individuals became PPI group members instead of participating in the study itself. 
Secondly, potential participants often expressed that they did not have a friend or family member 
who they felt comfortable asking to participate.  

   

In order to collect enough data to produce meaningful results from the study, the recruitment 
strategy was revisited and altered to make it easier to engage participants. An ethics amendment 
was applied for and granted in November 2019 to enable individuals to participate without 
another friend or family member. It was thought that they could provide important information 
about social support within groups even without ŀƴƻǘƘŜǊ ƎǊƻǳǇ ƳŜƳōŜǊΩǎ ŀŎŎƻǳƴǘ ǘƻ ŎƻƳǇŀǊŜ 
against.  
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This change in recruitment strategy was successful, with people more willing to commit to an 
interview for themselves and over half of the sample was recruited after this change. Several 
participants who agreed to participate on their own subsequently invited a friend or family 
member to be involved in the study after their interview. Whilst it was never stated explicitly, 
participants seemed to feel more comfortable with their friends and family being involved once 
they had met the researcher and had first-hand experience of what an interview was like and 
concerns about distress or discomfort were alleviated.  

   

Another recruitment strategy that proved effective was to build personal connections with 
charities so that they were invested in the project and willing to share details of it with their 
supporters. This was a lengthy process which mostly came to fruition towards the end of the 
recruitment process. I used my personal connections or those of my supervisory panel/PPI group 
to access the gatekeepers of some charities; using these contacts made building a relationship 
with a charity significantly easier than if I had started by making a cold contact.  

 

3.9 Interview tools  

3.9.1 Hierarchical mapping  

Hierarchical maps were used as a way of visually representing each pŀǊǘƛŎƛǇŀƴǘǎΩ ǎƻŎƛŀƭ network to 
serve as a basis for the qualitative interviews. This exercise is an adapted version of the process 
used by Antonucci (1986). As this mapping technique has not been used extensively in 
psychological research, I piloted the network maps with my PPI group as part of the design phase 
of this project to ensure that it was useful for interviews and achievable for participants to 
complete (Appendix 7). The full rationale for choosing the HMT over other mapping methods is 
described in Appendix 7; in brief, it allows for a visual representation of social network that is 
comparable and allows for participants to create their maps without having to use relationship 
levels (e.g. father, colleague) that can be associated with a perceived level of intimacy that may 
ƴƻǘ ƳŀǘŎƘ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘǎΩ own feelings.  

   

Participants were provided with two identical blank maps (Figure 4) comprising three concentric 
circles; one map to represent their social network immediately before the loss, and one to 
represent their social network on the day of the interview to allow for comparison over time. The 
whole map represented their personal network of friends and family members, with each circle 
ǊŜǇǊŜǎŜƴǘƛƴƎ ŀ ŘƛŦŦŜǊŜƴǘ ƭŜǾŜƭ ƻŦ ŜƳƻǘƛƻƴŀƭ ŎƭƻǎŜƴŜǎǎΦ ¢ƘŜ ƛƴƴŜǊ ŎƛǊŎƭŜ ǊŜǇǊŜǎŜƴǘŜŘ άǘƘƻǎŜ ƛƴ ȅƻǳǊ 
life you are cloǎŜǎǘ ǘƻέΣ ƻŦǘŜƴ ƻƴƭȅ ƛƴŎƭǳŘƛƴƎ ŀ ŦŜǿ ǇŜƻǇƭŜΦ ¢ƘŜ ƳƛŘŘƭŜ ŎƛǊŎƭŜ ǊŜǇǊŜǎŜƴǘŜŘ άǇŜƻǇƭŜ 
ǘƻ ǿƘƻƳ ȅƻǳ Ƴŀȅ ƴƻǘ ŦŜŜƭ ǉǳƛǘŜ ǘƘŀǘ ŎƭƻǎŜ ōǳǘ ǿƘƻ ŀǊŜ ǎǘƛƭƭ ƛƳǇƻǊǘŀƴǘ ǘƻ ȅƻǳέ ŀƴŘ ǘƘŜ ƻǳǘŜǊ ŎƛǊŎƭŜ 
ǊŜǇǊŜǎŜƴǘŜŘ άǇŜƻǇƭŜ ǿƘƻ ȅƻǳ ƘŀǾŜƴΩǘ ŀƭǊŜŀŘȅ ƳŜƴǘƛƻƴŜŘ ōǳǘ ǿƘƻ ŀǊŜ ŎƭƻǎŜ Ŝƴough and 
ƛƳǇƻǊǘŀƴǘ ŜƴƻǳƎƘ ƛƴ ȅƻǳǊ ƭƛŦŜ ǘƘŀǘ ǘƘŜȅ ǎƘƻǳƭŘ ōŜ ǇƭŀŎŜŘ ƛƴ ȅƻǳǊ ǇŜǊǎƻƴŀƭ ƴŜǘǿƻǊƪέΦ  
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Figure 4: Image used by participants in the hierarchical mapping exercise 

 

  

  

   

Participants were asked to write down up to ten names within the circles of the map according to 
where they would place their friends and family. A cap of ten people was imposed to ensure that 
ǘƘŜ ǇǊƻŎŜǎǎ ǿŀǎƴΩǘ ŜȄŎŜǎǎƛǾŜƭȅ ƭŜƴƎǘƘȅΣ ƘƻǿŜǾŜǊ ǇŀǊǘƛŎƛǇŀƴǘǎ ǿŜǊŜ ŀōƭŜ ǘƻ ŀŘŘ ǘƻ ǘƘŜƛǊ ƳŀǇǎ 
ŘǳǊƛƴƎ ǘƘŜ ƛƴǘŜǊǾƛŜǿ ƛŦ ǘƘŜȅ ǿƛǎƘŜŘΣ ƻǊ ǇƭŀŎŜ ƎǊƻǳǇǎ ƻŦ ǇŜƻǇƭŜ ƻƴ ǘƘŜƛǊ ƳŀǇΣ ǎǳŎƘ ŀǎ άŎƘǳǊŎƘ 
ŦǊƛŜƴŘǎέ ƻǊ άǿƻǊƪ ŎƻƭƭŜŀƎǳŜǎέ. PartiŎƛǇŀƴǘǎ ŎǊŜŀǘŜŘ ǘƘŜ άǇǊŜǎŜƴǘέ ƳŀǇ ŦƛǊǎǘΣ ŀǎ ǘƘƛǎ ǿŀǎ ŀƴ ŜŀǎƛŜǊ 
ŜȄŜǊŎƛǎŜΣ ŀƴŘ ǘƘŜƴ ŎǊŜŀǘŜŘ ǘƘŜƛǊ άǇŀǎǘέ ƳŀǇ ǎǳōǎŜǉǳŜƴǘƭȅΦ  

  

Participants were asked to create the maps without thinking too much, working instinctively as 
opposed to extensive examination of their relationships and getting caught up on making the 
maps perfect.  

   

3.9.2 Semi-structured interviews  

I developed the interview schedule by using existing literature to identify topics that would be 
important to discuss with participants. Based on conclusions drawn in chapter 1, I believed that 
exploring relationship changes, barriers to support, and understanding the relationship between 
formal and informal support were particularly relevant. Guided by the dual process model of 
bereavement, I made sure that I explored both loss-oriented and restoration-oriented stressors 
with participants, and how support related to their ability to cope with these stressors.  
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The review suggests that social support is important for bereavement outcomes. However, social 
support is a multi-faceted construct and the different measures used in included studies assessed 
a range of types of support. It is not clear from current evidence which type or types of support 
are more related to health and wellbeing outcomes. Therefore, I ensured that the interview 
schedule focused on different types of support to ensure that no potentially important 
experiences would be missed, as well as the different supportive roles that friends and family 
might have to play depending on their relationship to the participant. As a small number of studies 
in the review explored outcomes related to grief and mourning, I also ensured that interviews 
facilitated exploration of how social support related to these constructs as well as more typical 
psychiatric outcomes. The longitudinal study included in the review prompted me to consider how 
the relationship between support and wellbeing may change over the course of the bereavement 
period, and as a result, question 4 in the interview schedule asks about change in support over 
time. 

 

The guide went through several iterations as drafts were progressively refined through discussion 
with the supervisory and the PPI group. In particular, PPI group members commented on the 
language used and the phrasing of questions to ensure that they were sensitive and 
comprehensible.  

 

Semi-structured interviews were used to enable participants to talk in-depth about their social 
network after their loss. I asked questions and gave prompts listed in the interview  
schedule (Appendix 8); questions covered the supportive relationships between the participants 
and each of their close personal network, differences in support from different groups (such as 
ǇŜƻǇƭŜ ǿƘƻ ŘƛŘ ŀƴŘ ŘƛŘƴΩǘ ƪƴƻǿ ǘƘŜ person who died), whether professional support was sought 
and how it may have differed from informal social support, and perspectives on what kinds of 
support are the most helpful. The interview schedule was piloted with two participants before 
recruitment started and was found to be an effective framework for the interview. As the 
interview schedule did not need to be changed, these pilot participants became Group 1.   

  

During interviews I adapted the structure and order of questions as necessary to ensure topics 
were explored in ways that best suited each participant and that conversation flowed naturally. 
I realised ŀŦǘŜǊ ƛƴƛǘƛŀƭ ƛƴǘŜǊǾƛŜǿǎ ǘƘŀǘ ǘƘŜ ƛƴǘŜǊǾƛŜǿ ǎŎƘŜŘǳƭŜ ŘƛŘƴΩǘ ƛƴŎƭǳŘŜ ŀ ǎǇŜŎƛŦƛŎ ǊŜŦŜǊŜƴŎŜ ǘƻ 
workplaces, but that this was something that was important to participants. I then started to 
ensure that I followed up on workplaces or colleagues if they were mentioned in passing, 
or ōǊƻǳƎƘǘ ƛǘ ƛƴǘƻ ǘƘŜ ŎƻƴǾŜǊǎŀǘƛƻƴ ƛŦ ƛǘ ǿŀǎƴΩǘ ƳŜƴǘƛƻƴŜŘ ōȅ ŀ ǇŀǊǘƛŎƛǇŀƴǘΦ   

  

Reflections on the interview structure  

I found that the initial interview question about changes in closeness referencing the social 
network maps could at times take up to half of the interview time; initially I would be concerned 
about whether there would be enough time to complete the interview, but in actual fact, these 
long discussions about networks provided crucial context for the interview and were often 
something I referred back to when asking questions later in the interview. Interviews with people 
who were primarily in a supportive role for their network were much shorter than other 
interviews with those who had known the person who died well. These participants did not have a 
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story to tell about the loss in the same way as somebody who was directly bereaved, and details 
about their close personal network were nƻǘ ǾŜǊȅ ǊŜƭŜǾŀƴǘΦ  

  

I found that sometimes participants ŘƛŘƴΩǘ ƘŀǾŜ ǘƘŜ ƭŀƴƎǳŀƎŜ ǘƻ ŜȄǇƭŀƛƴ ǿƘŀǘ ǎǳǇǇƻǊǘ ƳŜŀƴǘ ǘƻ 
them, and these interviews were more challenging as they required a lot more input and 
prompting. People tended to be very upfront about descriptions of the death in a way that might 
ƴƻǘ ōŜ ŀǇǇǊƻǇǊƛŀǘŜ ŦƻǊ ǘȅǇƛŎŀƭ ŎƻƴǾŜǊǎŀǘƛƻƴǎΣ ŀǎ ǘƘŜȅ ŎƻǳƭŘ ōŜ ŘƛŦŦƛŎǳƭǘ ǘƻ ƘŜŀǊΦ   

  

Interviews with somebody who had experienced another significant loss as well as the primary 
suicide loss could be quite different from interviews where the participant had no other impactful 
bereavement. For these participants the two traumas often merged together as one and it was 
difficult to separate out feelings and experiences around them.  

  

   

3.10 Procedure  

  

Two PPI group members reviewed the proposed procedural plan before it was sent for approval 
by the ethics committee, commenting on the measures put in place to support participants and 
ensure their comfort.  

  

3.10.1 Rapport building  

I invited each participant to choose where they wanted their interview to take place; most 
participants chose to be interviewed in their home, but some living in or close to London chose to 
be interviewed in a meeting room on the UCL campus.  

   

Before the formal recorded interview started, I facilitated some relaxed conversation with the 
participant in order to build rapport and create a comfortable atmosphere for the interview.  I also 
asked about the participantΩǎ ōŜǊŜŀǾŜƳŜƴǘ ƛƴ ƎŜƴŜǊŀƭ ǘƻ ƎƛǾŜ ǘƘŜƳ ŀ ŎƘŀƴŎŜ ǘƻ ǘŀƭƪ ŀōƻǳǘ ǘƘŜ 
person they lost and their wider experience of bereavement and express what was important to 
ǘƘŜƳ ŜǾŜƴ ƛŦ ǘƘƛǎ ǿŀǎƴΩǘ ǊŜƭŀǘŜŘ ǘƻ ǎǳǇǇƻǊǘΦ !ǎ ǘƘƛǎ ŎƻƴǾŜǊǎŀǘƛƻƴ ǎƻƳŜǘƛƳŜǎ ǇǊƻǾƛŘŜŘ ƛƳǇƻǊǘŀƴǘ 
context for the interview, I asked for permission to refer back to it during the interview to avoid 
repetition.  

   

After this rapport-building conversation, participants read and signed the consent form and I 
reminded them of the purpose of the study, the protocols around confidentiality and of the 
possibility to pause or stop interviews at any time. I also recorded basic demographic information; 
date of birth, gender, ethnicity and time since loss.  
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Participants were made aware that interviews were kept confidential from friends and family 
members. However, it was also made clear to participants prior to the interview that if they 
disclosed that they or somebody else was at risk of serious harm, the researcher may pass this 
information on to ensure safety. A risk protocol (Appendix 9) that was approved by the ethics 
committee was in place for these situations.  

   

3.10.2 Social network mapping  

After switching the audio recorder on, I explained the hierarchical mapping exercise to 
participants and gave them as much time as needed to complete the two maps. I asked 
participants to label each point on their maps with a name or initials so that we could refer to the 
people or groups of people they had included during the interview. Maps were referred to 
throughout the interview, and I often used them as a way to re-focus interviews that were going 
off-topic by askinƎ ŀōƻǳǘ ǇŜƻǇƭŜ ƻƴ ƳŀǇǎ ǘƘŀǘ ƘŀŘƴΩǘ ōŜŜƴ ȅŜǘ ōŜŜƴ ƳŜƴǘƛƻƴŜŘ ōȅ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘΦ 
Some participants added to their maps during the interview as they remembered additional 
network members they thought were important.  

   

3.10.3 Interview  

The semi-structured interview took place immediately after the mapping exercise and referenced 
the drawn maps. Interviews were only ever face-to-face to allow for use of the hierarchical 
network maps and to allow me to watch for any non-verbal cues that may indicate discomfort.  

   

Participants were able to take breaks at any point during their interview, or stop it at any time. I 
would also pause interviews if I noticed the participant becoming distressed to give them time to 
collect their thoughts and to decide if they wished to continue the interview. I was also prepared 
to pause interviews if there was a need to enact safeguarding protocol, although this was never 
necessary. If I noticed that participants were finding a certain topic particularly emotional or 
uncomfortable to talk about, I would limit the questions I asked about this topic.  

   

Interviews (not including the mapping exercise) lasted between 30 and 120 minutes. Interviews 
were ended at the 120 minute mark even if they were not complete to prevent over-burdening 
myself and the participant.  

  

3.10.4 Interview Ending  

At the end of tƘŜ ƛƴǘŜǊǾƛŜǿΣ L ǎǇŜƴǘ ǘƛƳŜ ŘŜōǊƛŜŦƛƴƎ ǿƛǘƘ ŜŀŎƘ ǇŀǊǘƛŎƛǇŀƴǘ ǎƻ ǘƘŀǘ ǘƘŜȅ ǿŜǊŜƴΩǘ 
immediately left on their own having re-lived their difficult experiences.  I made sure that 
participants could feedback about their experience of participation and ask questions about the 
study if they wished as well as chatting about lighter conversation topics before leaving.  

   



                                      

 
100 

L ƻŦŦŜǊŜŘ ŀƭƭ ǇŀǊǘƛŎƛǇŀƴǘǎ ŀ ǇƘȅǎƛŎŀƭ ŎƻǇȅ ƻŦ ǘƘŜ άIŜƭǇ ƛǎ ŀǘ IŀƴŘέ ōƻƻƪƭŜǘ (Public Health England, 
2015), a resource developed by Public Health England and the National Suicide Prevention Alliance 
which offers information about bereavement by suicide. I also gave them an information sheet 
listing charities and services that offer support to people who have been bereaved by suicide and 
that offer general mental health support. Additionally, I reassured participants that follow-up 
contacts were available should they experience any distress or wish to debrief further in the days 
following participation.  

   

After each interview, I recorded reflexive notes about observations I had made about the 
interview.  

   

3.10.5 Post-interview  

Data was stored according to the EU General Data Protection Regulation (GDPR: Information 
/ƻƳƳƛǎƛƻƴŜǊΩǎ hŦŦƛŎŜΣ нлмуύ and guidance from the UCL data protection team; physical paper data 
was stored in secure UCL storage facilities ŀƴŘ ŘƛƎƛǘŀƭ Řŀǘŀ ǿŀǎ ǎƻǊǘŜŘ ƛƴ ¦/[Ωǎ 5ŀǘŀ {ŀŦŜ IŀǾŜƴΦ  

   

Due to data protection requirements and the emotional impact of working with interviews about 
sensitive topics (Etherington, 2007), transcription was not outsourced. Instead, I transcribed all 
audio recordings and during this process, identifying details such as names and places 
were removed or de-specified.  

   

During the consent process I gave participants the option to review and keep copies of their 
transcripts. This was primarily to confirm that they were comfortable with the things they had said 
being used in write-ups of the study, but also as a way to reflect on their own thoughts and 
feelings. The return of transcripts also gave participants ownership of their interview narratives 
and allowed them to check that they had represented themselves in a way that they were satisfied 
with (in line with the critical realist standpoint that data is socially constructed), giving them 
ownership over their data as they were able to request the removal of any data they ŘƛŘƴΩǘ ŦŜŜƭ 
comfortable having in the public domain. Some researchers also suggest that this practice 
improves the rigour of a study (Tong, Sainsbury, & Craig, 2007).   

  

Once transcription had been completed, I contacted participants to make sure that they still 
wanted a copy of their transcript and to make them aware that they would be receiving it. 
Participants were posted a copy of the transcript and had 2 weeks to contact me and request the 
removal of any parts of their interview. Participants who chose not to receive a copy of their 
transcript understood that their data would be used as recorded. 

  



                                      

 
101 

3.11 Analysis  

3.11.1 Hierarchical map data analysis  

Previous research has used the HMT to quantitatively assess social networks by measuring 
characteristics like connectivity, relative network size and strength of relationship (Carrasco, 
Hogan, Wellman, & Miller, 2008; Hurtado-de-Mendoza et al., 2016; Julal, Carnelley, & Rowe, 
2017). One study combined the method alongside semi-structured interviews, with the qualitative 
and quantitative data complementing each other. In that research, HMT was used to examine the 
types of relationship that existed in the most supportive networks and the relationship between 
placement of network members on maps and extent of support offered (Reza, 2017).  

  

Here, maps were primarily used as stimuli for the semi-structured interview, to prompt 
participants to start thinking about which people in their life they felt close to and why. It was 
believed that using a structured exercise and allowing participants to generate their thoughts in 
their own time was a more manageable way to get a sense of their social network than verbal 
questions. It also put participants in the right frame of mind to start an interview that examined 
their relationships in-depth.    

   

¢ƘŜ ƳŀǇǎ ǿŜǊŜ ƴƻǘ ƛƴǘŜƴŘŜŘ ǘƻ ōŜ ŀ ŎƻƳǇƭŜǘŜ ǊŜǇǊŜǎŜƴǘŀǘƛƻƴ ƻŦ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ social network as 
there was a limit on the number of people each participant was asked to include; rather it 
prompted participants to think about the relative closeness of key friends and family members.   

  

As pilot work (Appendix 7) showed that participants tended to use and interpret maps differently, 
they were not used for any quantitative analysis. Instead, they served to enrich interpretation of 
the qualitative data by providing context for the final case studies, as trends in maps were 
expected to mirror themes found in the qualitative data. For example, if the loss was related to a 
lot of tension in relationships for one participant, this was expected to reflect in group members 
moving outwards on their map.  

  

3.11.2 Interview analysis  

3.11.2.1 Theoretical approach to analysis  

In order to effectively answer the research questions presented at the start of this chapter, 
I analysed collected data at two conceptual levels:   

Individual level: at this level each participant was treated as an individual, regardless of which 
network they belonged to, and their individual experiences of bereavement were compared to 
those of other participants in the sample.  

Group level: at this level, analysis focused on the similarities and differences in bereavement 
experiences between members of a single social network and between whole social networks. 
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Two different methods of qualitative analysis were required to explore the data; thematic analysis 
was used to explore data at the individual level and a novel analysis method based on dyadic 
analysis was used to explore data at the group levels.  

  

Thematic analysis (individual level)  

Taking into account the numerous potential approaches to qualitative data analysis, I identified 
thematic analysis as the most appropriate approach for the data collected in this study.  

  

Thematic analysis was particularly suited given that the interviews generated a relatively large and 
complex dataset collected from a heterogeneous sample that needed to be analysed at multiple 
theoretical levels. This style of analysis allowed me to produce a manageable and organised  

framework for the data and develop a rich interpretation that focused on comparison of accounts 
and identification of themes and patterns across the dataset (Braun, Clarke, & Terry, 2014; Starks 
& Trinidad, 2007; Thorne, 2000). In comparison to narrative or phenomenological approaches, I 
was able to focus on comparing data across participants in line with my critical realist standpoint 
and with the aims of the study, rather than be limited by a focus on the uniqueness of individual 
experience for a phenomena understood to impact individuals and social networks very 
differently.  

  

The analysis was carried out according to the commonly used phased framework: familiarisation 
with data, generation of codes, searching for themes, reviewing themes and defining themes 
(Braun et al., 2014), which will be described in the following sections.  

  

Group-level analysis 

As highlighted in Chapter 1, previous research in the area of suicide bereavement has focused on 
individuals and how they have coped with this loss without considering the context of their social 
environment. Exploration has often been framed in terms of aƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ƴŜŜŘ ŦƻǊ ǎǳǇǇƻǊǘ ŀƴŘ 
their perception of the support they received, rather than taking into account each social network 
ƳŜƳōŜǊΩǎ provision and receipt of support.  

  

Despite the fact that suicide is a specific type of death, the circumstances leading up to a death 
and the community in which it occurs can differ extensively, leading to friend and family groups 
having different bereavement experiences. Within groups, individuals have had different 
relationships with the person who died and different relationships with each other, influencing 
how they interact with and support each other after the death. Commonly used qualitative 
analysis methods such as thematic analysis or IPA are not suited to drawing out the complexities 
of these relationships as they do not allow for the grouping of participants. Instead, methods like 
dyadic analysis (Eisikovits & Koren, 2010) ǿƘƛŎƘ ŀƭƭƻǿ ŦƻǊ ŀ ŦƻŎǳǎ ƻƴ ŎƻƳǇŀǊƛƴƎ ǇŀǊǘƛŎƛǇŀƴǘǎΩ 
perceptions of the same event are more suited to the rich interpersonal data acquired in this 
study.  
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The process of dyadic analysis is the analysis of interviews carried out with a pair of participants 
(either separately or alone) with a connection to each other, and can be used to create a deeper 
ǳƴŘŜǊǎǘŀƴŘƛƴƎ ƻŦ ŀ ǇƘŜƴƻƳŜƴƻƴ ōȅ ǳǎƛƴƎ ŜŀŎƘ ǇŀǊǘƛŎƛǇŀƴǘΩǎ ƴŀǊǊŀǘƛǾŜ ǘƻ ƛƴŦƻǊƳ ǘƘŜ ƻǘƘŜǊ ŀƴŘ 
ultimately create a single collective narrative (Eisikovits & Koren, 2010). This technique has not 
commonly been used in qualitative research, in fact Eiskovits and Koren (2010) note in their 
published paper that they seemed to be the first to document a study that used dyadic analysis on 
individual interviews. This paper also provides one of the clearest descriptions of the methodology 
of dyadic analysis.  

  

Researchers who have used this method tend to adapt the methodology to suit their specific 
research question. For example, Ummel and Achille (2015) describe creating timelines of stories 
from each of their participants and using these representations to visually compare data from 
each participant, a method suited to examining accounts of a shared event, but not to abstract 
and relationship-focused concepts. Paradiso de Sayu & Chanmugam (2016) focused on language in 
their dyadic analysis of empowerment in research partnerships, and ǳǎŜŘ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ǉǳŜǎǘƛƻƴ 
responses to categorise levels of agreement within dyads. More commonly, studies including 
ŘȅŀŘǎ ŀƴŘ ƭŀǊƎŜǊ ŦŀƳƛƭȅ ƎǊƻǳǇǎ ŘŜǎŎǊƛōŜ ŎƻŘƛƴƎ ŜŀŎƘ ƛƴŘƛǾƛŘǳŀƭΩǎ ƛƴǘŜǊǾƛŜǿ ǳǎƛƴƎ ǎǘŀƴŘŀǊŘ ǘƘŜƳŀǘƛŎ 
analysis or IPA approaches, then considering the resulting themes and codes together for each 
network group (Alexander et al., 2012; Dancyger, Smith, Jacobs, Wallace, & Michie, 2010; Morgan, 
Ataie, Carder, & Hoffman, 2013; Van Parys, Provoost, De Sutter, Pennings, & Buysse, 2017). 

   

Given that interviews in this study sought to explore individual perspectives and experiences, 
there was sometimes ƭƛƳƛǘŜŘ Řŀǘŀ ŦǊƻƳ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ƛƴǘŜǊǾƛŜǿǎ ǘƘŀǘ ŘƛǊŜŎǘƭȅ ǊŜƭŀǘŜŘ ǘƻ ŀƴƻǘƘŜǊ 
participant. Additionally, the relationships between included participants differed across groups, 
and so carrying out a direct dyadic-type analysis would have limited comparability across groups 
and would only represent a small proportion of the wider social group.   

  

Multiadic analysis (Manning, 2013) was developed from dyadic analysis as a tool to effectively 
explore family communication through examining multiple sets of relationships within a family 
group and how these relationships impacted on each other. This method of analysis has been used 
in several studies, but framed through the examination of the discourse taking place between 
participants in joint interviews as well as topics from individual interviews (Manning & Kunkel, 
2014, 2015). Joint interviews were not appropriate for this study given the sensitivity of the topic, 
so facilitating conversation between participants and analysing their communication with each 
other was not possible.   

  

In this study, direct comparisons between individual participants in a network were used as 
examples of congruence or contrast in experience within a group of participants, and a broader 
comparative approach was taken to analyse ǇŀǊǘƛŎƛǇŀƴǘǎΩ ǎƻŎƛŀƭ networks and communities as a 
whole. Here, when a participant mentioned any member of their social network, this was treated 
as data to be coded and analysed in order to build up an overall picture of the support and 
dynamics within the group, and differences ŀƴŘ ǎƛƳƛƭŀǊƛǘƛŜǎ ƛƴ ŜŀŎƘ ƳŜƳōŜǊΩǎ ōŜǊŜŀǾŜƳŜƴǘ 
experience. Using the methodology of Eiskovitz and Koren (2010), data was examined at different 
ƭŜǾŜƭǎΦ !ǘ ƻƴŜ ƭŜǾŜƭΣ άƻǇŜƴ ǊŜŀƭƛǘȅέ ǿŀǎ ŎƻƴǎƛŘŜǊŜŘΣ ŎƻƳǇŀǊƛƴƎ ŀƴŘ ŎƻƴǘǊŀǎǘƛƴƎ ǿƘŀǘ ǇŀǊǘƛŎƛǇŀƴǘǎ 
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ǎŀƛŘ ƛƴ ǘƘŜƛǊ ƛƴǘŜǊǾƛŜǿǎΣ ŀƴŘ ǘƘŜƛǊ ŘŜǎŎǊƛǇǘƛƻƴǎ ƻŦ ŜǾŜƴǘǎΤ ŀǘ ŀƴƻǘƘŜǊ ƭŜǾŜƭΣ άƘƛŘŘŜƴ ǊŜŀƭƛǘȅέ ǿŀǎ 
considered, comparing and contrasting Ƴȅ ƛƴǘŜǊǇǊŜǘŀǘƛƻƴ ƻŦ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ōŜƭƛŜŦǎΣ ƎŀǇǎ ƛƴ 
knowledge and the subtext of what they said. This approach was ultimately similar to thematic 
analysis, just applied to data from groups rather than individuals.  

   

Following the practice of collaborative coding, often used to enhance validity in qualitative 
research, (Cornish, Gillespie, & Zittoun, 2013), two members of the supervisory panel coded one 
transcript each independently at the beginning of the analysis process in order to explore how 
their interpretations of the data compared to mine. Three-way discussions based on this process 
enhanced my conceptual thinking around the data and guided analysis as it progressed from being 
mostly descriptive in the early stages to more interpretive in the latter stages. I analysed all of the 
data, and in all stages of analysis, I initially coded data and generated themes, and made decisions 
about the structure and content of the coding framework. It was particularly useful to collaborate 
ǿƛǘƘ ǊŜƭŀǘƛǾŜ άƻǳǘǎƛŘŜǊǎέ ǘƻ ǘƘŜ ŜȄǇŜǊƛŜƴŎŜ ƻŦ ǎǳƛŎƛŘŜ ōŜǊŜŀǾŜƳŜƴǘ ǘƻ ǎǳǇǇƻǊǘ Ƴȅ ŎǊƛǘƛŎŀƭ 
engagement with the data and prevent my own experience from dominating my interpretation. As 
a novel method of analysis, discussing techniques with supervisors was also valuable in supporting 
the validity of the group-level analysis process ultimately used.   

  

   

3.11.2.2 Process of analysis  

Whilst papers describing qualitative analysis suggest that it has distinct stages to it, the process 
followed in this project was more fluid. Stages of analysis were often being carried out in parallel, 
and as this was a novel process, sometimes techniques were tried, tested and abandoned or 
adjusted in search for a rigorous and systematic method of analysis. The general temporal stages 
of analysis are described below. Approaching data from a critical realist perspective, I understood 
ǇŀǊǘƛŎƛǇŀƴǘǎΩ ŀŎŎƻǳƴǘǎ ǘƻ ōŜ ōǊƻŀŘƭȅ ǊŜŦƭŜŎǘƛǾŜ ƻŦ ŀƴ ƻōƧŜŎǘƛǾŜ ǘǊǳǘƘ ǘƘŀǘ ǿŀǎ ƳŜŘƛŀǘŜŘ ōȅ ǘƘŜƛǊ 
beliefs and formative experiences.   

  

Stage 1: individual level analysis  

The first stage of the analysis focused solely on the individual level, with an inductive approach 
taken to coding. Although a coding framework was used during analysis, this was never closed and 
so alterations to this framework were made through the analysis process as new codes and 
themes came to light. At first a thematic analysis was carried out for four individuals from four 
different networks to create an initial coding framework that captured the diversity of experience 
of each network. These individuals were chosen to represent networks with a range of different 
bereavement experiences so that the initial coding framework reflected this diversity of 
experience. The coding framework that I created was reviewed with my primary and secondary 
supervisor; I refined this framework after discussion between the three parties and an initial set of 
themes was generated. This process was repeated again after two new transcripts had been 
coded, with supervisors reading one of the new transcripts each and comparing it to the revised 
framework. After a second discussion, only minor changes to the coding framework were needed, 
and so it was established that the framework was adequate in its current structure and was 
unlikely to need major changes going forward. Throughout the rest of the analysis, minor 
adjustments to nodes and structure were made as necessary as themes continued to be reviewed 
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and refined. Appendix 10 presents a transcript excerpt with examples of codes used and a 
description of how each developed over the course of the analysis process.  

   

I carried out coding at the individual level one network at a time to facilitate the second stage of 
analysis. A write-up of this analysis is presented in chapter 4.  

  

 

Stage 2: group level analysis and case study development 

 Once the initial coding framework was relatively finalised in its use at the individual level, I 
examined all of the data again and identified new nodes that specifically related to interpersonal 
processes όŜΦƎΦ άƎǊƻǳǇ ƘŀǊƳƻƴȅέύΦ ¢ƘŜǎŜ ǿŜǊŜ ǘƘŜƴ ŀŘŘŜŘ ǘƻ ǘhe coding framework and new 
themes were generated that were relevant at the group level. Once the coding framework was 
established at both the individual and the group level and had been discussed in depth with my 
supervisory panel, coding of the remaining data was completed with both the individual and group 
level coding being carried out in parallel.  

  

Case studies were developed as a way to make data analysis at the group manageable. These were 
overviews of each social network, summarising partƛŎƛǇŀƴǘǎΩ ǇŜǊǎǇŜŎǘƛǾŜǎ ƻŦ ǘƘŜ ƛƳǇŀŎǘ ƻŦ ǘƘŜ ƭƻǎǎ 
on the network, and of support offered and received. Where networks were represented by one 
ǇŀǊǘƛŎƛǇŀƴǘΣ ǘƘŜƛǊ ŎŀǎŜ ǎǘǳŘȅ ǿŀǎ ōŀǎŜŘ ƻƴ Řŀǘŀ ŦǊƻƳ ŀ ǎƛƴƎƭŜ ǇŀǊǘƛŎƛǇŀƴǘΩǎ ƛƴǘŜǊǾƛŜǿΦ /ŀǎŜ ǎǘǳŘƛŜǎ 
of networks with multiple participants were based on multiple data sources, and so required some 
analytic work in order to be to summarise and integrate the experience of each participant. 

 

 At the beginning of the analysis process I created a set of network summaries which noted key 
characteristics of each participant group (e.g. relationship to the person who died/other 
participants) and relationships, beliefs or events that seemed to be particularly impactful (e.g. 
significant fall-outs between group members) using notes from my reflexive diary. As these notes 
progressed, I started to record the same type of data for each group, (such as which group 
member seemed to be the focus of support), allowing for comparison across groups.  

 

Developing these into full case studies became an iterative process alongside coding and an 
important part of the group-level analysis, where themes that emerged through coding prompted 
me to add information to case studies, and patterns that I noticed in writing case studies 
prompted me to refute or verify potential patterns in the data through examination of my coding. 
Two of these case studies and their accompanying transcripts were reviewed by my primary 
supervisor, and my second supervised reviewed another two separately. 

 

By the end of the analysis process, I had developed a full case study for each participant group that 
reflected the theme structure of the group level coding. These case studies provided accessible 
summaries of the data collected, illustrating key themes at both the individual and group level. 
Selected case studies are presented at the beginning of chapters 4 and 5 (with the rest of the case 
studies presented in appendices 11 and 12) to provide context for the results that follow them, 
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and serving as illustrations of how themes are expressed within a social network, and how they 
relate to each other. They were also effective tools for PPI consultation, enabling PPI group 
members to engage with and critique findings without needing to spend a long time working 
through the coŘƛƴƎ ŦǊŀƳŜǿƻǊƪǎΦ L ŀŘŘŜŘ ŜŀŎƘ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ƘƛŜǊŀǊŎƘƛŎŀƭ ƳŀǇ ǘƻ ǘƘŜƛǊ ǊŜǎǇŜŎǘƛǾŜ 
case study to provide additional context. 

  

²ƘŜǊŜ ǇŀǊǘƛŎƛǇŀƴǘǎ ƘŀŘ ǇŀǊǘƛŎƛǇŀǘŜŘ ŀƭƻƴŜΣ ǘƘŜȅ ǿŜǊŜ ǎǘƛƭƭ ǘǊŜŀǘŜŘ ŀǎ ŀ άƎǊƻǳǇέ ŀǘ the group 
level of analysis. It was accepted that they would produce less detailed network summaries of 
groups of participants, and they lacked the context of clarifying or conflicting statements from 
other members of the group, but their interviews still contained valuable insights into the group 
processes and social contexts related to suicide loss that were of interest in this level of analysis.  

  

I created a separate secondary coding framework to code for instances where participants directly 
referred to each other or both referred to another network member to support direct 
comparisons of their accounts. This supported the part of the analysis that was most similar to the 
dyadic analysis referenced above and allowed the development of a deeper understanding of each 
group, highlighting demonstrable similarities and differences in experience across participants 
within each group, as well as generating examples of interactions. Hierarchical network maps 
were anonymised and digitised at this stage and included in network summaries to provide 
additional context for the relationships between network members.  

  

  

Stage 3: generation of themes and validity checking  

Once coding had been completed and the coding framework was finalised, I focused on generating 
higher and lower order themes. This process was relatively straightforward for the individual level, 
but was more complex at the group level.   

  

To ensure that analysis at this stage was rigorous, I produced summaries of each node that related 
to interpersonal processes in NVivo, producing a list of all the quotes in that dataset that were 
coded under that node. Using these summaries and the secondary coding framework, quotes from 
each group were examined in turn to compare and contrast what participants had said about their 
experiences and each other. Once I had identified the interpersonal processes that occurred 
within each group, I compared these experiences across groups, using the grouped node 
summaries and the reflexive diary in which during data collection I had noted overall impressions 
of each group. Themes were then generated at the group level.  

  

PPI groups were involved at this stage of analysis in order to comment on the validity of the 
analysis. In order to use the time that I had with my PPI group effectively, I chose not to present 
them with the data files and coding frameworks as group members were not familiar with 
qualitative research methods. PPI group members were instead presented with several of the case 
studies and asked to comment on whether or not they felt they were representative of their 
experiences of suicide bereavement. Their comments were used to confirm that interpretations 
and representations of social network were fair and reflective of their experience of suicide 
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bereavement. Input on analysis from multiple researchers was particularly important at the group 
level, as in analysis with groups of participants there is a possibility of a researcher connecting 
more with one participant than another (Ummel & Achille, 2015), and therefore being more likely 
ǘƻ ŀŎŎŜǇǘ ŀƴŘ ǇǊƻƳƻǘŜ ǘƘŜƛǊ ǇŜǊŎŜǇǘƛƻƴǎ ŀƴŘ ƛƴǘŜǊǇǊŜǘŀǘƛƻƴǎ ǘƘŀƴ ǘƘŜ ƻǘƘŜǊΩǎΦ LƴǾƻƭǾƛƴƎ Ƴȅ 
supervisors in independent coding and PPI group members in checking case studies and themes 
ensured that my own lived experience did not overly influence interpretation of the data.  

  

3.12 Resource development methods 
The following section describes the decision-making behind the proposed public resource. The 
planned content of the resource, based on the results of the qualitative study, and example 
content are presented in chapter 6. 

 

In order to identify the key findings from this study that would be most applicable for an 
informative resource, I first used the completed individual and group level coding frameworks to 
identify which codes were commonly referenced across the entire sample (as opposed to just a 
few participant groups). Having identified these, I examined the data attached to these codes to 
establish which of the codes related to common experiences and consistently held beliefs (e.g. 
what are the qualities of a good supporter). I then summarised each of these into one or two 
sentences ŀƴŘ ƴƻǘŜŘ ǿƘŀǘ ǘƘŜ ǊŜƭŜǾŀƴǘ ŀŘǾƛŎŜ ǿƻǳƭŘ ōŜ όŜΦƎΦ άtŜƻǇƭŜ ǾŀƭǳŜŘ ƛǘ ǿƘŜƴ ǎǳǇǇƻǊǘŜǊǎ 
were consistent. Supporters should keep offering support across the bereavement period and 
ŜǾŜƴ ƛŦ ƛǘ ƛǎ ƴƻǘ ŀƭǿŀȅǎ ŀŎŎŜǇǘŜŘΦέύ ƛƴ ǇǊŜǇŀǊŀǘƛƻƴ ŦƻǊ ǘƘŜ ǿǊƛǘŜ ǳǇ ƻŦ ǎƻƳŜ ŜȄŀƳǇƭŜ ŎƻƴǘŜƴǘ ŦƻǊ ǘƘŜ 
proposed resource. I present these identified codes in the final sections of chapters 4 and 5, 
focusing on advice and information for the close personal network and wider social network as the 
intended readership for the resource. Where participants described negative feelings or 
challenging situations, I also noted when they mentioned a method of coping with this (e.g. being 
careful what they discussed with their family in relation to the loss).  

 

5ŜŎƛǎƛƻƴǎ ŀōƻǳǘ ǘƘŜ ŦƻǊƳŀǘ ŀƴŘ ŎƻƴǘŜƴǘ ƻŦ ǘƘŜ ǊŜǎƻǳǊŎŜ ǿŜǊŜ ǎǳǇǇƻǊǘŜŘ ōȅ ǘƘŜ ǇǊƻƧŜŎǘΩǎ ttL 
group. Seven group members were consulted about the resource, two individually and five as part 
of a group discussion. These group discussions took place during the same sessions held to review 
the themes and case studies from the qualitative study, so that the resource could be discussed in 
the context of the data from which it came. Group members were able to comment on the ideas 
for the content and format that I presented; key decisions about content and format that arose as 
a result of PPI group discussion are presented in chapter 6.  

 

Once initial ideas had been developed, they were discussed with the wider supervisory panel, and 
the example content presented at the end of this chapter was reviewed by members of the PPI 
group who had not taken part in the consultation groups mentioned above. I also researched 
guidance produced by the NHS for the development of their patient health information materials. 
I found several guidance documents (Bodley, 2015; Department of Health, 2003; Shetland, 2007; 
Welsh Assembly Government, 2005) and took applicable advice into account, including guidance 
on formatting and conveying complex information.  
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Chapter 4: Individual level results 

4.1 Sample characteristics 
The sample consisted of 26 participants in total. The sample included 8 separate networks of 
between two and four participants; a total of 21 participants. An additional 5 participants were 
individuals with no other friend or family member involved in the study.   

 

Participants were aged between 23 and 77 years old (mean age: 51). Eighteen participants were 
female, seven male and one gender-fluid. Time since death ranged between 1.5-8 years, (mean 
length of loss: 4.5 years). All participants identified as being of White British ethnicity. A full break-
Řƻǿƴ ƻŦ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ǊŜƭŀǘƛƻƴǎƘƛǇ ǘƻ ǘƘŜƛǊ ƴŜǘǿƻǊƪ ƳŜƳōŜǊ ǿƘƻ ŘƛŜŘ ƛǎ ǇǊŜǎŜƴǘŜŘ ƛƴ table 6; 
with the majority of participants being blood relatives.  

  

To help protect the anonymity of participants, specific locations of participants are not 
documented in this thesis, but a map (figure 5) presents approximate locations of participants 
across England in a mixture of urban and rural areas, the majority of participants being in South 
East England.  
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Figure 5: Participant home locations 

 

 

  
























































































































































































































































































































































































































