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Abstract

Conservative estimatesuggesthat 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. INEngland, professnal 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 importantLittle is known about the mechanisms of social support after a suicide loss,
particularlyits reciprocal aspect

The aim of this thesiss toexplorehow the social network of friends and family bereaved by
suicide informally support one another afterdin loss.

The firstprojectin this thesis is a systematic reviand narrative synthesis of 16 studiegich
showedthat higher levels osocial supporare at leastpartially associated with improved
wellbeing after sudden or traumatic deattsocial support is therefore worth working to improve.

A qualitative studyollowed this in which26 participantsfrom 13 different sociahetworks were
interviewed about their experiences of support and social interactions after their Aooesvel

method of analysis (based on dyadic analysis) was used to examine the similarities and differences
in perspectives of participants from within the sas@cialnetworks Results showed thabsial
networkstend to naturally adapt to cope with a loss, but canefdarriers to communication

which hinder supportive effortand relationships can be negatively impacted by mismatciies
narratives of the loss ansupport style

Finally, a public resoura@med at sociahetworksbereaved by suicidenderwent initial
development.Using findings from the qualitative study, draft material for a teased resource
intended to inform and normalise experiencesd a plan foits further development was
created.



Impact Statement

Suicide is something that impactsignificant proportion of the UK population, with data

indicating that roughly 6000 people die by suicide in the UK every year (Samaritans, 2018), each
leaving behind a group of family and friends. There is a lack of professional support specifically for
people who have been bereaved by suicide in the UK, and so the social support that takes place
between family and friends is particularly important to improve wellbeing outcomes after people
have experienced a loss to suicide.

This project provides a betteinderstanding of the impact of suicide bereavement on friend and
family groups, and the support that takes place within them then has previously existed in
academic literature. The findings of this research have the capacity to influence the focus of
suicide bereavement services and directly help people who have experience a loss to suicide cope
with their bereavement.

The systematic review (chapter 2) presented in this thesis has been published in a peer reviewed
journal, and papers related to the quialiive study are in preparation for submission. | have also
presented the qualitative methodology at a national conference and the results of the qualitative
study at an international academic conference. In particular, the published thesis and published
peer-reviewed papers can serve as a guide for other qualitative researchers looking to carry out
analysis of their data at multiple leveisdividual, within and across grodevels)as there is

currently a lack of published literature that describes thethodological process of mulievel
qualitative analysis.

During my PhD, | have given several oral presentations both about my research and broader

suicide prevention research to neatademic audiences, using my learnt expertise about the

subject area igeneral as well as my own project. Audiences include charity volunteers at the
Survivors of Bereavement by Suicide AGM and the Central London Samaritans AGM, and charity
R2Y2NE YR &ddzLILR2 NISNE |4 GKS aSyidlf aeSIfiK wS
hopefully encouraged audiences to engage further with research in the future.

A significant part of my project has been the initial development of a public resource based on the
results of the qualitative study, and the work that has been carried out so far and future plans for
work are described in chapter 7. In brief, the resousc@tended to be an informational booklet

or web page aimed at people who have recently been bereaved by suicide, or know somebody
supporting somebody bereaved by suicide. It will use vignettes to normalise the social changes
that can take place withiraimily and friend groups and provide advice about how to cope with
these changes. Whilst this resource could not be fully developed within the timescale of this
project, initial development and consultation has been carried out and potential supporters for
ongoing work on this project have been identified. By partnering with a known suicide prevention
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 | will summarise existing literature regarding bereavement, sopabguand the
relationship between the twokirst, | will discuss bereavemenmbcusing 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 literatueasd providing a justification for this thesiEhe aims of

the thesis are summarised in section 1.4

1.1 Bereavement

1.1.10verview of bereavement

.SNBII@SYSyil Aad (0KS aLKeaAz2t23AO0lIfx LAOK2t23A
RAALX @SR o0& |y AYRAGARdzZ f F2fft2¢Ay3 | f2aa o
(Dunne, Mcintosh, & Dunrklaxim, 1987)and is an integral human experience, impactahgost

all of us,often multiple times over a lifetime.

Defining who is bereaved after a loss is complex, as a judgement mustdeeabaut whether
somebody is impacted enough by a loss to count as being bereaved, and intensity and length of
bereavement varies oa number ofindividual factorgSidneyZisook & Shear, 2009searchers
generally rely on those impacted by a loss to-g##htify as béng 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 outdaxpression of this gri¢Buglas, 2010)

Bereavement is seen as a temporary state: on average, the acute bereavement period lasts 18
months(Horowitz et al., 2003)hile 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 {@rgn impact(Stroebe, Schut, & Stroebe, 2007)
deperdingon 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 sociabougs including risks of affective,
cognitive, behavioural, physiologiesdmatic and immunological dysfuncti¢Berardo, 1970;
Kristensen, Weiseeth, & Heir, 2012; Stroebe et al., 2007)

In addition to the expected lasting impact, EaAS NBR 2y Qa aidl iS 2F o0SNBI @SY
SELISOGSR tSy3adkKz Al OFy NBFOK | (KNBS&Hk®éER adzO0
al., 2011) Complicated grief, or prolonged grief disorder has gained recognition as a diagnosable

disorder included in the IGD1 (World Health Organization, 20184 is characterised by tense
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ANAST NBalLkRyasSa adzOK Fa t2y3Ay3a F2N 2N LINBE200O
functioning that last for more than 6 monthgKillikelly & Maercker, 2017)

Bereavement involvethe cognitive processing of loss; coming to an understanding and

acceptance of what happenddceaningmaking) which determines the emotions that bereaved
individuals havgStroebe & Schut, 2004)here areseveraltheories 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 m@dehial, anger, bargaining, depression
andacceptancejKublerRoss, 1973However, his and similar other models are not well

supported empiricall{Maciejewski, Zhang, Blac& Prigerson, 2009nd oversimplify the

process of adapting to a loss by suggesting that it falls into linear stages. These models also fail to
accountfor individual differences in bereavement, and the stressors that are indirectly related to
loss sich as finances, workload etc. A theory that may better explain bereavement is the Dual
Process ModdgDPM;Schut, Swebe, 1999)which accounts for the individuality of bereavement
anditsfarNB I OKAy 3 AYLI OG 2y |y AYRAQDGARdIzZ ftQa ftAFTSO

1.1.2The dual process moda$ a way tainderstand coping withereavement

Meaningmaking after a loss can be conceptualised uiiegdual process model of coping with
bereavement(Schut,Stroebe, 1999that expands on the idea of meankimgaking after a loss.

Unlike the popular KibleRosg1973)model of grief which suggests those who are bereaved
experience five stages of coping with their grief, the DPM has been substantiated by afbod
research in the two decades since it was first propo&ealr, 201Q)The bereavement
experiencehas also beennderstood through attachment theor{Bowlby, 1977)suggesting that
OSYiNI¥f (42 Yy AYRAGARIzZ £ Qa FRFLIWIFGA2Yy G2 | €2
attachment with theperson who diedThis concept of adjustment after bereavement is limited, as
it suggestshat confronting the lost relationship and reassigning the rolegkeson who died

played for them is the only way of working through a bereavement. Attachment theory was also
conceptualised with a focus on shddrm stressors and attachments with a siedigure and so

fails totake into accounthe complexity of the social worlg@Field, 1996)

Compared to attachmerbased models, the DPM allows for the use of different coptgles by

proposing that there are two types of stressor that need to be dealt with to successfully adapt to a

0 SNB I @S Y Sneiited (facdsiBgiod the deceased and death events; confronting and

dwelling on loss) and restoratieoriented (dealing wittsecondary stressors, such as coping with
FAYLFYOSa 2N £ SINYyAy3 (2 NHzy || K2 dza BcedeR> G KI
2002) This way of framing bereament 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
someg/ SQa OF LI OA G & (i 2orieRt&dlsttessorgShekir, 20I0)3 G 2 N> G A 2 v

As well as theoretical evaluations of the model, some empirical research has been carried out to
establish the existence and importance of restoration and-twsnted stressors. Genelig,
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 widowgBennett, Gibbons & Maclkeie 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, 2007put further empirical research is needed to confirm this.

¢tKS 5ta R2Sa OfSIFENIe [ftt2g FT2NJ GKS O2yOSLIi 27
gl & 2F ANRSOAY I dJGilfert,A989)StdEbe & Fechut, FO2ARNErS ddidraduce

the load of restoratiororiented stressors and facilitate coping with lassented stress in that

tat {Ay3 GKNRAAK yINN}YGAGBSa yR 3ISGGAY3T 20KSNEQ
working through a los@Park,2010) Empirical research focusing on parental bereavement, where
AYOGSNILISNER2YFE O2LIAY3 Aa LI NIAOdzZ I NI @8 NBf SOyl
FYR NB&aG2NI A2y A0GNBaaz2NRBR A YMWingaar8ste Veijet afl, K S A NJ L.
2008) This model therefore allows for the influence of reciprocal social support in copiimg wi

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, whereag€deMints foithe
unique relationship an individual will have had witperson who diedhat cannot easily be
compensated for by others in a netwof8troebe & Schut, 1996l suggests that social support
can help after bereavement by specifically alleviating feelings of social isolation, rather than
replacing what was provided by tiperson who diedThis may explain why research consistently
finds that stigma sets suicideereavement apart from other losses, as these feelings of social
isolation will be compounded by perceived stigma.

1.1.3The interpersonal context bereavement

Whilebereavemenimpactsona numberoft & LISOG a 2 F | ythekfgcRrdaBd Rdzl f Qa
influence the impact and severity bereavement; particularly the social environméd®anders,

1988; Stroebe & Schut, 2001; van der Houwen et al., 20h@ye is a significant body literature

that focuses on the interpersonal dimensiondS NB | gSYSy (> KAIKE AIKGAyYy 3
grief is embedded within their core relationships and the dynamics of their soetiabrk (also

referred to as social grougphapiro, 2004)

Meaningmakingis a social process as well as a personalWhenanA Y RA @A Rdzl f Q& LJS N.
reality is challenged, they often turn to others in their soatworkto help confirm their reality.

In the case of bereavement, it may be helpful for sac&ivork members to have shared view
aboutwhathappeB R | YR G KSNBEF2NBE O2 yifhdiwaKY SY OENR & K BB &
differ, this could present challenges to the way the group functi@itert, 1996)
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Research also shows that there are social normghiexpression of bereavemertipth the
way in whichindividuals express their griahd when they grieve are influenced in some part by
what their sociahetwork expects and how it responds to thefRobson & Walte 2013)

At a broad level, different cultures have different processes for marking a death and different
0StASTA Fo2dzi ¢KIFG KIFLIISYya FFOGSNIEAFSE 620K 2
to loss and alter how they are treated byose around them in relation to their log€acciatore &

DeFrain, 2015)Worldwide, there are 25 countries where suicide is still ill¢gidhara &

Weisstub, 2016and each of the major world religions have groups within them who view suicide
negatively(Bhugra, 2010)Whilst very little crossultural research exists looking at the social

aspects of grief antdereavement 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 sociahetworklevel, it is understood that the loss ohatwork member has an impact on

the remaining relationships within tharoup; forexamplewidowhood has been found to

negatively impact on friendshigZisook, Shuchter, Sledge, Paulus & Judd, 1@8#jhe loss of a

child makegartners more likely to break up, potentially if they found that they were unable to
adequately support one anothét.ehman, Lang, Wortman & Sorenson, 198@\eral quantitative
assessment tools have bedpveloped specifically to capture how family relationships are

impacted by lossefHooghe, De Mol, Baetens & Zech, 20C&er studies use network

characteristics or morgeneral measures of relationships to examine the relationship between
f2aa YR FlLYAfE& ReéeylYAO&ad C2NJ SEI YLX S | ae&ad
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
O2yANHzZSY OS 2F IANARSGAYyID al NAGFE ljdaftAde yR A
adjustment(Albuquerque, Pereira, & Narciso, 2016)

1.1.4Suicide bereavement

Mode of deathisanother factor thatinfluences the bereavement experiend2eaths can be
categorisednto unexpected (e.ca natural disaster) or expected deaths (¢egminal illness)

and/or violent (e.ghomicide) or norviolent (e.gheart attack. Whilst these categrisations 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 psychidisorder(Barry, Kasl, & Prigerson, 2002;
Kaltman & Bonanno, 2008pmpared to more expected and less violent deaths.

Being able to expect death in some sees@bles a person to begin the bereavement process
before a person dieand makes dealing with loss arektoration-oriented stressors

easier.It allowsa person to begin to come to terms with a loss more slotalyeassign the roles
that the person gavéo them for other people, and to have cognitive clos@v@an Hiel &
Mervielde, 2003)
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Suicide is commonly categorised as a violent and unéggddoss (althouglit can sometimes be
anticipated), and is uniquely distinct from other types of death, give it involves the
RSEAOGSNIGS OO (2 SYyR 2y SQa @érd Hdalth Digabizatidn,S 2 2 N.
2018b)estimates that 800,000 people die by suicide each year; whilst suicide rates in England
have been in decline since ti880s, suicide is still the leading cause of death in adults under fifty
with roughly 6000 deaths in Englandd Walesach yeafOffice for National Statistics, 2020)
Broken down by age and gendemnales 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 overallOffice for National Statistics, 202@Iso particularly at risk atew-skilled
workers, divorceeghose who live in deprived areamdthosewho 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 arereaved through other mean3.he extent of these

risksare dependent on kinship with the person who di@éitman, 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 thebrosaved populatiorfPitman et al.,
2017)and the risk of complicated grief is at 63% rather thar20 for other types of
bereavement(Belini et al., 2018)

LG Ad RAFFAOMzZ G G2 YF1S | 0AYIl NXerdé(@eliel Ay Ol A2Y
Mclintosh, Neimeyer, Maple & Marshall, 20B4)ggests that exposure to suicide loss on a
continuum of the long term bereaved (those with a close personal relationship tparson who
diedwho are impacted across a protracted peripthle short term bereaved (those with a close
personal relationship to thperson who diedl the affected (anyone who experienced distress)

and the exposed (anyone who knew or identified with gerson who diell The categories are

not mutually exclusiveso those who might technically fall into one category might-wdhtify as

being in anotherand the length of time before somebody is classified as long term bereaved is

not specified. This conceptualisation is difficult to operationalise and is penmayst 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 availdkiag this

continuumin research and practice also encouragesogntion 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 diffusiasf suicides, wherseveralsuicides occur in similar temporal and
geographical spaces a result of social connectiofbrutyn, Mueller, & Osborne, 2020; Haw,
Hawton, Niedzwiedz, & Platt, 2013)

Estimates about how many people are impacted by loss to suicidecgasyderably depending on

how impact(or affect)and bereavement are defined. A lostanding estimate of suicide impact
suggested that for every loss to suicide, six people were impacted, but this estimate was
NBLI2ZNISRfte ol asSR 2y medgirica @séarckShneidrad, 1969pinéeS NJ G K |
then, research based on surveys has indicated that 135 individuals are exposed to each suicide and
are therefore at increased risk of negative health outcorfesrel et al., 2018 However, as stated

above, exposure is not necessarily bereavement. Population based studies estimate that the
prevalence of suicide exposurethe past year is 4.3% and 21.8% over the lifetiAedriessen,
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Rahman, Draper, Dudley, & Mitchell, 201Based on a tighter definition, where impact that
O2dzy (SR 61 &4 RSTAYBRIVR RIANPDIGdAYIFFISOESRE 08
between 40 and 80 people were significantly impacted depending on the stage of life of the

person who diedBerman, 2011)Even using this more conservative estimate implies that

globally, 5 million people each year are impacted by a loss to suicide.

1.1.5Quantitative researchomparingsuicide bereavemerio 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 beavementis oftenRS A ONA O SR | &4 RAASY FTNI Yy OKA 3
experienced when a loss cannot be openly acknowledged, osaaictioned, or publicly

Y 2 dzNJ(Bokas 1999)based on the idea that that suicide bereavement is distinct in terms of the
stigma attached to it, slitcan be seen aa failure, both on the part of thperson who diecand

their socialgroup, in dealing with life streg¢€vinar, 2005)

A systematic review of 41 quantitative studig&een & Walby, 2008)und no difference

between suicide bereavement and other types of bereavement for general mental health,
depression, PTSD, anxiety and suicidal ideatidhenmajority ofincluded studies that measured
these outcomes. Those beaved by suicide did, however, report increased feelings of shame,
rejection and stigma. However, there wemenumber ofmethodological issues that were prevalent
across included studies: samplefsthosebereaved by suicide were oftatemographically

different from comparison samplesdthere wasa sampling biagscrossa number

of studies.Only 6 included studies were longitudinal and could indicate causalityp@aicdmes
were measured inconsistently.

A more recent systematic review on the satopic found 57 studies for inclusig®itman et al.,
2014) As well as updating the previous reviewiststudy separated out reporting of results by
relationship to theperson who diedfinding that rates of adverse outcomes depended on
kinship(parents, partners, children and siblings). The review found that for those experiencing
suicide bereavement copared 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
2 | £ o(200Bgeview, and neither review was able tarry out a meteanalysis 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 likelp be explained by the latter review considering findings according to
kinship, which likely relates to the degree of closeneghéoperson who diedAlthough this
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review did include some studies which assessed friends of somebody who had died kg, shigid
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 m 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 lowetthban
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 sitegration, 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 bntwo studies on this with contradictory findingehere is a

paucity ofquantitativeresearchthat documents the experience of relations beyond immediate

kin, andthat focuses on social outcomes.

More recent studies confirm the findings of thesiews finding that those bereaved by suicide
have a higher risk of suicide and mental illnesspared to other types of bereavemetiiamdan,
Berkman, Lavi, Levy, & Brent, 2020; Spiwak et al., 20283 dition,a longitudinal studyound

that feelings of stigmatization, guilt and rejection were higher in thoseeaved by suicide than by
other meangKodlves et al., 2020)

As previously stated, theoatext 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 highlightethese
guantitativereviews, 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 assesssresnbutcome measurégkitson,

2000) The context of the social environmei#li, 2015)and the impact of specific factors such as
finding the body(Young et al., 2012 learned suicidal behaviou(Mesoudi, 2009pften cannot

be considered igeneral measurement tools.

1.1.6Qualitative researchomparingsuicide bereavemerio other types of

bereavement

Whilst existing quantitative literature has methodological challenges, it indicates that suicide
bereavement results in wellbeing outcoméistinct from other types of bereavement. Qualitative
literature canbe used to understand what it is about the bereavement experience that is unique
and leads to these specific outcomes. As it is more exploratideproduces a more nuanced
understandingdf phenomena, it can also be used to consider the social aspect of bereavement.
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Out of the eleven studies includedareviewof qualitative studies exploring suicide bereavement
(Shields, Kavanagh, & Russo, 20%@yen explored the theme of meanigaking. The studies
consistently reported that those who had been bereaved by suicide investetderstandingvhy
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 worl&tudiesconsistentlyreported perceptions of
pressure from others to stop grieving before those who weeeeaved felt ready to, and that
talking with others about the loss was challengimgluded studies were generally of good quality,
however the problems with selective samples found in quantitative research were mirrored in the
studies included in thiseview. Samples were often recruited from support groups, were highly
seltselective, and only consisted of family members, limiting the transferability of the
researchand,similar tothe existing quantitative literature, fail to document the experiencehaf
wider sociahetwork

Given that this review only included studies with samples who had been bereaved by suicide, it
R2Say Qi RANBOGte O2yFANY (KI G &dmakiigRS o6 SNBI @S
experienceHowever, aspects of the bereavemenbcesssuch asinderstanding the

deliberateness of the death anly 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 adjustent period (particularly findingositivesand contemplating religious

beliefs) and place less emphasis on meamraking and adjustment than the studies included in

{ KASt RAZ YI @I yI Aollahd/ Gurrier dzaNairReQet, 20068 Sréff&@syle, 2011;
Wortmann & Park, 2009)

Shields and colleagu@=view alsasuggestshat 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 arfgelings of blame that they might be assigning to themselkrea.

theoretical paperJordan(2001)suggests that suicide bereavement is distinct from other types of
0SNBIIGSYSyld Ay GKNBS glreéeay aiKS GKSYIFOGAO 02y
A dzZNDA P2 N OLISNE2Y O0SNBIF PSR 6@ addzA OARSEX ingyR (K
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 sougt{Begley & Quayle, 2008) ¢ KSaS OFly 6S RIFYIF3IAy3a
assumptive worleview, andcoping with the loss is dependent on thierld-view being altered to
accommodate ths new life experiencéGillies & Neimeyer, 2006fFailure to create an

understanding of the loss is associated with distress and complicated @asfelli Dransart,

2013)

Both qualitative and quantitative studies have some support for the idea that suicide bereavement
is different to other tygs of bereavement and causes unicggeial challenges. Qualitative

research appears to find stronger support for thxeiqueness of suicide bereavement and may be
more suited to understandinthe complexities of suicide bereavemdidbrdan, 2001; Neimeyer,
Baldwin, & Gillies2006; Shields et al., 2017)
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1.1.7Section summary

Bereavement has a lasting impact on wellbeamgl in order to adapt to a loss, individuals
mustcome to terms with theibereavementognitively by finding meaning in what happened, as
well as dealingvith the practical and emotional stresses that come with a |®&s$s process can
best be understood through the dual process model, which allows for different individual coping
styles and for the interpersonal element of bereavemesuicide beeavement requires
auniquelydemandingmeaningmaking processomparedto other types of lossas it is the only

type of loss in which the person who died has chosen to end their life. It also resigiés in
perceived support and greater experienaeshame and rejectionlt is therefore worth studying
suicide bereavement separately to other typesdefeavement, andocusing on the interpersonal
impactof a loss to suicide.

1.2 Social support

1.2.10verview of social support

Social support can bdefined agshe K St LJ F @F At | 6t S T Ngeowp(Langford,y RA @A R
Bowsher, Maloney, & Lillis, 1997Mhe phenomenon of social support is wstlidiedandhas

consistently leen 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 wel({@nhgn

& Wills, 1985; Kawachi & Berkman, 2001; Santini, Koyanagi, Tyrovolas, Mason, & Haro, 2015)

Social support can be categorised in different walge 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,ral formal support is structured in some way, usually through organised
peer groupgKelman, Thomas, & Tanaka, 1994)

1.2.2Models of social support, wellbeing and loss

Several competing explanationstbe mechanism by whickocial support impacts on an
AYRADGARdZ £ Qa SELISNASYyOS 2F || &aidNBaafdd tAFS S
buffering hypothesis (Cohen & Wills, 1985) which states that sagiglost has a buffering

(protective) effectagainstthe 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 effect®del; Cohen & Lynn, 2000Figure 1 illustrates these

two models.
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Figurel: Diagram to showdifferences between the buffering and main effects models of social support
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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 (durstgeasful 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. Cregstional studies including participant groups
with high and low levels of suppioaind with and without a bereavement can be used to test for
this effect. However, Thoitd 982)suggests that crossectional 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 likelibbsdme stressful events,
biasing results towards supporting a buffering effect. A review of support after bereavement
including longitudinal studiesontradicied the hypothesif a buffering effect at high levels

of distress, bufound someevidencefor social support having a main effect and decreasing
distress overalior those with high suppor{Stroebe, Zech, Stroebe, & Abakoumkin, 2005)

Since this review, a limitesumberof longitudinal studies that may be able to examine this
relationshipand the validity ofthe buffering hypothesis have ba 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 anxietflronson, Henry, & Gonzalez, 201&phother longitudinastudy of bereavement

did not include statistical analyses of rates of recovery with social support as a mediating variable
(Bottomley, Burke, & Neimeyer, 20159 could not tesfor a buffering effect. Studies outside the
topic of bereavement have also found more support for a main effect than a buffering effect of
social suppor{Paterson, Rolitson, & Nabi, 2015; Zhou et al., 2018pcial support is more likely,
then, to have an overall benefit to wedking irrespective of levels of stress, as evidenced in both
crosssectional and longitudinal studies, rather than just act as a buffersiness situation.

1.2.3Conceptualisation and measurement of informal social support

Throughout published literature there is substantial variation in how social support is
conceptualiseda recent review of mental health research found eleven dé#fifie
conceptualisations of social suppgWang et al., 2017cross included sties. This is reflected in
the inconsistency of social support measurement used by studies ardrtiEnumber of
validated assessment tools available. The two most common conceptualisaiercategorisation
of perceived (subjective judgement of supp&mom others) and received support (actual
supportive actions from other8arrera, 1986)and structural (integration with theocialnetwork)
and functional support (specific functions that others can provicighen, Mermelstein, Kamarck,
& Hoberman, 1985)

Studies typically measure one looth of thesecategories using seteport 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 camnirlikely because more detailed
measures can be timeonsuming. The issue of global measurement of support has been
commented on as early as tli®80s,whenit was highlighted that some assessment tools that
include different aspects of support thdb 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 alencompassing a definition of social supportynhe, global
measures of support may not be precise enough to accurately captuoéthe variations in social
support that existThey also typically do not establish whether low social support scores reflect
the absence of support or the presence ofyaive 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 supgrutselfreported
perceived supportmaynot 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
beingoffered and whether the networlas a whole ibeing supportiveor if help is being provided

by a few key social connections.
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Anotherkey issue oéxisting social support measuremeobls isthat they cannot capture the

social environment in which suppt takes place. Understanding the characteristics of the network
providing supportand the relationships between those giving and receiving support could provide
important context tothe assessment of the efficacy of suppdrhis is particularly importdnn the
case of bereavement, where it is likely that whole sooeivorksneed support to some extent,

and that relationships are impacted.

1.2.4The interpersonal context of social support

A theoretical paper by Shumaker aBdownwell(1984)discusses social support through the lens
of relationshipsgexplainingthat 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 themThereforethe structure of a network and the society that it is

in will influence both its potential to offer support and which network membars able to offer
support. It is therefore important to consider the factors that influeribe makeup 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 connectedvith (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 maydafua
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(bhaveSidhu,
Beacom, & Valente, 2017 haracteristics such as density (how interconnected nodes are),
closeness of relationships (strengthties) and degree of connection (the average number of
relationships each network member has) can help to conceptualise setwbrk structures and
their variations(Mitchell & Trickett, 1980)it follows that these would be related to structural and
functional elements of social suppoth the context of mental health, the Social Network
Schedule is a wely used tool in researdind asks about frequency of contact and quality of
contact with specified network membets 5 dzy’ y = ollhDRysdAVEIIS) & Leff, 1990)

¢CKS GeLIAOIET A0GNHzOGdzZNBE 2F |y AYRAGARdzZ f Qad &2 OA
consisting of a personal network family and close friends who are highly likely to have

relationships with each otheand more loosely connected on the edges of the netwaitk

fewer and weaker tie§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 centod 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.

hyS 2F (GKS Y2ad aA3ayATAOry(d | yR Yial aeiworkzgntl S N& |
therefore its functional and structural capacity, is diyficPherson, Smithovin, & Cook, 2001An
AYRADGARdzZE £t Q&4 &a20A1t ySig2N)] aAril S deLnAaoOrftte Ay
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across the rest of adulthood, with network mdsers outside of the centre of the network

important only atparticular lifestagegWrzus, Hanel, Wagner, & Neyer, 201BYyents 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 uniBost, Cox, Burchinal, & Payne, 20@)ring 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 aedrere likely to be bereaved
(Grenade & Boldy, 2008)

Gender also influences networks: women often have larger, denser and more diverse
socialnetworksthan men(Haines & Hurlbert, 1992)nd therefore have better potential support
(Walen & Lachman, 200@esearch comments on traditional gender rolekeve wonen are

seen to be more emotionally expressive than meshich may result in better access to emotional
support(Babee et al., 1993However, 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 peicad social

support after a trauma than meg@Andrews, Brewin, & Rose, 2003)

Ethnic minority groups calbe marginalised anthay sometimes fail to béntegrated into the

wider community(Smith, 1985; Sommerlad & Berry, 1970; Vervoort, 20429l can have
communicdon barriers and lack of residential stability. Aseaultthese groups may not have
access to wider support networks and so become insular and have smaller and denser networks
(Sampson, 1988Evidence suggests that suicide suggestion (wheve ¥rR A Gatteéhgaed od Q
completed suicide increases the risk of suicide in others who know them) may be higher in
minority communities, likely beaise of the interconnectedness of netwolfksanssens, 2008;
Walker, 2008ps 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
socialnetwork over the life course; research also finds that they are key factors in influencing
socialsupport(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 suppdt Q NB & 2 dzZNDOS F dzf vy S &
caring responsibilities improving supportive relationshidauken, Dyregrov, & Senneseth, 2019)

In one of the few papers written about network structure in the context of loss, RUS90)
discusses the impact of network density on mourningight offinding 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 recesuggbort 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 sfipport. The death of a
socialnetwork 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 sociahetwork can have a demonstrable pact 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.

1.2.5Formal support for suicide bereavement

In contrast toinformal 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 aupporting.Models for formal support for peopledneaved

by suicide (postvention services) vary internation@pdriessen, Krysinska, Kdlves, & Reavley,
2019)andl NBy Qi I f g &a Of S| Slippdrt ghodB, dayvRich Reopleyberéad@il RS y C
by suicide share experiences with each ottag the most commonly available source of formal
support and are often initiated by people with lived experience of suicetedvement rather

than professional servicgBarberow, 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 professionatraining, butis viewed in this thesis as being formal socigipgrt, 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 presettular challengeto
professionalsOccupational exposure to suicide andcsde bereavement can have a negative
mental health impac{Aldrich & Cerel, 202@nd is something thatealthcare staff are

not necessarily trained well in or are provided with resourceqfaggin et al., 2016; Tiatieath,
LayYee, & Von Randow, 2017)

There have been several systematic reviews thaelexamined the evidence of the effectiveness
of formal interventions for those bereaved by suicidadriessenKrysinska, Hill, et al., 2019;

Linde, Treml, Steinig, Nagl, & Kersting, 2017; McDaid, Trowman, Golder, Hawton, & Sowden, 2008;
Szumilas & Kutcher, 201Xne review focused specifically on interventions that included
outcomes related tayrief, andfound mixed evidence for the effectiveness of formal interventions
focused on reducing gri€Linde et al., 2017Five out of seven included studies found that an
intervention significantlyeduced the intensity of grief. Two r@ws 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 impacteche measured outcome, which for all studies was related to
intensity of grief(McDaid et al., 2008)An updated review of interventions incled 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 stuéiésfthe reviews highlighted

the poor methodology of the limited existing research and destratedthat evaluation of
bereavement interventionsare often not conducted wel{Wilson, Errastibarrondo, & Rodriguez

Prat, 2019) Interventions were mostly in the form of support groups and generally included
participants who had been bereaved for under a year, sstygg 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 folapvperiods, and so any lasting impact of
interventions cannot be coirimed. 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 stugB either used bereavement groups, @#iBed 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 informatonal support(Szumilas & Kutcher, 201 Results werseparated ouby target
population, finding limited berfé 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 communitybased programs or of cost effectiveness of prevention programs. Crucially,
there was no evidence of a reduction in suicidal behaviour, whicttes the key aim

of community-basedpostvention activity.

Therapy and counselliraffer an opportunity to speak to somebody who will not be emotionally
impacted and who ifrained tohelp people cope with theiloss, butmay be suitable only for

those whose mental health has been significantly impacted by theiflasde et al., 2017)This is
reflected in research thanhdicates thathe efficacy of cuent interventions to help people who
have been bereaved is poor, with one review gasfar as to suggest that interventions may
AYOSNFSNBE Ay Y2ad AYRAGARAZ f aQ Yy I (SdaNR StroebdNA S T A
2005) They concluded that interventions are more likely to bieatfve 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 towds theparticular type of helmn offer. Qualitative
explorations of formal support after loss to suicide report that participants have mixed views of
the usefulness of supporeceived, andeel that it can be hard to acceé&ndriessen, Lobb, et al.,
2018; McKinnon & Chonody, 2014)

Evidence for the effectiveness ofrfoal 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 whonit is effective.lt may be valuable to widen the focus of interventions for
suicide beeavement andexplorethe efficacy of interventions targeted at the soangtwork or
community level, for example by aimingitaprovesocialsupport.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 withapgplicability to the wider
population.

1.2.6The relationship between informal af@malsupport

In considering the benefits of both formal and informal support, itssfulto understand how
they mayrelateto each other. Here, the potential overla@and differences in their function are
considered and in sectioh 3, the evidence specifically relating to informal support after suicide
bereavement will be reviewed.

In a survey of bereaved adults in the WRitman et al., 2014pund that 66% of the sample had
received informal suppontelated to their bereavementrom family, friends or communytleaders
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 sufguditeir bereavement
than those bereaved in other ways and expaded delays in receiving both types of support,
potentially due to perceived stigma. Other studa@sosuggest that the receipt of formal support
amongst those bereaved by suicide amongst those who want it isviatév one finding thal4%

of their samplehad received professional support, although 95% of the sample felt that they
needed it(Wilson & Marshall, 2010A different study found that half of the sample were
contacted by professionals offering support, but this ywasarily priests and undertakers as
opposed to health professional®yregrov, 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 emotioralpport. In its third annual report on suicide
prevention(HM Government, 2017}he U.K. governme 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 lacking:it is only in recent years that the NHS has started to support the
development of local services for people bereaved by suig@adall, 2019nd independent
charities providehe vast majority okervices such as peer supporbgps, 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 baiers discourage helpeeking(Wainwright et al., 2020)

2 KAf &l AYF2NNIEE &AdzLILIR2 NI FNRY &a20Alf O2yial OGa
require much proactive helg SS 1 A Yy 3 3 adcgsRia f@rinak slpppdrireles dneir

motivation and capacity to seek heimm professionalsTherearean ariay of individual factors

that reduce the likelihood of helpeeking, such as perceived stigma, being male, having minority
status and havingore severe mental health symptonf&ddis & Mahalik, 2003; Levy & Derby,

1992; StantorSalazar, 1997; Willging, Salvador, & Kano, 2@M@&ypeau found that certain

personality traits influence hetpeeking, with one study finding that high neuroticism decreased

help seeking in those bereaved by suicide by directly negatively influencing perceived ability to
seek helgncreasing concern about experiencing stigfDaapeau, Cerel, & Moore, 2016Jore
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recently, increased perception of stigma and feelings of guilt have been associated with seeking
help after suicide los§ DSt S O T t @) Cert&iniigroups, thErefere, will be less likely to seek
help and sawill beless likely to have access to formal suppérsecondary issue with this is that
suicide bereavement studies that recruit samples exclusively through support groups genera
results based on a specific hedpeking sulgroup of the population

Some mdividualscan and do access both types of support, suggesting that each may provide
something the other does ndPitman et al., 2014; Sharpe, 200Bbrmal support available in the
U.K. primarily consists of emotional help offereddmynebody with a degree of professional

training, whereas a sociaktwork 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 sane time, one type of support may impact on the effectiveness of the other, with peer
support group members becoming valued frierf@aserta & Lund, 199&)nd professionals

advising and helping to enable support from family and friefitlgti, 2005) Informal social

ddzLILIR2 NI Yl @& AYLI OG 2y |-heredvghient BieraRydby éntbaraghdpand.J2 v &
reinforcing(or not) their attempts to get bette(Ogrodniczuk, Piper, Joyce, McCallum, & Rosie,
2002)and conversely, therapy could inénce psychiatric symptoms such as depression that may
result in an individual perceiving their social support more positig@rodniczuk, Joyce, & Piper,

2003)

For those bereaved by suicideger support is likely to be a good bridge between more
therapeutic formal support and social supp@Bartone, Bartone, Violanti, & Gileno, 20,1&} it

gives them the opportunity to have contact with others with a similar experience and decreases
heightened feelings of social isolatidfeer support groups also have element of reciprocity

that may not be present iall the family and friend relationships of somebody who has been
recently bereavedas not all family and friends will be equally as impacted by the daatieer
support groups, however, everyone has besgnificantly impacted by their loss and so everybody
both offers and receives suppdgiBartone et al., 2017)

Qualitative research consistently reports thiiose bereaved by suicidmarticularly valugpeer

contact as inormalisesthe grief experience anid an opportunity & share coping skillAli &

Lucock, 2020; Andriessen, Lobb, et 2018; Wilson & Marshall, 2010)his may be a contributor

to the noticeable rise in the number of online forums that exist for people bereaved by suicide
(Chapple & Ziebland, 201a&yer 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 dsupport from their network
(Feigelman, Gorman, Beal, & JordarD@0Using such forums may be an easier step in-help
seeking than accessing professional services or physically goirggda andcan encourage

people to do so subsequentty9 ® . F Af S&3X YNE &A Y)|Hokeven Q5SS X 39 w
guantitative evidence for the positive benefits of support groups is limited; studies evaluating
support groups were included in the intervention reviews described above and recent renfiews
general bereavement support groups suggests there are weak quantifiable benefits over
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control groupgBartone, Bartone, Violanti, & Gileno, 2019; Maass, Hofmann, Perlinger, & Wagner,
2020)

1.2.7Section summary

Social support can bendersibod as the help provided to an individual by their societwork,

which has an overall benefit to wellbeingis clear that sociaupport is beneficial during stressful
life events, although research that focuses on beréa%ey i Rp@oSide\a Bléar consensus on
impact.There are a large range of measurement tools available for the quantitative measurement
of social support, but these tend to lmer-simplistic and not capture the interpersonal element

of social support, Wwich is reliant on relationships between the providers and recipients of support
and the overall supportive capacity of teecialnetwork.

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
suicidebereavement did not have strong empiricalbstantiation Peer support, wich is

organised and can ded by professionals, but is mogmilarto the informal emotional and
companionship support that would be provided by a socetivork hassimilarlylimited
empiricalsupport, andmay only be suitable for those who are willitmyseek help. Therefore,
there is value in seeking to better understati@ impact of social support on the wellbeing of
people bereaved by suicide; if it does have a beneficial effect, theauld be valuable to

improve social support for those bereavby suicide.

1.3The impact of social support during bereavement
1.3.1The relationship between social support and bereavement

Given the conflicting empiricalata regardinghe efficacy of formal interventions after loss, and

the limited proportionof those bereaved whactually useéhem, it is important tobetter
understandand henceimprove 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 andifferent way Whilst social support has the potential to be

a verypersonalsedand costeffectiveintervention(Logan, Thornton, & Breen, 2018)

there are limited documentedefforts to promote and improve community social support for those
who have been bereave(@Breen et al., 2017)

Bereavement in general is different to other types of stressful life eventsisassted earlier, key
elemens of adapting to a losare meaningmakingand adapting to new stressors. In the context
of the socialnetwork, this translates tondividuals coming to a collective understanding of the loss
and filling roles that the personhvw diedheld withinthe 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,
AT I OKAfR Aa f2adx I LINByld gAff Kikdehtty. 12 | RI

It is also crucial to acknowledge the fact that a bereavement regularly impacts on more than one
member of asocialnetwork, meaning that network members will often simultaneously be givers
and receivers of support. This creates compleatrehships between network members as they
experience the dual stress of the loss amdto be supportive and so the whole network must
change to adapt to the loss and share the burden of sup@otn et al., 2019)Network

members who are perceived to be more distantly connected toptheson who diedsuch as

cousins or colleagues, may be expected to fulfil support provider roles if they are thought to be
Gt Saa 0SNBI gSRéE YR (i KS NBrfothetSin thels detivorls ahd soinayy | £ §
not get adequate support for their own grief whilst trying to help oth@®essetto, 2015PDuring

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, spprt from the wider network and the wider community is likely to be
lacking due to the suddenness of the deadbpotential supporters are noable to prepardo

offer support, and due to thetigmathat 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 tlieexperiencg(Gall, Henneberry, & Eyre,
2014; HannayKing, Bailey, & Akhtar, 2015) is arelativelyrare experience making it potentially
hard for others to relate to and therefodenow how tosupport. This can work as a sailffilling
prophecy, where people may expect or wrongly perceive lack of understanding gumd-so
emptivelydiscourage offers ofupport or hide a desire for helBartik, Maple, Edwards, &
Kiernan, 2013p Social withdrawal can also be prompted by guilt, perceived uniqueness of
experience or social discomfgzorina 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 theerson who diedare unhelpful response$ut all are responses

that a network member may instinctively employ as very natural reactions to th¢Dgysegov,

2004; Lehman, Ellard, & Wortman, 1986jven that these unhelpful responses may seessul

to those without professional knowledge experiencE G KS O2 y OS LBIS t2LIA yoIeAsa Ot
developed to explore relationships between caregiver and reesiFales, Essner, Harris, &
Palermo, 2014)may beapplicableto informal support after bereavement. Here, the support giver
may desire to help using whateverethods 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, 1988arris et al., 2008)

1.3.2Existing 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 sudpodll bereavementypes,
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but could only find eight studies suitable for inclusion. However, this review wasysismatic

and was carried out with the purpose of examining evidential support for the buffering hypothesis
of social support, so only inclad studies with methodology suited to thiSf 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 ananalysis 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 wereeherysomewhat
ySAIFGAPBSE NBFSNNAYy3I (G2 SOARSYOS &adz3aSaidiy3a GK
loss. However, this fails to consider that social support can be many things other than emotional
support. Inconsistency in findings may besault of variation in study design (this review did not
comment on quality of included studies) such as the use ofvadidated social support measures

by a number ofthe studies.

A number of recenguantitative studiegLeviBelz, 2015; LexBelz & LevAri, 2019; Oexle &
Sheehan, 2019; Spino, Kameg, Cline, Terhorst, & Mitchell, Ba¥6)examined the relationgh
between wellbeing and informal social support after suicide loss using validated measurement
tools. Several have founthat reduced social support was associated with negative wellbeing
outcomes, and one longitudinal study found that social support jgted posttraumatic growth.
These studies, whilst offering limited evidence, do indicate that better social support improves
outcomes for people bereaved by suicide.

An upto-date and more comprehensive review and synthesis of this literature is ne&ded.
chapter2, quantitative studies exploring the impact of social support on violent and/or traumatic
deaths will be systematicallgviewedand the strengths and limitations of the evidence will be
considered in detail.

1.3.3Existinggualitative 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
discwssed previously, quantitative measurement of social support lacks the nuance needed

to account forall ofthe variables that impaeid on the efficacy of support.

Despite the suitability of qualitative research for this topic of study, therecareparatively few
gualitative studies that focus on the impact of sudden/unexpected bereavement

on socialgroupswith the view to understanding what kind of support is valuable and the
challenges in offering and receiving support. Studies tend to exph@revhole bereavement
experience rather than focusing on specific arélsields et al., 201 And so cannot make
recommendations as to how to tacképecific 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 fam{i@erel, 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 benefitshat a strong, functional support network may bring, or the potential

positive impact that those on the outskirts of a network who are less @natly involved may

have.

Some research has focused on aspects of support and identified ways to improve them. One
gualitativestudy explored helgseekingwith a sample consisting of an even split between

LI NIAOALNl yia ¢K2 KLI RbybutiReTleregsa ixtareSaSopinianS NB | 3SR
amongst participants about whethéossrelatedsocial support waappropriate in the short or

longterm, but consistently felt that acceptance aadknowledgenent of the loss was important

from others (Andriessen, Lobb, et al., 201@nother focused particularly on support in the

workplace for parents who had lost a child to suicj@#son, Gallagher, & Tracey, 2Q1Ractical

and emotional support from colleagues was deemed to be particularly helpful, and training for
managers wawidelyrecommended, 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 suddefé&sran et

al., 1986)nterviewed those who were bereaved about helpful and unhelpful support from those
around them, thennterviewed control participants about how they would offer support to
someone bereaved by sudden loss to compare responses. Thiawhghtly 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 studyDyregrov, 2006held focus groups with 69 participants from 21 network
groupsimpactedby a loss; akeastone 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 anlintain it for a short periodof
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 andere therefore helpseekers. Crucially, the overall impact on
each sociahetworkwas not considered in analysis.

Two relevant qualitative studies focegclusivelyn suicide bereavement. A mixed methods study
interviewed individuals who had been beneed and a single nominated family member or friend
(Wagner & Calhoun, 1992)Imostall ofthe bereaved individuals reported negative experiences
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of social support and most believed their relationships vpiétnticular networkmembers had

become closesince 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 beingeesmbgooner 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,(Pders, Cunningham, Murphy, & Jackson, 208§)lored what those bereaved by
suicide felt to be helpful and unhelpful responses from their network. The ten participants
discussed the importaice ofdifferent typesof support: help from others who had beé¢nrough

the same experience, informational helpmediatelyafter the loss, as well as a desire for
empathy and sensitivity from the professionals thecounteredin the aftermath. Only one
member of a network was interviewed, and so competing accouftiseo

samebereavementcould not be compared. Similarly, in a study interviewing parents bereaved
through sudden death€)yregrov2004)statesthe importance2 ¥ dzy RSNER G yRAY 3 a i
communicative relationship between the receiver and provided @zLJLJ2 NI ¢ @ t | NI A OA LJ
asked about positive and negative aspects of support, as well as the barriers for accepting
it. However, although some of the participants ieecouples, 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 inbrmal support during their bereavemef(Ross, Kdlves, & De Leo, 20MMilst the

expected supporfrom peers and professional services were clearer than those from friends and
family, people often had negative expences 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.

1.3.4Limitations of current research

A paper written30 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 diversitgtudysamples ad the impact of a

loss on a whole network rather than just a few individu&achon & Styliano4,988) 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 bereavensechallenging, given the
sensitivity of the topic. Studies often use convenience sampling, recruiting from bereavement
services. As a result, samples often include participants who areskelking and predominantly
white, female and over 40 years dldeeke, Stammel, Heinrich, & Knaevelsrud, 2017; Kristensen,
Weiseeth, & Heir, 2010; Spino et al., 2016; Xu, Wang, & Sun,. 20dlgseeking, gender, ethnicity
and age all influence the sl support people have access to, and so such samples are not
representative of the wider population.
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The majority oktudies in this area assume that family units prior to bereavement are cohesive
and are influenced by a response biagafticipants with strong family ties. Partners facing a loss
has been a particular focus in resea(&troebe, 2002)likely becausaromanticrelationshipis

seen as articularly important social network tie. There is a general lack of literature about the
effect of bereavement on other types of ties, such as friendstBastik, Maple, Edwards, &
Kiernan, 2013bandsibling relationshipgDyregrov & Dyregrov, 2005)

Studies will often recruit only familpemberswhich makes the assumptiotihat networks are
homogenous and that family units are united in bereaveménparticular consideration 8 F A OG A @S
1 A yfiends who are not biologically related #oparticipant, but who are close enough to have
beenconsidered part of theifamily. Relationships of this type are likely to be common across

young adults are participants from collectivist cultu(Bsirke, Nemeyer, & McDevittMurphy,

2010; Rae, 1992put having stronger friendship ties than family ties is likely something that is
common across all groups of participar@e study that acknowledges thizakes referencéo

GASa 2F @20t Atiiolddr ¥omerswhd had/bRen yidoweédKikes with children were

not as affected as ties with other family members that had been maintained more through social
expectation than through choig@nderson, 1984)

A better approach may be to allow participandsseltidentify as being bereaved and include

anyone, regardless of relationship, who feels as though they have been significantly impacted by
GKSANI t2aazx Ay fAyS g(&deKetd. 200BNhiSis padclgily A y dzdzY 2 F
advantageous in research about social support after bereavementsigiely that the friends of
somebody who is bereaved of a fammiyemberdo not have close relationships withelperson

who died and are therefore more available for support.

Of the two qualitative studies that interviewed groups of friends and farbijyegrov(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 networkkis researcimakes the

assumptiorthat the experience of one group member represents the experientbeivhole

group, whereas it is possible that individuals within the same network have different bereavement
experiences depending drow they deal with stressors and make meaning from the death.

A key limitation of existing qualitative research is thdends to focus on a single member of a
socialnetworkwho is primarily receiving support, rather than considering the whole sguooaip

as a network of reciprocal supportive relationships. Whilst it is crucial to understand what kinds of
support thosebereaved 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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1.3.5Section ammary

Existing quantitative research provides some evidence that social support positively
influenceswellbeing after a loss, although limitations exist in quantitative measurement of social
support.Existing qualitative researaiteates a clearer picture of satsupport, buthas 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 saogvork.

1.4Focus and aims of the profec

Suicide is a type of ddawhich results in a bereavement experience similar to other violent or
sudden losses, but presents additional challenges to wellbeing and mesnaikigg in

bereavement over and above losses that are not-gdlicted (section 1.1.5). Wider research on
bereavement suggests that formal and informal support are importaméducingthis 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 adaes 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) antstxg relationships impact on the availability and quality

2T AdzLILR NI FNRY 2ySQa 3INRdzZL) 6aSOGA2Y MPHDPN O D
suicide is very limited. It is therefore important to understand how informal social supaort ¢

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.

| have choseprimarilyto view the bereavement experience in the context o tineoretical dual
process model (Schut & Stroebe, 1999), which places importance in people who are bereaved
working through both loss and restoratieriented stressors. This model accounts for different
individual coping methods and styles, and allowsdio interpersonal impact of grievirepd
copingwithin groups. As such, | will explore different categories of support focused on both loss
and restoration, and ensure that | draw out individual support preferences in relation to individual
coping stylego avoid drawing conclusions that assume that bereavement is a homogenous
experienceBeyond this, | will also explore how social networks adapt to loss, and how support
takes place between individuals in networks.

The thesis comprises three sequenpabjects; with the main work of the thesis being a
gualitative 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
guantitative liteature 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 suicatenally 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 thenformal 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 net@hapters 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 revievof 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)1This chapter presentie work with someadditional detail,
including asection highlighting relevant studies that have been published since the publication of
this review.

2.1 Aims

Whilst any type of bereavement can be trauticabereavement 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 influeice of stressful life eventslowever, 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 reviewedlthough a review of social support litetaie has previously been
carried out, it was not systematic and is over a decadd®icbebe et al., 2005)

Theliterature 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 beenis#ifted. This chapter

described elements and outcomes that were unique to suicide bereavement (sunbraased
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

A ¥ 4 A 9~
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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
verylimited 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 sepaaalysis of the papers
focused on suicide loss within the review.

This study aimed teystematicallyeview the internationabuantitativeliterature to examine
whether there is a association between informal social support from family &mehds after
bereavementhrough sudden and/or violent causeend postbereavement wellbeing.

2.2 Introduction

According to the dual process mod8&ichut, Stroebe, 1999dapting to a loss requires dealing
with both loss andestoration orientedstressors; dealing with the changiand 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, 2Q). 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
generallysudden, butare primarily challenging in terms of lessented stressors as they can

violate the assumption that human life must be protec{glrrier, Holland, & Neimeyer, 2006)
systematic reviewKristensen et al., 2012)und 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 prevalencenehtal 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)ilst the definition

and conceptualisatiorof social support in research vari@dang et al., 2017)nformal social
adzLJLI2 NI RSAONARO6SA (KS KSt LI LIMBbikRvBdrReasiaimali KS Ay
social support dagibesorganisechelp from individuals who may be professionals (such as
trainedtherapists, case workers geer group facilitators) or neprofessionals (such asembers

of organisedpeersupportgroups) (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 mod€Cohen & Wills, 198%uggests that social support has a protective
effect on the negative impact ofr&ssful 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 mo@@bhen & Lynn, 2008)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 stig&sterson 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 stressdifseeney & Collins, 2013 particular, better social support is
associated with aolwer levelof depressiveand PTSD sympton(Beirce et al., 2000; Vranceanu,
Hobfoll, & Johnson, 2007)

There is limited empirical support for the effectiveness of formal social support interventions
following sudden and violent log€urrier et al., 2006¥indings mirrored by evidence regarding
those who have experience any kind of I§Gsirrier, Neimeyer, & Berman, 2008he same is true

for more specific groups, such as those bereaved by suicide, where a recent systematic review has
found that a divese range of different interventions have been assessed for effectiveness using a
range of outcomes measures, leading to inconclusive evidence for best prgfatideessen,
Krysinska, Hill, et al., 2019hterventions based on peer support services, where individuals use
shared experienceotsupport one another, have a more consistent positive beriBgirtone et al.,
2019) However, formal sources of social support, including as peer support, must be sought out
proactivelyand can be limited in scope, timing or affordibiliesearch, however, shows that

those bereaved by sudden causes are more likely to access informal social sypedrov,

2002) described as the provision of help from other peopte provided though any organised
helping agencytypically emotional, tangible, informational and companionship supaiitls,

1991) Informal social support is therefore the maatcessiblend personalisableype of support
available to those bereaved through violent and/or sudden cagisegan et al., 2018)

interventions to improve access to informal social support for peoptais 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 d§troebe et al., 2005However, this was a nen

systematic review thatocussedon studies with a primary aim of testing the buffering hypothesis

of social support but instead finding support for the main effects model. The eight intkiddies
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 exaing 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 knowledtyés review sought to understand whether
informal social support is associated with wellbeing after a loss through sudden and/or violent
causes, bgynthesisingvidence from studies that compared measures of psychological wellbeing
in those who received varyingJels of informal support after bereavement.
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2.3 Methods

2.3.1Study Inclusion

lincluded peeireviewed primary observational (cresectional or longitudinal) research studies
published as a full paper rather than solely an abstract, whsgd 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 deaamples including children were
excluded as children and adults tydigehave different experiences of loss and consequently,
different support experiences (SaldingBeterfield& Cain, 2004)Violent deaths were defined as
those that were unnatural and caused by human ac{i®aulozzi, 2004whereas sudden deaths
were those that were unexpected and occurred instantly or ragillgrentin, 2000) It was a
requirement that study participants identified as having had a personal relationship (friend or
family member) with the deceased.

9ELIR &dzNB 61 & RSTA yhénR expetiendslofily fofiolSbcidlisdppbrt, F A NA& (i
provided by family or friends oside a formal setting (excluding peer mentoring groups or-care

giving agencies) after their loss. Only studies in which social support measdresdra
psychometrically validated using content, criterion or construct validity were included. | 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)) @sichiatric 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 prolems.

Theexclusion criteriavere: studies that solelynalyseddata qualitatively, that did not distinguish
between formal and informal support in measurement of supportdid not specify cause of
death.Qualitativeliterature was excluded from this revieas the focus was to establish whether
there was a consistently quantifiable effect of social support on wellbdihgre were o
exclusions by date of publication @niguage.

2.3.2Study selection

| registered the protocol for this revieprospectivelywith PROSPERO: registration number
CRD4201809370Zhroughout the review | followed the Preferred Reporting Items for Systematic
Reviews and Met#nalyses (PRISMA) guideliig®her et al., 2015checklist included as
appendix2). Our search terms combined terms for: sudden or violent bereavement; aodmiat
social support; and mental health or wellbeiragppendix 3. The protocol was reviewed

by members of thePublic and Patient Involvement (PBitdup for the projecivho confirmed that

the review question was of value and commented on the search teanbalso by a university
librarian.
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| conducted a systematic search of five online databases: IBSS, CRéf¢INFO, MEDLINE and
the Cochrane libraryinclusion criteria were observational studies published from database
inception up to 26th April 208 without language or date limits. The search was updated a year
later, with records searched up to AMay 2019.

In addition to the database searchéfiandsearched from journal inception three relevant
journals,Bereavement Car®eathStudiesand OMEGATheJournal of Death and Dyinlgalso
handsearchedconference abstracts from all available online records of key relevant conferences
(International Death, Grief and Bereavement conference; European Symposium on Suicide and
SuicidaBehaviour) as well as grey literature sources (OpenGppenDOAREThOSNd OATD
databases searched). For each study identified for inclusion in the reMmangsearched the
reference list and used forward citation trackittgseek other relevant studiesextracted 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.

| saeened 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 studiesA colleagueg(PK) independently reviewed %bofstudyabstracts and 5% offull

text studies along with all of the included studjegth any disagreements discussed between
authors.

2.3.3Data Extraction

| developed astandardisedschedule to extract data (attached as appemnd)ix

and summarisedetails of the study setting, sample, measures of intervention and outcome and
results.PKindependently extracted data from 15% of the included papers, with any
disagreements discussed betweboth of us.

2.3.4Quality appraisal

Following data extractiorl,used the Newcasti®ttawa Scale for evaluating the quality of ron
randomisedstudies [NOS, St t a2 { KSI = h Q/ 2]yoa&éss the qaality obtiieS NA 2 y
included longitudinal studies three domains: selection, comparability and outcome. Discounting

the criteria covering the selection of a n@xposed cohort that would not be applicable to single

group studies, a maximum scooé8 was possible. As the NOS has been designed primarily for

cohort and case control studiespeae-establishedadapted version of the NQ8lerzog et al., 2013)

was used to assess the quality of the included eeesgtional studies. A maximum score of 10 was
possible for this scal@ppendix 5 lits the questions included in both scales.
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PK and 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 discussag with
primary supervisor.

To be rated as good qualitytuslies had to scor8 or 4points in the selection domain, 1 or 2

points in the comparability domain and 2 or 3 points in the outcome/exposure domain. For fair
guality, studies had to score 2 points in selection domain, 1 or 2 points in the comparability
domain and 2 or 3 points ithe outcome/exposure domain. Studies were deemed to be poor
quality if they scored 0 or 1 point in the selection domain, O points in comparability domain or 0 or
1 points in the outcome/exposure domaiscoring for theeohort study was the samexcept fo

the selection domain, where good qualities studies must score 2 or 3 points, fair studies 1 or 2
points, poor studies 0 points.

2.3.5Analysis

Asl expected that included studies would be heterogeneous in termoteptualisationef

social supportstudy settings, participant characteristics and the measures and statistical analyses
used,l did notplan to conducta metaanalysis but instead planned to use the approach of

narrative synthesis, grouping findings by outcome. Forlttégerred to an eisting framework

(Popay et al., 2006d 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 syniksn
discussing study resultsgzi SR G L2 aAGA GBS | aa20A1 GA2yé AT | ff
significant positive association with the reduced severity of, or reduced likelihood for meeting the
threshold of diagnosis for a measured outo®mgardless of whether models were adjusted or
unadjusted1dza SR G LI NOAFE LI2AAGADBS | aa20AG4A2yéE AT 2
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.

| planned for results taitially be grouped by outcomeyith results synthesised according to the

most canmon 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 beneavt and
categorisations of support, | considered exploration of relationships, with specifigreuip

analyses planned based on type of loss and type of social support measurement where these were
possible.

2.4 Results
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2.4.1Includedstudies

Using electronic databasearched identified 6,556 records for title and abstract screening after
removing duplicates (figur). | conducted a full text review of 263 records, of which 16 met all
the inclusion criteria and were included in tharrative 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, orhand searche 2 ¥ 22 dzZNy I f O2y(iSyda 2F AyOf dzRSR

Initial rates of agreement between the two reviewevsre 97% for screeningvhere reviewers
made the same decision abomicluding or excluding a stul\98% for data extractiofwhere
reviewers had the same data extracted for each criteria on the schednted8% for the quality
assessmenfwhere reviewers had the same scores for the N@8)disagreements were resolved
through discussiobetween us.
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Figure2: How diagram of included studies
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2.4.2Study characteristics

The 16 included papers reported retsufrom 15 different studies, with one study reported in two
included papergCowan & Murphy, 1985; Murphy988)at different follow-up time points.

Of the 15 samples included (Table 1), nine sampled populations in North America (USA and
CanadajBottomley et al. 2017; ©wan & Murphy, 198; Murphy, 1988; Oexle & Sheehan, 2019;
Rheingold & Williams, 2015; Spino et al., 2016; Sprang & McNeil,, 18®3n ChingLi, Chow,

Shi, & Chan, 2015; Xu et al., 20079 in Isreel (LeviBelz, 2015; LexBelz & LezAri, 2019) one in
Colombia(Heeke et al., 201 @ndone in NorwayKristensen et al., 2010 he 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
onestudy, the majority of participants in each sample were female. Participant groups were
defined as those bereaved by natural disas{@ewan & Murphy, 1985; Kristensen et al., 2010; Li
et al., 2015; Murphy, 1988; Xu et al., 20179micide(Bailey, Sharma, & Jubin, 2013; Bottomley et
al., 2017; Burke et al., 2010; Rheingold & Williams, 2G1bgide(LeviBelz, 2015; LexBelz & Lev
Ari, 2019; Oexle & Sheehan, 2019; Spino et al.6R@tcidental deatliFullerton, Ursano, Kao, &
Bharitya, 1999; Sprang & McNeil, 1988 armed conflic{Heeke et al., 2017Dne study was
longitudinal in desigiiBottomley et al., 2017)and measured outcomes six months after baseline
measurement (at a mean of 1.66 years plusts). Another stud{Murphy, 1988¥ollowed-up a
sample described in an included cresesctional analysi€Cowan & Murphy, 198%jut reported
different measures, so was essentially a separate esestional analysis and not comparable. All
other studies were crossectional in design.
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Tablel: Study characteristics

Author, Study design Sample demographics Mode of bereavement Social support Measured outcomes
year, Sample source Time since bereavement Measure
country
Bailey Crosssectional n=48 Child lost to gun violence Multidimensional Resilience
2013 Community mean age=51.5 0.512 years Sca!e of Perceived

organisation Social Support
Canada 100% female (MSPSB
Bottomley | Longitudinal (6 n=47 Family member lost to homicide | Arizona Social Suppol PTSD, complicated grief,
2017 month followup) mean age=49.7 Mean lengtte 1.66 years at T1 Iztgglew Schedule | depression, anxiety
US.A Supportorganisation 89 4% female 216 at T2 ( 5
Burke Crosssectional n=54 Family member lost to homicide | ASSISnventory of PTSD, complicated grief,

et _ Social Support depression
2010 Support organisatiorl mean age=48.6 Mean lengtt 1.75 years
pp g g g y (ISSHogan &
U.S.A. 88.9% female Schmidt, 2002%
MSPSS

Cowan Crosssectional n=119 (50 control) Friends and family lost in natural | Coppel Index of Socig Depression
1985 Death certificates/ | mean ageunclear disaster Séjlgpoét | 1980
U.SA* courtrecords 20% female Mean length= .92 years (CISRCoppel, )
Murphy Crosssectional n=49 (bereaved)36 Friends and family lost in natural | CISS Mental distress, recovery
1988 Death certificates/ (control) disaster
U.SA* court records mean age= 337 Mean length 3 years (estimate)

Official population | 74%/65% female

records




Fullerton | Crosssectional n=71 Squadron members of personnel | Perceived Social Depressioninitial impact of
1999 Air force squadron | mean age33 lost in plane crash :::gport Scale@amily| event
US.A. 4.0%female Mean length= 0.17 years FriendsjProcidano &
Heller, 1983)

Heeke Crosssectional n=308 Significant other lost in armed DUKBEUNCFunctional | PTSD, Prolonged grief,
2017 | Humanitarian | mean age=48.5 confiict A Support | emotional istress
Colombia | Or9anisation 61.7% female Mean length= 12.4 years
Kristensen| Crosssectional n=130 Family member lost in natural Crisis Support Scale | Complicated grief
2010 Official population | mean age=45.7 disaster (CSp
Norway records (po_hce 51.5% female Mean length= 2.2 years

deceased list and

population register)
LeviBelz | Crosssectional n=135 Family member lost to suicide MSPSS Sressrelated growth
2015 Support mean age=40.3 Mean length= 3.5 years
Israel organisation/online 77 0% female

support forum
LeviBelz | Crosssectional n=156 Family member or friend lostto | MSPSS Complicated grief
2019 Support mean age=40.7 suicide
Israel organisation/online 81.4% female Mean length = 10 years

support '

forum/online

advertising
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Li Crosssectional n=803 Family lost to natural disaster MSPSS Complicated grief
2015 Official population | meanage=46.7 Mean length= 1.0 years
China records 63% female
Oexle Crosssectional n=195 Immediate family lost to suicide | Perceived Social Depression, personal
2019 Support mean age=50 Mean length = 8.9ears Suppqrt . grquth, gnef Q|ff|cult|es,
oy . Questionnaire suicidal ideation
USA organisation/online 929 female
~ advertising (PSSQ)
Rheingold | Crosssectional n=47 Immediate family lost ttomicide | ISS PTSD, complicated grief,
2015 Official population | mean age=78.7 Mean length= 2.1 years depression
U.S.A. records 78.7% female
Spino Crosssectional n=44 Adults bereaved by suicide Norbeck Social Depression, loneliness
. _ Support
2016 Social support mean age=44 Length of loss unclear : :
/ lpp g g QuestionnairgNSSQ
U.S.A. | group/oniine 75% female
advertising
Sprang Crosssectional n=171 Immediate family killed by drunk | Provisions of Social | PTSDgrief, mourning
1998 Support organisatiorl mean age=34 driver Relations ScakPSRp
U.S.A. 54.4% female Mean length= 2.3 years
Xu Crosssectional n=176 Child lost to natural disaster Social Support Rating PTSD
2017 Official population | mean age=54.7 6.0-6.3 years ScalgSSRE
China records 52.3% female
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*Murphy 1988 is a followup of Cowan 1985, bumeasured different outcomes so is not comparable

53



Across the 15 different studies, 11 different validated measures of social support were used
(table 2). The Multidimensional Scale of Perceived Social Support (M2P&S ket al.,
1988)was the most frequently included measure, employed in five stude8ailey et al.,

2013; Burke et al., 2010; Le®elz, 2015; LexBelz & LevAri, 2019; Li et al., 2015)

Measures were baskon 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 saw#vork) and

functional suport (specific functions provided by others) and measuring one or fiathey

& Cohen, 200Q)and some developed and validated for specific populations.

Table2: Social support measures usedsindies included in this review

Measue

Type of social

Type of measuremen

Useof measurean includedstudy

support tool
assessed by
measure
Arizona Social | Size and Structured interview | Bottomley 12 variables derived.

Support
Interview
Schedule
(ASSI9Barrera
et al., 1981)

availability of
and satisfaction
with support
network.

2017

Burke
2010

Perceived need for and
satisfaction with each of g
categoriesintimate
interaction, material aid,
advice and information,
positive feedback, physic:
assistance, social
participation

5 variables derived:
available supprt network
for family and norfamily,
actual support network,
anticipated and actual
negative relationships

Coppel Index of
Social Support

Structural and
functional
support

Selfreport
guestionnaire. 15

Cowan
1985

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

items on a 5 point

1980 Lik | Murphy Items across domains
) ert scale 1988 summed for total score of
perceived social support.
CrisisSupport Received social | Selfreport Kristensen Scandinavian version.
Sé:gle i support guestionnaire. 2010 Factors summed
( 3).3 It 7 items on a ‘point separately to measure
Schmid
Pcdml t & Jind Likert scale positive social support an
edersen, & Jin negative social response.
2001; Joseph,
Williams, & Yule,
1992¥
DUKBEUNC Functional socia| Selfreport Heeke Translated version. Items
Functional Social support guestionnaire. 2017 sumned for total score of
Support 11items on a 5 point perceived social support.
Questionnaire Likert scale
(Broadhead,
Gehlbach, de
Gruy, & Kaplan,
1988)
Inventory of Perceived social| Selfreport Burke Items summed for total
Social Support | support for grief | questionnaire. 2010 score of available grief
(ISSHogan & 5 items on a 5 point support.
Schmidt, 2002) Likert scale
Rheingold Itemssummedfor total
2015 scoreof perceived social
support.
Multidimensional| Perceived Selfreport Baiky Items across domains
Scale of presence and | questionnaire. 2013 summed for total score of
Perceived Sociall level of support 12 items on 7 pait perceived social support.
Support across three Likert scale
(MSPS%Jimet et| domains:family, .
) Burke Items across domains
al., 1988) friends and
N 2010 summed for total score of
significant other .
available general support,
LeviBelz  Items across domains
2015 summed for total score of
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available perceived

LeviBelz ~ SUPPOTt

2019
Items across domains
summed for total score of
perceived support.

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

Norbeck Social | Perceived social| Selfreport Spino2016 Network score,
Support support: questionnaire. relationship score and
uestionnaire | functional both combined for total
(QNSSQNorbeck support Amount ofsupport score.
. ’ from supportive
L|nd§ey, & network members
Carrieri, 1981) listed.
Perceived Social| Perceived social| Selfreport Fullerton  Items summed for each
Support Scales, | supportfrom guestionnaires. 1999 scale for total score of
friends and friends and 20 items on a 3 point support from friends and
family family Likert scale support from family.
(PSS, PSS
Fa)Procidano
Heller, 1983)
Provisions of Perceived social| Selfreport Spang Familysupportand friend
Social Relations | support guestionnaire. 1998 supportsubscales
Scale 18 items on a 5 point combined for a total score
(PSB(Vaux et Likert scale of cognitive appraisal of
al., 1986) support.
Perceived Social| Perceived social| Selfreport Oexle 201" Items summed for a total
Support support guestionnaire. score of perceived
Questionnaire 6items on a 5 point support.
(PSSQKliem et Likert scale
al., 2015)
Social Support | Subjective Selfreport Xu2017 Three domains of social
Rating Scale support, guestionnaire support combined for a
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(SSR&Xiao, objective developed for total score and
1993) support and Chinese populations. categorised into low,
support medium and high support

L 10 items
availability

*Assessment tools that have 2 references by their name are those that have been initially described in one
study andvalidated in a separate study. All other assessment tool references include an initial description and
validation of the tool in one study.
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Across the 15 different studies, 15 different mental health and psychological wellbeicgnoes
were measured. The most frequently measured outcomes were-fpagtnatic stress disorder
(Bottomley et al., 2017; Burke et al., 2010; Heeke et al., 2017; Rheingold & Williams, [#@hg; S

& McNeil, 1998; Xu et al., 201 depressior(Bottomley et al., 2017; Cowan & Murphy, 1985;
Fullerton et al., 1999; Oex& Sheehan, 2019; Rheingold & Williams, 2015; Spino et al., 20d6)
complicated griefBottomley et al., 2017; Burke et al., 2010; Kristensen et al., 2010Be&v&
LeVAri, 2019; Rheingold & Williams, 201%he remaining measures were of ettdistinct

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 cubff score on an assessment tool wagdsather than selfeport of an existing

clinical diagnosis.



Table3: Findings grouped by outcome

assaultive/accidental
traumatic events,
relationship to person
lost, how loss
happened and time
since loss.

Outcome Study Exploratory | Analysismethod Covariates included in| Sample | Findings
or specific models size (n)
hypothesis
Psychiatric outcomes
PTSD Bottomley | Exploratory | Regression model | T1 PTSat a mean of | 47 Of 12 social support variablessed for advice,
2017 with social support | 1.66 years since 10ss) need for physical assistance and satisfaction w
as a predictor. physical assistance were included in the model
Satisfaction with physical assistance was the o
significant predictor, negatively predicting PTSI
severityat T2(6 month followup) (p<.(B, b=.18).
Burke Exploratory | Correlations n/a 54 Of 6 variables measured, percentagfeactual
2010 negative relationshipsignificantlycorrelated
with PTSBeverity(.28, p<.05)
Heeke Specific Latent class analysi§ Genderyears of 308 Social support was the onfgictor associated with
2017 hypothesis education, number of PTSBymptomscompared to the resilient class

(OR= .95, p=.005)
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Rheingold | Exploratory | Generalised Variables found to 47 Lack ofsocial supportvasindependently

2015 estimating significantly differ by associated withncreased risk of meeting criteria
equations diagnostic status: for PTSD (beta =.19, Wald x2 = 4.64, p<.05)

employment status,
deceased contributing
to household income.

Sprang Exploratory | Regression model | Gender, age, race, 171 Greater social support was associated watver

1998 with social support | subjective health rates ofPTSD symptoms (beta=.415, p<.005
as a predictor. status, income, marital 43.2% of variange

status, past experience
with death, time since
death and religious
beliefs.

Xu2017 Exploratory | Regression model | Ethnicity, residence 176 Low social suppomvas a significant risk factor fo
with social support | location, gender, age, meeting criteria folPTSDQR= .244heta=1.41,
as a predictor. monthly income, p=.002, 95% QI

education level, age of
child and gender of
child.
Depression | Bottomley | Exploratory | Regression model | T1 depression (at a 47 Of twelve social support variablessed for

2017 with social support | mean of 1.66 years advice, need for physical assistance and

as a predictor. since loss) satisfaction with physicalssistance were
included in the model but none were significant
predictors.

Burke Exploratory | Correlations n/a 54 Of six social support measures, two were

2010 significantly correlated with depression severity,
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grief support ¢€.27, p<.05pnd percentage of
anticipatednegative relationships (.28, p<.05)

Cowan Exploratory | Regression model | Stress, age, gender, | 69 Perceived social support was associated with
1985 with social support | importance of greater depression severifp<.(®, b=.14),
as a pedictor. deceased and accounting for38%of variance in the model.
perceived
preventability of death.
Fullerton | Exploratory | Regression model | Age, marital status, 71 Support from friends and support from family
1999 with social support | social network index, were entered as separate predictors in each
as a predictor. disaster specific social model.
support, family In models controlling for total IES and IES
distress, maximum intrusion scores, neither perceived social suppc
closeness to deceased variable was associated witlepression sevéy.
crew, transuenge, Controlling for IES avoidan¢®0%) perceived
harc.ilne.s.s, SOC'G.U . social supporfrom friendswas negatively
FjeS|rab|I|ty and initial associated wittdepressiorseverity(5% of
impactof event (IES). variancebeta=.03, p=.027)
Oexle Specific Regression model | Age, gender, prdoss | 195 Greater perceived social support was significan
2019 hypothesis | with social support | mental iliness, time associated with a lower level of depressive
as apredictor. since loss, relationship symptoms (beta=53, p<.00).
to deceased and
perceived closeness tg
deceased.
Rheingold | Exploratory | Generalised Variables found to 47 Lack ofsocial supportvasindependently
2015 estimating significantly differ by associated with increased risk of meeting criter

equations with

diagnostic status:@e,

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 modédigher network
score was associated with a significant decreas
depression severitjpbeta=-0.53, p=.0aL1).

In a linear regression modédigher relationship
score was associated with a significant decreas
depression severitjbeta=-0.18, p=.0aL1).

In the multiple regression modeijgher total
support scorgbeta=-0.02, p=.001)vas
associated witta significant decrease in
depression sevdy.

Complicate
d grief

Bottomley
2017

Exploratory

Regression model
with social support
as a predictor.

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

47

Of twelve social support variablestisfaction
with physical assistance was tbaly significant
predictorout of the three social support variable
included in the modelpositively predicting
complicated grieeverityat T2(6 month follow
up) (beta=.2Q p<.095.

Burke
2010

Exploratory

Correlations

n/a
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Of six sociatupport measures, two were
significantly correlated with complicated grief
severity: @rcentage of actual negative
relationships (.28, p<.0%8nd available support
system(-.28, p<.05).
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Kristensen| Exploratory | Regression model | Gender, predisaster 130 Two social support variables were included in
2010 with socialsupport | employment, analysis: low positive social suppo@iR=.24,
as a predictor. relationship to p=.012)and high negative social support
deceased, previous (OR=8.81, p=.012)were significantly associated
experience of loss, tim with meeting criteria for complicated grief.
elapsed before death
confirmed.
LeviBelz | Specific Regression model | Time since loss, 156 Greater perceived social support was significan
2019 hypothesis | with social support | attachment styleself associated with lower severity of complicated
as a predictor. disclosure and grief (beta=.30, p<.@).
interaction between
secure attachment,
social support and self
disclosure.
Li2015 Exploratory | Regressiomodel n/a 803 Social supportwvas not significantly associated
with social support with meeting criteria focomplicated grief
as a predictor.
Rheingold | Exploratory | Generalised Variables found to 47 Lack ofsocial supportvasnot significantly
2015 estimating significantly differ by associated with increased risk of meeting criter
equationswith diagnostic status: age, for complicated grief.
social support as a | deceased contributing
predictor. to household income.
Anxiety Bottomley | Exploratory | Regression model | T1 anxiety (at a mean | 47 Need for advice, need for physical assistance &
2017 with social support | of 1.66 years since los satisfaction with physical assistance were

as a predictor.

included in the model. Satisfach with physical
assistance was the only significant predictor,
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negatively predicting anxietseverityat T2(6
month followup) (p<.001, b=30).

Prolonged | Heeke Specific Latent class analysi§ Gender, years of 308 The amount of perceived social support did not
grief 2017 hypothesis | with social support | education, number of predict membership othe PGD class.
as a predictor. assaultive/accidental
traumatic events,
relationship to person
lost, how loss
happened and time
since loss.
Suicidal Oexle Specific Regression model | Age, gender, prdoss | 195 Greaterperceived social support was significant
ideation 2019 hypothesis | with social support | mental illness, time associated with lower severity of suicidal ideati
as a predictor. since loss, relationship (beta=2.87, p<.00).
to deceased and
perceived closeness tg
deceased.
Psychological wellbeing outcomes
Emotional | Heeke Specific Latent class analysi§ Gender, years of 308 Less social support was a predictor of the
distress 2017 hypothesis | with social support | education, number of emotional distress clas®R= .92, p<.001).

as a predictor.

assaultive/accidental
traumatic events,
relationship to person
lost, how loss
happened and time
since loss.
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Grief Sprang Exploratory | Regression model | Gender, age, race, 171 Greater social support predictddwer extent of
1998 with social support | subjective health grief (beta=.479, p<.005)
as a predictor. status, income, marital
status, past experience
with death, time since
death and religious
beliefs.
Grief Oexle Specific Regression model | Age, gender, préoss 195 Greater perceived social support was significan
difficulties | 2019 hypothesis | with social support | mental iliness, time associated with decreased grief difficulties
as a predictor. since losstelationship (beta=.47, p<.001).
to deceased and
perceived closeness to
deceased.
Initial Fullerton | Exploratory | Regression model | Age, marital status, 71 Neitherperceived social support measure
impact of 1999 with social support | social network index, (support from friends/ support from familyyvas a
event as a predictor. disaster specific social good predictorof total or avoidance IES
sgpport, fam||.y Low perceived social support from friends
distress, maximum predicted a higher intrusive initial IES score
closeness to deceased (beta=.44, p=.044)
crew, transience,
hardiness and social
desirability.
Loneliness | Spino n/a n/a n/a Statistical analyses not reported.
2016
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Mental Murphy Exploratory | Regression model | T1 mental distress, age 49 Social supportlid not significantly predict
distress 1988 with social support | sex, education, stress, severity of mental distress
as a predictor. seltefficacy and social
support
Mourning | Sprang Exploratory | Regression model | Gender, age, race, 171 Greater social support significanttyedicted
1998 with social support | subjective health lower extent of mourning (beta=.350, p<.005)
as a predictor. status, income, marital
status, past experience
with death, time since
death and religious
beliefs.
Personal Oexle Regression model | Age, gender, préoss 195 Greater perceved social support was significant
growth 2019 with social support | mental iliness, time associated with increased personal growth
as a predictor. since loss, relationship (beta=44, p<.05.
to deceased and
perceived closeness to
deceased.
Recovery | Murphy Exploratory | n/a n/a n/a Social support was not included in the regressi
1988 model predicting recovery.
Resiliencé | Bailey Exploratory | Regression model | n/a 48 Unadjusted model where traumatic stress
2013 with social support predictedgreater levels ofesilience was

as a predictor.

significant (b =.241, p<.049). The adjusted mog
with social support as a mediator was also
significant(b=.297, p=.032)
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Stress
related
growth

LeviBelz
2015

Specific
hypothesis

Regression model
with social support
as a predictor.

Timesince loss,
adaptive coping,
maladaptive coping,
seltdisclosure,
interaction between
time and interpersonal
variables.

135

Combned with selfdisclosure as predictive
interpersonal variable, social suppgntedicted
levelsstressrelated growth (beta=.1, p=.027)

* Resilience was defined as stress coping ability
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2.4.3Quality assessments

Table 4 shows the results of the NOS quality assessments for included studies. Most studies were
judged as either gooduality (Kristensen et al., 2010; Le®elz & LevAri, 2019; Oexle & Sheehan,
2019; Rheingold & Williams, 2015; Sprang & McNeil, 1998; Xu et al.,@(faif)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 Bailey et al., 2013; Burke et al., 2010; Levi

Belz, 2015; Li et al., 2015; Spino et al., 2016¢ most frequent source of bias was sample size. No
studies weredeemed to have a justified sample size as none had carried out a power calculation.
Low lesponse 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.



Table4: NewcastleOttawa Quality Assessment Scale

Adapted for crossectional studies

Selection Comparability | Outcome
Study Representativenes| Sample Non Ascertainment| Confounding | Assessment | Statistical test Quality
of sample size respondents | of exposure factors of the
controlled outcome

Bailey 2013| 1 0 1 2 0 1 1 Poor
Burke 2010| O 0 0 2 0 1 1 Poor
Cowan 1 0 0 2 1 1 1 Fair
1985*

Murphy 1 0 0 2 1 1 1 Fair
1988

Fullerton 1 0 0 2 1 1 1 Fair
1999

Heeke2017 | O 0 0 2 2 1 1 Fair
Kristensen | 1 0 1 2 1 1 1 Good
2010

LeviBelz 1 0 0 2 0 1 1 Poor
2015

LeviBelz 1 0 0 2 2 1 1 Good
2019

Li 2015 1 0 0 2 0 1 1 Poor
Oexle 2019| 0 0 1 2 2 1 1 Good
Rheingold | 1 0 0 2 1 1 1 Good
2015

Spino 2016| 0 0 0 2 0 1 1 Poor
Sprang 1 0 0 2 2 1 1 Good
1998

Xu 2017 1 0 0 2 1 1 1 Good

NOS for cohort studies

| Selection

| Comparability | Outcome




Representativenes| Selection | Ascertainment| Outcome of Comparability | Assessment | Followup | Adequacy| Quality
of non of exposure interest not of cohorts of outcome | long of follow-
exposed present at enough up
cohort start of study for

outcome

to occur
Bottomley | O n/a 1 0 1 1 1 1 Fair
2017

*taking into account only participants who welbereaved, not control participants
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In addition to the NOS noted that exploratory approdes were common, with multiple
statistical models often used in study analyses, reflecting multiple outcomes and exposure
variables. There was alsogreat deal o¥ariation 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.

2.4.4Summary ofindings

Table Ssummariseshe overall findings extracted from included studies for each outcome type.

Table5: 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 No Negative
[ 442 OA L A 2y jassociation [association
Outcome
Psychiatric |Depression 4 (Cowan, 2 (Burke, 2010Fullerton, |1 (Bottomley}
(N=7) 1985;0exle, 1999) 2017)
2019;Rheingold2015
Spino, 2016)
PTSD (N=6) 4 (Heeke, 2 (Bottomley,2017; Burkef -
2017;Rheingold, 201{2010)
Sprang, 1998; Xu,
2017)
Complicated ]2 (Kristensen, 2010; [1 (Burke, 2010) 2 (Li,2015; [1 (Bottomley
grief (N=6) [LeviBelz, 2019 Rheingold, [2017)
2015)
Prolonged | - 1 (Heeke, |
grief 2017)
(N=1)
Anxiety - 1 (Bottomley, 2017) - -
(N=1)
Suicidal 1 (Oexle, 2019) - - -
ideation

(N=1)




PsychologicaJEmotionaI 1 (Heeke, 2017) - - -
distress
(N=1)

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

Grief 1 (Oexle, 2019) - - A
difficulties
(N=1)

Initial impact
of event
(N=1)

1 (Fullerton, 1999)

Mental 1 (Murphy,
distress 1988)
(N=1)

Mourning (1 (Sprang, 1998) - - A
(N=1)

Personal 1 (Oexle, 2019) - - -
growth (N=1)

Resilience [1 (Bailey, 2013) - - .
(N=1)

Stressrelatec|l (LeviBelz, 2015)
growth (N=1)

* allmeasured 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.

1 & 2odt 8d all of the included social supporariables 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.

2.4.4.1Psychiatric 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 #9299, Oexle &
Sheehan, 2019; Rheingold & Williams, 2015; Spino et al., 2Ha&uring this outcome. The single
longitudinal studyBottomley et al., 2017pcluded in this review was of fair quality and was
exploratory innature, bu did control for baseline outcome measures. This study found no
association between the two variables.

Four studiegCowan & Murphy, 1985; Oexle & Sheehan, 2019; Rheingold & Williams,ith6
et al., 2016Yyeporteda positive association between measures of social support and depression;
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two were good qualitfOexle & Sheehan, 2019; Rheingold & Williams, 2@k was fair quality
(Cowan & Murphy, 198%nd one was poor qualit§spino et al., 2016)

Two more exploratoy studies reported a partial positive association between social support and
depression. A study judged as fair qua(fepllerton et al., 1999%pund 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 othmogdels finding no
association. Aoor qualitystudy(Burke et al., 2010pund that two (grief support and percentage
of anticipated negative relationships) of six social support variables atetesignificantly 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 stBdiesmley et al.,

2017; Burke et al., 2010; Heeke et al., 2017; Rheingold & Williams, 2015; Sprang & McNeil, 1998;
Xu et al., 2017that measured PTSD as an outcome found some evidenae association

between increased social support and reduced severity of/likelihood of meeting threshold for
PTSD, however studies were of mixed quality.

In the longitudinal studyBottomley et al., 2017)ne (satisfaction with pfsical assistance) out of
twelve measured social support variables predicted lower symptom severity. Anooloer

quality study (Burke et al., 2010pund a partial positive association, with omge (percentage of
actual negative relationships) of out six social support variables correlated with lower symptom
severity.

Four other studiegHeeke et al., 2017; Rheingold & Williams, 2015; Sprang & McNeil, 1998; Xu et
al., 2017Yound a positive asociation between social support and PTSD. Three of these studies
were of good qualitfRheingold & Williams, 2015; Sprang & McNeil, 1998; Xu et al., a0d®ne

was of fair qualityfHeeke et al., 2017)

Complicated grief [CG] (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 stBditsmley

et al., 2017; Burke et al., 2010; Kristensen et al., 2010:Badwi& LesAri, 2019; Li et al., 2015;
Rheingal & Williams, 2015)31, 32, 34, 37, 40, 42] measuring this outcome. The included
longitudinal study(Bottomley et al., 201 7pund that only one (satisfaction with physical

assistance) of twelve social support variables was assatisith CG, predicting increased severity

of symptoms.

Two studies reported a positive association: two good quality stu#igstensen et al., 2012; Levi
Belz & LezAri, 2019Yeported a positive association between the social support risk of CG.
Another study(Burke et al., 2010pund a partial positive association; tlpeor qualitystudy
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found that two (percentage of actual negative relationships and available support system) of six
social support variables was correlateith reduced symptom severity of CG.

Two more studies, one poor qualifi et al., 2015&nd one good qualityRheingold & Williams,
2015) found no crossectional association between social support and CG.

In one fair quality crossectional studyfHeeke et al., 201 §ssessethe outcome of prolonged
grief, a concept similar to CG, and found no association with social support.

2.4.4.20ther psychiatric outcomes (two studies)

The outcome of anxiety was measured in the included longitudinal gBatjomley 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 associafi@eparate good quality stud@exle

& Sheehan, 2019pund a significant positive association between a global social support measure
and lowerlevels of suicidal ideation.

2.4.4.30ther psychological wellbeing outcomes (eight studies)

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

There was consistent evidence that social support influences positive wellbeing, with three
separate studie¢A. Bailey et al., 2013; LeBelz, 2015; LeBelz & LerAri, 2019)measuring

personal growth, streseelated growth and resilience. A good quality sty@®exle & Sheehan,
2019)found that increased personal growth was cregstianally associated with increased social
support, and dow qualitystudy(LeviBelz, 2015jound thatincreased stresselated growth was
crosssectionally associated with increased social support. Social support mediated the association
between traumatic stress and resilience ip@or qualitystudy(A. Bailey et al., 2013)

The similar constructs of grief, mourning, agdent of grief difficultiesyere each significantly
crosssectionally associated with social support in two separate exploratory st(@iede &
Sheehan, 2019; Sprang & McNeil, 19%®)th high quality.

Two studies meased distress with conflicting findings; one fair quality styHgeke et al., 2017)
found a positive association between social support and emotional distress whereas another fair
quality study(Murphy, 1988¥ound no crosssectional association between social support and
mental distress.
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A single fair quality studfFullerton et al., 1999 ssessed the initial impact of event (IES) and
found that one (perceive support from friends) of two social support variables in one of three
analysis models was cressctionally associated with reduced impact, the other two models
finding no association.

Two further psychological outcomes, lonelingSpino et al., 201&nd recoveryMurphy, 1988)
were mentioned as having been measured in the methods sections of separate studies but were
not included in statistical analysis modedported.

2.4.4.4Subgroup: people bereaved by suicide (four studies)

Four of the crossectional studies reported abo\(eeviBelz, 2015; LexBelz & LeAri, 2019;
Oexle & Sheehan, 2018pino et al., 2016hcluded only participants who had been bereaved by
suicide, each controlling for a range of demographic and healtted variables. Study results
consistently found that increased social support was associatedhigtier levels bwellbeing.

One poor quality stud{ieviBelz, 2015jound a partial positive association betwesocial
support and stresselated growth, and another good quality stuflyeviBelz & LezAri, 2019)
found that social support was crassctionaly associated with a significantly reduced risk of CG.

Two other exploratory crossectional studiesone good qualitfOexle & Sheehan, 2018hd one
poor quality(Spino et al., 2016Jlemonstrated a positive association between social support and
depressive symptoms, suicidal ideation and grief difficulties.

2.4.4.50ther subgroups

No other meaningful patterns of results defined by subgroups became apparent during the
process oflata 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 allowedasideration of

whether studies support or refute the main effects or buffering models of social support.

2.5 Discussion
2.5.1 Summary of amn findings

Tomyknowledge, this is the first systematic review of studies describing the relationship between
postloss social support and psychological wellbeing after sudden and/or violent

bereavementl found only one longitudinal study among a total of 16 id&eti observational

studies. From these studielsiound 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 afteebeavement by suicidd.here wagpredominantly consistent
evidence that social support is associated with lower severity of depressive symptoms/risk of
depression, but a longitudinal study found no associatidound conflicting evidence for an
associatbn 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 wasaseBssed 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. Hawer, there are a number of key limitations of the current body of

literature, as highlighted throughout this review, asdmmarisedelow. This suggests a need for

high quality cohort studies tturther test the hypothesishat social support predicts better

wellbeing.

2.5.2Strengths 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 oames(Lobb et al., 2010; Pitman et al., 2014;
Schnider, Elhai, & Gray, 199@¢nerally finding these to be more common or severe among

people who experience and traumatic losses as compared to other bereansmidere is clearly

a need to measure other outcomes pdstreavement, including substance use, suicide attempt,

and severe mental illness, as well as atinical outcomes such as blame, guilt and emptiness
(Shields et al., 2017However, one explanation for this is that validated measures for psychiatric
outcomes are more available than those for rdimical constructs.

| found similar methodological weaknesses in a number of the included studies; notably the use of
small sample sizes and cressctional designs. Studies tended to be exploratory in design and
many included a range of predictive and outcome variables rdtieaar testing a specific
associatiortheoretically informed by a research questi@®ome 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 singlerceived 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 sam@lthrough peer support groups, seem to be a feature of
bereavement research in genei@linde et al., 2017; Pitman et al., 2014; Sveen & Walby, 2008)
and limit thegeneralisabilityof results. The variation in the potential confounding variables
adjusted for in study model@able 3) indicates inconsistency in what isaihight to influence the
relationship between social support and wellbeing. Key potentially confounding variables to
account for in future analyses would include tisiace bereavementFeigelman, Jordan, &
Gorman, 2009as support is likely to vary over tinad nature of relationshipwith the deceased
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(Pitman, Osborn, Rantell, & King, 2016; Tidemalm et al., 2&1thjs influences the wellbeing
impact of bereavement. In this review ordysmall number of studies controlled for eithdrtbese
variables, instead typically including demographic variables as covaiidlalst cohort study
designs are practically challengipge-bereavement psychological wellbeimguld also be
valuable to asseg8olton et al., 2013)

2.5.3Strengths and weaknesses of the review

The strengths of this review are that it used a systemagtigroach, 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
wascomprehensiveand all reevant 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 cargut a metaanalysis to produce a combined estimated effect
size from the included studies, this was mapipropriatein 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 acrossfthen studies, and these

tools were not all based on the same conceptualisation of social support, making comparison
difficult and potentially explainingasne 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
ASSI$Barrera et al., 198J9xtracted entirely different sets of variables from threeasure. Where
certain measurement tools had separate factors, some studies did not analyse these factors and
instead just used a combined total scqf@owan & Murphy, 1985; Murphy, 1988; Sprang &

McNeil, 1998; Xu et al., 201&hd so lost specificity. The CSS (Joseph, Williams, & Yule, 1992) was
designed to measure received rather than peveel support, but as a seléport measure, it will
inevitably include an element of perception.

This demonstrates that there is a lack of clarity about how best to defineparhtionalisesocial

support, which may explain some of theeonsistent results in this review. Using global measures

2F adzZLL2 NI NI GKSNJ 0KFyYy YSFadaNAy3 ALISOATAO | &L
social support that may benefit mental health and psychological wellbeing after bereavethent.
variation in theconceptualisation®f 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 categorisatiorof deaths was not provided by authors: inclusion of these studies may have
altered our main findings. It was also not possible to ensure completgigistent categorization
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for the inclusion criteria useeaths through illness were excluded but can bedsudin 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 arahtfily.

Overall,generalisabilitys limited by the homogeneity @gfge and gender and the under
representation of ethnic minorities imcluded samplesHowever crosscultural validity is
relatively good for research in this aregith the inclusion of noANestern populationshat
represent different cultural approaches to grief and bereavem@adcciatore & DeFrain, 2015)
The inclusion of samples recruited exclusively through supgrgidnisationsvould

limit generalisabilityn these studies to those who have proactively sougglp, andare well
enough to fe involved with thes@rganisations.

Only four of the studies included ndamily members as participants, and so the experiences of
friends and colleagues are not represented in this review. It is likely thatamaily members have
a different social experience of a bereavement, given tifieicdnce in this kind of relationship and
positioning within a socialetwork, but are not necessarily less impaci@&artik et al., 2013b)

This remains a relatively undegsearched area. There was good variation in length of time since
loss; however, for studgewith 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 clarifyhie temporal direction of associations. The crssstional 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 otHétannaysKing 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, crossectional studies are unable to proei@mpirical 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 nhecessary to distinguish
between the two.

2.5.4Implications 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 howthe quantity and quality of available informal social support could be increased as a
potential means to improve outcomes for their service ugkrsgan 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 psychaklgiellbeing outcomes after
bereavement, and the extent to which the degree of psychological morbidity influences the
amount of social suppomrvailable. The wider social support literature includes evidence to
support a bidirectional relationship betweecial support and PTSDaffaye, Cavella, Drescher,
& Rosen, 2008; Ozer, Best, Lipsey, & Weiss3)20¢hilst general studies of support find that
depression erodes social supp@Reirce et al., 2000; Stice, Ragan, & Randall, 2064) few
studies have examined whether social support decreases the severity of depréd&ide &
Kendler, 2000)

Very little research has explored the relationship between CG and sogipbrt, 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., 2013A recent study shogd that rumination moderates the relationship between
meaningmaking and prolonged grief (conceptually similar to complicated grief), weese
meaningmaking as rumination increased predicted higher levels of prolonged(btikhan et al.,
2019) During the bereavement process, emotionapport from others is likely to consist of
opportunities to discuss the loss aitd consequences, thus encouraging ruminatiRose,

Carlson, & Waller, 20077 hisfinding, along with the results of this review that show mixed
evidence for an effect of social support on CG symptoms sudggshis relationship should be
explored furtherwith a focus on understanding how emotional support impacts complicated grief.

2.6 Conclusions

This systematic review of studies describing the relationship betweenlpssinformal social
support and psychological wellbeing after sudden and/or violent bereavement suggests that
informal social support may be important in improving psychologicébemg 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 tempat direction of the relationships between different types
of informal social support and psychological wellbeing following sudden bereavement. This
information is important to the development arelaluation ofprogramsto enhance the

availability or use apecific 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 seldr violent loss such as suicide could

positively impact on wellbein@-his 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 delopment of future resources or interventions to improve social

support within social groups after loss to suicit®wever, the majority of included studies were
exploratory rather than having a clearly defined hypothesis and were inconsistent in théleari

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 relationgt@nd generating more theoretical knowledge about
the impact of social support.

2.7 Recent relevant publications

| carried out a norsystematic 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. Tstodies 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 thawhilst 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 atiomtof their study was

GKIG KFE@Ay3a dzaSR GKS a{t{{x GeLlS 2F adzJ2NI 2
between type of support offered and needed could impact negatively on its effectiveness.

Another study examining the effects of sudden debereavement compared to a control group
F2dzyR GKFd O0SNBIFIOBSR LI NIGAOALI yia LISNOSAGSR S
bereaved (Hamdan et al, 2020). 90 bereaved participants were recruited through support
organisations and matched on demoghap characteristics to 90 nepereaved 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 notmoderate 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

3.1Summary

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 angettpwithin the group. Qualitative
methodology was chosen with the purpose of enabling a deep understanding of the experiences
and perspectives of participansnd | approached the study from a critical realist standpoint,
focusing on the differences andhslarities in how participants interpreted their experience.

Sampling for the study aimed to includelemographicallyvariedgroup of participants who had
experienced suicide bereavement personally, or valad supported abereavedfriend or family
member.The majority of participants had a friend or family membdrovalso participated in the
studyto allow for comparison of experien@athin and across sociaktwork Given the sensitivity

of the topic, participants were interviewed separately to allow them to speak honestly about their
experiences.

During interviews,participantscompleted an exercise that consisteddvwing two maps
representingtheir close personal network both before the loss and present day. The

mapswere based on the hierarchical mapping technique [HMimtonucci, 198f and were

formed of three concentc circles into which the participant places members of their personal
network according to how close théglt to them. This exercise served as an introduction to the
semistructured qualitative interview that followed it, which covered questions abbetimpact

2F f2aa 2y LI NI A Oaidkhg sugpart given an RceNdsl fvithin dogial & K A LJa
network. Data vasanalysedat the individual level, comparing each participant against the other,

and at the group level, comparing participaf#gperences within their socialetwork, and

comparing eaclmetworkQd 2 @S NI f f S E LIS NA Brgvidédliputtat ebch Sad@adzL) Y S
the project.
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3.2AIms

The project aimed to address the following research questions:

1. What are theexperiences 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

| approached this study from a pegobsitivist 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 experiencednd so is mediated by perception and interpretatighrcher, Bhaskar,
Collier, Lawson, & Norrie, 20138y taking this standpoint, | essentially posigdmmyself in

between the twoopposing and arguabliyore reductive standpoints of positivism (research can
reveal anobservable, objective truth) anidterpretivism(there is no single truth, only each
AYRAGARdzZ f Q& 2 ¢(iin CDIB, y9®8) NHzO G SR i NHzi K 0

| also was conscious of my position in relation to existingglitee; as the qualitative study was
explorative, it was not completed oriented towards a single theoretical approach. In chapter 1 |
describe the Dual Process Model (Schut & Stroebe, 1999) as being a key theoretical approach in
this thesis. However, prido starting the qualitative study | 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 suppold wossibly

align with the DPM, but the original model focuses only on individual coping. It was also important
to be conscious of other prexisting theories and ideas that | had encountered in reviewing the
literature presented in chapter Bnd be awaref how they might shape how | 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, thereforeaimed to understand the experiences of friend and family graafpesr

suicideloss, focusing on group membeXslationships with each other and the support they

offered each othefRibbens McCarthy, Holland, & Gillies, 20@8)jectivelythe members okach

group had expegénced losing the same person to suicide and therefore the same underlying

reality, but each group member hdldeir own perception of what happened and of their social
AYGSNI OtAaz2zya FFFOISNI GKS f2aad L FAYSRati2 dzy RSN
happened differed fronand aligned wittothers, and to combine perspectives of participants

within groups to move towardsreinformeddzy RSNAR G F yYRAY 3 2F (G KIF G 3I NP dzL.
bereavementrecognisinghat noone3 N2 dzLJ Y S Y 6 S NX &mor® kalidShedk Sy OS 461 a
Iy 2 ( KTBid\aIbived for analysis not only at an individual level, but also at a group level,

comparing within and across socredtworks
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WhilstLJF NI A @xpedenga$ @ Sbome 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 withcommon practice in qualitative research, | tookasures 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 stadg keeping a reflexive diary to
understand my actions andecisiors during the studyRather than eliminate biasf my own

personal perspectivefom the study, the aim was to provide context for the research, and present
this openly Additionally, | relied on experienced researchers (my superyisane) and those

with lived experience (a PPI group)review these actions and decisions and to challenge any

LR GSYydArf oAlFlasSa 2N lFaadzyLliazya GKFG L YIFRSEZ
voices of the participants. The narrative produced from the researchtheefore jointly

constructed and the result afombined 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 thera tertain beliefs or perspectivéSavinRBaden & Major,
2013)which may influence their approach to research. Here, | position myself in relation to this
study and its participants as well as the context of the research, acknowledging both my personal
and myepistemologicaposition (Willig, 2013)

| am somebody who has been bereaved by suicide and so | have a personal connection with the
study and a specific motivation for taking on §hedject. | have my own experiences of formal and
social support after loss to suicide, and ideas about Wiaaconstituted good and bad support for
mw, which may impact on how I relate to the participants themselves and the data they provide.
Having beera listening volunteer with the Samaritans for 7 years, | 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 convesdadin 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 conscgy take a different approach to conversation.

At the start of my PhD program, my research experience was primarily in quantitative research
and so | tended towards a positivist view of research. This has changed over the course of the
project, having gined more experience and training in qualitative research. | am aware that my
positionality may also have inevitably changed over time due to immersion in the culture of the
university department | study jras a department typically focused on epidemgyi@and

guantitative psychiatric research. At the same time, interactions with participants and PPI group
members are likely to have impacted on my positionality as | engaged with other suicide
bereavement experiences that conflicted or aligned with my oetallenging my assumptions
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about the topic and causing me to revisit my own interpretation of my experidran®. also aware
that having approached the research from the viewpoint of critical realism, | have placed a
particular emphasis onomparingindividual and collective experienée this study, rather

than phenomenologyor social construction and so will produce a narrative from the results of the
study that would have been different had | approached it framotier philosophical perspective.

Havng 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 | shaped the study. Throughout, members of the PPI group angisape
panel were consulted to ensure that my own unconscious @idsot 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 scientifgour.

a® 26y adzAi OARS O0SNBIF@SYSy(d | NBdzl gCwger &Buckla, (A 2y &
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participants in other contexts, for example, to somebody who has lost a child to suicide. | have

never been a parent and so | have no personal understanding of what it is like to lose a child.

Despite this, it may beveralleasier for me to connect with particnts 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 tdpring the study have the

potential to influence my approach to methodology and analyssquiring careful reflection how

my voice impacts that of my participaniBhe 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 differenceetween insider and outsider on a continuum rather than a dichotomy
(Dwyer & Buckle, 2009; Holmes, 20IM)e related issue of sedfisclosure will be discussed

further in section 3.7.2.

Insight into my own personal beliefs and assumptions pasicularlyimportant throughout the

data analysis stage. Qualitative data analysis cannot be neutral, in that every researcher interacts
with the data with preconceptions about whatitill elicitthrough personal experience and
knowledge of prior literaturéMauthner & Doucet, 2003)

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

3.5 PPI Involvement

Involvement of PPI groups across every stage of a research study is widely believed to improve the
guality and usefulness of research by enabling those with lived experierprétdise research
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guestions that they believe to be most applicable to thémensure 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 famademic audiencéStaniszewska et al., 2011)

A systematic reviewnvestigating 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 a@esign, analysis and
dissemination of studie@rett 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 bereavedsycide, or who have experience of working with

people who have been bereaved by suiciiee group consisted of 19 members; the majority of
these were recruitect the beginning of the project through social media g@std promotion

through suicide prewvetion and bereavement charitie§our 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.

¢ KS 3 N®lendeniwas supported by thdcPinFoundationa Londorbased mental health

research charity. As an organisation that focuses on involving people with lived experience, staff
OAYyOf dzRAYy3a (GKS NBASIFNOK RANBOG2NE ¢K2 gl a |fa
able to advise omchievable yet effective PPI involvement for the project.

The PPI groumput on the research project at evesyage(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
3.6.1Samphgapproach

| 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 ofteersin this field of research.

This approach aimeib recruit a demographically diverse group of participants; | viewed ethnicity,
gender and age as being important variables in which to have diversity, given the existing
literature described in Chapterifidicating 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). | 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 thiah&l support is difficult to access
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was also important so as to include a rang®wérallsupport experiences.

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

The target sample size was set at&Dparticipants to provide sufficient data for analysis at the
individual level. Thisumber was arrived upohy taking into account guidzce laid out by Morse

(2000) considering the broad scope of theugdy (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
wouldO2 YYSyid 2y 20KSNAQ SELISNASYyOSao FyR GKS SE
topic may have made it more difficult for some participants to express themselves).

For group level analysis, no standard guidance existetmmmended 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 meaningfuhterpretation, yetallow for indepth 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-gightified ashaving bea 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 werbereaved when they werender 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 individils between 18 months and two years to process and adapt to a
bereavement(Horowitz et al., 1997)it was expected that articipating in research within this
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adjustment periodvould be a significant emotional challenge for participants, so only those who
had been bereaved more than 18 montagowere recruited. An 8 year cedff point was chosen
after consultation with the gpervisory panel and PPI group, with the expectation that people
bereavedfor more than 8 yearsvould have trouble accurately remembering events and feelings
related to the immediate bereavement peridthe first 3 months after the loss)

Those bereavedsaa childvere 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 susfakes and
funerals(Saldinger et al., 2004Adult amily members and school staff are more likely to
proactively offer support in a caitaking 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 Ethicalconsiderations

Ethical approval for this study was granted om Ottober 2018, with an extension to the
approval granted on ¥90ctober2019. An amendment to the ethics application was granted on
27» November 2019 for some minor changes to the recruitment process (referencettion
3.6below). The ethics applicatidor the study can be found iappendix6, with the changes
made for he amendment to the originalpplication highlighted.

The flow diagram provided to participants is presented befbgure 3)to demonstrate the
involvement of participants and the use of data throughout the study.
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Figure3: How of participants and data througstudy
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3.7.1 Confidentiality

During the transcription process, appropriate efforts were madartonymisethe data by

removing names of people, places and other identifiers. However, it is possible that a participant,
when reading the writeup of this study, would be able to identifiyemselves and others in their
network byrecognisingertain language or contexts that the researcher is not able to predict as
being identifying. The information sheets given to participants make it clead tiatld not
categorically ensure that the tlawould 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 shedy, butgiven my existing involvement

with charities and communities of people bereaved by suicide, | did have distant relationships at a
personal or professional level with semparticipants. | took addi