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Objective: To test the hypothesis that perceived stigma scores in young adults bereaved by suicide are significant-
ly higher than in young adults bereaved by other sudden deaths, whether blood-related to the deceased or not.
Methods:We conducted a cross-sectional study of all staff and students aged 18–40 at 37 UK higher educational
institutions in 2010, and identified3432 respondentswhohad experienced a sudden bereavement of a close con-
tact since reaching the age of 10, either due to sudden natural causes, sudden unnatural causes, or suicide. We
used multivariable regression to compare scores on the stigma, shame, responsibility and guilt subscales of the
Grief Experience Questionnaire, adjusting for socio-demographic factors and pre-bereavement psychopathology.
Results: People bereaved by suicide (n= 614) had higher stigma scores than people bereaved by sudden natural
death (n= 2106; adjusted coefficient= 2.52; 95% CI= 2.13–2.90; p= b0.001) and people bereaved by sudden
unnatural death (n= 712; adjusted coefficient = 1.69; 95% CI = 1.25–2.13; p= b0.001). Shame, responsibility
and guilt scores were also significantly higher in people bereaved by suicide, whether compared with bereave-
ment by sudden natural death or sudden unnatural death. Associations were not modified by whether the be-
reaved was blood-related to the deceased or not.
Conclusions: Stigma was perceived more acutely by the relatives and friends of those who died by suicide than
those bereaved by other causes of sudden natural or sudden unnatural death. Their high levels of perceived stig-
ma, shame, responsibility and guilt require qualitative investigation to identify whether these grief dimensions
limit social functioning, help-seeking behaviour and/or support offered.

© 2016 The Authors. Published by Elsevier Inc. This is an open access article under the CC BY license
(http://creativecommons.org/licenses/by/4.0/).
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1. Introduction

Supporting people bereaved by suicide is a key objective ofmany in-
ternational suicide prevention strategies [1,2], and this group are now
known to have an increased risk of suicide, depression, and psychiatric
admission compared with people bereaved by other mortality causes
[3]. UK evidence shows that the risk of suicide attempt applies whether
blood-related to the deceased or not [4], indicating that explanations for
these adverse outcomes lie beyond familial factors. Suggestions include
assortative relating, shared social adversity, stigma, and social model-
ling [3]. Identifying explanatory factors is a key step in designing suicide
prevention interventions targeted at people bereaved by suicide, but as
yet our understanding of thesemechanisms remains theoretical. Stigma
is of interest because it is distressing, influences help-seeking, limits
support available, is linked to risk factors for suicidality (such as social
isolation and hopelessness [5]), and may be more modifiable than
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other explanatory factors [6]. There is tentative evidence for its contri-
bution to explaining adverse outcomes in people bereaved by suicide
[4]. However, stigmatising attitudes are not unique to suicide, and
may also be directed at people bereaved by accidental deaths [7] or pre-
ventable natural causes [8] for their links with someone judged to have
exhibited riskyhealth behaviour. To begin to understand the role of stig-
ma after sudden death, we need to start by confirming whether the de-
gree of stigma associated with suicide bereavement exceeds that
associated with other losses [3].

Stigma is a term more commonly applied to characteristics such as
psychiatric [5] or neurological illnesses [9], but is also well-described
in relation to people who have experienced bereavement, particularly
after suicide [6–8] and other unnatural losses [7]. Dimensions of stigma
include public or personal stigma, perceived stigma, and self-stigma.
Public and personal stigma are forms of enacted (or objective) stigma,
manifested in mistrust, fear, negative bias, and stereotyping of the be-
reaved, as well as social embarrassment and avoidance [10]. Public stig-
ma towards people bereaved by suicide originated in the Middle Ages,
when legal, religious, and social sanctions against suicide arose as a de-
terrentwithin RomanCatholic, Jewish and Islamic communities [10,11].
the CC BY license (http://creativecommons.org/licenses/by/4.0/).
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Such sanctions persist in the tendency of life insurance companies to re-
fuse policies for familieswith a history of suicide, or delay pay-outs after
suicide. Personal stigma is apparent in attitudes towards suicide as a
failure of problem-solving, blaming both the deceased and their friends
and family [10]. US studies of non-bereaved subjects showa greater ten-
dency to ascribe blame to a person bereaved by suicide than one be-
reaved by accidental death, homicide, or natural death [12], and to
avoid the bereaved for fear of the social rules governing such interac-
tions [13]. Perceived stigma describes the awareness of others'
stigmatising attitudes, and is a form of felt (or subjective) stigma [14].
For example, US parents bereaved by a child's suicide reported hurtful
responses from family and friends after their loss [15]. When perceived
stigma is internalised as self-stigma, it engenders feelings of shame and
worthlessness [5,9]. Whilst perceived and self-stigma can reduce help-
seeking and awareness of support available, public and personal stigma
can reduce others' willingness to offer support [10].

The stigma associated with suicide and other deaths has been docu-
mented extensively in the qualitative literature [7,10,16], but is lesswell
described quantitatively [3]. Surveys have demonstrated higher stigma
and shame scores in people bereaved by suicide when compared with
people bereaved by natural mortality causes [3]. Direct comparisons
with people bereaved by non-suicide unnatural causes, however,
show that people bereaved by suicide report higher shame scores but
no differences on stigma [3]. This would appear to suggest that feeling
highly stigmatised applies to all those bereaved by unnatural causes
(perhaps due to others' distaste over the nature of the loss), and that
shame characterises suicide bereavement specifically. However, meth-
odological problems, such as small sample sizes, unvalidated scales,
and unadjusted analyses, render these findings inconclusive [3,15].

Our objective was to determine, in a UK sample, whether people be-
reaved by suicide have a higher risk of suicide attempt and feel more
stigmatised than those bereaved by other sudden mortality causes.
We chose to focus on young adult, given concerns about their vulnera-
bility to social modelling of suicidal behaviour [17]. Our study was pri-
marily designed to test the hypothesis that young adults bereaved by
suicide report higher rates of incident suicidal thoughts and attempts
than young adults bereaved by other causes of sudden death. Our find-
ings supporting this hypothesis are reported separately [4]. The current
paper reports on the testing of our additional hypothesis that significant
differences exist between stigma scores for people bereaved by suicide,
sudden unnatural death, and sudden natural death. We predicted that
stigma scores would be highest in people bereaved by suicide, lowest
in people bereaved by sudden natural causes, and intermediate to the
two in those bereaved by sudden unnatural causes. We predicted that
the same patterns would apply to three other components of grief:
shame, responsibility, and guilt.We also examinedwhether the predict-
ed associations would apply whether the bereaved were blood-related
to the deceased or not.

2. Methods

2.1. Study design and participants

We invited all young adultsworking or studying atUKhigher educa-
tion institutions (HEIs) to participate in a closed online cross-sectional
survey about sudden bereavement: the UCL Bereavement Study. We
considered this sampling frame to provide the most efficient, compre-
hensive and pragmatic means of recruiting a hard-to-reach population
of young adults [18], whilst simultaneously minimising traditional
biases associated with recruiting a help-seeking sample. All 164 HEIs
in the UK in 2010 were invited to participate, following-up non-
responding HEIs to encourage broad socio-economic and geographic
representation. Over 20% of HEIs (37/164) agreed to take part, with a
higher response (40%) from those classified as the more prestigious
Russell Group universities. This provided an estimated sampling frame
of 659,572 staff and students. The majority of participating HEIs agreed
to send an individual email invitation with embedded survey link to
each staff and student member, as per study protocol. For reasons of
sensitivity ten HEIs modified this strategy, for example by emailing stu-
dents only, using their weekly news digest email, or advertising via staff
and student intranet. All recipients (whether bereaved or not) were in-
vited to take part in a survey of “the impact of sudden bereavement on
young adults”, with the aim of masking them to the specific study hy-
potheses. There was no accurate way of measuring response, as the de-
nominator of bereaved people was not ascertainable using routine data
or survey methods.

Inclusion criteria were as follows: people aged 18–40 who, after ten
years of age, had experienced sudden bereavement of a close friend or
relative. Early childhood bereavements were excluded to minimise re-
call bias, and to capture adult cognitive processing of negative life
events. Sudden bereavement was operationalised as “a death that
could not have been predicted at that time andwhich occurred sudden-
ly or within a matter of days”. Exposure status was sub-classified, via
self-report, as: bereavement by suicide, bereavement by sudden natural
causes (e.g. cardiac arrest), and bereavement by sudden unnatural
causes (e.g. road deaths). For respondents who had experienced more
than one mode of sudden bereavement, we adopted a hierarchical ap-
proach: all those bereaved by suicide were classified as such, regardless
of other bereavements. Those bereaved by non-suicide deaths were
classified according to the person they had felt closest to. We based
our sample size calculation on the primary outcome for our main
study; suicide attempt. We estimated that a minimum of 466 partici-
pants would be required in any one group (two-tailed analysis; 90%
power) to detect a doubling of the UK community prevalence of lifetime
suicide attempt (6.5%) in young adult samples [19].

The study was approved by the UCL Research Ethics Committee in
2010 (ref: 1975/002). All participants provided online informed
consent.
2.2. Procedures

Our online questionnaire (see Supplementary material) was de-
signed in consultation with a group of young bereaved adults and be-
reavement counsellors, and piloted with individuals accessing support
from four national bereavement support organisations in the UK. The
questionnaire elicited quantitative data on socio-demographic and clin-
ical characteristics, including eight putative confounding variables iden-
tified fromexisting literature and clinical judgement: age, gender, socio-
economic status (using the UK Office for National Statistics Standard
Occupational Classification [20]), pre-bereavement depression, pre-be-
reavement suicidal self-harm, pre-bereavement non-suicidal self-
harm, other family history of suicide (excluding index bereavement),
years since bereavement, and kinship to the deceased.

Our primary outcome was perceived stigma using the 10-item stig-
matization subscale of the Grief Experience Questionnaire (GEQ) [21].
The GEQ is a standardised, validated, self-administered instrument for
the assessment of the phenomenology of grief. It was developed follow-
ing qualitative interviews with US individuals bereaved by natural
causes, accidental death, and suicide [22]. The original scale was further
validated and refined using factor analysis of responses froma sample of
Canadian adults bereaved by natural causes, accidental death, and sui-
cide [21]. The resultant eight subscales are: abandonment/rejection,
stigmatization, search for explanation, guilt, somatic reactions, respon-
sibility, self-destructive orientation, and shame/embarrassment. Re-
sponses to items in each subscale are rated using a 5-point Likert-style
frequency scale, to generate a subscale score of 5 to 25. As in previous
studies comparing the impact of different modes of bereavement, we
compared GEQ subscales rather than overall GEQ score to delineate spe-
cific components of grief [23–25]. The stigmatization subscale (Box 1)
captures perceived rather than personal stigma, and includes items de-
scribing discrimination and loss of social support [21].



Box 1
GEQ stigmatization subscale items. Stem: Since the death how
often did you…

1. feel like a social outcast?
2. feel like no-one cared to listen to you?
3. feel that neighbours and friends did not offer enough

concern?
4. feel avoided by friends?
5. think people were gossiping about you or the person?
6. think that others didn't want you to talk about the death?
7. feel somehow stigmatised by the death?
8. feel like people were probably wondering about what kind

of personal problems you and the person had experienced?
9. think that people were uncomfortable offering their con-

dolences to you?
10. feel like the death somehow reflected negatively on you or

your family?
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Fig. 1. Participant flow.
measures we selected three related GEQ subscales: shame (capturing
feelings of embarrassment about the circumstances of the death), re-
sponsibility (a perception of having caused the death), and guilt (a
distressing perception of having done something wrong through action
or inaction). Again, as in previous studies using theGEQ [26], we slightly
modified the wording of the original stem to elicit reactions following
the death of any close contact rather than specifically a spouse.

2.3. Statistical analysis

We summarised numerical variables usingmean and standard devi-
ation, or median and range depending on their distribution. We
summarised categorical variables using count and percentages. We
used the chi-square test and one-way analysis of variance to test for
simple associations between confounding variables and outcome(s).

We categorised responsibility and guilt scores into tertiles (low/me-
dium/high scores) because their skewed distribution violated assump-
tions required for linear regression (i.e. residuals are normally
distributed), even when transformed to log values. Comparing tertile
measures also provided easily interpretable estimates, without too
much loss of information as a result of categorisation of the variables.
Score category cut-off points were determined based each variable's
data distribution, and were consistent with clinical scenarios. Thresh-
olds for responsibility scores were low = ≤5; medium = 6–8; high =
9–25, and for guilt were low = 5–11.6; medium = 12.5–15.8;
high = 16.6–25.

We used multivariable linear regression to model continuous out-
comes (stigma and shame) using xtmixed commands in Stata [27],
with HEI as random effect. We checkedmodel assumptions using resid-
ual plots.We comparedmean scores rather than using the standardised
mean difference because our aim was to answer a clinical question
about perceived stigma in an individual bereaved by suicide compared
directly to an individual bereaved by sudden natural causes, and to an
individual bereaved by sudden unnatural causes. In this clinical context,
direct comparisons would be more easily interpretable than compari-
sons of an average effect.

We fitted a generalized ordinal regression model to ordinal out-
comes (responsibility and guilt) using Stata gologit2 commandswith ro-
bust standard error [28]. This approach relaxes the proportional odds/
parallel line constraints thus allowing the effect of certain variables to
vary across equations.

All multivariable models included eight pre-specified confounding
variables, described above, and accounted for any clustering effect at
the HEI level. Models were fitted using complete case analysis, with a
significance threshold of p = 0.05 for our primary outcome and p =
0.01 for secondary measures.
We conducted two distinct comparisons. The first treated the group
bereaved by sudden natural causes as the reference category, to control
for the sudden nature of the death. The second treated the group be-
reaved by sudden unnatural causes as its reference category, to control
for both the sudden and the unnatural nature of the death.

To test a further pre-specified hypothesis, we added an interaction
term to each of the abovemodels, to assess whether the effect of suicide
bereavementwasmodified by kinship (blood-related versus non-blood-
related).

We conducted a series of a priori defined sensitivity analyses to as-
sess the robustness of the study results to the various assumptions
made about the missing data mechanism. These analyses included sin-
gle imputationmethods using best- andworst-case scenarios to impute
missing values (best case substituted all missing values with lowest
subscale scores; worst case substituted them with highest scores). We
also assessed the robustness of findings when using more stringent in-
clusion criteria for the sampling strategy. These included: dropping
HEIs that modified the stipulated recruitment method; those with par-
ticipant numbers below themedian cluster size; and those bereaved re-
cently. Finally, we re-ran the interaction tests excluding partners, ex-
partners, and non-blood relatives, to explorewhether findingswere un-
changed using a strict definition of peer suicide.

All analyses were conducted using Stata version 12 (StataCorp.,
Texas, USA).



Table 1
Characteristics of participants by type of bereavement.

Participants bereaved by: Sudden natural death (n = 2106) Sudden unnatural death (n = 712) Suicide (n = 614) Total (n = 3432) p-Valuea

Gender †
Female n (%) 1709 (81) 576 (81) 499 (81) 2784 (81) 0.982
Missing n (%) 1 (b1) 0 (0) 0 (0) 1 (b1)

Age of participant (years) † mean (SD) 24.9 (6.3) 25.2 (6.3) 25.2 (6.0) 25.0 (6.3) 0.069
Self-defined ethnicity

White n (%) 1877 (89) 645 (91) 562 (92) 3084 (90) 0.154
Non-white n (%) 228 (10) 65 (9) 52 (9) 345 (10)
Missing n (%) 1 (b1) 2 (b1) 0 (0) 3 (b1)

Socio-economic statusb†
Social classes 1.1 & 1.2 n (%) 603 (29) 224 (32) 176 (29) 1003 (29) 0.179
Social class 2 n (%) 684 (33) 234 (33) 204 (33) 1122 (33)
Social class 3 n (%) 259 (12) 77 (11) 68 (11) 404 (12)
Social class 4 n (%) 90 (4) 34 (5) 32 (5) 156 (5)
Social classes 5, 6, 7 & 9 n (%) 409 (19) 115 (16) 113 (18) 638 (19)
Missing n (%) 61 (3) 27 (4) 21 (3) 109 (3)

Educational status
No academic qualifications n (%) 2 (b1) 2 (b1) 0 (0) 4 (b1) 0.013
Attained maximum GCSE equivalent n (%) 33 (2) 8 (1) 12 (2) 53 (2)
Attained maximum A level equivalent n (%) 929 (44) 276 (39) 243 (40) 1448 (42)
Attained maximum degree equivalent n (%) 763 (36) 266 (37) 217 (35) 1246 (36)
Attained post-graduate degree n (%) 373 (18) 158 (22) 142 (23) 673 (20)
Missing n (%) 6 (b1) 2 (b1) 0 (0) 8 (b1)

Student status
Student n (%) 1797 (85) 613 (86) 526 (86) 2936 (86) 0.822
Staff n (%) 253 (12) 78 (11) 68 (11) 399 (12)
Both n (%) 55 (3) 21 (3) 20 (3) 96 (3)
Missing n (%) 1 (b1) 0 (0) 0 (0) 1 (b1)

Measure of current social supporta

No lack of perceived social support n (%) 1234 (59) 411 (58) 345 (56) 1990 (58) 0.740
Moderate lack of perceived social support n (%) 549 (26) 197 (28) 168 (27) 914 (27)
Severe lack of perceived social support n (%) 323 (15) 102 (14) 100 (16) 525 (15)
Missing n (%) 0 (0) 2 (b1) 1 (b1) 3 (b1)

Family history of psychiatric problems
Yes n (%) 1243 (59) 434 (61) 412 (67) 2089 (61) 0.002
Missing n (%) 153 (7) 41 (6) 39 (6) 233 (7)

Other family history of suicide†
Yes n (%) 123 (6) 41 (6) 53 (7) 217 (6) 0.038
Missing n (%) 158 (8) 43 (6) 40 (7) 241 (7)

Pre-bereavement suicidal thoughtsd

Yes n (%) 584 (28) 178 (25) 185 (30) 947 (28) 0.076
Missing n (%) 148 (7) 39 (6) 40 (7) 227 (7)

Pre-bereavement suicide attemptb†
Yes n (%) 125 (6) 28 (4) 49 (8) 202 (6) 0.007
Missing n (%) 154 (7) 40 (6) 40 (7) 234 (7)

Pre-bereavement non-suicidal self-harm†
Yes n (%) 400 (19) 121 (17) 141 (23) 662 (19) 0.016
Missing n (%) 154 (7) 40 (6) 40 (7) 234 (7)

Post-bereavement suicidal thoughts
Yes n (%) 911 (43) 322 (45) 299 (49) 1532 (45) 0.064
Missing n (%) 148 (7) 39 (6) 40 (7) 227 (7)

Post-bereavement suicide attempt
Yes n (%) 112 (5) 42 (6) 56 (9) 210 (6) 0.003
Missing n (%) 154 (7) 40 (6) 40 (7) 234 (7)

Post-bereavement non-suicidal self-harm
Yes n (%) 438 (20) 149 (21) 151 (25) 738 (22) 0.127
Missing n (%) 154 (7) 40 (6) 40 (7) 234 (7)

Pre-bereavement depression†
Yes n (%) 370 (18) 129 (18) 143 (23) 642 (19) 0.005
Missing n (%) 85 (4) 21 (3) 24 (4) 130 (4)

Personality disorder screen positivec

Yes n (%) 743 (35) 227 (32) 225 (37) 1195 (35) 0.082
Missing n (%) 131 (6) 31 (4) 33 (5) 195 (6)

Characteristics of the bereavement
Kinship to the deceased†

Blood relative n (%) 1786 (85) 351 (49) 296 (48) 2433 (71) b0.001
Unrelated n (%) 313 (15) 356 (50) 317 (52) 980 (29)
Missing n (%) 7 (b1) 5 (1) 1 (b1) 13 (b1)

Age of the deceased mean (SD) 55.1 (21.5) 31.0 (17.4) 31.9 (15.2) 45.9 (22.8) b0.001
Years since bereavement† mean (SD) 4.8 (5.3) 5.3 (5.4) 5.1 (5.0) 5.0 (5.3) 0.140

† = pre-specified confounding variable used in adjusted model.
a 2-Sided significance threshold of p = 0.05.
b Socio-economic status using the 5 categories from UK Office for National Statistics.
c Measure of current social support from Adult Psychiatric Morbidity Survey [19].
d 2007 UK population estimates of lifetime suicidal ideation in 16-44 year olds were 14.6-19.3%, and for suicide attempt were 4.7%-6.3% [19].
e SAPAS-SR screen for personality disorder [29].
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Table 2
Results of regression analyses comparing Grief Experience Questionnaire subscale scores by bereavement exposure (sudden natural deaths as reference category).

Bereavement
exposure group

Sudden natural
death (n = 2106)

Sudden unnatural
death (n = 712)

Suicide (n = 614)

Outcome
measures

Mean
score (SD)

Coefficient
(reference)

Mean
score (SD)

Unadjusted
co-efficienta

(95% CI)

p-Value⁎ Adjustedb

coefficienta

(95% CI)

p value⁎ Mean
score (SD)

Unadjusted
coefficienta

(95% CI)

p-Value⁎ Adjustedb

coefficienta

(95% CI)

p-Value⁎

Stigma 11.9 (3.8) Reference 12.3 (4.0) 0.53 (0.18–0.89) 0.003 0.83
(0.47–1.19)

b0.001 14.0 (4.3) 2.26 (1.89–2.64) b0.001 2.52
(2.13–2.90)

b0.001

Shame 12.3 (3.5) Reference 13.3 (3.6) 1.03 (0.71–1.36) b0.001 1.29
(0.95–1.63)

b0.001 14.8 (4.0) 2.64 (2.30–2.98) b0.001 2.91
(2.56–3.27)

b0.001

Proportion
n (%)

Odds ratio
(reference)

Proportion
n (%)

Unadjusted
odds ratioc

(95% CI)

p-Value⁎ Adjustedb

odds ratioc

(95% CI)

p-Value⁎ Proportion
n (%)

Unadjusted odds
ratioc (95% CI)

p-Value⁎ Adjustedb

odds ratioc

(95% CI)

p-Value⁎

Responsibility
(highest
tertile)

542 (26) Reference 200 (28) 1.02 (0.89–1.17) 0.755 1.07
(0.92–1.24)

0.377 292 (48) 2.50 (2.08–3.01) b0.001 2.55
(2.06–3.16)

b0.001

Guilt (highest
tertile)

607(29) Reference 206 (29) 0.92 (0.80–1.05) 0.214 1.01
(0.87–1.18)

0.906 261 (43) 1.86 (1.57–2.21) b0.001 1.98
(1.62–2.41)

b0.001

⁎ 2-Sided significance threshold of p = 0.05 for primary outcome, and p = 0.01 for secondary measures.
a Estimate obtained using xtmixed command in Stata.
b Adjusted for age, gender, socio-economic status, pre-bereavement depression, pre-bereavement suicide attempt, pre-bereavement non-suicidal self-harm, other family history of

suicide (excluding index bereavement), years since bereavement, and kinship to the deceased. For eachmodel, exposure group sizes exceeded the 466 respondents required for adequate
power, even when using complete case analysis.

c Estimate obtained using gologit2 command in Stata.
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3. Results

A total of 5085 people of the 659,572 sampled responded to the
questionnaire by clicking on the survey link, with 91% consenting to
participate, and 68% (n= 3432) fulfilling eligibility (Fig. 1). The major-
ity (61%) described the loss of a close contact due to sudden natural
causes, with 21% describing loss to sudden unnatural causes, and 18%
to suicide. Cluster (HEI) size varied from 3–364 participants (median=
52; inter-quartile range = 25–120). Clustering of participants within
the 37 HEIs was minimal for our primary outcome, accounting for
only 0.8% of the total variance (rho = 0.008), indicating low within-
cluster correlation of responses. Missing data for model covariates and
outcomes were less than 7%.
3.1. Participant characteristics

The sample was primarily female, white, and blood-related to the
deceased (Table 1). Amongst non-relatives, 74% reported the death of
a friend, and 11% a partner. There were no statistically significant
group differences in relation tomean age, gender, self-defined ethnicity,
socio-economic status, perceived level of social support, or personality
disorder screen. The mean time elapsed since bereavement was
4.9 years (SD = 5.3; range = 1 day to 30 years), with no evidence of
group differences, although those bereaved by sudden natural causes
were significantly more likely than the other two groups to report a be-
reavement within the last 2 years (p = b0.001) versus over two years
previously.
Table 3
Results of regression analyses comparing Grief Experience Questionnaire subscale scores by be

Bereavement exposure group Sudden unnatural death (n = 712) Suicide (n =

Outcome measures Coefficient (reference) Unadjusted

Stigma 0 1.73 (1.28–2
Shame 0 1.61 (1.19–2

Odds ratio (reference) Unadjusted
Responsibility (highest tertile) 1 2.45 (1.90–3
Guilt (highest tertile) 1 2.03 (1.58–2
3.2. Comparison of stigma, shame, responsibility and guilt scores

Mean stigma scores in each group ranged from 11.9 to 14.0 (Table
2). In comparison with people bereaved by sudden natural death, both
the group bereaved by suicide and the group bereaved by sudden un-
natural death had significantly higher stigma and shame scores (Table
2), with highest scores in those bereaved by suicide. Patterns differed
for responsibility and guilt. Whilst the group bereaved by suicide had
a significantly greater probability of high responsibility and guilt scores
compared with those bereaved by sudden natural death, there was no
evidence for differences between people bereaved by sudden unnatural
death and those bereaved by sudden natural death.

Direct comparison between people bereaved by suicide and those
bereaved by sudden unnatural death (Table 3), showed that the group
bereaved by suicide again had significantly higher stigma and shame
scores, and a significantly greater probability of high responsibility
and guilt scores. These findings therefore supported our hypothesis re-
garding hierarchical relationships in scores, but only for stigma and
shame.

Footnotes as per Table 2.

3.3. Blood-relatedness as a potential effect modifier

Tests for an interaction between type of bereavement and kinship to
the deceased found that only the associations between suicide bereave-
ment and guilt (using either reference category) were modified by
blood-relatedness to the deceased (p= 0.002). Stratum-specific analy-
ses revealed that the probability of high guilt scores in those bereaved
reavement exposure (sudden unnatural deaths as reference category).

614)

coefficienta (95% CI) p-Value⁎ Adjustedb coefficienta (95% CI) p-Value⁎

.18) b0.001 1.69 (1.25–2.13) b0.001

.02) b0.001 1.62 (1.22–2.03) b0.001

odds ratioc (95% CI) p-Value⁎ Adjustedb odds ratioc (95% CI) p-Value⁎

.17) b0.001 2.39 (1.83–3.12) b0.001

.60) b0.001 1.96 (1.52–2.52) b0.001



Table 4
Table showing results of stratification on kinship for guilt (sudden natural deaths as reference category).

Bereavement exposure Sudden natural death Sudden unnatural death Suicide

Outcome measures (n = 2106) (n = 712) (n = 614)

AOR for highest guilt tertile (overall) Reference 1.01 (0.87–1.18) (p = 0.906) 1.98 (1.62–2.41) (p = b0.001)

Stratified by kinship
AOR for highest guilt tertile in non-relatives Reference 1.50 (1.20–1.87) (p = b0.001) 2.76a (2.09–3.64) (p = b0.001)
AOR for highest guilt tertile in relatives Reference 0.84 (0.63–1.11) (p = 0.222) 1.74 (1.31–2.31) (p = b0.001)

AOR = adjusted odds ratio (95% CI).
a In a sensitivity analysis confined to peers only AOR = 2.92; 95% CI = 2.07–4.14; p = b0.001.
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by suicide remained significantwhether the bereavedwere blood-relat-
ed to the deceased or not, whichever reference categorywas used, but it
was the magnitude of the odds ratio that varied by kinship (Tables 4 &
5). These interaction tests therefore supported our hypothesis that the
association between bereavement by suicide and high stigma scores ap-
plied whether the bereaved person was blood-related to the deceased
or not.

3.4. Sensitivity analyses

Themagnitude and direction of our findingswere unchanged in sep-
arate sensitivity analyses imputing worst-case and best-case values for
missing data, simulating potential response biases, and excluding
those bereaved within 6 months. The results of our interaction tests
were also unchangedwhen excluding the 253 respondents who report-
ed the death of a partner, ex-partner, or non-blood relative; leaving a
stratum approximating to people bereaved by peer death.

4. Discussion

4.1. Main findings

In the largest study measuring stigma after sudden loss, people be-
reaved by suicide had the highest levels of perceived stigma, shame, re-
sponsibility and guilt, whether compared with people bereaved by
sudden unnatural death or those bereaved by sudden natural death.
We also found that stigma and shame scores for those bereaved by sud-
den unnatural causes were higher than those for people bereaved by
sudden natural causes, which supported our hypothesis regarding a
stepped relationship in scores between the three groups. Our findings
also clarify that friends aswell as relatives describe high levels of stigma,
implying that the stigma of suicide bereavement extends beyond public
beliefs about tainted bloodlines. Elevated stigma scores were observed
even without group differences in perceived social support, suggesting
the need for a qualitative understanding of the nature of stigma
perceptions.

The patterns observed are of shame co-occurring with stigma after
unnatural losses, and suicide losses being characterised by all four
grief components concurrently elevated. The relationship of shame to
stigma suggests that shame might reflect internalisation of perceived
stigma as self-stigma [30]. Indeed shame may be the key influence on
Table 5
Table showing results of stratification on kinship for guilt (sudden unnatural deaths as referen

Bereavement exposure Sudden unnatural death

Outcome measures (n = 712)

AOR for highest guilt tertile (overall) Reference

Stratified by kinship
AOR for highest guilt tertile in non-relatives Reference
AOR for highest guilt tertile in relatives Reference

AOR = adjusted odds ratio (95% CI).
a In a sensitivity analysis confined to peers only AOR = 2.04; 95%CI = 1.49–2.80; p = b0.00
helpseeking behaviour, reducing a sense of being worthy of any help,
and dimming awareness of the formal and informal help on offer. In
this study guilt and responsibility were investigated not so much as
pathological outcomes but as a means of understanding patterns of
risk differences in stigma and shame scores. The interplay between
these different components of grief is likely to be complex. Whilst
shame might be regarded as an affective state arising from a person's
negative self-evaluation, influenced and perpetuated by perceived stig-
ma, guilt and responsibility can be regarded as arising from a person's
negative evaluation of their past behaviour, usually in relation to
another's welfare [31]. Guilt and a sense of responsibility are common
human experiences after transgression of one's own code of values. In
a bereavement context, levels of guilt or responsibility are likely to be
influenced by perceptions of the preventability and expectedness of
the death, personality factors, carer burden, age, and kinship role, as
well as of others' blaming attitudes.

4.2. Results in the context of other studies

This study is the first to show significantly higher stigma scores in
people bereaved by suicide, whether compared with bereavement by
sudden natural causes or non-suicide unnatural causes. It is also the
first to show higher guilt scores after suicide bereavement. Previous
studies using validated grief measures had found significantly higher
stigma, responsibility, shame, and rejection, but not guilt scores in peo-
ple bereaved by suicidewhen comparedwith bereavements by all other
causes [23,25,26,32], but solely an excess of rejection [33] and shame
[23,32] scores when compared specifically with those bereaved by un-
natural causes of death. Our study is likely to have had greater statistical
power to detect score differences between exposure groups, given its
comparative sample size. Only one previous study had been conducted
in Britain [25], in an older sample of mixed kinships. Age differences be-
tween the two UK samples may have influenced tendencies to express
guilt. Our sampling method had wider reach than the studies sampling
psychology students in single HEIs in Canada [26] or the US [32], but
may have been less epidemiologically representative than those sam-
pling parents via Canadian coroners [23], spouses via US obituaries
[33], or carers via UK coroners and hospitals [25]. Our sampling of a pop-
ulation in which 35–37% screened positive for personality disorder may
explain our unique finding of higher guilt scores in people bereaved by
suicide; perhaps reflecting greater conscientiousness.
ce category).

Sudden natural death Suicide

(n = 2106) (n = 614)

0.99 (0.85–1.16) (p = 0.906) 1.96 (1.52–2.52) (p = b0.001)

0.67 (0.54–0.83) (p = b0.001) 1.84a (1.40–2.43) (p = b0.001)
1.19 (0.90–1.59) (p = 0.222) 2.08 (1.32–3.28) (p = 0.002)

1).
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4.3. Strengths

This UK sample represents the largest study of stigma, shame, re-
sponsibility, or guilt scores after sudden bereavement, using distinct
control groups to specify the impact of specific mortality causes. Unlike
many previous such studies [3], it used a precise sampling frame, vali-
dated outcomemeasures [21], and distinct group comparisons, had suf-
ficient statistical power, adjusted for any stigma deriving from pre-
bereavement psychopathology, and took into account clustering of re-
sponses. Our sensitivity analyses suggest that any biases introduced by
missing data or non-response had not resulted in under- or over-esti-
mates of associations.

4.4. Limitations

Our sampling of young adults fromHEIs created a potential for selec-
tion bias favouring higher socio-economic classes, and those with
higher rates of pre-bereavement suicidal ideation. Respondents from
prestigious Russell Group HEIs were over-represented (22% versus the
expected 15%), also limiting generalisability. Contrary to expectations,
our internet-mediated sampling strategy did not redress the male
non-response bias typically seen in other studies of suicide bereave-
ment [15] and psychosocial health [18]. There was also potential for re-
sponse bias from the most distressed. Consequently, the results of this
study may be more generalisable to young bereaved women than
men, and to young adults connected with UK HEIs than those in other
settings. We were unable to present a response rate due to the lack of
methods for accurate estimation of the prevalence of sudden bereave-
ment in our sampling frame, and assume that the majority of non-re-
sponders were non-bereaved. Our systematic review [3] had
highlighted contradictory findings from studies investigating whether
there is a differential loss of support after suicide bereavement [32,33].
It also described the methodological problems of measuring whether
there is a mismatch between the community support perceived by the
suicide bereaved and the support that is objectively offered. However,
our study was not able to measure levels of social support immediately
before and after the loss, or enacted stigma, due to problems of recall
bias and the lack of validated measures. Whilst this study measures
the degree of perceived stigma after bereavement, it does not capture
the nature of this stigma, although our analysis of qualitative data
from this survey will address this.

4.5. Clinical and policy implications

Suicide prevention strategies emphasise that all health professionals
should be alert to the needs of people bereaved by suicide [1,2]. Our ear-
lier study helped delineate what these specific needs were, finding an
increased probability of suicide attempt, poor social functioning, and oc-
cupational drop-out in people bereaved by suicide [4]. The current study
confirms high levels of perceived stigma, shame, responsibility and guilt
in people bereaved by suicide; representing needs for interventions to
reduce distress and also barriers to care. Surveys of people bereaved
by suicide indicate that many feel too ashamed and guilty to seek pro-
fessional help, requesting that professionals initiate early outreach
[34]. Policy-makers need to design national infrastructures for outreach
after suicide, giving clinicians opportunities to screen for recognised se-
quelae [3,4], signpost to available resources [35], and monitor those at
highest risk. By demonstrating an accepting and non-judgemental atti-
tude, clinicians may counter the distressing experiences of perceived
stigma, shame, responsibility and guilt [30]. At a structural and personal
level this reinforces the message that this group are worthy of support,
promoting help-seeking behaviour.

No evidence-based interventions exist to address perceived stigma
after suicide bereavement, but developments are likely to be influenced
by similar interventions for people stigmatised by mental illness [30,
36]. These will need to be adapted using qualitative research describing
the nature and specific cultural basis of the stigma perceived by people
bereaved by suicide. Rigorous trial designswill determinewhether such
individual or group-based interventions are effective in reducing per-
ceived stigma, distress, and hopelessness, as well as suicidality and so-
cial and occupational difficulties.
5. Conclusions

This study provides clear evidence that people bereaved by suicide
report the highest levels of perceived stigma, shame, responsibility
and guilt compared with people bereaved by sudden natural or unnat-
ural mortality causes. These patterns apply whether the bereaved per-
son was a blood relative of the deceased or not, suggesting that
stigmatising attitudes permeate social networks. Future research should
address the lack of interventions to address perceived stigma and
shame in bereaved relatives and friends after a suicide, including sys-
tems of proactive outreach to overcome barriers to help-seeking.
Conflicts of interest

Apart from funding from the Medical Research Council, the authors
have no competing interests to report.
Acknowledgements

This workwas supported by aMedical Research Council (MRC) Pop-
ulation Health Scientist Fellowship to AP (G0802441). The MRC peer
reviewed the study design as part of the application for funding, but
had no role in the collection, analysis or interpretation of data, in the
writing of the report, or in the decision to submit the article for publica-
tion. The corresponding author had full access to all thedata in the study
and had final responsibility for the decision to submit for publication.

We would like to thank all the HEIs from England, Wales, Northern
Ireland, and Scotland that consented to participate, listed below, and
all the bereaved individuals who took time to respond to the survey.
We would also like to thank the consultation group of bereaved adults
and bereavement counsellors, and the national bereavement support
organisations Cruse Bereavement Care, Samaritans, Survivors of Be-
reavement by Suicide, andWidowed by Suicide for their input to the de-
sign and piloting of the questionnaire.

Participating HEIs: Bishop Grosseteste University College Lin-
coln; Bournemouth University; Central School of Speech and
Drama; City University; Cranfield University; Courtauld Institute;
De Montfort University; University of Greenwich; King's College
London; Liverpool Institute for Performing Arts; Liverpool John
Moores University; London Metropolitan University; Norwich Uni-
versity College of the Arts; Royal Veterinary College; School of Ori-
ental and African Studies; St George's University of London;
Staffordshire University; Trinity Laban Conservatoire of Music and
Dance; UCL; University Campus Suffolk; University of Bedfordshire;
University of Chester; University of Cumbria; University of Leeds;
University of Liverpool; University of Oxford; University of South-
ampton; University of Worcester; University of Westminster;
Queen Margaret University; Heriot-Watt University; Scottish Agri-
cultural College; University of Dundee; Cardiff University; Cardiff
Metropolitan University (formerly University of Wales Institute
Cardiff); Queen's University Belfast; University of Ulster.
Appendix A. Supplementary data

Supplementary data to this article can be found online at http://dx.
doi.org/10.1016/j.jpsychores.2016.05.009.

doi:10.1016/j.jpsychores.2016.05.009
doi:10.1016/j.jpsychores.2016.05.009


29A.L. Pitman et al. / Journal of Psychosomatic Research 87 (2016) 22–29
References

[1] Department of Health, Preventing Suicide in England: A Cross-government Out-
comes Strategy to Save Lives. Published Online 10 September 2012, 2012 Report
No.: 17680.

[2] U.S. Department of Health and Human Services (HHS) Office of the Surgeon General
and National Action Alliance for Suicide Prevention, National Strategy for Suicide
Prevention: Goals and Objectives for Action, HHS, Washington, DC, 2012.

[3] A. Pitman, D.P.J. Osborn, M.B. King, A. Erlangsen, Effects of suicide bereavement on
mental health and suicide risk, Lancet Psychiatry 1 (1) (2014) 86–94.

[4] A. Pitman, D.P.J. Osborn, K. Rantell, M.B. King, Bereavement by suicide as a risk factor
for suicide attempt: a cross-sectional national UK-wide study of 3432 young be-
reaved adults, BMJ Open (2016).

[5] N. Rusch, A. Zlati, G. Black, G. Thornicroft, Does the stigma of mental illness contrib-
ute to suicidality? Br. J. Psychiatry 205 (4) (2014 Oct 1) 257–259.

[6] N. Mehta, S. Clement, E. Marcus, A.C. Stona, N. Bezborodovs, S. Evans-Lacko, et al.,
Evidence for effective interventions to reducemental health-related stigma and dis-
crimination in the medium and long term: systematic review, Br. J. Psychiatry 207
(5) (2015 Nov 2) 377–384.

[7] A. Chapple, S. Ziebland, K. Hawton, Taboo and the different death? Perceptions of
those bereaved by suicide or other traumatic death, Sociol. Health Illn. 37 (4)
(2015 May 1) 610–625.

[8] A. Chapple, S. Ziebland, A. McPherson, Stigma, shame, and blame experienced by pa-
tients with lung cancer: qualitative study, BMJ 328 (7454) (2004 Jun 17) 1470.

[9] A.J. Gray, Stigma in psychiatry, J. R. Soc. Med. 95 (2) (2002 Feb) 72–76.
[10] J.G. Cvinar, Do suicide survivors suffer social stigma: A review of the literature,

Perspect. Psychiatr. Care 41 (1) (2005) 14–21.
[11] C. Pritchard, S. Amanullah, An analysis of suicide and undetermined deaths in 17

predominantly Islamic countries contrasted with the UK, Psychol. Med. 37 (3)
(2007) 421–430.

[12] L.M. Range, K.E. Thompson, Community responses following suicide, homicide, and
other deaths: the perspective of potential comforters, J. Psychol. 121 (2) (1987)
193–198.

[13] L.G. Calhoun, C.B. Abernathy, J.W. Selby, The rules of bereavement: are suicidal
deaths different? J. Community Psychol. 2 (1986 Apr) 213–218.

[14] M. King, S. Dinos, J. Shaw, R. Watson, S. Stevens, F. Passetti, et al., The Stigma Scale:
development of a standardised measure of the stigma of mental illness, Br. J. Psychi-
atry 190 (3) (2007 Feb 28) 248–254.

[15] W. Feigelman, B.S. Gorman, J.R. Jordan, Stigmatization and suicide bereavement,
Death Stud. 33 (7) (2009 Aug) 591–608.

[16] H. Sudak, K. Maxim, M. Carpenter, Suicide and stigma: a review of the literature and
personal reflections, Acad. Psychiatry 32 (2) (2008) 136–142.

[17] A. Pitman, K. Krysinska, D. Osborn, M. King, Suicide in young men, Lancet 379
(9834) (2012 Jun 23) 2383–2392.

[18] A.L. Pitman, D.P.J. Osborn, M.B. King, The use of internet-mediated cross-sectional
studies in mental health research, BJPsych Advances 21 (3) (2015) 175–184.
[19] S. McManus, H. Meltzer, T. Brugha, P. Bebbington, R. Jenkins, Adult psychiatric mor-
bidity in England, 2007. Results of a household survey, Leeds: The Health and Social
Care Information Centre; National Centre for Social Research; A Survey Carried Out
for the NHS Information Centre for Health and Social Care by the National Centre for
Social Research, 2009.

[20] ONS (Office for National Statistics), Standard Occupational Classification, 2010 Vol-
ume 3 The National Statistics Socio-economic classification: (Rebased on the
SOC2010) User Manual. HMSO. HMSO, 2010.

[21] S.E. Bailley, K. Dunham, M.J. Kral, Factor structure of the Grief Experience Question-
naire (GEQ), Death Stud. 24 (8) (2000) 721–738.

[22] T. Barrett, T. Scott, Development of the Grief Experience Questionnaire, Suicide Life
Threat. Behav. 19 (2) (1989) 201–215.

[23] M. Seguin, A. Lesage, M.C. Kiely, Parental bereavement after suicide and accident: a
comparative study, Suicide Life Threat. Behav. 25 (4) (1995) 489–492.

[24] S.H. Kovac, L.M. Range, Writing projects: lessening undergraduates' unique suicidal
bereavement, Suicide Life Threat. Behav. 30 (1) (2000 Mar 1) 50–60.

[25] D. Harwood, K. Hawton, T. Hope, R. Jacoby, The grief experiences and needs of be-
reaved relatives and friends of older people dying through suicide: a descriptive
and case-control study, J. Affect. Disord. 72 (2) (2002 Nov) 185–194.

[26] S.E. Bailley, M.J. Kral, K. Dunham, Survivors of suicide do grieve differently: empirical
support for a common sense proposition, Suicide Life Threat. Behav. 29 (3) (1999)
256–271.

[27] S. Rabe-Hesketh, A. Skrondal, Multilevel and Longitudinal Modeling Using Stata,
third ed. Stata Press, Stata Corp LP, College Station, TX, 2012.

[28] R. Williams, Generalized order logit/partial proportional oddsmodels for ordinal de-
pendent variables, Stata J. 6 (1) (2006) 59–82.

[29] S. Germans, G.L. Van Heck, P. Moran, P.P.G. Hodiamont, The self-report standardized
assessment of personality-abbreviated scale: preliminary results of a brief screening
test for personality disorders, Personality 2 (2) (2008 Apr 1) 70–76.

[30] A. Clark, Working with guilt and shame, Adv. Psychiatr. Treat. 18 (2) (2012 Mar 1)
137–143.

[31] J.P. Tangney, Assessing individual differences in proneness to shame and guilt: de-
velopment of the self-conscious affect and attribution inventory, J. Pers. Soc. Psychol.
59 (1) (1990) 102–111.

[32] E. Silverman, L. Range, J.C. Overholser, Bereavement from suicide as compared to
other forms of bereavement, Omega 30 (1) (1994) 41–51.

[33] T.W. Barrett, T.B. Scott, Suicide bereavement and recovery patterns compared with
nonsuicide bereavement patterns, Suicide Life Threat. Behav. 20 (1) (1990) 1–15.

[34] K. Dyregrov, What do we know about needs for help after suicide in different parts
of the world? Crisis 32 (6) (2011 Jul 6) 310–318.

[35] Department of Health, Help Is at Hand: A Resource for People Bereaved by Suicide
and Other Sudden, Traumatic Death, HMSO, London, 2010.

[36] M.T.D. Knight, T. Wykes, P. Hayward, Group treatment of perceived stigma and self-
esteem in schizophrenia: a waiting list trial of efficacy, Behav. Cogn. Psychother. 34
(03) (2006) 305–318.

http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0005
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0005
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0005
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0010
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0010
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0010
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0015
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0015
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0020
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0020
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0020
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0025
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0025
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0030
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0030
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0030
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0030
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0035
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0035
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0035
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0040
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0040
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0045
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0050
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0050
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0055
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0055
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0055
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0060
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0060
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0060
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0065
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0065
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0070
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0070
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0070
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0075
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0075
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0080
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0080
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0085
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0085
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0090
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0090
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0095
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0095
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0095
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0095
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0095
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0100
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0100
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0100
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0105
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0105
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0110
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0110
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0115
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0115
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0120
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0120
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0125
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0125
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0125
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0130
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0130
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0130
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0135
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0135
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0140
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0140
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0145
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0145
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0145
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0150
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0150
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0155
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0155
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0155
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0160
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0160
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0165
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0165
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0170
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0170
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0175
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0175
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0180
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0180
http://refhub.elsevier.com/S0022-3999(16)30315-4/rf0180

	The stigma perceived by people bereaved by suicide and other sudden deaths: A cross-�sectional UK study of 3432 bereaved adults
	1. Introduction
	2. Methods
	2.1. Study design and participants
	2.2. Procedures
	2.3. Statistical analysis

	3. Results
	3.1. Participant characteristics
	3.2. Comparison of stigma, shame, responsibility and guilt scores
	3.3. Blood-relatedness as a potential effect modifier
	3.4. Sensitivity analyses

	4. Discussion
	4.1. Main findings
	4.2. Results in the context of other studies
	4.3. Strengths
	4.4. Limitations
	4.5. Clinical and policy implications

	5. Conclusions
	Conflicts of interest
	Acknowledgements
	Appendix A. Supplementary data
	References


