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Highlights 

 Suicide-bereaved had higher levels of rejection, somatic reactions, stigmatisation, 

responsibility and shame after adjusting for confounding factors. 

 Bereavement type did not predict mental health and suicidality. 

 A good fit was found for an 8-factor version of the originally proposed Grief 

Experience Questionnaire. 

 The findings are important to clinicians and should be considered when designing 

postvention services.   
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Abstract 

Introduction: While suicide bereavement has been assumed to be different from 

bereavement following death by other modes, a number of studies have reported that there 

are several similarities, particularly for violent deaths. The aims of the current study are to 

test, using confirmatory factor analysis, the factor structure of Grief Experience 

Questionnaire (GEQ) that has been proposed in other studies; and to compare short term 

grief reactions, mental health, and suicidality six-months after bereavement in close family 

members bereaved by suicide versus sudden death.  

Methods: Participants were 142 adults who were bereaved following a suicide and 63 who 

were bereaved following the sudden death of a family member. Data were collected six-

months after the death. 

Results: Analyses did not show good fits for the factor structures proposed for the GEQ in 

earlier studies. However, a relatively good fit was found for an 8-factor version of the 

originally proposed GEQ. Bereavement type (suicide vs sudden death) significantly predicted 

rejection, somatic reactions, stigmatisation, responsibility and shame on the GEQ, after 

adjusting for kinship type, gender, age, pre-bereavement diagnosis of mental illness and 

self-harm behaviours of both the deceased and the bereaved, and current mental health 

and suicidal ideation of the bereaved.  

Limitations: Different recruitment methods were used and response rates were relatively 

low. 

Conclusions: The new knowledge of bereaved experiences specific to suicide loss at six-

months post death, should be channelled into determining the most practical and 

satisfactory ways to alleviate the impacts of these potentially changeable states of 

experience. 
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Introduction 

Impact of suicide-bereavement 

Family members, relatives, friends, co-workers and community members may experience a 

variety of different reactions as a consequence of suicide of their loved one. Estimating the 

number of people impacted by a suicide death remains a challenge. The widely quoted 

estimate by Shneidman (1972) of six people deeply affected by suicide is clearly an 

underestimate as shown in recent studies. For example, a study by Cerel et al. (2018) 

showed that on average 135 people are exposed to a suicide. A meta-analysis by Andriessen 

et al. (2017a) showed that 4.3% in the population were exposed to a suicide death 

(experienced a suicide among family or friends, or personally knew someone who died by 

suicide) in the previous year and more than a fifth over their lifetime. Such studies, while 

emphasising the extent of the issue, do not take into account that there are different types 

of exposure depending on kinship, quality of relationship, and other factors associated with 

the individuals involved and the nature of the suicide. Cerel et al. (2014) presented a 

continuum of suicide survivorship depending on the impact of the loss as exposed, affected, 

short and long-term bereaved.  

 

While suicide bereavement has been assumed to be different from bereavement following a 

death from other modes, a number of studies have reported that there are several 

similarities, particularly for violent deaths (Andriessen et al., 2017b; Jordan & McIntosh, 

2011; Sveen & Walby, 2008). As proposed by Jordan & McIntosh (2011) some aspects of 

bereavement are universal and tend to occur irrespective of the cause of death (e.g., 
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sorrow), some reactions are shared if the death is unexpected (e.g., shock), and others are 

proposed to be specific to violent deaths or more specifically to suicide. Therefore it is 

expected that some grief reactions will be more evident among people bereaved by suicide 

rather than by other types of deaths. Previous research has indicated that suicide-bereaved 

experience elevated levels of stigma, shame, responsibility, and rejection, while there are 

inconsistent results for some other reactions such as loss of social support, guilt, and poor 

mental health (Jordan & McIntosh, 2011; Kolves & de Leo, 2014; Sveen & Walby, 2008). 

Nevertheless those analyses have typically not adjusted for potential confounding factors 

such as kinship and gender of the deceased and the bereaved, diagnosis of mental illness 

and previous suicidal behaviours of the deceased, and diagnosis of mental illness and 

suicidal behaviours (before bereavement) of the bereaved, and receipt of formal support 

(Pitman et al., 2014). Overall, a number of limitations have been noted in bereavement 

studies, including biased sampling methods (mainly convenience samples including 

students, members of the bereavement groups or seminars), and use of small sample sizes 

that do not enable adjustment for confounding factors. In some studies, the samples that 

experienced exposure to suicide or other types of deaths have differed on factors such as 

length of time since death and kinship types which may confound the comparisons making it 

difficult to draw valid conclusions (Pitman et al., 2014; Kolves & de Leo, 2014; Sveen & 

Walby, 2008).  

 

Recent large scale linkage studies have shown that suicide-bereaved individuals are at 

significantly higher risk of several mental and physical health problems and suicidal 

behaviour compared to those bereaved by other modes of death, depending on kinship type 

(Erlangsen et al., 2017; Erlangsen & Pitman, 2017; Pitman et al, 2014). Although those 
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linkage studies have several advantages they do not enable analysis of subjective aspects 

such as impact of grief and coping methods.    

 

Measuring grief reactions  

Different studies have used a number of different scales to measure grief in studies 

focussing on suicide bereavement. The need to make use of validated scales has therefore 

been emphasised (Neimeyer et al., 2017; Pitman et al., 2014). A number of studies have 

used the Grief Experience Scale (GEQ) to measure grief reactions in those bereaved by 

suicide compared to other types of death. The original scale developed by Barrett and Scott 

(1989) was proposed to assess 11 constructs of grief reactions measured by 55 questions. 

Items selected following initial testing of 100 potential items, derived from the suicide 

literature and general expectations about grief, with the final items being selected by a 

research committee. Barrett and Scott (1989) proposed that the GEQ measures two general 

types of grief reactions: those expected in any bereavement and those suggested to be 

unique to suicide. The first group of reactions includes somatic and general grief reactions. 

The second group includes search for explanations, loss of social support, stigmatisation, 

guilt, responsibility, shame, rejection, self-destructive behaviour and unique reactions (e.g., 

hiding the cause of death). A non-clinical sample of 57 people who experienced death of 

their marital partner by suicide, accidental death, unexpected and expected natural death in 

the US were used to test the scale and its ability to differentiate suicide bereavement from 

other types (Barrett & Scott, 1989; 1990). The internal consistency of grief reactions 

(subscales) was measured using Cronbach’s Alpha ranging from 0.68 to 0.89. Bailley et al. 

(2000) highlighted lack of psychometric data for the GEQ and conducted an exploratory 

factor analysis to examine the GEQ in a convenience sample of 350 university students from 
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Canada. Using the principal components analysis with varimax rotation they concluded that 

there was support for an eight-factor solution which was proposed for future studies. Some 

researchers since then have still used the original solution (e.g., Harwood et al., 2002; 

Houck, 2007) and others have used the new constructs proposed by Bailley et al (Pitman et 

al, 2016). Furthermore, Feigelman et al. (2009a) created a brief 16-item GEQ. In addition, 

Wojtkowiak et al. (2012) conducted a principal component analysis for the GEQ with data 

from their sample of 142 suicide-bereaved participants recruited from support groups in 

Belgium, Germany and Netherlands. They proposed a new seven-factor structure. This 

highlights that GEQ has been used in a number of different versions, based on data from 

different participant groups. Thus, a confirmatory factor analysis (CFA) is warranted in order 

to compare the various proposed factor structures in other samples.  

Therefore the aims of the current study are to  

- test, using CFA, the factor structures of the GEQ as proposed in previous studies; 

- examine the short term grief reactions, mental health and suicidality of close family 

members bereaved by suicide, 6-months after their loss and to compare with those 

bereaved by sudden death,.    

 

Methods 

Study design 

The current paper will utilise data from an ongoing, longitudinal prospective study designed 

to compare suicide bereavement to bereavement from other types of sudden deaths in 

Queensland Australia (Kolves & de Leo, 2018). The ongoing study includes three assessment 

points, 6 (T0), 12 (T1) and 24 months (T2), after the death; however, only data from T0 are 

analysed in the frames of the current paper. The sudden deaths used as a 
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control/comparison group included accidents (V01-X59 by ICD-10; WHO, 1992) and sudden 

natural deaths when death occurs within a few hours mainly caused by cardiovascular 

conditions (e.g., myocardial infarction and stroke) (Murai et al., 2001). Our methodology 

was first tested in a pilot study (Kolves & de Leo, 2018). 

 

Recruitment and participants 

The study was approved by Griffith University’s Human Research Ethics Committee 

(CSR/04/11/HREC). All participants gave a written consent to participate in the study. 

Inclusion criteria for both groups was: close relatives - immediate family members bereaved 

by a suicide or sudden death, at least 18 years old, English speaker; the death occurred in 

Queensland, Australia, and the person was contactable 6+/-1 month after death. Immediate 

family member was defined as a spouse, de facto partner, child, parent, grandparent, 

grandchild, sibling, aunt, uncle, niece and nephew, and immediate in-laws (mother-in-law, 

father-in-law, brother-in-law and sister-in-law). 

 

People bereaved by suicide were identified through the Queensland Suicide Register (QSR). 

The QSR contains information regarding contact details of the family members (can be 

multiple) from police forms, along with their permission to be contacted by the Australian 

Institute for Suicide Research and Prevention (AISRAP) for research purposes. Initially, a 

letter introducing the study, along with the study information sheet and consent form was 

sent to 276 potential participants who had previously given their consent to be contacted by 

AISRAP. A phone call was conducted two weeks after the letter was sent and, after receiving 

consent, an interview was scheduled. Common reasons for non-participation included: 

inability to reach the person (contact phone and/or address changed), not willing to talk 
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about it, or too busy. In this group 47.1% agreed to participate, and an additional 7.2% did 

not respond or show up at the agreed interview time or indicated that they changed their 

mind – withdrew (n=20), leaving the final response rate of 39.9%. Unfortunately, in 

approximately 40% of the cases the police form does not have information about 

permission for AISRAP to contact the next-of-kin (NOK) (the question is unanswered). 

Additional ethics committee approval was sought and given to seek active consent from 

those NOKs. A letter introducing the study and invitation to participate was sent to 261 

NOKs, along with the study information sheet and consent form, and NOKs were expected 

to provide active consent (send the consent forms back; no phone calls were made). 

Consent was provided by 21.5% of these contacted NOKs, though out of these in 5.0% of 

cases the criteria 6 +/- 1 month since loss of loved one lapsed (n=3) or they were no longer 

contactable or withdraw (n=10), resulting in a final response rate of 16.9% in this group. A 

clinical interviewer(s) contacted participants via phone after the receipt of a consent form, 

to schedule interviews.  

The majority of the interviews (78.9%) were conducted over the phone, the rest face-to-face 

(mainly at home or AISRAP offices).  

 

Participants for the sudden death group were identified and recruited by the Queensland 

Office of State Coroners using the police forms. The ‘reportable deaths’ by the Queensland 

Coroners Act 2003 need to be sudden in their nature. Only NOKs of closed cases were 

approached 5 months after death (Queensland Government, 2003). A letter introducing the 

study, along with the study information sheet and consent form was sent and NOKs were 

expected to provide active consent (no phone calls were made). Clinical interviewer(s) 

contacted participants via phone after the receipt of a consent form, to schedule interviews. 
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The consent form was received from 31.3% of contacted NOKs (n=233), out of which 6% 

included cases where the time period had lapsed (consent form was received more than 7 

months after death, n=2) or they changed their mind (withdraw or no show to interview, 

n=10), with the final response rate of 30.5% in the sudden death bereaved group. The 

majority of the interviews (88.9%) were conducted over the phone. 

 

In the sudden death group more than half of participants lost their loved one suddenly to 

diseases of the circulatory system (52.4%) followed by other external causes of death 

(25.4%; mainly transport accidents), injury, poisoning and certain other consequences of 

external causes (6.3%) and ill-defined and unknown cause of mortality (R99; 6.3%). While 

our inclusion criteria included immediate family members more widely (as specified above), 

in the sudden death group we received responses only from partners, parents, children and 

siblings, therefore for the comparability 10 family members participating in the study were 

removed from the suicide group in the final analysis (including stepparents, in-laws, a 

cousin, a grandmother, a grandchild and an aunt).    

 

Considering that the police form could include multiple family members; in the suicide 

bereaved group 10 families had two bereaved each and two families had three. In the 

sudden death bereaved group one family had two bereaved and the other had three.   

 

Participants for the pilot study were recruited in 2012 (Kolves & de Leo, 2018) and for the 

main study in 2014-2015.  

 

Interview and measures 
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The interview followed a semi-structured format and included mainly validated 

psychological scales/questionnaires. The primary instrument to measure grief reactions was 

the Grief Experience Questionnaire (GEQ) (Barrett & Scott, 1989). The wording of the 

questionnaire was changed from ‘spouse’ in the original to the name of the person who 

died. As described above the GEQ is designed to measure two general types of grief 

reactions: those expected in any bereavement and those proposed by the initial developers 

to be unique to suicide. All 11 reaction were measured by 5 items on 5-point Likert-type 

scale from 1 – never, to 5 – almost always, with total scores between 5 and 25.   

 

Additional outcome measures included Depression Anxiety Stress Scale – DASS 21 (Lovibond 

& Lovibond, 1995) and Beck Scale for Suicide Ideation (BSS) (Beck & Steer, 1991). DASS 21 

includes three self-reporting subscales designed to measure depression, anxiety and stress 

in the previous week. All three states are measured with 7 items on 4-point Likert-type scale 

(0 – did not apply to me, to 3 – applied to me very much or most of the time) (Lovibond & 

Lovibond, 1995). All three subscales showed good internal consistency in our sample 

(Cronbach’s alphas 0.91, 0.81 and 0.88 respectively). The BSS is a 21-item self-reporting 

instrument; 19-items on 3-point Likert-type scale are developed to measure the presence 

and intensity of suicidal intent in the previous week. The additional 2 items include 

questions about the past suicide attempts and intention to die at the time (Beck & Steer, 

1991). The BSS showed good internal consistency in our sample (Cronbach’s alpha 0.84). 

Additional information measured for the bereaved included: sociodemographic information; 

history of suicidal behaviour/ideation (including suicidal behaviour in family members and 

friends); BRIEF Cope (Carver, 1997); and questions about help seeking and its sources. The 

following information about the deceased was gathered: sociodemographic information 
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(gender and age); circumstances of death (death location and method); and history of 

suicidal behaviour, psychiatric problems and hospitalisation.  

 

Statistical analysis 

We used the Confirmatory Factor Analysis (CFA) to examine and compare different 

factor structures of the GEQ as proposed in the literature. The CFA was conducted using 

Mplus 7.4 (Muthén & Muthén, 1998-2012). The weighted least squares with mean and 

variance adjustment (WLSMV) estimation method was used. The WLSMV is a robust 

estimator appropriate for ordered categorical data (Sass, 2011). Four best fit parameters 

were set as the comparative fit index (CFI) ≥ 0.95, Tucker-Lewis Index (TLI) ≥ 0.90, root mean 

square error of approximation (RMSEA) ≤ 0.08, and weighted root mean square residual 

(WRMR) ≤ 1.00 (Wang & Wang, 2012). In addition, Cronbach’s alpha was used to measure 

internal consistency of specific constructs: alpha ≥ 0.70 was considered as an acceptable 

value (Tavakol & Dennick, 2011). 

 

We used descriptive statistics including means and standard deviations, and t-tests (or 

Mann-Whitney U test for variables without normal distribution) to compare the two 

bereavement groups. The Chi-square test or Fisher exact test (less than 5 per group) was 

used to compare the demographic characteristics or other categorical variables between 

suicide and sudden death groups.  We used multiple linear regression to predict different 

grief reactions including also mental health measures (DASS 21) and suicidal ideation (BSS). 

All scales except the score of the BSS had normal distribution (the range for skewness or 

kurtosis below +1.5 and above -1.5 (Tabachnick & Fidell, 2013)). As suggested by Beck et al. 

(1999) BSS was split into ‘lower risk’ (score 0-1) and ‘higher risk’ (2 and above). For adjusted 
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models different kinship types (spouses/partners, parents, children and siblings) were 

entered as dummy variables. Considering the problems with the multicollinearity between 

kinship variables and age variables (age of the bereaved and age of the deceased) all 

independent variables in multiple regression analyses were centered according to Kraemer 

and Blasey (2004).   

 

A probability level of 0.05 was employed for all statistical tests. SPSS version 24.0 was used 

for descriptive analyses and multiple regression.  

 

Results 

A total of 142 suicide (73.2% females, average age – 52.7) and 63 sudden death (69.8% were 

females, average age – 53.2) bereaved individuals were included in the analysis. Table 1 

provides a background description of two bereavement groups by different characteristics 

of the bereaved and the deceased.  There were no significant differences in the gender, age 

and history of suicidal behaviour and diagnosed mental illness of the bereaved. However, 

there were significant differences in the kinship types, specifically the suicide-bereaved 

group included significantly more parents (51.4% vs 27%; χ2(1)=10.57, p=0.001) and less 

partners (28.2% vs 49.2%; χ2(1)=8.53, p=0.003) than sudden death bereaved. The deceased 

background factors showed that they were significantly younger in the suicide group (41.2 

vs 51.4; t(203)=3.78, p<0.001).  

 

- Table 1 near here please 
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Confirmatory factor analysis was conducted with all of 205 bereaved participants to 

evaluate the original GEQ 55-item, 11 subscale structure proposed by Barrett & Scott 

(1989). The CFI and WRMR were below the recommended threshold values for good fit and 

suggested poor fit of the factor structure. The fit parameters are presented in Table 2. The 

analysis of internal consistency of specific factors showed Cronbach’s alphas below 0.7 for 

general grief reactions (0.611), self-destructive behaviour (0.684) and unique reactions 

(0.638). A CFA was then conducted to evaluate the Bailley et al. (2000) 8-factor structures of 

GEQ (53 and 51 items) and showed similarly that the CFI and WRMR for both structures 

were below the recommend threshold values suggesting poor fit of the factor structure. 

Testing the 7-factor structure by Wojtkowiak et al. (2012) showed similar results, again 

suggesting poor fit of the factor structure. In the next step we excluded items from three 

factors with low internal consistency, namely self-destructive behaviour, unique and general 

grief reaction subscales were removed. The results of the CFA for this model showed a good 

fit for all parameters. Therefore we decided to use these eight subscales of the GEQ which 

related to the following grief reactions: somatic reactions, search for explanation, loss of 

social support, stigmatisation, guilt, responsibility, shame and rejection. 

  

- Table 2 near here please 

 

Table 3 presents the mean scores and standard deviations of the main outcome measures – 

eight grief reactions from GEQ as listed above, three mental health measures as per DASS 21 

and Beck Suicidal Ideation score (BSS) in two bereavement groups. T test analysis showed 

significantly higher scores in the suicide-bereaved group than the sudden death-bereaved 

group for all grief reactions except loss of social support, which was close to the significance 
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level (p=0.059). There were no significant differences for depression, anxiety and stress 

levels (DASS 21). The Suicidal ideation score (BSS) had a skewed distribution; therefore the 

Wilcoxon-Mann-Whitney U test for non-normal distribution was used and no significant 

difference between the two groups was evident. Using a cut-off point of 2 for BSS (see the 

methods section above), 14.1% of the suicide-bereaved and 12.7% group had ‘high risk’ of 

suicidal ideation: the difference between the two groups was not statistically significant 

(χ2(1)=0.07, p=0.790).    

 

- Table 3 near here please 

 

Further analyses were then conducted to examine differences in grief reactions between 

the two bereaved groups but adjusting for potential confounds using multiple regression 

(Table 4). The final analyses after adjusting for kinship type, gender, age, diagnosis of mental 

illness, self-harm behaviours of both the deceased and the bereaved and for current mental 

health (DASS 21) and suicidal ideation (BSS) of the bereaved showed that bereavement type 

(suicide vs sudden death) significantly predicted rejection, somatic reactions, stigmatisation, 

responsibility and shame, with these reactions being significantly greater among those 

bereaved by suicide.   

  

- Table 4 near here please 

 

Discussion 

A recent meta-analysis estimated that the last year prevalence of exposure to suicide in the 

family was 1.1% (Andriessen et al., 2017a). Our study is one of the unique suicide 
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bereavement studies using the systematic recruitment of family members bereaved by 

suicide or other sudden death, utilising the information obtained from the police forms, and 

is the first of its kind in Australia. The focus of the current paper is on specific grief reactions, 

as well as mental health and suicidality 6 months after the loss of a family member to 

suicide compared to sudden death.  

 

Given that there is a need to use validated scales to measure grief reactions (Neimeyer et 

al., 2017; Pitman et al., 2014), we first tested the factor structures of the GEQ (Barrett & 

Scott, 1989) as proposed in previous studies analysing grief reactions (Bailley et al., 2000; 

Wojtkowiak et al., 2012). The study used CFA, which had not been done previously. The 

analyses did not show good fits of the facture structures proposed in earlier studies. In 

contrast, a good fit by all parameters was evident for a modified version of the originally 

proposed GEQ 55-item, 11-subscale structure by Barrett & Scott (1989), which excluded 

three factors that were found to have low internal consistency resulting in a 40-item, 8-

factor instrument. Thus, for our comparison of bereavement groups we used eight subscales 

from the GEQ that included 40 items assessing the following grief reactions: somatic 

reactions, search for explanation, loss of social support, stigmatisation, guilt, responsibility, 

shame and rejection. 

 

Some grief reactions can be more distinct, but not necessarily explicit to suicide 

bereavement (Andriessen et al., 2017b; Jordan & McIntosh, 2010). Similar to some earlier 

studies analysing mental health during bereavement the results of the present study did not 

show significant differences between suicide- and sudden death-bereaved in terms of their 

level of depression, anxiety and stress measured using the DASS 21 six months after their 
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loss. However, there is a relatively limited number of studies quantitatively analysing the 

early stages of suicide bereavement. Farberow et al. (1987) found no significant difference 

in mental health (as measured by the Beck Depression Inventory and a mental health self-

rating) and grief (assessed by the Texas Inventory of Grief) between suicide and natural 

death bereaved older spouses at two months after death, after adjusting for 

sociodemographic differences. Comparable results were shown in a Slovenian study also 

comparing suicide-bereaved spouses two months after loss, using traffic accidents as an 

additional control group (Grad & Zavasnik, 1999). A study of first degree relatives from the 

Netherlands three months after their loss showed no significant difference between suicide- 

and natural death-bereaved in terms of depression and complicated grief, after adjusting for 

potential confounding factors (de Groot et al, 2006). Similarly, in the present study, no 

significant differences were detected in the suicidality levels between the bereaved groups, 

which was also the case in the studies noted above (de Groot et al., 2006; Grad & Zavasnik, 

1999). Nevertheless, some recent studies utilising population-based information through 

data linkages have suggested that suicide-bereaved individuals are at significantly higher risk 

of mental health problems and suicidal behaviour than those bereaved by other modes of 

death for specific kinship groups (Pitman et al., 2014; Erlangsen & Pitman, 2017). For 

example a Danish data linkage study showed that spouses have a significantly higher risk of 

suicide, and mental and some physical illnesses over a five-year follow up (Erlangsen et al., 

2017).  

 

In terms of differences in grief reactions between suicide- and other sudden death-bereaved 

family members once confounding factors were controlled for, the present study found that 

bereavement type remained an independent predictor of some specific grief reactions 
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measured with GEQ after adjusting for kinship, gender of the deceased and the bereaved, 

age of the deceased and the bereaved, mental health conditions and suicidality before 

bereavement and currently, and for the mental health and suicidality of the deceased 

(which have been found to impact grief). Specifically, the grief reactions of rejection, 

somatic reactions, stigmatisation, responsibility and shame were more predominant in the 

suicide-bereaved compared to the sudden death-bereaved group six months after the 

death. Some of the earlier studies have shown similar findings in that people bereaved by 

suicide have been shown to report higher levels of shame, stigma, responsibility and 

rejection compared to those bereaved by other types of deaths (Pitman et al., 2014; Jordan 

& McIntosh, 2011). However, the majority of previous studies have not adjusted for 

potential confounding factors, or have used convenience samples such as university 

students or employees, or the bereavement group members in a cross-sectional survey 

format. In addition, different scales or different versions/scorings of the GEQ subscales have 

been used, which makes our comparison with other studies difficult.  We did not find 

evidence of guilt and loss of social support to be more predominant in people bereaved by 

suicide compared to sudden death. We note, however, that previous research has produced 

contradicting results for guilt and loss of social support (Pitman et al., 2014; Jordan & 

McIntosh, 2011). 

 

It is important to consider our results in the wider context of bereavement theories. 

Understanding of bereavement reactions has shifted from earlier models that viewed grief 

as a series of stages (e.g., Bowlby, 1980; Worden, 1991), to more recent models that view 

the bereavement process more broadly and take into account potential positive outcomes 

(for an overview see Andriessen et al., 2017b). For example, the dual process model 
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proposed by Stroebe and Schut (1999; 2010), describes grieving as a dynamic and 

fluctuating process of coming to terms with the loss of a loved one. Recent qualitative 

research has provided support for the dual process model as a useful framework for 

understanding the individual and fluctuating pathways of parental bereavement reactions in 

adapting to bereavement (Ross et al, 2018). It should be noted that the current study 

focusses on grief reactions in the relatively short period of the 6 months after loss, as 

opposed to some years later, by which time personal growth might be expected to occur 

(Feigelman et al., 2009b). 

  

Practical implications of the present findings include the need to consider how higher levels 

of rejection, stigmatisation, responsibility and shame in suicide bereaved compared to the 

sudden death bereaved may impact their bereavement experiences even when social 

support levels are identified as similar. It is possible that these heightened experiences of 

the suicide bereaved result in very different loss journeys; a qualitative difference also 

supported by other researchers (Young et al., 2012). Whether these experiences which are 

unique to the suicide bereaved influence different help-seeking behaviours compared to 

those of sudden death loss, is the focus of another study. Nevertheless, it is possible that 

these unique experiences may impact formal and informal help-seeking behaviours 

differently. More informal internet based assistance such as internet forums may prove 

beneficial for the suicide bereaved who are reluctant to seek help because of this type of 

loss (Bailey et al., 2017). GP’s have been suggested as very well placed to respond 

proactively to individual’s affected by suicide loss and may pay a particularly important 

postvention support role if well educated about these issues as well as via the salience of 

somatic conditions, also identified in this study as more commonly experienced in the 
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suicide bereaved versus sudden death bereaved (which may present as the primary 

condition to a GP) (an Fhaili et al., 2016). Our new knowledge of bereaved experiences 

which are specific to suicide loss at 6 months post death, should be channelled into 

determining the most practical and satisfactory ways to alleviate the impacts of these 

potentially changeable states of experience.  

 

Methodological considerations 

Despite a number of strengths such as systematic recruitment using information obtained 

from police forms (through the QSR and Office of State Coroner) and adjustment for a 

number of confounding factors, our study does have a few limitations. Due to ethical 

considerations different recruitment methods were used, and the first follow up was six 

months after loss. Response rates in the different groups varied and despite all efforts were 

lower than in the pilot study (Kolves & de Leo, 2018), yet comparable to earlier studies of a 

similar nature (de Leo et al., 2013; Farberow et al. 1987; 1992). Nevertheless, it would not 

be feasible to include all bereaved into one study, considering police reports include only 

closest family members under the circumstances. In addition, in the current study, it was 

not feasible to include people bereaved by natural causes where the death was expected as 

a control/comparison group, as the ‘reportable deaths’ to the Queensland Corners need to 

be sudden in their nature (Queensland Government, 2003).  
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Table 1. Background factors in suicide and sudden death bereaved  

 
Suicide bereaved Sudden death bereaved 

   
 

N = 142 N = 63 Chi^2/t-
test     n % N % df p-value 

Gender of bereaved 
          Male 38 26.8 19 30.2 0.25 1.00 .616 

   Female 104 73.2 44 69.8 
   Age of bereaved (mean, SD) 52.70 11.58 53.21 15.46 -0.23 94.14 .818 

Diagnosed mental illness 
bereaved (pre)        
   Yes 33 23.2 15 23.8 0.01 1.00 .929 
   No 109 76.8 48 76.2    
Suicidal behaviour bereaved (pre) 

         Yes 11 7.7 8 12.7 1.27 1.00 .259 
   No 131 92.3 55 87.3 

   Kinship (from bereaved to deceased) 
         Partner 40 28.2 31 49.2 8.53 1.00 .003 

   Parent 73 51.4 17 27.0 10.57 1.00 .001 
   Child 16 11.3 11 17.5 1.46 1.00 .226 
   Sibling 13 9.2 4 6.3 Fisher’s exact test .593 
Gender of deceased        
   Male 115 81.0 44 69.8 3.11 1.00 .078 
   Female 27 19.0 19 30.2    
Age of deceased (mean, SD) 41.24 18.01 51.43 17.11 -3.79 203.00 < .001 
Diagnosed mental illness deceased 

         Yes 84 59.2 20 31.7 13.12 1.00 < .001 
   No 58 40.8 43 68.3 

   Suicidal behaviour deceased 
          Yes 75 52.8 8 12.7 29.15 1.00 < .001 

   No 67 47.2 55 87.3       

Bold re  
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Table 2. The fit parameters of Confirmatory Factor Analyses  

 Reference  Model Items per  CFA results 

  
factor χ2 df CFI TLI RMSEA [90% CI] WRMR 

Barrett and Scott (1989) GEQ-55-item 11-factor 5 items 2063.50 1375.00 .91 .90 .049 [.045, .054] 1.18 
Bailley et al. (2000) GEQ-53-item 8-factor 4 to 10 items  1907.75 1297.00 .91 .91 .048 [.043, .052] 1.17 

 
GEQ-51-item 8-factor 4 to 10 items  1810.52 1196.00 .91 .90 .050 [.045, .055] 1.18 

Wojtkowiak et al. (2012) GEQ-47-item-7-factor 4 to 11 items  1612.70 1013.00 .91 .90 .054 [.049, .059] 1.20 

 
GEQ-46-item-7-factor 4 to 10 items  1545.75 968.00 .91 .90 .054 [.049, .059] 1.20 

This study GEQ-40-item 8-factor 5 items 1002.69 712.00 .95 .94 .045 [.038, .051] 0.96 

GEQ = Grief Experience Questionnaire 
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Table 3. Grief reactions, mental health and suicidality in suicide and sudden death bereaved 6 months after loss 

 

Suicide bereaved Sudden death bereaved 

    

 

(N = 142) (N = 63) 

    

  Mean SD Mean SD t/U-test df^ p-value 
Cronbach's 

α  

Grief reactions (shortened GEQ) 
          Somatic reactions 12.39 4.19 10.73 4.63 2.53 203.00 .012 .81 

   Search for explanation 16.97 4.65 15.10 5.43 2.53 203.00 .012 .75 

   Loss of support 10.33 4.34 9.08 4.39 1.90 203.00 .059 .85 

   Stigmatization 11.09 4.69 8.41 3.96 3.95 203.00 <.001 .82 

   Guilt 14.16 4.94 11.73 5.07 3.22 203.00 .001 .82 

   Responsibility 11.39 4.97 7.92 3.43 5.77 167.41 <.001 .79 

   Shame 10.87 4.24 9.21 3.98 2.63 203.00 .009 .73 

   Rejection 13.84 5.39 8.10 3.88 8.62 161.66 <.001 .83 

Mental health (DASS 21) 
       

    Depression 5.26 4.83 4.71 5.38 0.72 203.00 .472 .91 

   Anxiety 3.06 3.28 3.62 4.54 -0.88 91.85 .383 .81 

   Stress 6.49 4.61 5.97 5.37 0.70 203.00 .482 .88 

Suicidal ideation (BSS)* 1.07 3.19 1.29 3.84 4406.00 / .804 .84 

GEQ = Grief Experience Questionnaire 40 items; DASS 21 = Depression Anxiety Stress Scales 21 items; BBS = Beck Scale for Suicide Ideation 
*The p value was based on Wilcoxon-Mann-Whitney U test 
^Equality of variances could be assumed for the others but not for the responsibility, rejection, anxiety (DASS 21) 
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Table 4. Linear regression between bereavement group (suicide vs sudden death) and grief reactions, mental health and suicidality 6 months 
after loss 

 
Unadjusted Adjusted* Adjusted** Adjusted*** 

  B 95% CI p B 95% CI p B 95% CI p B 95% CI p 

Grief reactions (shortened GEQ) 
              Somatic reactions 1.66 [0.37, 2.95] .012 1.53 [0.28, 2.77] .017 1.15 [-0.11, 2.41] .072 1.34 [0.38, 2.31] .006 

   Search for explanation 1.88 [0.41, 3.34] .012 1.36 [-0.13, 2.84] .072 1.44 [-0.20, 3.07] .085 1.36 [-0.16, 2.89] .080 

   Loss of support 1.25 [-0.05, 2.55] .059 1.28 [-0.08, 2.63] .064 0.94 [-0.55, 2.42] .216 1.09 [-0.28, 2.45] .118 

   Stigmatization 2.68 [1.34, 4.02] < .001 2.80 [1.44, 4.16] < .001 1.98 [0.53, 3.44] .008 2.20 [0.90, 3.50] .001 

   Guilt 2.43 [0.94, 3.92] .001 2.20 [0.64, 3.76] .006 1.19 [-0.46, 2.83] .156 1.05 [-0.48, 2.58] .179 

   Responsibility 3.47 [2.11, 4.83] < .001 3.41 [1.99, 4.82] < .001 2.17 [0.73, 3.61] .003 2.16 [0.78, 3.54] .002 

   Shame 1.66 [0.42, 2.90] .009 1.93 [0.67, 3.20] .003 1.67 [0.29, 3.06] .018 1.67 [0.37, 2.97] .012 

   Rejection 5.74 [4.26, 7.23] < .001 6.17 [4.66, 7.68] < .001 5.50 [3.89, 7.11] < .001 5.74 [4.20, 7.28] < .001 

Mental Health (DASS 21) 
               Depression 0.55 [-0.95, 2.04] .472 0.14 [-1.41, 1.68] .859 0.11 [-1.58, 1.80] .898 - - - 

   Anxiety -0.56 [-1.66, 0.55] .323 -0.66 [-1.80, 0.49] .261 -0.73 [-1.95, 0.48] .235 - - - 

   Stress 0.52 [-0.93, 1.97] .482 0.48 [-1.03, 2.00] .528 0.29 [-1.36, 1.94] .731 - - - 

Suicidal ideation (BSS)^ 0.01 [-0.09, 0.12] .791 0.01 [-0.09, 0.12] .803 0.03 [-0.08, 0.15] .564 - - - 

all independent variables in regression analyses were centered according to Kraemer and Blasey (2004) 
*adjusted for kinship and gender of the deceased and the bereaved 
**adjusted for above (*) and receiving formal support, deceased diagnosis of mental illness, deceased suicidal behaviours, the bereaved diagnosed with 
mental illness (before bereavement), bereaved suicidal behaviours (before bereavement) 
***adjusted for above (* and **) and for mental health (DASS 21) and suicidal ideation (BSS) 
^ BSS: 0 = low and 1 = high (cut off score 2) 
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