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ABSTRACT 

The aim of the research was to investigate the relation of suicide bereavement with 

various outcomes including anxiety, post-traumatic stress disorder, depression, shame, 

stigma and post traumatic growth and the role of environmental reward in these 

relationship.  Group differences on bereavement and outcomes were explored based on 

circumstantial factors and demographic characteristics of the participants and the 

deceased including gender, age, family system, relationship status, religion, education 

level and occupation. The study follows mix method approach and cross-sectional 

research design. Two interrelated studies were conducted.  Study-1 comprises the semi-

structured interviews followed by adaptation and instruments validation in local context 

while considering the initial trends in the data.  Subsequently, in study-II (i-e the main 

study) the hypotheses testing was conducted.  Sample of bereaved parents and siblings 

were considered within Pakistan. Participants were eligible for inclusion in the study if 

they had experienced bereavement within six months to five years following the death of 

their child or sibling. The Urdu adapted version of Core Bereavement Item Scale (Brunett 

et al.,1997), Environmental Reward Observation Scale (Armento & Hopko,2007), 

Patient Health Questionnaire by Robert et al. (1999), Generalized Anxiety Disorder Scale 

by Spitzer et al. (2006), Impact of Event Scale  by Horowitz et al. (1979), Societal 

Stigmatization Scale by Williams et al. (2009), State Shame Scale by Marschall et al. 

(1994), and Posttraumatic Growth Inventory-Short Form developed by Cann et al. 

(2010), followed by the demographic sheet, were used for data collection. Translation 

process was completed by using the procedure of Back translation technique. The 

findings from Study-1 provided compelling evidence regarding the validity and 

reliability of the translated instruments. Analysis of data from study-II revealed 
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significant negative association between suicide bereavement and post-traumatic growth, 

while there exists a significant positive association with Post traumatic stress disorder, 

shame, and stigma. However, non-significant associations were observed of anxiety and 

depression with bereavement. Environmental reward showed a significant positive 

correlation with posttraumatic growth. Considering environmental reward as moderator, 

the results indicated that environmental reward significantly moderated the relationship 

between suicide bereavement, shame, anxiety and depression. However, the 

environmental reward did not play a significant role in suicide bereavement effects on 

post-traumatic stress disorder, stigma, and post-traumatic growth. Findings revealed that 

the duration of suicide bereavement played a significant role. In the first year, post-

traumatic stress disorder, shame, anxiety, and depression were higher, while post-

traumatic growth and environmental reward increased with the duration of suicide 

bereavement. However, no significant difference was found for stigma. While examining 

the relationship status of parents and siblings, parents exhibited higher levels of intense 

bereavement, Post traumatic stress disorder, shame, anxiety, depression, and stigma. 

Whereas siblings showed higher levels of environmental reward and post-traumatic 

growth. Regarding gender differences, females experienced higher levels of depression 

and Post-traumatic stress disorder as compared to males. Group differences based on the 

gender of the deceased were also examined, revealing significant mean differences only 

for shame. Results indicated that the suicidal demise of a female (sister or daughter) led 

to significantly more shame. Group differences based on family system showed 

significant differences on post-traumatic stress disorder and depression. While, those 

living in joint family systems experienced greater depression and post-traumatic stress 

disorder as compared to those in nuclear families. The finding underscores the need for 

tailored outreach programs aimed at promoting mental health awareness and 
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Chapter I 

INTRODUCTION 

Globally, approximately eight million people die by suicide annually, which makes it 

of the top ten leading causes of death across all age groups (WHO,2023). Among those a 

significant number of individuals attempt suicide more commonly than dying by it. Suicide is 

considered as an impulsive coping mechanism for those facing daily life stressors. Each suicide 

is a tragedy that affect individuals, families, and communities making an enduring and 

profound impact on people left behind. One suicide impacts 135 people, including not only 

immediate family members but friends, colleagues and community also (Cerel & Brown, 

2018).  

Suicide of a loved one is a genuinely tragic event that leaves many unanswered 

questions, and conflicting emotions which are not easy to answer and control. Bereavement 

arising from suicide is a tragic journey riddled with grief, confusion, disorientation and extreme 

loneliness. It is vital to investigate the strategies for helping the suicide bereaved and also 

consider the different factors influencing a suicide bereaved individual (Pitmal et al., 2016). 

       Ranked as the fourth most common cause for death, suicide is a serious public health 

concern (WHO, 2023) with its risk being more prevalent in youth ranging from15 to 29 age 

group. It is important to note that 77% of global suicides occur in low and middle income 

countries (WHO, 2023). Youth suicide is a serious and complicated issue with a major impact 

on families, communities, cultures and most importantly on society. The loss of a child through 

suicide is indeed a massive tragedy for parents. Studies indicate that the sense of loss that 

follows a child’s suicide brings a range of emotions including shock, disbelief, guilt, and 

chronic emotional suffering. Research addressing the emotional impact of suicide among 
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teenagers on parents demonstrate an intense sense of loss and emptiness in the aftermath of 

such a tragedy (Goldman, 2014). 

The research on sibling bereavement often includes themes of severe and 

profound grief and personality disruption along with overtones of shock and uncertainty. 

Wagner et al.’s (2021) research has examined the connections between sorrow, despair, grief 

and guilt associated with surviving, and the emotions and feelings of siblings who suffer the 

loss of a sibling by suicide.  

In Pakistan, majority of self-harm and suicide cases remain unreported due to the stigma and 

Islamic injunctions against suicide (Kiran et al., 2021). Suicide was a crime in Pakistan due to 

the limitation of legislature till October 2023.Therefore, the attainment of statistics seems 

challenging. In Pakistan, there is a dearth of official record of national suicide statistics. 

However, available data suggests that there are approximately 8.9 % suicide fatalities for every 

100,000 persons in Pakistan (WHO, Kohari, 2022). 

Islam, is Pakistan’s official religion, forbids its following from taking their own lives. 

This injunction appears to have a significant impact on the way people approach their lives and 

other people’s death. Although religious beliefs might provide comfort to some, they may also 

lead to existential crises or feelings and thoughts of guilt in others, which can contribute 

to anxiety, despair and depression. Religious leaders and charity organizations provide support 

and assistance to the aggrieved. However, Islamic teachings against suicide can also 

aggravate feelings of guilt and shame, which can hinder and delay the grieving process 

(Gearing & Alonzo, 2018). 

In Pakistan, the stigma and the taboo surrounding mental illness and suicide can cause 

grieving individuals become isolated from society. They may decide to handle and deal 

with their anxiety and depression on their own if they fear being judged, and be 
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viewed negatively; they may also be prone to unfair treatment if they seek assistance and 

support. The availability of mental health assistance and services in Pakistan are limited for 

people in urban settings in general and in particular for those living the rural areas. 

Consequently, individuals, with prolonged grief, are bound to suffer and are unlikely to 

received assistance easily.  

Suicide Bereavement 

Bereavement is defined as a reaction to loss, and factors which lead to bereavement 

include traumatic life events, loss of a loved one, any previous psychiatric history, death by 

suicide and others. Bereavement causes an imbalance in physiology, psychology and emotions, 

including its cognitive, behavioral and spiritual manifestations.  

Suicide bereavement may lead to psychological issues including anxiety and post-

traumatic stress disorder (Parkes, 1998). Seven dimensions related to the concept of 

bereavement are defined as: images and thoughts relating to the lost person, feeling of presence 

related to the deceased, hallucinatory phenomenon, acute separation, experience of sadness, 

sense of loss and grief related behavior (Burnett et al., 1997). One of the most common but 

under researched area of bereavement is suicide bereavement (Hafford-Letchfield et al 2022). 

Suicide bereavement is defined as the psychological state of loss after the suicidal 

demise of a loved one. A suicide-bereaved individual is a person whose loved one died by 

suicide, and as a consequence faces many psychological and social changes. Prevalence for 

bereavement is still unknown. According to a study, 90 respondents out 106 reported they had 

experienced bereavement, and 9.4% reported prolonged-grief disorder (Steil et al., 2019). 

Suicide bereavement is different from other forms of bereavement, as it also depends on the 

relation with the bereaved. Every individual grieves uniquely; however, those bereaved by 
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suicide experience significant distress, shame, guilt, sadness, rejection and fear leading to 

psychological issues after the loss (Ali, 2015)  

Suicide bereavement has significant societal, cultural and psychological implications 

and impacts survivors’ psychological, mental, physical and their overall health. Anxiety and 

hopelessness are common reactions and feelings following the demise of a loved one which 

include depression and anxiety and psychological after-effects. These issues can last several 

months despite reduction in grief and depression, often resulting from the severe shock of the 

loss (Molina et al., 2019). 

Grief, Mourning and Trauma 

Suicide bereavement leaves individuals in a great deal of pain, guilt, shame, and societal 

rejection, which results in emotional and psychological issues with bereavement being 

followed by grief. Grief is a universal phenomenon occurring after kind of loss or traumatic 

event. Grief is categorized as acute grief, complicated grief, inhibited grief, and delayed grief. 

In acute grief, bereaved individual may experience strong, upsetting emotions after the loss of 

a loved one. It can be an instant emotion after losing a loved one and may last for days, weeks 

and even months. Some common stages include shock, rage, guilt, regret, anxiety, fear, 

intrusive images, discontinuation from reality, feelings of loneliness, dissatisfaction, and 

depression (Young et al., 2012). 

 Prolonged grief is also known as complicated grief; it is experienced with extended 

period of bereavement. However, other factors are also involved: for instance, relationship of 

the deceased with family members, recurrent thoughts and images related to the suicide scene. 

It is important to note that the bereaved individual loses meaning in life, and this type of grief 

causes disturbance in life. Traumatic suicide images also cause panic which takes more time to 

heal as they cause social as well as occupational dysfunction (Elizz, 2019). 
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Suppressed grief often goes hand in hand with unexpressed indicators of sorrow. While 

it does not appear visibly, sadness is a way to release intense emotion. Consequently, when 

loss is expressed, the bereaved person frequently realizes that grief has taken a physical form. 

Inhibited grief can emerge physically if it is not acknowledged emotionally in various ways, 

including sickness, stomach issues, nausea, insomnia, muscle tightness or aches, headaches, 

and appetite issue. However, inhibited grief is more common in Asian culture as bereaved 

individuals do not seek any clinical help and isolate themselves, and repress their grief 

(Mairanz, 2019). 

Delayed grief is the period in which there is no instant reaction to the loss; it can even 

take months and years to grieve about the incident. It is because grief does not follow a straight 

pathway with irregular patterns associated with flashbacks of the incident and distress recalling 

the suicide scene. Delayed grief is also referred as unresolved grief with an asymmetrical 

schedule (Rowe, 2022).  

Grief leaves an individual in pain including shame, guilt and no motivation for the 

future. However, it can be managed if the person is prepared for the painful reminders.  A 

bereaved individual should bereave in their unique way. Accepting emotions is a part of the 

bereavement process instead of repressing them; one should embrace emotions by adopting 

healthy coping strategies, by keeping in touch with the deceased person by adopting their role, 

by remembering them on special occasions. It gives a sense of connectedness with the deceased 

and, lessens the bereavement period and its intensity. 

Mourning is another related concept which refers to the cultural patterns used for 

expressing grief. APA Dictionary of Psychology (APA, 2015) states that mourning implies the 

expression of feelings associated with grief and it occurs at the time of death and thereafter. 

Most of the feelings expressed in mourning resemble symptoms of depression, but they 

disappear with time and are not usually viewed as pathological.  
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Another related concept is psychological-trauma which is an invisible wound that 

bereaved individuals suffer. APA dictionary of psychology (2015) describes trauma as an 

intense experience characterized by feelings of helplessness, fear and blow to the existing 

adaptive schemas. Trauma can occur as a result of either artificial adversity such as rape and 

murder or a natural calamity such as an earthquake.  

Bereavement is a traumatic experience for many if not for everyone because the death 

of a loved one is synonymous a traumatic event. The death of a significant other creates intense 

grief for bereaved parents and siblings. However, the intensity of bereavement experience 

differs from person to person, from situation to situation, and from culture to culture. Research 

in Pakistan has reported that forms of expressing grief and the intensity of grief vary across 

individuals (Suhail, Jamil, Oyebode, & Ajmal, 2011). 

Factors Related to Bereavement 

The death of a loved one by suicide enhances the likelihood of suicidal thoughts and 

self-harm among the family members. A significant number of family members are affected 

by a single suicide event consisting of parents, siblings, colleagues, and significant others. 

Numerous social factors are linked for impact on suicide bereaved. For instance, bond with the 

person who died, earlier trauma, stigma, cultural factors, and less integrated groups which 

increase suicide outcomes for the bereaved. Most adolescents who are bereaved by suicide 

show lack of peer attachment, low self-esteem and moral support, guilt, and a high level of 

rejection from society (Areba et al., 2021). These factors can lead to long-term grief. 

In past literature, the term of ‘grief and bereavement’ was used if someone faced death 

or reaction to loss respectively. Bereavement and grief reaction are two different terms. Suicide 

bereavement leaves bereaved individuals in a great deal of pain, guilt, shame, and societal 
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rejection, which results in emotional and psychological outcomes which is followed by grief 

(Young et al.,2012). Grief is a universal phenomenon that occurs after any loss or traumatic 

event. It can be in the form of instant emotions after losing a loved one and may last for days, 

weeks and even months. Some common feeling states include: shock, rage, guilt, regret, 

anxiety, fear, intrusive images, discontinuation from reality, feelings of loneliness, 

dissatisfaction, and depression (Young, 2012). 

Bereavement is specified as the loss of a significant one and its symptoms may include 

fatigue, sadness, numbness, shock and guilt.  On the other hand, grief is referred to the 

emotional, cognitive, functional, and behavioral reactions to the loss.  

Sometimes the victim is not aware of suicide bereavement or any other clinical 

psychological deviation like Generalized Anxiety Disorder (GAD) and Post-Traumatic Stress 

Disorder, depression, as it seems normal to a victim. Normalizing the victim’s psychological 

deviation is often approved by culture and religious belief system. Subsequently, these 

emerging factors compel the victim to report and seek psychological help.  The loss of children 

unexpectedly deeply impacts most parents. Family and relatives of   deceased intend to 

normalize the death or they may not be aware of what suicide bereavement is. And if they 

become aware of it, they do not report it as it is against the ethics and norms; they might also 

lose their grace in religious settings (Cerel et al., 2008). 

Grief is an emotional reaction carrying physical symptoms (Zisook, & Shear, 2009). 

The bereavement period impacts people’s social, biological and psychological health, with 

implications for the underline causes of the suicide, it has been noticed that some people are 

aware of a person’s intentions to have suicidal tendencies but remain quiet due to their 

relationship with that individual. The grieving period also fluctuates with the death type 

whether it is sudden death or suicide.  
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Gunshot, hanging, drug overdose, various forms of poisoning, and jumping off 

buildings, are some of the various means through which individuals take their own lives.  It is 

quite challenging to distinguish between indirect and direct suicide attempts, as many suicides 

go unreported. Sometimes it is also difficult to ascertain whether a particular instance of suicide 

was planned or unplanned (Young et al., 2012). 

As mentioned earlier, there is no uniformity in the intensity and outcomes of 

bereavement experiences across individuals, families, situations and cultures. The suicide 

demise of a young one is deeply painful and shocking for the parents, siblings and spouse. 

Conventionally, the initial days of bereavement appear to be more distressing and emotionally 

painful as compared to the days following a year of bereavement.  

It has also been observed that bereaved individuals feel consoled and more in control 

of an adverse situation by practicing religious rituals and receiving social support. Factors that 

lead to the suicidal death, characteristics of bereaved individuals, time since death, and type of 

coping used, these all influence the intensity of bereavement and the probability of positive or 

negative outcomes of suicide bereavement.  

 The current research focuses on a sample consisting of bereaved parents and siblings. 

The main focus of this study is on the psychological and social states after suicide bereavement 

and their lived experiences. Questions domain included are sense making stage, challenges 

faced in the bereavement period, copying strategies and engagement in different activities after 

the suicide. This present study also aims to gain an insight into how end-of-life lived 

experiences affect parents’ grief, and how their mental illness increases with time. Designing 

and getting approval for such studies can be challenging. Meanwhile, the lack of contemporary 

literature that draws inspiration from bereaved parent’s experiences with the research process 

is limited.  
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Considering the participation of parents in research who experienced the loss of a child 

to suicide is itself a huge challenge, as one of the reasons is that the responsibility of a child’s 

upbringing is the responsibility of the parents. The death of a child by suicide often raises 

doubts about the parenting style. Pakistani society which is somehow collectivist in nature, 

often attributes the blame on parents’ upbringing, eventually putting parents in guilt, shame 

and rejection by near ones. 

To investigate the feelings of these stressed parents, who are surrounded by societal 

values, and to explore their lived experiences, a qualitative investigation in the local context 

was deemed essential. The present study aims to fill the research gap by selecting a large 

sample size as earlier researches were conducted with a small sample size (Fhailí et al., 2016) 

and better participant selection. In a collectivistic culture like Pakistan, there is a dire need to 

explore suicide bereavement and grief expressions. The present study aims to fill that gap by 

incorporating qualitative and quantitative approach. Following the mix method approach, the 

study intends to explore the role of suicide bereavement among parents and siblings that will 

help in finding social and psychological outcomes. 

The current research focuses on exploring the process of suicide bereavement within 

the behavioral-activation framework. The prime objective was to explore the moderating role 

of environmental rewards between suicide bereavement, common psychological issues of 

anxiety, depression and post-traumatic stress disorder, social outcomes of shame, stigma and 

post-traumatic growth. Another objective of the research was to explore the intensity of 

bereavement concerning the relationship with the deceased (intensity of bereavement for 

parents and siblings).  
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 Suicide Bereavement and Psychological Outcomes 

Individuals who are suicide bereaved, frequently suffer from depression, characterized 

by persistent sadness, a lack of interest or pleasure and enjoyment in activities, noticeable 

weight changes, insomnia, fatigue, overwhelming guilt and feeling of worthlessness, and 

recurring suicidal thoughts. That depression could lead to complicated grief, a prolonged and 

intense form of mourning that disturbs daily functioning. According to Pitman et al. (2014), 

bereaved may struggle to overcome their grief and sadness.   

In addition to the feelings of sadness, despair and anxiety, the suicide bereaved 

individuals might show: excessive concern, worry, anxiousness, agitation, restlessness, 

irritability, difficulty concentrating, and insomnia. Among those who are suicide bereaved, 

panic episodes and generalized anxiety disorder are also prevalent. Bereaved may go through 

increased anxiety and hyper vigilance, fearing that they might contemplate suicide themselves 

or worrying continuously about the safety of other loved ones (Grafedeli et al., 2021). 

Anxiety, hopelessness and despair may have an adverse and negative impact on one's 

mental health when a loved one commits and attempts suicide. Research shows that 

hopelessness, despair and anxiety negatively and adversely impact and affect suicide bereaved 

mental health (Pitman et al., 2014), which lowers their standard and quality of life. It is difficult 

to keep up and maintain relationships and connections in daily tasks, every day 

responsibilities, or operate well at work or school under these conditions and circumstances. 

Chronic anxieties and depression have been scientifically shown to have a harmful 

and deleterious effect on an individual's state of physical well-being, increasing and 

enhancing their susceptibility and vulnerability to conditions and illnesses such as: heart 

disease, diminished immunity, and gastrointestinal problems (Clarke & Currie, 2009). 
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Anxiety and feelings of sadness or loss to the family members in Pakistan are influenced 

and affected by cultural, socioeconomic, and religious factors and beliefs. These factors 

or elements influence and impact people's readiness to ask for and accept support, help 

and assistance, as well as, their capacity and ability to communicate and express their sadness 

and hopelessness. Family and community are very important and essential elements in 

Pakistan's collectivist society and culture. These cultural frameworks can be reshaped by a 

family member's suicide, which additionally causes serious psychological and emotional pain 

or suffering. 

      Suicide have a profound effect on the deceased family members’ lives. Depression, anxiety, 

post-traumatic stress, guilt and isolation are major feelings that parents and siblings experience 

when they lose a loved one through suicide. The intensity of suicide risk is found to be often 

high in such individuals (Kourkouta et al., 2019). 

On the one hand, people who face bereavement by death (other than suicide) hold 

beliefs of sense-making (giving meaning by mutual observations). On the other hand, 

individuals who face bereavement by the suicide of a loved one find it difficult to give meaning 

to life (Draper et al., 2013). However, in South Asia most of the people are unaware of the fact 

that they face social and psychological transition with the symptoms of anxiety, depression, 

post-traumatic stress disorder, stigma and lack of social support. Depending on these symptoms 

they never enter sense-making stage (connection with reality and future motivation) (Henry & 

Greenfield, 2009). 

Parents who lost their child (sudden death caused by any ailment) may spend years 

avoiding any kind of discussion on this topic. It is obvious that they show anger and bitterness. 

They use suppression and blaming as a coping strategy to show social withdrawal and tend to 

avoid family gatherings frequently. Fathers endeavor to avoid negative feelings by being 
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engrossed in their work. For siblings, it is difficult to talk about their sibling’s death even after 

years (Entilli, 2021).  

Parents do not usually discuss the situation with their other bereaved children as they 

may become overprotective about them. However, some parents show negative feelings and 

neglect their remaining children. Bereaved siblings were curious to find the reason behind 

suicide and most of them show feelings of shock, pain and suicidal ideation. Most of the 

participants were found to be in denial stage at the initial phase and most of them reported 

shame, guilt and confusion. Later on, some of the bereaved siblings became conscious of the 

situation and tried spending more time with family by accepting the loss by showing personal 

growth. However, it is found that bereaved siblings often allow open communication as 

compared to their bereaved parents (Adams et al., 2019). 

There was a strong perception of stigma, which was different according to cultural 

setting as mentioned in previous qualitative studies (Cvinar, 2005, Hanschmidt et al., 2016). 

The findings showed various aspects of suicide bereavement which is linked with stigma and 

could affect suicide behavior (Pitman et al., 2018). Two key arguments were identified: specific 

negative attitudes of others and social isolation. However, the arguments raised by the 

interviewees experiencing suicidal bereavement, and those affected by unexpected natural, 

unnatural and accidental death, were familiar. A significant number of participants reported 

social awkwardness due to stigma, but they perceived it due to self-stigma.  

A recent qualitative study (using interpretative phenomenological analysis) conducted 

in Pakistan on grief reaction and suicide bereavement among parents, included grief reactions, 

shame, responsibility and religious beliefs regarding suicide (Ali & Rehna, 2022). Despite the 

availability of information on the suicide bereaved, there is a need to explore the potential 

factors provoking sibling suicide. The present part of the qualitative study focused on the 
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siblings’ relationship bond with each other and the impact of their relationship interactions on 

their psychological health. 

Suicide bereavement and other bereavement (following other forms of death) are 

different. But they share some common emotional outcomes for instance sadness and shock. 

Those who are bereaved by suicide will have some expected grief reaction as compared to other 

types of deaths. In earlier research it was found that those who were bereaved by suicide had 

higher levels of stigma, shame, rejection and responsibility, while results for other psychosocial 

factors like social support, poor mental health and guilt were inconsistent (Jordan, 2001). 

The grieving period promotes vulnerable effects on stigma, shame, anxiety, depression 

and Post-traumatic stress disorder. It also depends on the underline causes of the suicide; some 

people already know that the person will commit suicide but remain quiet because of their 

relationship with that individual. The grieving period also fluctuates with the death type, 

whether it is sudden death or suicide. Gunshot, hanging, drug overdose, various forms of 

poisoning, and jumping, are some of the ways in which individuals commit suicide. Since it 

can be challenging to distinguish between indirect and direct suicide attempts, as well as, 

between some more direct means of suicide, many suicides go unreported. It is sometimes 

difficult to ascertain whether the suicide was planned or not (Young, 2012).  
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Suicide Bereavement and Depression 

Depression can last from a couple of weeks to number of years as mentioned in DSM-

V. It could cause significant impairment in life functioning. It could decrease motivation, lack 

of concentration, low self-esteem, fatigue and there could be extreme behavior such as a 

suicide.  A heart attack could be one of the medical consequences of depression. When talking 

about the psychological impacts, the perplexed state of grief leads to the clinical emblems of 

depression at an acute level as the suicide bereaved confronts traumatic loss, he/she might 

prefer loneliness over mutual gatherings which provokes suicidal ideation. The society in this 

way provides grounds to the victim i.e. stigma and guilt or shame and intense feeling of anger 

or shallow coping capability.  These are some of the common symptoms that enhance risk of 

depression in suicide bereaved such as substance abuse, insomnia and fatigue (Bellini et. al., 

2018). 

It is also noted that due to lack of support and a lack of accessing support programs, 

there is a prolonged period of depression, anxiety, suicide ideation, provoking thoughts and 

intrusive imaginations linked to the suicide act (Spillane, 2018). If they face social stigma and 

guilt from people around them, it prevents any clinic service. They experience high levels of 

depression and stop sharing their feelings with anyone. A promising study revealed that 

bereaved individuals (bereaved parents) were found to be more depressed as they were unable 

to identify or answer why someone would die, not making sense of factors behind committing 

suicide and still they were considered responsible for child suicide (Ali, 2015). 

Findings of the longitudinal studies have depicted that compared to men, women are at 

higher risk of depression, and men have less vulnerability against traumatic events. It is because 

women have less exposure to news and have more feeling-expression capability which is why 

women have a higher risk of depression as compared to men (de Groot et al., 2013., Saarinen 
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et. al., 2000;). A sibling shares a close and connected relationship when they face the loss of 

their dear one. They experience a great deal of distress, insomnia, behavioral difficulties and 

depression. Siblings who live far from each other may show low-level symptoms of depression, 

but according to twin studies siblings may suffer from a great psychological loss, adjustment 

issues, and lower satisfaction and expectations from life (Rostila et al., 2012). 

For suicide bereavement, there is a significant relationship between physical and 

psychological outcomes. In recent studies, psychological outcomes like anxiety, depression 

and post-traumatic stress disorder were found to be complex in those who were bereaved by 

suicide in comparison with other modes of death. Depression has a high rate and is found in 

bereaved family members, approximately (30.5%) of alleviated rates of depression were seen 

in these individuals. Suicide bereavement is linked with heightened levels of depression and 

suicidal attempts (Bolton et al., 2013). Those who are bereaved by suicide seek help and have 

feelings of guilt, sadness, anger, nightmares and depression (McMenamy et al., 2008; Pettersen 

et al., 2015). Depression was at elevated levels and with great intensity, having a positive 

relationship with suicide bereavement (Feigelman et al., 2009).  

Behavioral activation has depicted that when environmental reward use is reduced, and 

there is an increased use of depressive behaviors, healthy behavior and quality of life are extinct 

(Stats et al, 1985). Theories have depicted that the persistence and development of depression 

is due to decreased environmental positive reinforces (Carvalho et al., 2011). Less use of 

environmental rewards led to clinical depression, dysphoria, and passivity (Lewinsohn, 1974). 

A smaller number of environmental reinforcers is proposed as the main mediator for severe 

depression and overt behavior (Lewinsohn, 1974). When there are fewer positive reinforcers 

in the environment, the antecedent (an event that caused depression) and the consequence i.e., 

depression will have a positive relationship (Marlena et al., 2012; Lewinsohn & Graf, 1973).  
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Studies have shown a connection between mood state and pleasant events, and 

individuals who report fewer positive events, less use of environmental reward, and less ability 

to get reinforcement ultimately lead to greater depression (Hopko et al., 2003; Lewinsohn & 

Graf, 1973; MacPhillamy & Lewinsohn 1973). However, the context in which depression is 

experienced, particularly in relation to suicide bereavement, remains unclear. This uncertainty 

underscores the strong rationale for conducting this study.  

      According to Pitam et al. (2020) behavioral activation is an effective therapy for involving 

individuals in those activities that are mindful and peaceful for them but it can also lead to 

environmental rewards. Environmental rewards may include social interactions and the 

pleasurable activities that play an important role for the reduction in the depression.  However, 

these activities or the social interactions are the stressors for the individuals, as they can result 

in isolation, over thinking and can also insomnia which lead to the symptoms of depression 

(Pitam et al., 2020). Hence, behavioral activation is not always effective, considering the 

environment, quality of activity and social interactions are also very important. 

 One of the study depicts that poor emotional regulation in suicide bereaved people can 

also result in the increase in depressive symptoms. Emotion regulation is the ability to manage 

emotional experiences effectively. Those individuals who have poor emotional regulation, are 

not able to find pleasure in any situation and may find struggle to derive peace and satisfaction 

from environmental rewards even when these rewards are available. This results in the suicide 

bereaved people’s involvement in the pleasurable activities which results in the increase of 

depressive symptoms (Hardt, 2023). 

 Past findings demonstrate showed that those suicide bereaved individuals who were 

involved in cognitive biases such as negatively judging an event or concentrating on negative 

aspects of a situation, may experience depressive symptoms. Individuals in the suicide 
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bereavement phase, have the chances to negatively evaluate the pleasurable events that can 

lead to the symptoms of depressions such as lack of interest or pleasure, isolation and over 

thinking. study also showed that the passive and repetitive focus on these negative situations 

(rumination), can result in the depressive symptoms in the suicide bereaved people which also 

stir emotions and mood regulation among them (Pitam et al., 2018). 

Past literature covers the relationship of suicide bereavement and depression, but 

evidence regarding the environmental reinforces affecting the bereavement and psychological 

and social factors are not substantial. To understand the relationship between environmental 

rewards with depression while facing suicide bereavement, there is a need to evaluate the 

relationship between depression and suicide bereavement at first. Therefore, this study aims to 

investigate the relationship between suicide bereavement and depression. 

The environmental rewards, specifically, involvement in positive activities has been 

researched for reducing depression (McPhee et al., 2020, Sturmey et al., 2009).  But no prior 

research has seen the impact of suicide bereavement on contemporary relationship among 

environmental rewards and depression.  

The present study predicted that “Environmental rewards will have a negative 

association with common mental disorders (depression), and environmental reward will have 

a moderating role in the relationship of suicide bereavement and psychological outcomes.”   

Suicide bereavement and anxiety, feelings of agony, despair, distress, irritability, temper loss 

or severe mood swings, restlessness and ever-present body aches or headaches are the emblems 

of anxiety common in suicide bereavement.  

Bereavement is a natural grieving process; however, most individuals hide their 

feelings and as a result, face increased levels of stress, anxiety and depression. It is good to be 

with those who care for us, as they tend to provide a secure base, share their success and are 
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always motivate others to do new things.  They are secure places where one can return to when 

under stress.  

If a certain person is not available or not responding, it creates a situation which causes 

anxiety and it can be seen during acute grief. However, the acute anxiety promotes negative 

feelings, guilt, shame and suicidal ideation. In other words, it seems as a root as it germinates 

suicidal ideation, and that gets complex in future (Young et. al., 2012).  

In one way or the other, anxiety, depression and post-traumatic stress disorder are 

interlinked and come under the fold of clinical features that involve suicide bereavement, 

respectively (Tidemalm et. al., 2011). Suicide bereavement may cause maximum level of 

anxiety and fear. Zisook (1990) noted anxiety symptoms are more prevalent than expected. It 

was noted that early bereavement may cause symptoms of anxiety which is more prevalent 

than is often appreciated.” It was also noticed that earlier stages and age of the individual 

bereaving may bring feelings of insecurity, helplessness, and inadequacy which get 

compounded with stressors like social isolation and financial constraints.  

Suicide Bereavement and Anxiety  

Studies revealed that bereavement causes poor mental health with anxiety disorders. 

When a child is separated from a loved one then anxiety is the natural reaction. It is seen in 

adults and children and this occurrence of anxiety and complicated grief can make it difficult 

to have natural reactions to grief, and cause pain due to heightened anxiety (Shear et al., 2012). 

Traumatic events lead to a high level of risk of anxiety and traumatic grief. Anxiety symptoms 

can be seen between 3-6 months after the traumatic event occurs, and it may not become 

prolonged if treated with clinical help. The findings imply that long-term physical and 

psychological health issues and unhealthy coping mechanisms may not always be caused by 
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the stress of bereavement. Instead, it seems that psychological consequences like profound 

bereavement are important to consider when choosing which bereaved people to support who 

are vulnerable to long-term dysfunction (Holly et al., 1997). 

Sometimes, when significant others are not available or we perceive that they are in 

danger, we often experience some degree of separation anxiety correspondingly, separation 

anxiety is usually a prominent feature of acute grief (Shear et al., 2012). Loss of a bereaved 

individual can cause or worsen major depressive disorder (MDD), and complicate grief, where 

it’s difficult to experience a natural healing process (Rosenberg et al., 2021). The majority of 

people experience intense bereavement in connection with the loss of a loved one, and after 

taking part in bereavement support group for several years show no apparent change in sadness, 

anxiety, or depression.  

The findings consequently highlight the issue of whether bereavement support groups 

can truly help the bereaved. It might be kept under consideration that the bereavement period 

for every individual is different, and every person expresses it uniquely’ however, based on 

responses it might not be possible to get an insight into anxiety and depression without the 

support group intervention (Näppä et al., 2016). 

      Previous study suggests that suicide bereaved individual may overestimate threats in every 

situation even in those situations where environmental rewards are present. These 

overestimations from suicide bereaved individuals can result in the symptoms of anxiety and 

that environmental reward may not always be effective in coping the anxiety symptoms but in 

some aspects also increase them (Hanschmidt et al., 2016). Research suggests that suicide 

bereaved individuals can alter and change the rewards processing from environment which 

results in the diminishment of pleasurable feelings and can leads to anxiety (Shear & 

Skritskaya, 2012). 
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 Earlier research shows that neurobiological pathways play an important role for the 

reduction and increase of anxiety in the presence of environmental reward. Amygdala works 

for processing of fear and responding to a threatening situation. If in the suicide bereaved 

individuals, amygdala is not processing fear effectively and also the threatening situations, the 

individuals may not find pleasure in any activity or reward from environment and perceived 

threatening situations even in the presence of environmental rewards, which may result in the 

increase of anxiety symptoms (Fox et al., 2015). 

              Prior study depicts that suicide bereaved individuals often engage in the avoidance 

behavior, as they may want to avoid people, social interaction and also avoid pleasurable 

activities. If the suicide bereaved people demonstrate avoidance behavior, which include 

behaviors that avoid factors from environmental rewards, and can lead to enhanced anxiety. 

They avoid them because of the negative perception of the event (Andriessen & Krysinska, 

2020). Research also suggests that those individuals who lost their loved one to suicide may 

have low self-efficacy and lack of control over their environment. So if the suicide bereaved 

individuals have a lack of control over the circumstances, this can lead to low self-efficacy and 

may also result in anxiety among these people (Valois et al., 2015). 

 Earlier research shows that there are many cognitive theories that indicates that suicide 

bereaved people are prone to negative appraisals of the positive or neutral environmental 

rewards. These negative appraisals result in the diminished positive rewards from the 

environment which results in increased anxiety symptoms of suicide bereaved people (Barkus, 

2021). A research indicates that those suicide bereaved people who have high level of 

physiological arousal can reduce the enjoyment of positive events from the environmental 

rewards. This physiological arousal makes them difficult to fully participate and engage in the 

pleasurable activities and environmental rewards which can results in increased anxiety 

symptoms among suicide bereaved people (Pizzie & Kraemer, 2021) 
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 Past studies have shown that suicide bereaved people often find it challenging to 

regulate their emotions effectively. Therefore, this emotion dysregulation from suicide 

bereaved people may find it challenging to derive the pleasurable experience from 

environmental reward and to regulate the emotions effectively which results in the increase in 

anxiety symptoms (Yang et al., 2023). Research also suggests that social support plays an 

important role in coping with the trauma of suicide bereaved people. Those individuals who 

lost their loved one to suicide may have low social support or social interactions may not 

experience the full benefits of environmental rewards and may results in increase anxiety 

symptoms (Buur et al., 2023). 

Past literature showed the effects of environmental enrichment rewards on anxiety 

related to drug addiction and substance intake (Rodríguez-Ortega & Cubero 2018). Another 

study was about behavioral activation and depressed and anxious university students 

(Gawrysiak et al., 2009).  Past studies also investigated the relationship between anxiety and 

suicide and the role of stressors (Taylor et al., 2011). To the best knowledge of the researcher 

not even a single study has examined the negative relationship between behavioral activation 

rewards operating in the environment and anxiety. This study is the foremost in studying the 

environmental rewards effects on the levels of anxiety caused by suicide bereavement. 

The study conceptualizes that if environmental rewards mitigate the relationship 

between anxiety and depression as shown in past literature, it would have an impact on the 

anxiety and depression caused by suicide bereavement. Another significant aspect which this 

study fulfilled is that it is based on the lived experiences of the parents and siblings who are 

struggling with anxiety, and will show whether environmental reinforcement have reduced 

their anxiety or not. Past research has investigated that anxiety and use of environmental 

rewards bring changes in anxiety symptoms and environmental reward is an important outcome 
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in behavioral activation (Stein et al., 2020). These studies have been conducted with the general 

population affected with anxiety whereas specific populations about suicide bereavement have 

not been studied yet and it is the gap found in most of the studies. 

Suicide Bereavement and Post-traumatic stress disorder  

Another research also indicates that post-traumatic stress disorder, anxiety, and despair 

are among the longtime psychological influences. Additionally, parents may experience 

complex grief, characterized by an extended mourning period that interferes with everyday 

functioning (Soole et al., 2015). According to Calati et al. (2019), social isolation can be 

brought on via the stigma associated with suicide. Parents may also keep away from social 

interaction out of embarrassment.  The effectiveness and accessibility of help-systems vary. 

Suicide is a horrible and scary concept, bereaved individuals, frequently experience and suffer 

from post-traumatic stress disorder, worry, anxiousness and despair.  

A serious and severe mental illness post-traumatic stress disorder, or post-traumatic 

stress disorder, usually results from experiencing and witnessing stressful circumstances and 

situations. The sudden and abrupt, and sometimes violent or brutal character of the loss in the 

context of suicide bereavement can lead to and result in the development of post-traumatic 

stress disorder. Suicide bereaved who suffer and undergo from post-traumatic stress disorder 

may experience and develop a variety of symptoms, such as hyper-arousal (irritability, trouble 

falling sleeping, and hyper vigilance), recalling and reliving the traumatic event (flashbacks, 

nightmares), avoiding and preventing reminders of the trauma, and negative mood and thought 

changes (feelings of guilt, anger, or detachment). Rehabilitating and healing from post-

traumatic stress disorder can be more challenging and distressing for survivors when it coexists 

with other mental health conditions including, use and abuse of drugs, depression, or anxiety 

(Mitchell & Terhorst, 2017). 
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Suicides may be extremely and highly devastating because they are sudden and 

unexpected, violent deaths. Bereaved have painful and difficult images and strong 

recollections, that can worsen post-traumatic stress disorder. Studies show that those who saw 

a suicide attempt, or found the body had a higher risk of developing and suffering from post-

traumatic stress disorder. Post-traumatic stress disorder symptoms can be made worse by 

intense and severe feelings of shame and self-blame, which are prevalent and frequent among 

suicide bereaved.  

The bereaved might ask what they might have done to stop and prevent the death from 

happening again. Post-traumatic stress disorder affects and impacts one's mental and physical 

wellbeing and overall health. as it causes ongoing anxiety, stress, emotional numbness, and 

challenges with day-to-day functioning and daily tasks. Post-traumatic stress disorder seriously 

compromises mental health. Relationships at the workplace, and overall quality of life may all 

suffer. Long-term and chronic stress related to post traumatic stress disorder can also be 

harmful and detrimental to one's health, as it can weaken and lower the immunity, raise or 

increase the risk of heart disease, and result and lead to in gastrointestinal issues. 

Complying with suicide in Pakistan, social, religious, and cultural factors and other 

variables all have an impact on post-traumatic stress disorder. In Pakistani culture, the family 

is the primary and main institution of support. But the guilt attached and associated to suicide 

may ruin and destroy family dynamics, causing or creating isolation, and aggravating or 

worsening post-traumatic stress disorder symptoms. Because of the social pressure to maintain 

and uphold family honor, trauma survivors may decide to keep their experiences and 

losses hidden and concealed. Pakistani society and culture are a collectivistic culture, which 

means that personal tragedies and traumas, like suicide, are often and frequently made public 

and subjected to criticism and shame. The trauma and post-traumatic stress disorder symptoms 
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of bereaved might experience deterioration as a result and consequences of such public 

exposure and contact.  

In Islamic perspective, suicide is considered a serious sin. It can cause and 

lead survivors to experience and go through intense shame, severe guilt and spiritual 

suffering. This spiritual perspective and thinking may worsen the signs of post-traumatic stress 

disorder, as they add a layer of existential and moral crises to the mental trauma. For obtaining 

relief or comfort, some people with post-traumatic stress disorder turn to social guide networks, 

aid businesses, and religious practices and rituals. However, stigmatizing suicide 

among religious communities can also result and lead to rejection and isolation, worsening the 

bereavement process. The symptoms of post-traumatic stress disorder may intensify or 

worsen due to social isolation brought on by the stigma associated and linked with suicide in 

Pakistan. Bereaved can decide to process their trauma in solitude and isolation if they are afraid 

of being rejected, ignored and judged (Adil et al., 2023). 

Direct or indirect exposure to prolonged and acute psychological event that is tragic and for an 

individual comes under the fold of posttraumatic stress disorder (APA, 2013). Those bereaved 

by suicide who witness the death or find the body, may experience the symptoms of post-

traumatic stress disorder such as flashbacks or nightmares.  Young et al., (2012) proposed that 

the probability of Post-traumatic stress disorder is higher in survivors of suicide bereavement 

as compared to the other types of death. He also put forward the notion that people who lost 

their loved ones are generally separated from societal activities and live passively. This can 

enhance suicidal ideation and psychological distress that gets prolonged and acute, hence, the 

need for developing post-traumatic stress disorder which need to be dealt with promptly. In 

such cases psychiatric and psychological services become necessary in order to avoid suicidal 

ideation or another harmful aftermath (Young et. al., 2012). If indulgence in positive activities 

in any way prove to be the environmental reward, psychological distress and post-traumatic 
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stress disorder would reduce. The idea of investigating the relationship between suicidal 

bereavement and psychological outcomes with environmental rewards intervention was to 

build evidence for the enhancement of psychological therapies imbedded in with the 

surrounding positive factors.  

Murphy and Johnson (2002) concluded that parents whose children died by violent 

death risked the diagnostic criteria for post-traumatic stress disorder and mental disturbance 

five years after the event. It was evident that post-traumatic stress disorder is more prominent, 

and symptoms of post-traumatic stress disorder exist up to even after five years of the death. 

In comparison, three times as many mothers and twice as many fathers met the criteria for a 

diagnosis of post-traumatic stress disorder. 

The psychological suffering experienced by the suicide-bereaved individuals occurs 

due to attempts at understanding the motives behind suicide. Bereaved individuals mostly 

exaggerate their relationship complexities with the deceased and blame themselves. Therefore, 

they suffer from psychological issues, mainly post-traumatic stress disorder and major 

depressive disorder (MDD). They not only suffer from mental illness but also suffer from 

emotional confusion - the confusion and ambiguity are major concerns for psychological 

suffering because bereaved individuals may live their entire lives attempting to find validity to 

these questions (Berardelli et al., 2020). 

Longitudinal design-based research by Erlangsen, et al (2014) focused on bereavement 

after spousal suicide. They identified that beavered spouse faced mental, physical and social 

health issues. In mental disorders, it was found that anxiety, post-traumatic stress disorder, 

mood disorders, and drug use disorders were more common in bereaved spouses.  
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Individuals who have lost someone to suicide and if they choose to share their feelings, 

and also have social support, and a more positive approach towards self-regulation are more in 

a position to experience personal growth after the suicide tragedy (Levi-Belz 2015,2016). 

Those who demonstrate high resilience and growth have higher levels of PTG among suicide 

bereaved. (Moore, Cerel, & Jobes, 2015). However, positive activities and environmental 

rewards affect the relationship of suicide bereavement with the psychological outcome, 

specifically, loneliness with post-traumatic disorder and no prior investigation has been done 

regarding this area (Levi- Belz, 2017). Past literature showed a case study studying Behavioral 

activation effects with co-morbid post-traumatic stress disorder with depression (Patrick et al., 

2004), however, the present study has undertaken the initiative to investigate this significant 

aspect by studying the effects of environmental-reward within the parameters of suicide 

bereavement specifically with post-traumatic stress disorder as an outcome. We believe if 

environmental rewards affect depression, then it would affect depression when co-morbid with 

post-traumatic stress disorder caused by suicide bereavement. 

Critical analysis of the above research highlights the relationship between post-

traumatic stress disorder and suicide bereavement, but does not find the moderating role of 

environmental rewards on their relationship. The present study was conducted to explore these 

rewards in qualitative interviews, and then to test the relationship between these rewards and 

outcomes quantitatively.  

Post-traumatic growth  

It refers to the adaptive outcome of any adverse experience including bereavement. Post 

traumatic growth is a construct of positive psychology. This term was proposed by Calhoun 

and Tedeschi (1996) and since then the term is prevalent in literature. It is considered Growth 

both as an outcome, and a process (Walter & Bates, 2012). As a process, growth helps in 
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escaping the negative effects of traumatic event through distortion of certain aspects of the 

event (Maercker & ZoeIIner, 2004). Reinforcing the concept, Park (1999) argued that the 

absence of negative association of growth with distress is the indicator that the individuals 

reporting growth distorted the adverse effects of trauma.  

 Zoelllner and Maercker (2006) viewed post traumatic growth as recovery from trauma and 

personal growth of the individual. It can be viewed as combination of adaptive transformations 

(Beachem et al, 2018) which is reflected in the presence of five distinct domains: a) view of 

having better relations with others, b). possibilities in life, c). enhanced personal growth, d). 

increased appreciation of life, and spiritual enhancement on post traumatic growth inventory. 

According to Calhoun, Cann, Tedeschi and McMillian (2000), post traumatic growth is a 

significant positive change, which people report in the context of coping with the adversities, 

such as, bereavement. It is now a widely accepted notion that growth implies adaptive changes 

that occur as an outcome of dealing with adverse event (Tedeschi & Calhoun, 2004). However, 

according to Janoff-Bulman (2014) reconstruction of the shattered schemas is termed as 

growth. Besides individual level, growth can also be experienced at a collective and community 

level (Wlodarczyk, Basabe, Paez, Villagran & Reyes, 2017). 

The dimensions of growth include: (a) view of having enhanced relations with other people (b) 

having opportunity and possibilities (c) enhanced personal strengths (d) increased gratitude for 

life (e) and spiritual betterment (Calhoun & Tedeschi 1996). These dimensions are reflected in 

improved confidence, empathy and esteem, closer relationships and easier communication with 

others, and more attention to the present moment along with increased spirituality (Arnedo & 

Caesellause- Grau, 2015).  
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Moreover, research has also indicated certain other characteristic of growth, reporting 

individuals, which include being judicious and more accommodating to extremities of life, 

being more mature and having higher self-efficacy, being more brave, having empathy, 

patience and tolerance, having more religious belief and spirituality, and having higher  

awareness about existence (Affleck, Tennen, & Rowe, 2012; Calhoun & Tedeschi, 1998b; 

Edmonds & Hooker, 1992; Schaefer & Moos, 2001; Yalom & Lieberman, 1991).  

The literature has also indicated that extremity of negative events is critical for post traumatic 

growth (ZoeIIner & Maercker, 2006), which means less stressful events may not yield ground 

for growth. The reports of growth have been documented in aftermath of a variety of adverse 

events, which range from bereavement and war to natural disasters, and terminal disease such 

as cancer (Barakat, Adelfer, & Kazak, 2006; Colville & Cream, 2009; EngeIkemyers & 

Marwit, 2008). With reference to time of growth occurrence, there is divided opinion about the 

length of time it takes for growth to occur. Calhoun and Tedeschi have stated that moving 

forward is a lengthy process, whereas (Frazier et al., 2001) have observed that growth has been 

reported even after two weeks of bereavement.  

Post traumatic growth and other similar concepts 

There are various concepts which appear to be quite similar in meaning to the idea of 

Post traumatic growth. They include growth related to stress (Park et al.,1996), to adversarial 

experiences (Joseph & Linley, 2005), benefit finding (Affleck et al.,1996) and thriving (Carver, 

Schier, & Weintraub, 1989). Only post traumatic growth conceptually represents the positive 

change after trauma as an expected outcome, and not as a coping mechanism of extremely 

adverse events, and as a psychological experience that may last concurrently with distress.  
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Post traumatic growth is a phenomenon that goes beyond the coping mechanism whereas 

concepts of resilience, hardiness, optimism, and sense of coherence, imply characteristics of an 

individual that may help in dealing with adversities (Tedeschi & Calhoun, 2004). There is a 

fundamental difference between post traumatic growth and the concept of resilience. The 

former refers to perception and occurrence of adaptive changes that may not have been present 

before the adverse event whereas, the latter refers to the restoration of pre-trauma state 

(Cardenas-Castro, Martinez, & Abarca, 2016). 

        Post traumatic growth implies experience of every psychologically adaptive change that 

occurs while struggling with the life challenges (Joseph & linely, 2008; Tedeschi & Calhoun, 

2004). In fact, we view every aspect of our life in the light of our core beliefs (Janoff-Bulman, 

1992). The spirit of post traumatic growth is to recover from the damage to the core beliefs by 

the traumatic event (Janoff-Bulman, 2014) and the struggle to reconstruct these beliefs (Taku, 

Calhoun, Tedeschi, Gil-Rivasv, Kilmer, Cann, 2007; Triplett, Tedeschi, Cann, Calhoun, & 

Reeve, 2012). According to Khanna and Greyson, (2015) growth implies an improved 

psychological state that is beyond the pre-trauma state.  

Post traumatic growth and Distress 

Distress is a natural response to adverse experiences; the more the adversity, greater the 

distress. The research has indicated that extremely stressful events can lead to growth (e.g., 

Tedeschi & Calhoun, 1995, 2004). However, Occurrence of growth does not lead to a decrease 

in psychological distress (Calhoun, Tedeschi, Cann, & Hanks, 2010), instead severity of stress 

appears to be a pre-requisite for growth, since it is an outcome of struggling with extremely 

distressful events (Calhoun & Tedeschi, 2014). Post traumatic growth concept has been 

described by its profoundness as a positive mental health change which is experienced due to 

a struggle in challenging life situations (Tedeschi, & Calhoun, 2004). 
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It is in this context that understanding of the growth and distress relation appears 

important and valuable. It is one of the most debated topics in post-traumatic growth literature 

(Hall, Saltzman, Canetti, & Hobfoll, 2015). The Important questions, in this regard are: (a) 

growth means absence of distress, (b) Are these two constructs concurrent, or (c) Is there any 

relation between the two constructs. To answer these questions, three possible patterns of 

growth and distress relations have been documented in the literature.  

Some studies have indicated negative association of growth with distress (e.g., Frazier 

et al., 2001). In this way, they are not different from each other (Dekel, Eindor, & Solomon, 

2012). In contrast, other studies have reported positive association between the two 

phenomena. For example, Solomon and Dekel (2007) have reported that more distress leads to 

more growth. A meta-analytical review has also reported positive association of post traumatic 

growth with post-traumatic stress disorder (Hall et al, 2015). In a sample of young Iraqi war 

survivors living in Turkey, Kilie, Magruder, and Koryurek (2016) observed positive 

association of post-traumatic stress disorder symptoms with growth.  

However, past studies have reported that growth is independent of distress as no 

significant association of growth with distress was observed (e.g., Joseph, Williams & Yule, 

1993). Very few studies have supported the association. A study by Bayer-Topilsky, Itzhaky, 

Dekel, and Marmor (2013) reported non-significant association of growth with distress. 

Widows, Jacobsen, Boot jones, and Fields (2005) reported the co-existence of post traumatic 

growth and distress. In a study, mothers, who were bereaved by death of neonatal babies, 

reported some experience of growth aligned with the ongoing distress (Waugh, Kiemle & 

Slade, 2018). 
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In a sample of Australian ambulance personnel, Ragger, Heibeler- Ragger, Herzog, 

Kapfhammer, and Unterrainer, (2019) observed that growth and distress are independent of 

each other, and they coexist in the aftermath of critical incidents. The Organismic valuing 

process theory (Joseph & Linely, 2005) also postulates growth and distress as independent of 

each other.  

A few studies have explored distress and growth relationship (Laufer & Solomon, 

2010); review of the extensive literature shows that there are findings on the relation between 

growth and distress (Hungerbuhler, Vollrath, & Landolt, 2011). Different studies have reported 

different findings about this relation that include (a) positive relationship (Sawyer, Ayers, & 

Field, 2010), (c) Curvilinear relationship (d) no relationship at all. According to these findings 

it can be summarized that the relationship between growth and distress vary, and that growth 

is possible (a) in the absence of post-traumatic stress or (b) they can exist simultaneously 

(Folkman, 2008).  

Suicide Bereavement and post traumatic growth 

Possibility of growth in the context of bereavement and other adversities is largely 

documented in extant literature (e.g., EngeIkemeyers & Marwit,2008). The concept of growth 

while experiencing adversity has been in existence for long; however, attention of researchers 

and mental health practitioners has only recently shifted in this direction (Dekel, Mandl, & 

Solomon, 2011). With this change in focus, many studies have documented reporting of growth 

following bereavement and other adversities (e.g., Braun & Berg, 1994., Calhoun & Tedeschi, 

1998b).  

Bereavement which is traumatic event it can cause adverse mental health issues and 

cause suffering (Hungerbuehler et al., 2011); Those people who struggle with such distressing 
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event, there could be chances to have adaptive change in them. Joseph and Linley (2008) and 

Znoj (2005) have reported that individuals who were bereaved with suicide have they get 

stronger with passage of time and also become more resilient with any adversity they have 

faced. Carlsoon and Nilsson (2007) study on post traumatic growth and suicide bereavement 

have also reported that there is chances of growth after bereavement. Studies on neonate babies’ 

death reflect that there is chances that mother recover and grow after the bereavement (e.g., 

Waugh, Kiemle, Slade, 2018). In bereaved members who have experienced negative events of 

disaster, war, cancer, and any other type of bereavement they have also reported growth. 

(EngeIkemeyers & Marwit, 2008, Joseph & Lineley, 2005).  

When an individual faces struggle in life it can lead to positive changes which amounts 

to benefit (Affleck & Tennen, 1996), growth related to stress (Park, et al., 1996) and most 

commonly growth (PTG) (Tedeschi & Calhoun, 2004). It also includes having strong feelings, 

becoming close to friends and family, having greater appreciation for life, and having new 

possibilities, and positive change towards religion or spirituality. After bereavement, post 

traumatic growth is most likely to occur, when someone lose a loved one, it may increase 

feelings towards others, such as an achieving feeling of connectedness, and a new meaning to 

life. (Calhoun et al.,2010). Thus, after prenatal death, and death of family members and 

friends(non-violent), post traumatic growth has been observed (e.g., Bartl, et al., 2018).  

The question remains if the post traumatic growth is adaptive or is it maladaptive 

response?  Traditionally, adaptive cognitive recovery mechanism has been found to have 

beneficial outcome, whereas others have pointed out that post traumatic growth hamper 

recovery with self-deceptive/avoidant strategy (e.g., Boals & Schuler, 2018; Frazier et al., 

2009). Zoellner and Maercker (2006) posited the “Janus-face” model of post traumatic growth, 

which holds that perceptions of post traumatic growth may be helpful in processing a major 
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stressful life-event, but there are some positive illusions which counterbalance emotional 

turmoil.  

In earlier studies, the term post-traumatic growth is not only linked with emotion and 

problem focused mechanism, but also with avoidance and denial coping (Boals & Schuler, 

2018). When traumatic aspect of loss is avoided it sometime hampers recovery and cause acute 

reactions (Boelen, van den Hout, & van den Bout, 2006). 

Thus, it can be assumed that more post traumatic growth might result in maladaptive 

coping/behaviors that could further result in mental health problems. Earlier studies have 

shown that bereaved population have links with prolonged grief symptoms and post traumatic 

growth (e.g., Currier et al., 2012) and a connection of Post-traumatic stress disorder symptoms 

of post traumatic growth which is positive, but have non-significant relation. (e.g., Taku et al., 

2008). The finding of meta-analysis depicts that there is an inverse relation between post 

traumatic growth and depression, however, it is not related to anxiety (Helgeson, et al., 2006). 

Self-perception is one of the areas in which change would be noticed due to post-

traumatic growth other than five other areas (Calhoun, & Tedeschi, 2008). Growth concept 

which is more vulnerable yet stronger can be measured through self-concept. When a sudden 

or violent death occurs in a family, they tend to believe they are also vulnerable to it, and life 

is unexpected, unpredictable and anything tragic can happen, but at the same time this 

experience helps them to become more confident and stronger. Another domain of post-

traumatic growth is that relationship with others change in a positive way. One of the aspects 

of growth is that crises or loss can cause negative impact in life and a negative change in 

relationships. Positive change in relationships are also reported by bereaved people. This 

change happens mostly with close and significant family members and close friends. In post-
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traumatic growth, there is a sense of connectedness towards other people which brings feeling 

of compassion in general and towards others, who suffer from similar loss.  

Another category of post traumatic growth is new possibilities; it opens up hope or 

possibility to begin new relationships. It is certain that the one they have lost cannot come back, 

and they themselves will not behave the same way, but the space created due to loss makes 

space for other people to enter in their life. In post-traumatic growth individuals start 

appreciating life, and it is difficult for some people to accept this change, but they attempt to 

involve themselves in new habits, and live more diligently. 

Other areas of post traumatic growth include existential approach, which shows its 

spiritual and religious aspects, depending on geographical and cultural aspects. Due to 

connection with deceased, individuals experience change, and a new understanding of 

themselves, and their existence as human beings. This aspect is reported in multiple studies on 

bereavement. In a study of group of bereaved parents, religious coping was identified as one 

of the top three indicators of post-traumatic growth (Znoj, 2006). For those caregivers bereaved 

due to HIV, spirituality was one important source of growth (Cadell, 2007).  

In literature, negative outputs for bereavement are mainly highlighted and documented; 

however positive outputs have received very little attention (Eisma et al., 2019). Although there 

is a great deal of interest about post traumatic growth, limited consensus has been observed 

about positive life changes, as seen in cross-sectional design studies, with limited small samples 

(Engelhard et al., 2014). Most of the studies focused on qualitative interview to understand the 

local context. The five domains typically do not include all methods of grieving process, and 

once explored in context with parents and siblings some new factors will emerge.  
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Experiencing negative symptoms is common for trauma survivors which normally fade 

away with passage of time (Rothbaum et al.,1992). Some of the survivors develop resilience 

and post traumatic growth (Foa & Riggs, 1995; Solomon & Dekel, 2007). However, some of 

the trauma survivors develop post-traumatic stress disorder (Green, 1994). Theoretical 

literature and empirical studies showed evidence in support of both the negative and positive 

outcomes of bereavement experiences. As a matter of fact, most of the past studies have 

reported maladaptive outcomes of bereavement experiences such as prolonged grief, 

depression and post-traumatic stress disorder. 

Since the emergence of positive psychology, exploring the possibility of positive 

outcomes has also been a focus of research. The trend of exploring growth in the aftermath of 

adverse events began in the 1990’s (Naik & Khan, 2019). Maitlis (2019) has also asserted that 

growth has been the focus of research for more than two decades. According to Cadell, Rehghr 

and Hemsworth (2003), initially evidence of growth was recorded by Moos and Schaefer 

(1986). Many studies have documented this change in focus of bereavement and trauma 

research from negative to positive outcomes (e.g., Helgeson, Reynolds & Tomich, 2006; Laufer 

& Solomon, 2010). Numerous studies have now documented reports of positive and adaptive 

outcomes of bereavement, as well as. adverse experiences.  

In literature, the positive and adaptive outcomes are discussed in different terms such 

as benefit-finding, post-traumatic growth hardiness, growth related to stress, positive changes. 

The term post traumatic growth is considered as a more appropriate term to refer to the adaptive 

outcomes of adverse events and it is more prevalent in research.  

Suicide bereavement has immediate social consequences. Research indicates that 

bereaved often enjoy an abundance of aid from friends, circle of relatives, and the community 
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in the instant wake of the loss. But over the years, this aid typically wanes, leaving human 

beings to handle their grief commonly on their very own.  

Research also indicates that losing a cherished one can critically intrude with daily 

functioning. Following the initial period of social adjustment, suicide bereavement can arise in 

social adjustment rather shortly. Past findings shows that with growing intensity of grief, social 

disengagement is standard. Bereaved might also have a smaller social circle, and probably 

reveal the feelings of loneliness and being isolated from people who do not completely 

understand their struggles. According to studies, suicide stigma can cause discrimination and 

judgment from society. Bereaved can also enjoy insensitive comments or a lack of 

comprehension, which can isolate them even more, and make their grieving extra difficult 

(Pitman et al., 2016). After a quick term of social modifications, suicide bereavement can 

purpose medium term social changes and modifications.  According to the studies, conducting 

network activities, including aid organizations or suicide prevention advocacy, can offer 

consolation for bereaved. These hobbies can offer a feeling of cause and connection 

(Andriessen et al., 2016). 

After a medium time period social adjustment, suicide bereavement causes long term 

social variation. Research shows that over the years, bereaved regularly reconstruct their social 

networks, developing new relationships and fortifying those that already exist. Reintegrating 

into society is vital for fitness and restoration. Research additionally shows that many bereaved 

use their sorrow as motivation for intellectual growth and suicide prevention (Feigelmen et al., 

2018). 

When suicide bereavement period is extended, it affects personal area of an individual 

and becomes extremely stressful. According to Feigelman and Jordan (2009), even though it is 

hard, prolonged bereavement can result in profound non-public development. The high-quality 

psychological changes that can make an individual over extremely difficult life occasions are 
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known as growth. People often uncover resilience and inner strengths they were formerly 

unaware of. Their extended fortitude will allow them to address limitations in the future with 

greater efficiency (Drapeu et al., 2016). 

Studies reveal that following bereavement, relationships come to be more meaningful 

and richer. Additionally, bereaved possibly grow in empathy and compassion that could 

beautify their relationships. A man or woman often become appreciative of being alive after 

suffering the excessive loss of a cherished one. The bereaved ought to get a clear feel of 

motives, and discover ways to value things/relationships which can become very important to 

them (Andrissen et al., 2016). According to research, relationships become deeper and more 

meaningful after a loss. This can also entail a stronger bond with their faith, or a more expansive 

spirituality and a deep comprehension of problems of existence (Becker et al., 2007). 

Suicide Bereavement and Social Outcomes 

Alongside the psychological impact, suicide bereavement also has a social effect on the 

survivors. Research indicates the household of the deceased individual, due to the stigma 

associated with mental illness and suicide, may get socially isolated. This may make it even 

more difficult for them to invite help, and also be sincere about their stories (Gressier et al., 

2017). Past findings indicates that families bereaved by suicide also go through severe mental 

illness. Past research indicates that families have to frequently cope with more than intense 

emotions in addition to grief over a suicide, including helplessness, frustration, and melancholy 

associated with mental illness (Hoertal et al., 2015). Therapy, volunteering for organizations, 

and engaging in intellectual health advocacy are all useful coping techniques that assist people 

find meaning in life. Some households, despite their deep loss, experience a painful growth. 

The resilience that has been built over years of coping with the mental illness is usually 
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responsible for this development, which could result in tolerance, empathy, and focus 

(Bazrafshan et al., 2014). 

 Bereavement refers to the loss of one with whom one has a strong connection and bonding 

(Stroebe et. al., 2008) and when someone experiences suicide bereavement, the strong bonds 

of relationships become ruptured by physical and psychological detachment. The suicide 

bereaved tends to become more vulnerable against the catastrophic physical and psychological 

episodes. This higher vulnerability provides grounds for the risk of anxiety, post-traumatic 

stress disorder and depression (Pitman et. al., 2014). Guilt is increased and there is a heightened 

sense of rumination and mourning which may lead to prolonged grief disorder (Shear et al., 

2011). These psychological outcomes could be one of the reasons why people’s health 

deteriorates with time and they develop chronic health issues. 

Suicide bereavement not only has psychological, emotional or behavioral impacts, such 

as anxiety, grief, stress, or posttraumatic development, but it also causes and leads to stigma 

and shame. Individuals who have lost a loved one to suicide frequently experience or 

encounter shame and stigma. According to Evans and Abrahamson (2020), the social stigma 

exists around suicide can occasionally take the form and shape of unfair criticism, and 

opinions, rejection, disapproval and discrimination. These experiences and events can have a 

negative and adverse effect on the social and emotional health of individuals who have lost a 

loved one to suicide. 

Suicide bereavement and Stigma 

Suicide stigma often worsens people's suffering by making them feel even lonelier and 

ashamed. In addition to the severe emotional affects, many parents whose children pass away 

due to suicide, suffer from or experience serious and long-term psychological issues 

and problems, depression, anxiousness, and post-traumatic stress disorder. Understanding the 
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intricate relationship and connection between psychological, emotional, and social factors in 

parental loss and sorrow is vital in order to develop successful interventions, and support 

services that address the needs of bereaved parents (Pitman et al., 2014). 

Suicide is frequently seen, interpreted and viewed by society as an act of immorality or 

weakness of character, which results in severe and serious judgments and evaluations against 

the deceased and their relatives. This stigma can take many different forms, such as verbal 

assault, physical harm, social rejection. Survivors frequently internalize these unfavorable and 

negative views from society in addition to the external stigma, which leads to self-stigma. This 

includes feelings of regret, guilt, shame, and lack of self-worth. Self-stigma, according to Pipel 

and Amsel (2011), can make mental health problems worse and severe and prevent people from 

getting treatment. 

Perception about suicide is shaped by cultural norms and ideologies. It is considered as 

shameful act that bring dishonor to the family. These ideas affect how societies view survivors 

and keep stigma and shame alive (Logan et al., 2014). Islam forbids suicide as a wrong and 

condemns it as a sin. Family members or friends who have lost loved one to suicide suffer 

stigma and face criticism for society at large. Research Indicate that media also contribute to 

the stigma in society (Leauane et al.2021).  

Suicide bereaved people at different stages of the process can experience depression, 

anxiety and post-traumatic stress disorder often debilitating and difficult to manage. Stigma 

and shame can worsen mental health problems and emerging evidence suggests that avoidant 

social stigma negatively influences mental health outcomes.  

Stigma is not only an interpersonal experience, it is a relational process that can lead to 

social withdrawal and isolation. This problem is compounded after suicide loss because 

bereaved survivors have been all but cast out of their social circles; after a suicide loss, friends, 

family and neighbors will often withdraw at the very time that they most need support. As a 
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result, survivors often lack a network of people to which they can turn. Seeking help is impeded 

by stigma. Stigma can stop survivors reaching out for help. They might be unable to access 

assistance like mental health services, support groups and even assistance from friends and 

family because of the fear of disapproval and discrimination (San et al., 2019). 

The stigma and guilt surrounding suicide bereavement are firmly embedded in Pakistan 

due to cultural, social and religious issues. In Pakistani culture, family honor is a very important 

factor. In this way, suicide of a family member is often viewed as shame and a cause of 

embarrassment of the whole family. Because of the society’s focus on honor or face, the family 

of an individual who commits suicide may be stigmatized and become isolated from the whole 

community. Because Pakistani communities are close-knit, personal matters such as the suicide 

of a family member come to light quite fast. Families may therefore experience prejudice and 

social exclusion, which might lead to a generalized stigma in society (Shekhani et al., 2018) 

Islam, as the predominant religion in Pakistan, strongly opposes suicide as an 

unforgettable and deadly sin. This religious perspective subjects the bereaved families to 

grievance from both spiritual aspects as well as the wider public, which may intensify their 

emotions of guilt and embarrassment. The society’s failure to recognize suicide could 

aggravate the stigma, negative stereotypes and perceptions making it difficult for families to 

seek assistance or comfort from their religious community (Shakil, 2016). 

Families who lost their loved ones to suicide feel social isolation and exclusion, as the 

society does not accept these families. It is important for their relatives to be with them at their 

time of suffering and to help them cope with grief. 

The social exclusion that the bereaved experience might make them feel more mentally and 

emotionally troubled. The stigma that is related to mental disorders and suicide is an important 

obstacle and barrier to seeking treatment in Pakistan. The bereaved might be unable 

and reluctant to receive mental health assistance, support and care, support groups, or even 
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informal assistance or support from relatives and close friends due to the fear of stigma, 

rejection and punishment. They might experience and suffer more sorrow and discover that it 

is difficult and harder to cope with their loss when they receive no support (Creuze et al., 2022). 

Public awareness campaigns and educational programs have the chance and potential to change 

and influence the cultural attitudes and values about mental health and suicide by reducing 

stigma, and creating a more welcoming and kinder environment for families who have lost a 

loved one to suicide. 

Stigma is the disapproval of any negative act, which is socially unacceptable and based 

on conservational, judgmental and illogical beliefs that provoke distress (Ali & Rehna, 2022). 

If death is sudden and due to suicide, it is shocking and stigmatizing for the family. Pitman et., 

(2016) in a study have focused on perceived stigma (perception and awareness of others’ 

stigmatizing attitude) and noticed that a higher stigma score would be partially associated with 

suicide bereavement and negative outcomes like suicide attempts, depression and anxiety.  

One of the main differences between normal bereavement and suicide bereavement is 

the stigma received or experienced from the society that leads to isolation and mutism. 

Bereavement through suicide affects individuals deeply and creates a complex psychological 

and societal impact where family has to deal series of questions from the society; and 

eventually deal with emotional issues associated with that stigma (Cvinar, 2005). 

           Stigma narrows the person’s self and social identity at interpersonal and intrapersonal 

levels. The aftermath of stigma is dehumanization, marginalization, and separation from 

society which has an added negative impact on suicide bereavement (Chen & Courtwright, 

2016). Negative narrations lead to a negative emotional outburst, increasing the level of 

bereavement, as it directly attacks an individual’s personal connection with the rest of the 
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society permanently. On account of which bereaved may choose to live in loneliness (Chen & 

Courtwright, 2016). 

If the siblings of the deceased face stigmatization, parents feel for them, as they do not 

want their child to be hurt, because the chances of suicide attempts are higher in a sibling due 

to humiliation and stigma. Therefore, either way, parents feel far more psychological distress 

and are stigmatized in society (McClelland et al., 2020). 

In Pakistan, most of the cases of self-harm and suicide go unreported due to the stigma 

and Islamic laws against suicide. People who go through the bereavement period find 

themselves in an isolated sphere.  More so, clinicians and health care professionals usually fail 

to provide needed treatment to people reporting acts of self-harm. Pakistan to some extent being 

a collectivistic in cultural attributes, the people of this country feel shame and guilt while 

reporting such cases in the name of 'izzat' (dignity/honor, and respect) and declaring self-harm 

as an accident. They are reluctant to visit mental health professionals for fear of being labeled 

as ‘crazy /mad'. (Kiran et al., 2021). Bereaved Muslims (cause of death other than suicide) 

remain emotionally challenged but most of them reported that death is an eternal fact and 

therefore accepted it. Religious beliefs played a vital role in coping, and acceptance of death. 

However, on the other hand, bereaved individuals (who lost someone through suicide) remain 

reluctant to accept the loss due to religious laws and stigma related to suicide. Therefore, they 

prevent all gatherings, and alter crucial information related to suicide-related incident so that it 

is acceptable in society (Suhail et al., 2011).  

Most reported cases focused on women, while not a single study has found on men, as 

men always suppress their emotions and do not report feelings of sadness and depression due 

to the stigma, and their masculine traits (Ahmed et al., 2019). 
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Innumerable studies were designed to study suicide bereavement and stigma and their 

relationship (Feigelman et al., 2009). The more the perceived stigma, the more the 

psychological distress, suicidality, self-harm and depression. Despite the recognized negative 

impact of suicide stigma on the bereaved, studies on suicide bereavement and environmental 

rewards are scarce (Evans & Abrahamson, 2020). It is a significant fact that stigma leads to 

many other psychological and social outcomes related to suicide bereavement (Hanschmidt et 

al., 2016) and if we could check its association with environmental reward, it could benefit 

future research to plan behavioral activation techniques to counter social outcomes. 

Suicide Bereavement and Shame 

Feelings of worthlessness, a sense of desire to hide, lack of trust, and powerlessness are 

all associated with a feeling of shame and guilt. Moreover, feelings of regret, tension and 

remorse are also associated. In shame and guilt, major difference arises that guilt resulting in 

regret, remorse, and tension. When feeling shame, the ego is focused on self-evaluation, but in 

guilt it is more focused on others, that how an act impacts others. Projection of anger or its 

avoidance is motivated by shame whereas guilt motivates constructive engagement and 

reparative actions (Broucek, 1991; Tangney & Salovey, 1999). In the case of shame and guilt, 

heterogeneity is evident, but many researchers believe that negative evaluation of behavior 

results in guilt whereas once the global self is negatively evaluated it results in shame (Brown, 

2006; Tangney, Stuewig, & Mashek, 2007).  our sense of attachment and belonging is also 

affected by shame, but not by guilt, which is a source of pain (Broucek, 1991; Brown, 2006). 

Shame is connected to a broad range of interpersonal problems, showing its negative 

interpersonal problem-solving capacity, PTSD, suicide, depression and anxiety. (Behrendt & 

Ben-Ari, 2012). 
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According to Watt and Sharp (2002), culture imprints a deeper impact on the survivor’s 

hood of suicide bereavement if it is supportive, the chances of resilience are higher; and if the 

term suicide bereavement is stigmatized in culture, then the chances of recovery from grief are 

lower or unreported. Cultural norms significantly influence the parent-child relationship, 

leading to increased suicide rates among young adults and adolescents. As with age, the 

bonding of parents with their children becomes weaker, and at times there is no significant 

relationship. Therefore, the guilt, shame, social isolation, social stigma, and bullying 

experienced by children in the wake of the suicide leads to the intensification of suicide 

bereavement due to societal norms (Watt & Sharp, 2002). 

The suicide bereavement embraces powerful negatively charged emotions like 

disrespect, disappointment, despair, confusion, and anger. These social factors cause the 

survivor to have negative judgments about themselves, and hence lower self-esteem causing 

guilt and shame feelings which leads to suicidal ideation (Wilburn & Smith, 2005). Young, 

(2022) proposed that most of the time people feel guilt by losing loved ones and blame 

themselves for nothing.  

People who had a high degree of bonding with the deceased are likely to be victims of 

shame as they have to confront the traumatic circumstances of the event, and to live in a society 

where suicide is considered as sin, and where criticism is severe. Shame is the feeling of 

humiliation and men feel more humiliation as compared to women, while women express the 

humiliation much more as compared to men. Parents and siblings both have the same feelings 

of shame overall (Grad et al., 1997). 

Those who are bereaved by suicide usually blame themselves for not being aware of 

the suffering; they think they might have overlooked something, and have feelings to continue 

to live after death. They blame themselves and believe that if they had been more attentive, 
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chances are that suicide could have been avoided (Shear & Zisook, 2014). There is a higher 

level of guilt after a suicide as compared to other kinds of death survivors in the 18 months 

after the loss, and with time this difference decreases, as mentioned in the findings of a 

Systematic review in 2008. (Sveen & Walby, 2008).  

 

 Study by (Pitam et al., 2017) showed that shame in the suicide bereaved people is often 

deeply ingrained and rooted due to perceived moral and social implications of suicide which is 

resistant to change even in the presence of environmental rewards (Pitam et al., 2017). Research 

also indicates that cultural and social factors also contribute to shame in suicide bereaved 

people. If this happens, shame will among suicide bereaved people could not be reduced even 

in the presence of environmental rewards (Pomplili et al., 2013). 

 Research on shame indicates there are many structural barriers like lack of social 

support and community support for suicide bereaved people results in shame and even though 

due to the presence of environmental reward it cannot be reduced (Jordan, 2008). Research 

suggests that discrimination from the society leads to the shame among suicide bereaved people 

and this fear of judgement and rejection from the society results in shame among them which 

is less likely to reduce with environmental rewards (Sheehan & Corrigan, 2018). 

 Prior finding indicate that suicide bereaved people may have indulged in many 

maladaptive behaviors most commonly drug addiction and from this the societal factor may 

contribute to the shame among suicide bereaved people which is less possibly to reduce with 

the presence of environmental rewards (Pompilli et al., 2013). Research also indicates that long 

term shame among suicide bereaved people will less likely to be cure with the interventions 

like environmental rewards (Hastings etal., 2002). Research also indicates that personal growth 

and meaning making in life are the most important factors that should be in suicide bereaved 
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people but due to the stigmas and shame among them will never lead to be in the process of 

meaning making and personal growth which can also never be done in the presence of 

environmental rewards (Geerish et al., 2009). 

 Earlier study demonstrates that those people who lose their loved one to suicide suffer 

from complicated grief and shame and this complicated grief and shame is less likely to be 

reduced with environmental rewards (Young et al., 2015). Research also suggests that 

sometimes the suicide bereavement often triggers existential and spiritual concerns among 

suicide bereaved people which may require a proper spirituality-based therapy instead of 

environmental rewards (Becker et al., 2007). Research also indicates that the quality of 

relationship with the deceased often contributes to the intensity of shame. The ambivalent and 

conflict relationship with the deceased may lead to the more shame factor among suicide 

bereaved people which can less likely to be reduced with environmental rewards (Stroebe et 

al., 2005. 

 Study finding showed that those suicide bereaved people who have negative core beliefs of 

one self and others may also contribute to the factor of shame in them which cannot be reduced 

even in the presence of environmental rewards (Pitman et al., 2018). Research also suggests 

that those suicide bereaved people with a history of traumatic experiences have the factors of 

shame and this less likely to be reduced with environmental rewards (Barle et al., 2017). 

Research indicates that self-compassion is an important factor that can be taught to suicide 

bereaved people and that may be help to reduced shame in them but this self-compassion does 

not effectively address the environmental rewards (Pitman et al., 2016). 

Shame needs to be studied from the perspective of a bereaved individual, who suffered 

the loss of a loved one. Documenting the specific feelings of shame experienced by parents and 

siblings could be significant for handling these social outcomes for treating psychological 

outcomes (Oulanova et al., 2014). Whereas, Pakistani literature has not yet been published on 
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shame and suicide bereavement, as it a very sensitive issue and cannot be discussed with 

affected parents and siblings, as they might not be ready to share thoughts or information in 

order to avoid societal shame or guilt or they might be burst out owing to emotional 

reminiscence. 

Behavioral Activation and Suicide Bereavement 

Lewinsohn and colleagues coined and developed the concept of Behavioral Activation 

also known as behavioral psychotherapy (Dimidjian et al., 2010; Kanter et al., 2010). From 

very start, the focus of Behavioral activation was behavioral principles, which focused on 

training.  Behavioral Activation stated that depression in suicide bereavement occurs due to 

deprivation of positive reinforcement, and focused more on identifying and scheduling 

activities that provide pleasure, and increase contact with positive reinforcement. 

Behavioral activation is a therapy which is formally structured and focuses on the 

increase in pleasurable activities and reduction of maladaptive ones, along with depression 

reducing activities. It is based on behavioral model of Lewinsohn (1973) which postulated that 

those who are depressed get less reinforcement in a positive direction than others as they don’t 

engage in pleasant activities or enjoy activities more (Ekers et al., 2014, Lewinsohn, 1973). 

 It was assumed that when patients engage themselves in activities which are more 

pleasurable it will improve their mood. In Behavioral Activation, patients learn this art of 

connection with what they do and how they feel about it, and monitor activities and mood, by 

using activities which acts as positive reinforcement and resolve problems, which prevent them 

from doing (Dimidjian et al., 2011). The evidence indicates that Behavioral Activation is 

effective for depression in adults as compared to the depression in older and young adults 

(Mazzucchelli et al., 2007).  
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Recent studies have depicted that mood is associated with enhanced activity level 

(Santos et al., 2017) and it was noticed that those who were depressed, there was change in 

brain functioning and part of brain which is linked to approach related behavior and reward 

processes function higher as compared to non-depressed adults (Pizzagalli et al., 2005). The 

research on Behavioral Activation is important to understand its theory and different process 

which are involved in it (Dimidjian et al., 2011). It is depicted in findings of the scientific 

research looking into brain-reward systems. Armento and Hopko (2007) and Carvalho, 

Gawrysiak et al. (2011); have used the term "reward" rather than "reinforcement" (Manos et 

al., 2010). These two terms are very dissimilar. Indeed, reward refers to the trait that some 

environmental cues have of activating approach reactions (white, 1989).  

Environmental rewards can be understood as the perception of the positive or negative 

impact of environmental experiences and activities. Reinforcement, on the other hand is the 

tendency of particular stimuli to increase learnt stimulus-response patterns. 

Behavioral Activation is contemporary and effective in treating anxiety, post-traumatic 

stress disorder and depression. It involves environmental reinforcement (either positive or 

negative) and exposing bereaved individuals to previously avoided stimuli and activities until 

discomfort disappears, and people begin to live their lives with reduced withdrawal effects. It 

helps individuals to gather the memories of the loved one who is no longer with them. 

Individuals who have lost a loved one, and who do not actively seek out exposure activities 

eventually start sharing their feelings and show active engagement in activities which acts as 

reinforcement for them (Acierno et al., 2011). 

The experiments which are based on altering reinforcement activities are easy to 

examine because they are quantifiable. However, the experiments in which behavior changes 

are to be examined are somewhat difficult to measure because the examiner is not able to 
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control some aspects (e.g., relationship and occupational status). In this situation, some other 

factors when measured can be cognitive and emotional. Nonetheless, when measuring 

environmental rewards, we can accept two parameters: the concentration or active engagement 

of an individual in response to that activity, and the amount of interest the individual is to show 

in the activity (Correia et al., 2002). 

Past finding showed that most of the bereaved individuals stop all social activities 

because they cannot find meaning in them, and being unable to find future direction. When 

they take less part in social activities, they receive low reinforcement and lacks motivation to 

do any work. As a result, they show avoidant behavior, and isolate themselves from the 

environment as it is easy to do. The people who experience symptoms of severe depression and 

complicated grief usually have extreme point of views of any subject (for instance there is no 

meaning to do this job, I will keep myself distant from any work indicating these individuals 

usually use negative coping strategies. However, when trained practitioners apply therapies on 

bereaved individual, they help them to see the underlying benefits of behavior activation (being 

socially active), which in turns reduce the negative mental outcomes (Acierno et al., 2011). 

Behavioral activation is different than techniques of emotional processing used for 

prolonged grief (Papa et al., 2013). It suggests that when a person withdraws from their 

environment, it results in avoidance, environmental disengagement and becoming ruminated 

over those needs which are unmet (Stroebe et al., 2007). There are studies which suggest that 

avoidance, rumination and disengagement are some trans-diagnostic factors which help to 

precipitate and help to maintain symptoms of major depression and post-traumatic stress 

disorder (Dimidjian et al., 2011). 

Evidence for the effectiveness of behavioral activation in the presence of suicide 

bereavement as an antecedent is still unexplored. We know that behavioral activation works, 
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but to explain how it works in the need of depression and associated psychological and social 

outcomes of suicidal bereavement such as anxiety, post-traumatic stress disorder, stigma, 

shame, and post-traumatic growth, is still unexplored.  

Under the sociocultural context, suicide bereavement occurs, and is affected by societal 

attitude, post-traumatic stress disorder helps to differentiate between person who has attempted 

suicide than those who have suicidal ideation (e.g., May & Klonsky, 2016). Findings of 

systematic review (Kristensen et al, 2012) showed that both violent and sudden loss are 

different and distinct from each other and is linked with slow recovery with an increased risk 

and prevalence of mental health issues such as depression and post-traumatic stress disorder, 

as compared to bereavement from natural deaths. Parents or siblings affected by post-trauma 

of the suicide bereavement could have a chance to attempt suicide by themselves.  

According to Bolton et al., (2013), those individuals who are affected with suicide loss 

and are in bereavement phase they physical, mental condition is affected. They health affected, 

they report more issue with pain, their chances of getting any physical or mental illness is more 

which include heart disease, stroke, having high blood pressure, and chances of diabetes 

mellitus, chronic obstructive pulmonary diseases. This bad impact on health could also reduce 

the chances that they could take any kind of psychosocial support and any facility in health 

services. At the time of bereavement any kind of support whether its formal which they take 

from psychiatrist or any mental health professional or any kind of support which in informal 

like discussing with friend, with family member or colleague or any other person who is 

important in their life is important at that time. But they are not able to get any informal support 

from these relations on timely manner because of feeling of judgment and stigma, taboo and 

they suffer in silence which also increase the chances of going through mental health disorders, 

such as guilt, shame, anxiety, depression, post-traumatic stress disorder. To break vicious cycle 
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of suicide bereavement and psychological outcomes the environmental rewards are used. 

Environmental rewards are how you view the environmental experiences and all those 

activities which are available in environmental like considering these as positive or negative. 

All these environmental experiences could be in different life circumstances or relationship 

which include conversation with a friend and getting any kind of promotion, including any 

hobby in life or reading favorite book.  

relationships (e.g., having a pleasant conversation with a friend) and work (e.g., getting 

promotion). 

One way to improve mental health is through physical activity; and a number of studies 

have found that it can benefit and reduce factors such as depression (Elliot et al., 2014) and 

anxiety (MsMahon et al., 2017). Physical activity has been shown to reduce aggression 

(Shacher et al., 2016, improve life satisfaction, and reduce post-traumatic stress disorder (Sato 

et al., 2016). Adventurous physical activity (e.g., rock climbing) improves positive and 

negative affect, and self-efficacy, ultimately providing confidence whilst targeting self-

blaming. (Clough et al.,2016). The Theoretical Model (Martell et al 2001) also depicts that a 

life event that caused bereavement could endorse mental issues. However, the extent to which 
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physical activity may be beneficial to such outcomes, in those who have been bereaved, is 

unexplored (Rosenbaum et al. 2015). 

Minimal environmental and social reinforcement results in the extinction of “healthy” 

behaviors and consequently the dysphoria and passivity, that often characterize depression, 

develops. Most of the studies examining environmental-reward found a positive moderating 

effect (Janssen et al., 2020). These environmental rewards can mitigate the effects of 

depression, anxiety and post-traumatic stress disorder (Dimidjian et al., 2014, Sturmey et al., 

2009).  

Past research suggest that the individual’s variations and their sensitivity to the environmental 

rewards due to the neurobiological factors can impact depression. There are differences in the 

brain regions of processing the information and it varies from individual to individual and it is 

involved in motivation, decision making and reward. Past findings also suggest that the 

individuals vary from each other in seeking pleasure from the environmental rewards. Some 
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individuals can seek pleasure from the environmental rewards others many find it stressful and 

least pleasurable which results in isolation, negative thinking and somehow the symptoms of 

depression (Kakarala et al., 2020). 

 One of the study’s finding indicates that exposure to the chronic stress or the stressful 

life events can change or alter the mechanisms of brain which is involved in reward processing. 

These changes and alternations may reduce and diminish the ability of an individual to 

experience motivation and pleasure from environmental rewards. The changes related to the 

stress in reward can results to reward devaluation where previously the rewarding activities or 

experiences lost the individual ability to evoke the positive feelings. This process can result in 

anhedonia, the core and major symptom of depression that is characterized by lack of interest 

and pleasure in activities (Kakarala et al., 2020). 

The significance of exploring environmental reward in the context of suicide 

bereavement is to build evidence for the behavioral activation model being applicable for post-

traumatic stress disorder, stigma, shame, and post-traumatic growth other than depression and 

anxiety (Stein et al., 2021). As many bereavement outcomes such as depression, anxiety, anger, 

lower self-esteem, substance use, self-harm and suicide ideation are also mental health 

concerns, without the experience of a suicidal bereavement, it is plausible to suggest that 

options to improve mental health may well improve these issues when manifested with 

bereavement outcomes.                

The present study is a valuable input in exploring the support and activities needed by 

bereaved individuals for reconstructing their lives after the loss and the impact of 

environmental rewards on the psychological and social outcomes is being examined. Acierno 

et al. (2012) have noticed that when behavioral activation, which is an intervention based on 5 

sessions, is combined with exposure, it reduces the grief, post-traumatic stress disorder, and 
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depression after pre to post assessment and treatment. In one of the few studies examining Brief 

behavioral activation treatment for Depression-Revised(BATD-R) Eisma et al. (2015) 

described that behavioral activation treatment for Depression-Revised was given as compared 

to 6-8-week internet-based exposure intervention and have increased level of grief rumination 

and post traumatic growth. After three months’ follow-up, it was noticed that symptoms were 

reduced for depression and grief in comparison to those who have received exposure 

intervention symptoms (Eisma et al., 2015).  

Hence, the present study may provide the appropriate domain for environmental 

rewards that could be helpful in practical fields of life in our culture environmental 

reinforcement and could be incorporated in any religious practice, recalling individuals with 

good memories and elevating them, doing everyday chores, finding meaning in life, actively 

participating in social gatherings, and not using negative coping strategies for lessening 

psychological pain. 

Relationship of Circumstantial and Demographic Variables with Bereavement  

Objective circumstantial factors are critical to understand with reference to loss 

(Gerrish et al, 2009). For example, Holland, Currier, and Neimeyer (2006) have reported that 

length of bereavement is not significantly linked with either growth, or sense making and 

abnormal grief. Grief reactions are more intense in bereavement caused by sudden death 

(Suhail et al, 2011) and the recovery process is comparatively slow in bereavement caused by 

violent death. As compared to siblings, bereaved parents are more vulnerable to complicated 

grief particularly in case of violent death (Keesee et al., 2008). Providing the bereaved with 

more information and visiting the site of death facilitates cognitive processing of the traumatic 

experience (Kristensen, Weisaeth & Heir, 2012).  
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As, bereavement in the context of severe mental illness has mental and social impact 

on the survivors, bereavement within the context of ordinary or normal mental conditions have 

mental and social effects on those who lose their near ones to suicide. According to the study 

by Milner at al. (2013), because of the sudden death of the loved to suicide, the survivours, find 

it very hard and difficult to regulate their emotions and to express their initial grief response 

and reaction. Research also indicated that when a suicide occurred suddenly, individuals 

frequently appeared stunted or shocked because they did not know the causes of suicide 

attempt. In this it is hard for them to express their initial grief response (Gurhan et al., 2019). 

Bereavement in everyday mental circumstance has a social effect on the survivors. 

Research indicates that the reaction of the community can fluctuate substantially, and the 

assistance and counselling centers are not always ready to give treatment in sudden cases of 

suicides.  Therefore, in such situations experts and professionals ought to be approached (Salmi 

et al., 2019). Finding suggest, bereaved face additional trauma in coping and have to deal with 

the way in which the suicide happened. Crisis intervention, trauma-focused therapy, and 

developing and creating a strong support system, and assistance for bereaved people are all 

effective coping strategies. Sher (2019) shows that building or growing resilience would 

possibly involve figuring out what precipitated the death, which include running collectively 

to suicide, planning or arranging memorial offerings that honor the life and legacy of the 

departed. 

According to (Owen, 2021) unexpected, and now and again complex grief that suicide 

sufferers experience underneath ordinary situations differ with the anticipatory grieving 

experience in settings of severe mental illness. The suicide on the other hand if occurs all of 

the sudden can cause mental illness (Owen, 2021). 

 Families of people with severe mental illness can also suffer from extended grief, while 

families of individuals who commit suicide unexpectedly may experience severe, acute 
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episodes of grief and trauma. Study shows that families managing extreme mental illness, 

might also find extraordinarily hard to get social aid due to the stigmas of mental illness and 

suicide, that can result in severe judgment and isolation (Calati et al., 2019).  

On the other hand, suicide that happens in ordinary circumstances or conditions might 

cause greater surprise and confusion within the network. However, it is frequently 

accompanied by way of stigma and misunderstanding about the reasons of suicide (Motillon 

et al., 2022) and there is need for interventions. While families handling sudden suicides may 

additionally benefit more from trauma-precise interventions, families dealing with severe 

mental illness may benefit extra from mental health-targeted guide (Calear et al., 2016). 

Earlier studies have shown that those who are bereaved have greater level of rejection, 

responsibility, shame and stigma, but at the same time results are inconsistent like social 

support, poor mental health and guilt (Jordan, 2001). People who have experienced death by 

suicide, they may face severe grief reactions and some challenges like symptoms of intrusive 

thoughts, and memories, guilt, stigma, blame, shame and trauma. (Bellini et al., 2018; Pitman 

et al., 2014; Young et al., 2012). Internalized stigma or perceived one may reduce the chances 

to seek help and it may in turn can increase the chances of suicide (Carpiniello & Pinna, 2017). 

Suicide bereaved families report worst quality of life and experiences of effect on 

mental health functioning (Song et al., 2012, Valdimarsdottir et al, 2003). Numerous 

psychosocial challenges impede adjustment in the wake of a significant interpersonal loss. 

These challenges may include interpersonal pressure from others to “move on” before the 

bereaved individual is ready (Holtslander et al., 2010). Functional challenges may include the 

assumption of new responsibilities that had been performed by the deceased (Anderson et al., 

1995).  Psychological challenges such as the loss of identity conferred by the relationship with 

the deceased can prove another barrier to the bereavement adjustment. Cognitive challenges 
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such as negative beliefs about the self, others, and one's own grief are associated with worse 

mental health in bereaved individuals (Boelen et al., 2003,2006). 

 

 Past study demonstrate that powerful coping techniques are important in both 

situations in the severe mental illness and in normal mental conditions. Common strategies 

consist of participation in peer support organizations, and advocacy or memorial sports. Due 

to the intricacy of the grief, multiple techniques that cope with the sensible as well as 

emotional components of loss are important.  

  In bereavement studies, some limitations were noted like biased sampling such as 

convenience one which include seminar, members from bereavement group and students and 

sample size was small. In other studies, there were sample who have experienced suicide and 

compared to other type of death were differed on factors like length of time, time since death 

and method of suicide.  

According to Chesney et al. (2014) long-term mental illness cases can increase a form 

of resilience that supports healing after loss. Research on bereavement reports in non-Western 

contexts, which includes Pakistan and different Lower and middle income countries, global 

places, is conspicuously missing. In these cultures, it is very important to conduct research 

about the effect of religious, social and cultural components on suicide bereaved people. This 

involves comparing the effects of network projects, assist agencies, and therapy. By utilizing 

both qualitative and quantitative research methods, we may get a deeper understanding of 

grieving. Quantitative statistics can identify factors of occurrence and hazard, while qualitative 

investigations can provide deep insights into human research and coping processes. To enhance 

culturally sensitive therapy, quantitative research about the trauma’s value is mixed with 

qualitative records about cultural behavior and ideals. The two research approaches, can assist 
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in the production of assist structures which might be extra environmentally sustainable and 

culturally appropriate. 

Suicide-associated bereavement is usually painful. However, the situations surrounding 

the suicide can greatly influence how the bereavement is experienced. One important 

distinction is made between suicides that occurs in the context of severe mental illness (SMI) 

and those that happen in normal situation, meaning where there is no indication of the severe 

mental illness. Bereavement within the context of severe mental illness has psychological and 

social impact on the survivors.  

Research shows that Anticipatory grieving is a major factor for the families of people 

who have serious intellectual problems. (Foster, 2013). Anticipated grief can bring about 

complicated bereavement, which can result in the prolonged mourning process. According to 

the research by Schmutte at al. (2021), the mixture of the guilt and relief that incorporates 

bereavement along with severe mental illness is a unique feature. Another study indicated that 

suicide is frequently unavoidable and evident for those with severe mental illness (Fazel et al., 

2019). 

Moreover, considering mental illness and suicide are undesirable and traumatized in 

Pakistani culture and society, it can be extremely difficult for both men and women to obtain 

the care they require. Based on a research study conducted by Munawar et al. (2022), cultural 

and social beliefs and assumptions and a lack of mental health literacy are some of the reasons 

for refusal of assistance from professionals. Even though women are more inclined than males 

to seek out social services from their networks, cultural norms that require for them to continue 

in their roles as caretakers and emotional support systems may still face obstacles. But 

moreover, women are considered as weak and vulnerable as compared to men. On the hand, 

men may find it easier to internalize their emotions and are less prone to ask for assistance and 

treatment (Ceral & Sandford, 2018). 
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Research on gender differences of parents who are in suicide bereavement or are 

grieving, has also been extremely focused. Research suggests that the way of grieving can also 

vary in parents between a mother and a father (Pitman et al., 2014). Suicide bereaved mothers 

can freely express their emotions and can cry, whereas fathers may seek social support and 

may not be able to express their emotions more freely and therefore they feel separated, isolated 

and disoriented. These emotional variations across genders in ways of coping and grieving 

styles underline the need and worth of assistance services given by professionals which can 

respond to the unique requirements of suicide bereaved parents.  

Finding suggest, parents use quite a few coping techniques, which include going to 

remedy, practicing faith or spirituality, and taking solace in recollections of the departed. Some 

mothers and fathers undergo demanding growth, locating new purpose in change in lifestyles 

and growing in empathy and resilience despite the severe grief (Stone et al., 2017). 

A grief or melancholy are felt in suicide bereaved individuals experienced differently 

by men and women in Pakistan because of gender stereotypes. Noureen and Haque (2024) 

claim that whereas men may repress and hide their feelings and emotions in order to adhere 

and stick to traditional and conventional ideas of patience. Women are more likely to seek out 

assistance from others, and express or communicate their feelings openly and freely. 

The study seek the specific challenges experienced by the parents and siblings that 

hinder their process of improvement and contributed in developing psychological and social 

outcomes. The attempt of looking into the challenges was made to make sense of their pain and 

outcomes faced by the bereavement. 

Suicide Bereavement and Gender  

Some studies have found no meaningful gender and age-related differences on post 

traumatic growth (e.g., Taku, Kilmer, Cann, Tedeschi & Calhoun, 2012). However, other 
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studies have observed that females report greater post traumatic growth (Swickert & Hittner, 

2009; Weiss, 2002).  A study conducted by Vishnesvsky, Calhoun, cann and Tedeschi, and 

Demakis (2010) has also observed reports of greater post traumatic growth in females. In a 

sample of Pakistani population, Suhail et al, (2011) found that females reported greater 

psychological distress and were more shocked by the death of their life partner as compared to 

males. Studies in Western culture also show that death of a male spouse is more distressing for 

their counterparts (Kaunonen, Paivi, Paunonen, & Erjanti, 2000). Death of spouse is considered 

to be more distressing because of the limited future options (Parkes, 1997).  

Each person has a different way of experiencing and showing emotions after when 

his/her loved one commits suicide. Societal influences, cultural or individual factors they all 

have the impact on the emotion expressions of an individual in time of grief (Loyo, 2013). 

Gender difference has a major impact on the emotional expression or the experience of grief. 

It is very important to consider these gender differences in Pakistan where the role of the gender 

is strictly embedded. In Pakistan, it is noticed that there are different coping mechanisms 

adopted by men and women after a trauma when they are in the time of grief (Khan et al., 

2013). 

In Pakistani society, traditional gender roles are of great importance where women and 

men are expected to share or communicate their emotions and to deal with the situations 

accordingly. In Pakistani society, women may feel comfortable and safer in expressing the 

emotions in public, and they are also expected to provide care for others during the time of 

grief whereas males are considered socially strong, unresponsive, impassive or emotionless. 

These social norms, standards or cultural expectations have a very big and major impact on the 

emotional expressions based on the gender variations during the time of grief (Shekhani et al., 

2018). 
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In most of the cultures, including Pakistan, a woman is responsible to maintain 

emotional stability and integrity of family. Due to the role that they are responsible and have 

to keep the families together and be the caregiver, women are more prone and susceptible to 

the trauma that can have impact on them like death of loved one to suicide or any domestic 

abuse. Finding suggest, women are more likely to express and communicate their emotions, 

share things freely and get assistance from the family or friends (Fischer & LaFrance, 2015). 

Some women, however, remain unable to attain assistance due to stigma associated 

with mental health in the society. In contrast, men may experience social pressure to remain 

resilient, strong and composed in the face of difficulty and adversity. 

 Men may feel compelled and under pressure to conceal their feelings and maintain an 

authoritative figure as the head of the family such as in Pakistan: where mental and emotional 

stability, and firmness are commonly associated with masculinity. Studies show that because 

they do not want to appear fragile, weak or helpless, men in Pakistan may be hesitant and 

reluctant to seek professional, psychological and emotional help when they are in grief 

or traumatized. Internalizing one's emotions and feelings, however, increases the chances of 

risk of mental health issues such as substance misuse or depression (Mahsud & Ali, 2018). 

 The grief felt or experienced by parents and families, when a child attempts suicide is 

distinct for different genders. An exploratory study on depression or grieving process of parents 

who lost a child to suicide discovered that grief after suicide is complicated, and shifts in trying 

to make sense of the suicide, and of giving it a purpose and significance. It is found that mothers 

often undergo a prolonged grief period than fathers (Noureen & Haque, 2024). So, it is very 

important to understand how the expression of grief affects is different for each gender. 

 It is difficult to handle suicide loss and bereavement due to the interaction and 

relationship between gender stereotypes and cultural norms and standards. For instance, a 

qualitative exploratory study on bereavement practices in Pakistan observed that men are 
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expected to stay on with their interpersonal and professional roles and job despite their grief, 

while women usually take on the primary role of managing household responsibilities and 

grieving publicly (Suhail et al., 2011). It displays various methods of coping men and woman 

use in dealing with the loss and portrays the different expectations society has from men and 

women. 

Gender differences in terms of coping strategies are also an apparent psychological 

factor. Females can and do express their emotions in high intensity, while males feel the 

emotions in high intensity. Therefore, suicide bereavement has varied impact on male and 

female in terms of gender differences (Valentino et al., 2018). In most of the research, women 

prevailed over men, and men mostly withdrew from the research. In Asian culture, specifically 

in local context, men usually do not discuss the death of their loved ones with others. Based on 

psychological and sociological factors, men can be considered hidden survivors with under-

reported problems. Men do not show their feelings because of society’s expectations to show 

their masculine nature and resolve. They experience an increase in negative emotions, but are 

socialized to suppress their emotions, and do not prefer counseling, as compared to women 

(Cheung, 2020). 

The literature also documents observations that circumstantial factors and 

characteristics of bereaved individuals also influence the possibility and intensity of any given 

outcome of bereavement experience. Nature of death, time since death, gender and age of 

bereaved/deceased, relationship status of bereaved with deceased, ethnicity and family system, 

education level and occupation are some of the important factors that are considered in the 

context of possible bereavement outcomes.  

Individuals including parents, spouses, and siblings, who may experience bereavement 

will have unique and different way of expressing it. However, parents and siblings deal with 
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bereavement by denying it, and do not express their emotions. It was discovered that suicide 

bereaved individual faces higher levels of social rejection, humiliation, and blame in society, 

and later develop symptoms of depression, anxiety related disorders and post-traumatic stress. 

The impressions of these traumatic events could be useful to explore in perspective of cultural 

differences, but studies regarding suicide bereavement are less researched in south Asian 

culture because most of people are unaware that they are going through a bereavement period. 

However, Adolescent suicide may have a profound impact on the bereaved relatives. (David et 

al., 1996).  

Suicide Bereavement and its Relationship with the Deceased  

Suicide bereavement affects the mental health and social functioning of the individuals; 

however, relationship with the deceased and timeframe since the suicide matters a great deal 

in the bereavement period. It alleviates suicide risk among parents, causes occupational 

dysfunction, and an increased risk for mental disorders. Genetics related studies shows that 

depression can be transferred to the next generation and to siblings, and mostly found to have 

increased rejection, shame and social isolation with suicidal ideation. To break this vicious 

cycle of suicidal attempts, shame and regret, this study was planned in a way to explore the 

concept of bereavement from the perspective of close relationships, such as parents and 

siblings, by examining their view point, and the emotions associated with bereavement. 

Duration of Bereavement 

Studies have shown that the duration of bereavement is one of the important predicators 

indicating that with increase of time, manner of grief changed, and it depends largely on nature 

of the loss. As more time passes such as 3-5 years, the grief of suicide bereaved decreases. A 

study with suicide relatives were conducted and same finding were found (Saarinen et al., 

2000). After 3 years of loss, it was noticed that psychological distress was highest in acute 
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phase. As more time passed, it was noticed that it had mitigating effect on those psychological 

symptoms, which were pathological in nature; but there were some individual differences in 

the effect of bereavement. Examining factors complicating these reactions appears crucial.  

A study explored the child age at time of bereavement, parental bereavement was 

associated with a significantly increased suicide risk when bereavement occurred from birth 

and throughout adulthood, but not when bereavement occurred in late adulthood (age 45 to 64). 

The odds ratio was highest when parents experienced bereavement during childhood and 

adolescence (before age 18) (Burrell, Mehlum and Qin, 2017).   

In another study results showed that in the first years after loss, repeated suicide 

attempts and prior negative relationships with the decedent were associated with greater grief 

difficulties. However, as more time passed, all circumstances related to death were 

overshadowed by the importance of the time span since loss. This data also suggested that 

between 3 and 5 years usually marks the turning point, when acute grief difficulties 

accompanying a suicide loss begin to subside (Feigelman, Jordan, 2009). Findings suggest that 

the time point of time rated as the worst stage after a death is the first week for about one-

quarter of suicide bereaved individuals, but many family members struggle with the loss for 

the first year (Spillane, Sikar, 2018).  

Time period in bereavement matters a great deal along with intensity of grief found in 

early stage of bereavement period. In addition to other factors (for instance personality of 

individual and relationship with the deceased, depression and post traumatic symptoms can be 

seen within three months after the event occurred, as this phase is critical and intensity of pain 

is severe. In this current study, inclusion criteria were participants who lost their loved one 

within the last 5 years, so that intensity of bereavement can be studied, and clear results can be 

drawn. 
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The profound, difficult, and intense grief has a sizable and lasting effect on an 

individual’s mental and social status. Numerous elements or variables, inclusive of the 

relationship to the departed, the instances or activities surrounding the loss, and personal and 

private coping ways can affect the duration, depth, and influences of grief and grieving. Suicide 

grieving happens in several phases and stages.  

First, it occurs throughout the first six-month period of its appearance. In the moments 

following a loss, people frequently experience shock and denial condition. This initial and the 

first phase or stage of suicide bereavement is characterized and marked by numbness, 

weakness, disbelief, and feelings of helplessness. Studies indicate that since bereaved 

individual are unable and reluctant to grasp the real nature of the loss, individuals may feel 

disoriented, perplexed and confused at this period. Once the first shock subsides a profound 

sorrow or sadness appear. Among the symptoms involve deep sorrow, grief, crying spills, 

insomnia, and an ongoing sensation of desire for the person who died. The intrusive thoughts 

and visualization of the deceased that bereaved  may experience can be particularly painful 

and distressing (Azorina et al., 2019). 

 Following the preliminary segment, suicide bereavement’s first segment takes place 

in six months. In this stage, bereaved start to face the truth of their loss by confronting it. An 

improved emotional response, which includes episodes of sadness, tension, and rage, 

characterizes this period. It was found, if the emotional response isn't sufficiently addressed 

at some point within this time, complicated grief may expand. During this time, social 

disengagement is traditional because people feel misinterpreted by means of others. Suicide 

stigma can make people experience isolated, which makes them reluctant to invite for social 

assistance (Ross et al., 2018). 

 During the middle time period following first 3 months of suicide bereavement it may 

last from 1-3 years. This period of grieving, one usually goes through a difficult sage to face 
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the loss. Even so, bereaved may nonetheless undergo periods of extreme grief as they begin 

to adjust to this new reality. They may attempt to make feel of the loss at some point of time, 

frequently alternating between phases of distress. As indicated in longitudinal studies, some 

bereaved  show signs of complicated grief or post-traumatic stress disorder(Chen & Laitila, 

2023). 

 After this middle time period , the longtime phase of suicide bereavement which 

appear is of 3 to 5 years. Many individuals eventually begin to reintegrate back into society, 

coming across approaches to honour their loved ones' memory even as concurrently 

accomplishing meaningful activities. The signs and indicators of acute grief reduce with 

passage of time, although a few triggers may additionally still cause tough emotional 

reactions. Prolonged bereavement can bring about pent up stressful growth, a manner people 

change for the better because of their struggles with loss. Better relationships, a heightened 

appreciation for existence, and a revitalized sense of cause are a few examples of these 

modifications (Entili et al., 2021). 

Suicide Bereavement in Parents 

Parents with deceased teenage children frequently suffer emotional distress because of 

the feelings of guilt and shame that accompany suicide. Each day, they struggle to cope with 

the passing away of their kid, alternating between managing the severe grief and seeking to put 

together why the suicide occurred (Milner et al., 2013). It could be particularly challenging for 

parents to cope with bereavement in the wider context of society. 

Adverse health outcomes are associated with suicide bereavement, albeit dependent on 

the closeness of the relationship to the deceased (Mitchell et al., 2009). Parents who lost a child 

have higher rates of committing suicide especially the mothers who have lost their young child, 

as they show the symptoms of disinhibited grief. Females are most likely to express their 
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emotions and receive sympathy from family and friends. Fathers are most likely to repress their 

emotions and continue to work; they do not show any increased risk of depression due to their 

masculine nature and they repress their emotions due to stigma received from the society.  

High level of hospital admissions (for mental illness) found in bereaved parents; 

however, parents who lost their child in car accident were found to be more depressed (Pitman 

et. al., 2014). Bereaved parents were found to have increased rates of distress, anxiety and high 

level of depression, on the other hand bereaved parents who lost their children in accidents 

(deaths other than suicide) were found to have same symptoms. Researches often consider 

these group similar. However, due to their dissimilar nature, different groups produce 

inconsistent findings. The studies reported that suicide bereaved have found to be same level 

of depression and outcomes like parents bereaved by other causes of death (Bolton et al., 2013). 

Feigelman et al. (2008) examined 540 parents and their children died either by suicide or in 

other traumatic death circumstances, or died by a natural death. The results revealed that 

parents who were bereaved by suicide had greater difficulties in coping with their grief 

reactions and suffered more frequently from mental disorders such as prolonged grief, and Post 

traumatic stress disorder than the other bereaved parent groups. 

Relationship bond with deceased is not a well-researched area. The present study 

attempts to know the relationship bond for seeking better understanding of the challenges faced 

by the people. The cohorts’ studies of suicide bereaved individuals were frequently mixed with 

various bereaved subgroups, including parents, spouses and siblings, each of whom may have 

experienced bereavement differently and have unique way of expressing it. However, suicide 

bereaved were found to have increased level of rejection from society, shame and blaming than 

other groups (who bereaved from other forms of death) (Sveen & Walby, 2008).  
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Among bereaved parents mostly were found to be single parents’ mothers and they 

were willing to participate in the research.  on the other hand, fathers’ withdrawal rate from 

research were higher. Suicide bereaved parents were found to have low income as compared 

to parents bereaved from other forms of deaths. In a developing and lower-middle income 

country like Pakistan, where financial issues are abundant, can be one of the reasons why 

people commit suicide and why the people left behind, closed ones, suffer even more financial 

issues, due to taboos and stigmas attached to suicide. Alcohol abuse was most identified in 

parents who lost their child to suicide. Symptoms of depression, anxiety, and mental illness 

diagnosis were even found after two years of suicide of the child (Bolton et al., 2013). 

A study by Burrell, Mehlum, and Qin (2017) highlighted the role of social support. It 

was found that those children who have no or very minimal social support and also of single 

parent, and there is continuous change in their parent marital status, they are more vulnerable 

to have suicide ideation or attempt suicide as compared to the one who have high social support 

and not changing residence time to time. If social support would be improved between parent 

and child and if with providing intervention program it could have good impact during 

bereavement support group or intervention related to it. (Tein et al., 2006). 

In qualitative study by Hartling et al., (2004), there were 22 Australian parents who 

reported the death of their son or daughter due to suicide and data were collected in time period 

of 2003 to late 2004.  The them which was drawn from data were, it is hard for parents to talk 

about their child death and circumstances which lead towards death and how it leads them 

towards bereavement. Parents were avoiding contact with others and tell others not to talk about 

it and also themselves were reluctant to talk about it. The stories of parents revealed that how 

difficult it was for parents in terms of social, cultural, spiritual context and how difficult it was 

for them to accept it in surrounding stigma and taboo and were suffering with grief. This 



 

 
 
 

69 

 
 

silencing the parents can impact them into building shame resulting in isolation, thus increasing 

the chances of depression (Hartling et al., 2004). This could be one of the challenge faced by 

parents.  

Other than that, incorrectly labeling individuals with a mental disorder could 

marginalize the individuals further going through the negative connotations associated with a 

mental illness such as stigma or shame (Shear et al., 2011) and if that labeling is accompanied 

by the history of suicide bereavement, it can cause hazardous effects on the people. This caused 

a dire need to understand the difficulties, social and psychological challenges of bereaved 

parents.  

Suicide Bereavement among Siblings 

Bereaved families psychological and social lives are extensively impacted due of 

bereavement, particularly when it takes place after a suicide. Findings depicts that parents and 

siblings of the deceased one are very negatively impacted. According to Adams et al. (2019), 

a depressing event like a sibling suicide may result in long-term fitness issues, extreme 

emotional and intellectual suffering, and social isolation. Study finding revealed that, within 

the moments after a child commits suicide, parents frequently experience a great deal of shock 

and disbelief. Usually, this first reaction is marked by means of severe disappointment, rage, 

guilt, and confusion (Buus et al., 2014).  

Suicide bereavement related to siblings is another important factor that needs to be 

considered. Siblings assist one another throughout difficult times in Pakistani households and 

families. A study by Rostala et al., (2013), siblings of those who commit suicide, can 

experience the feelings of sorrow, anger and confusion. When a sibling passes away, sisters are 

more likely to convey their concerns truthfully and ask for help than brothers. Brothers, on the 
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other hand, generally conceal their emotions and decide to take on responsibility and provide 

security in the family. 

Following sibling suicide arise the tremendous and considerable emotional trauma, 

difficulties, and problem with identity. (Rostala et al.,2013). Another study indicated that 

siblings have very important role throughout the grieving and depression period (Adam eta., 

2019). Suicide in teenagers has permanent and overtime psychological problems 

and consequences, especially among the sibling and the parents. The long-term mental health 

problems include chronic, prolonged and extended grieving disorder, depressive disorders, 

post-traumatic stress disorder (PTSD) and anxiety happen often in parents. Long-term 

behavioral, psychological and emotional issues, such as continuous and persistent despair, 

nervousness, and trouble creating and maintaining relationships, can also have an influence 

on siblings. These long-term impacts and consequences underscore how essential it is to 

deliver and provide complete, regular and on-going mental health treatment that is specially 

adjusted and adapted to the requirements of bereaved families (Bartik et al., 2013). 

Findings indicates that, siblings regularly feel an extraordinary experience of loss and 

identity disruption. Feelings of abandonment, survivor’s guilt, and existential doubt can arise 

after a sibling passes away (Royden, 2021). Findings indicate that siblings might also 

experience long term affect after bereavement like post-traumatic stress disorder, anxiety, and 

depression, similar to parents. The friendship between siblings is unique, and possibly can have 

an effect on the bereaved experience of safety (Petterson et al., 2015).  

According to Sands (2016), the loss of a sibling can notably change the dynamics of 

the circle of relatives, frequently including to the emotional and care giving obligations of the 

bereaved siblings. It was found that siblings may additionally locate it tough to connect with 

their peers and sense that their friends are not able to apprehend them. This seclusion can make 

loneliness and grief worse (Tucker & Weisen, 2015). Study indicated that, siblings can benefit 
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from peer support groups and therapy since they offer a platform for them to discuss their 

assessments or evaluations and receive affirmation (O'Reilly et al., 2020). Other researches 

indicate that some siblings have a stressful increase in life enjoyment and interpersonal ties 

while handling their loss (Sands, 2016). 

Studies with a quantitative approach, have found out the frequency and hazard elements 

of complex grief in siblings and in parents. These research draw attentions to risk elements like 

prior intellectual fitness issues, a loss of social support, and the sort of dying (Winter et al., 

2013). Qualitative studies offer a window into the actual-lifestyles reports of siblings and 

parents who have experienced loss. These researches inspect subjects like meaning-making, 

coping mechanisms, and the impact of societal attitudes concerning suicide through interviews 

and thematic analysis. The importance of cultural and contextual elements in influencing 

bereavement experiences is frequently emphasized in qualitative research. These researches 

show the approaches in which social norms, non-secular beliefs, and cultural ideals affect the 

grieving procedure (Grimmond et al., 2019). 

Children and young people have a different understanding of death of their adults, and 

they may not fully understand the situation or their feelings related to it (Palmer et al, 2016). 

Siblings who bereaved by suicide were found to have higher rates of suicidal ideation and 

rejection from the society and they were unable to get attention and help from the society. Study 

finding indicates that siblings bereaved by suicide have same level of depression as compated 

to siblings who were bereaved by other forms of deaths. According to (Bolton et al., 2013), 

siblings who lost their twin to suicide have higher suicide attempt risk than siblings who lost 

their twin due to other causes of death (Bolton et al., 2013). 

Loss of a loved one increases risk of suicide for the family members including parents, 

siblings, and colleagues. Suicide bereavement also contributes to a higher risk of fatal and non-
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fatal suicide attempt (Hamdan et al., 2020; Hill et al., 2020; Pitman et al., 2014; Pitman et al., 

2016). Subsequently, study finding showed, a correlation was found among individuals who 

has lost their siblings with increased suicide risk even after 18 years. It is due to the traumatic 

events (suicide of sibling) in their life or due to genetic cause. Bereaved siblings went through 

a lot of mental detrimental effects, personal readjustment, and attachment issues (Rostila et al., 

2013). 

It is identified that dealing with loss due to suicide of a loved one is more complicated 

and painful as compared to natural deaths, or accidental deaths. Individual who are closed to 

the deceased went through a period of complicated bereavement (Jordan, 2001). Among 

siblings’ detachment from their brothers and sisters can increase the suicide risk. Experiencing 

a traumatic bereavement such as death by suicide as a child or a young person can increase 

suicidal ideation and attempts when compared to those who experienced bereavement due to a 

natural death (Hua et al., 2019).  

Studies showed that bereaved individual have to face negative comments from the 

society due to their deceased siblings and as a result it causes anger issues (Barrett, & Scott 

1990). Not only that, they could face a rejection from their peer group or the surroundings. 

Seeing parents disturbed and depressed due to siblings’ attempt or death by suicide can also 

make them feel to attempt the suicide, therefore leading to more damages to the family as a 

whole. A qualitative study exploring the experiences of siblings for helping the left behind 

loved ones and overcoming suicidal attempts by others in response to their depression.  

Gender of siblings can also be a factor for the difference of the intensity to experience 

suicide bereavement. Female siblings experiencing bereavement by their sibling’s suicide can 

experience more depression as compared to the male siblings. When compared to men, women 

were found to have a slightly higher risk of suicide, following the suicidal death of a sibling. 
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This is because women give social interactions higher priority than men, especially when it 

comes to the parents and the family. Therefore, the loss of a sibling may have more profound 

emotional effects on women, which may contribute to a higher risk of suicide. This causes 

severe depression and anxiety related disorders among them. It shows that grieving following 

sibling loss has a greater impact on women's health than it does on men's health. During their 

lives, they are exposed to a lot of different types of environmental stressors including, breakups, 

violence, sexual abuse, and substance abuse (Rostila et al., 2013). The intensity of relationship 

with the deceased would give an outcome for the severity of bereavement, which leads to 

different social and psychological outcomes. 

A study suggested a greater chance of suicidal thoughts or ideation in adolescent 

siblings whose any other sibling either brother or sister have committed suicide. (Wagner & 

Cohen 1992). In order to see that how other sibling suicide impact them there are 3 models 

which explain it that how it work i.e., sibling concordance. Firstly, it could be inherited or there 

could be role of genetic. If there is family history, if earlier someone in family have committed 

suicide, it increases the chances of suicide in other siblings (Shaffer, 1974; Shaffi, et al., 1985). 

Another model suggests if there is any sibling in a family who have attempted suicide before, 

the other sibling try to imitate that and it could cause possible trigger and other child could also 

get effected. Third reason could be the in the family. If there is lack of parental affection and 

showing controlling behavior towards children and more authoritarian (Asarnow, 1992) and 

harsh, rejecting parenting practices (Deykin, et al., 1985) are associated with higher rates of 

suicidal behavior in youth. 

A study reported that adolescent siblings of teenaged suicide victims were at a 

sevenfold increased risk for developing a major depression within 6 months subsequent to their 

siblings’ death, compared to a group of control subjects unexposed to suicide (Brent, et al., 
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1993). Analysis of data from Danish registries shows that exposure to the suicide death of an 

adult child significantly increases a parent’s risk of suicide and a direct comparison of suicide-

bereaved mothers with mothers bereaved by non-suicide causes shows that risk of suicide is 

significantly higher for mothers bereaved by suicide (Pitman et al., 2014). 

Theoretical Perspective 

Grief is the component of bereavement which is linked to social and psychological 

outcomes. A bereaved individual who grief and suffers, passes from a period of readjustment, 

sorrows, disengagement from the society and attachment issues. Bowlbay (1969) elaborated 

the attachment theory; Infants possess an "attachment system" by innate system to adjust the 

relationship between infants and their caregivers. It depicts cause-and-effect relationship 

between attachment patterns and responses to bereavement. If a person is attached to deceased, 

grief must be complicated and prolonged. On the other hand, if the relationship is not strong 

grief is acute and prolonged. 

Later on Parkes (1972) proposed four stages of grief which come under psychosocial 

model of bereavement. These four stages are shock and numbness, yearning and searching, 

disorientation and disorganization, lastly reorganization and resolution. These stages deal with 

the defense mechanisms that each person's subconscious mind develops to assist them with a 

loss within the context of their particular experience and perspective. The loss starts to feel real 

when they accept it.  

Physical and functional impairments could worsen time to time, and bereaved might 

have trouble taking care of them or dealing with everyday challenges. According to Parkes, 

even though no one ever fully recovers from the loss of a death, one does manage to get through 

the process. The need for contemporary ideas is observed since orthodox beliefs are being 
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questioned and revised (Parkes,1972; Bowlby,1969). Two of the many modern theories that 

have been developed in response to the nature of bereavement and relationships with the 

deceased are the dual process model and behavioral activation. 

Dual process model is a comprehensive and integrated approach, which explains that 

each individual bereaved in a different and unique way, and normalizing grieving is the part of 

the process. Stoebe and Schut proposed the idea of dual process model in 1995 and later on 

changes were made accordingly. This model states that rejection and avoiding grief is a part of 

bereavement process. It rejects the orthodox theories of attachment and stages of grief and 

gives an integrated approach to better understand grief process and how to cope with different 

stressors (Schut, 1999). 

This theory differentiates stressors and categorizes it, indicating these stressors depend 

on individual itself and culture. The two types of stressors are, loss orientation and restoration 

orientation. Loss-orientation is the focus on handling one or more aspects of the actual loss 

experienced with regards to the deceased. This includes longing for the deceased, reminding 

events that are linked to that individual, variety of emotional reactions from enjoyable to 

painful, from happiness that the departed is no longer suffering to despair that one is left alone, 

looking at old images, and wondering how he or she would react. The second type is restoration 

orientation, which deals with the coping of secondary stressors like loneliness, and isolation. 

This involves seeking new experiences and learning new skills which the deceased used to 

perform, for instance handling financial services, employment, other duties and roles linked to 

that individual, Role is also changed from parent to parent of deceased and from siblings to 

sibling of deceased (Schut, Henk, 1999). 

After these bereavement stages come oscillation which is the successful dealing with 

the stressors. It is the motion in backward and forward direction which includes denying, 
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avoiding and confronting the loss. Technique which psychologist uses normalizes the grief, 

acceptance of the loss and providing support with unconditional positive regard (Schut, 1999). 

The other contemporary approach is behavioral activation. After the death of a loved 

one (through suicide) individuals who are close to it enters the phase of suicide bereavement. 

They isolate from the environment and stop doing their everyday activities. They do not find 

meaning in doing anything as they lose the sense of meaning making, future motivation and 

directions.  

  Behavior activation is a new concept here; it is defined as the engagement of bereaved 

people in environmental activities, which works as reinforce for them. However, it is somehow 

difficult to find out the positive reinforcement which increases their behavior activation. Study 

on behavior activation concludes that pathological grief is reduced when the individual 

maintains his grief symptoms, after connecting to the society by breaking passive reflection. 

Behavior activation focuses more on identifying meaning to the world, self-identification, goals 

making and ways to stay connected to the society (Stroebe et al., 2007). 

Individual who has lost a loved one can reduce their daily life stressors by applying any 

copying mechanism which would not create any negative association with the past memories. 

Being in contact with the reality and present life individuals find ways to make sense of what 

is happening because in grief period most of the individuals’ perspectives changes which 

causes adjustment problems (Papa et al., 2013).  

Suicide bereavement fits well within the framework of Behavioral Activation and Dual 

Process Model because these is new emerging theories which provide new ways and coping 

strategies regarding the need for the bereaved individual. However, studies addressing the 



 

 
 
 

77 

 
 

process to explain the process of bereavement and its association with social and psychological 

outcome in our Pakistani culture have been never studied in the context of suicide bereavement. 

Behavioral Activation proposes that less exposure of the individual to positive 

reinforcements in the environment after the stressful event leads to the mental disorders such 

as depression (Ferster, 1973; Jacobson, Martell, & Dimidjian, 2001; Lewinsohn, 1974; 

Lewinsohn & Graf, 1973).  However, studies addressing the mechanism to explain the process 

of bereavement and its association with mental disorders has never been studied in the context 

of suicide bereavement. Few studies have been conducted to investigate the efficacy of 

behavioral strategies to treat bereavement (Acierno et al., 2012). 

 Jason and colleague (Holland & Diliberto, 2012) pointed out that theoretical 

explanation of behavioral strategies clearly points out that these strategies can be suitable for 

bereaved individuals, however, no advancement and follow the theoretical relevancy of 

behavioral strategies to bereavement, however, no studies were carried out to uncover the 

process of the bereavement in the context of behavioral strategies.  

Based on the neurobiological literature examining brain reward systems, Armento and 

Hopko (2007) and Carvalho, Gawrysiak et al. (2011) used the term “reward” rather than 

“reinforcement” (Manos et al., 2010). These two terms are quite different Indeed. Some 

environmental stimuli elicit approach responses, and it is referred as reward whereas in   White 

(1989) Reinforcement there are certain stimuli which strengthen stimulus response tendencies 

(white, 1989). 

When environmental experience was conceptualized as positive or negative that is 

environmental rewards. In different areas of life like relationship (e.g., having a pleasant 

conversation with a friend) and work (e.g., receiving a promotion). If we see for construct 
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dimension, main objective is to measure RCPR magnitude with extended period of time, and 

also to include items which will measure 3 dimensions of RCPR (Lewinsohn, 1974): (a) events 

which are potentially reinforcing, to measure it; (b) In the environment availability of 

reinforcement and (c) To elicit reinforcement the instrumental behavior (or skill) of an 

individual. The function of the instrument was to be a brief screening tool. It is important to 

note that particular event rewarding value depend on personal value and it can vary across 

individuals. For instance, for any recreational activity, Miss B may prefer to visit a shop while 

Miss A may enjoy taking walks and observing nature, ((Armento & Hopko, 2007). 

These environment rewards are helpful to understand the role of common mental 

disorders, perceived social support, suicidal ideation, and posttraumatic growth. As external 

rewards are linked with behavioral activation model, which is linked with interventions used 

in the treatment of common mental disorders. 
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Figure 1. Theoretical Model Adapted 
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Rationale 

Suicide is a prominent anathema in the present world. Statistics reflect that one person 

dies with suicide in every forty seconds. The rate of committing suicide is high among young 

adults age 15-29 and is the second leading cause of death, while 79% of suicide occurs in low-

income countries (WHO, 2019). Despite being taboo, suicide is still considered as a gateway 

to escape daily life stressors. In order to avoid combat with daily life crises an individual 

commit suicide. Certainly, the family of deceased is left in the shadows of depression, shame, 

and stigma.  

The family of a deceased person who has died by suicide goes through a viscous cycle 

of pain and challenges. It is estimated that with one suicide in family 135 family members 

including friends, colleagues and larger community get affected Cerel and Brown (2018).  The 

trauma of losing a loved one to suicide, comes with significant psychological and sociocultural 

challenges among survivors (Kramer et al, 2015). A number of risk factors are linked to the 

development, persistence, and severity of these psychological issues.  Past literature witnesses 

that depression, anxiety and Post traumatic stress disorder are psychological issues due to 

suicide bereavement. These factors include exposure to trauma, and adverse life events 

(Carvalho et al., 2011).  

Besides, confronting the psychological challenges, bereaved families are subjected to 

unending agonizing of stigma (cvinar,2005). Parents and siblings are more likely to confront 

stigma as compared to the other relatives (McClelland et al., 2020).  To avoid the stigma, the 

bereaved family members tend to avoid social gatherings and withdraw from society. Due to 

limited social interaction, they become isolated from society. Due to low social support, the 

members are often subjected to feelings of sadness, loneliness and depressive symptoms.  
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In order to address the issues faced by the bereaved family member’s, behavioral 

activation can be used to mitigate depressive symptoms. Behavioral activation is an empirically 

validated treatment for depression. If these environmental rewards are helpful in treating 

depression, and anxiety then it can be explored in the context of suicide bereavement along 

with other bereavement variables such as post-traumatic growth, post-traumatic stress disorder 

as well as social outcomes such as stigma and shame. (Pepper et al., 2013). 

Previous research depicted the relationship of environmental reward with psychological 

distress, depression and coping mechanism but not in context of suicide bereavement. For 

instance, a study explored the perceived changes in coping mechanism and depression 

symptoms as accounting for the relation between perceived change in environmental reward 

and psychological distress with alcohol consumption during the COVID-19 pandemic and 

found that  changes in coping mechanisms and depression symptoms mediated the relationship 

between perceived changes in environmental rewards and psychological distress, with 

increased alcohol consumption being a significant outcome during the COVID-19 pandemic 

(McPhee et al., 2020).  Another study explored the effect of environmental rewards on relation 

between goal-directed behavior and the symptoms of depressed mood or anhedonia (Aoki et 

al., 2021). No prior research determined the exact relationship of environmental reward with 

suicide bereavement and with social and psychological outcomes. Therefore, the present study 

is a valuable input in exploring the support and activities needed by bereaved individuals for 

reconstructing their lives. This study also explores the impact of environmental rewards on the 

psychological and social outcomes. 

Numerous factors hindered further research within area of suicide bereavement, 

especially indigenous research in Pakistan.  For example, researchers have to overcome many 

challenging ethical, and moral difficulties in exploring issues in suicide bereavement. There is 
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struggle in seeking ethics approval from research ethics committees who usually regard suicide 

bereaved as vulnerable (Grad, 2005). It is an open justification why a significant number of 

previous studies were quantitative in nature.  

Literature suggests that the past studies did not include bereaved individuals in the acute 

phase of their loss less than 6 months (Eisma et al., 2018) or 12 months’ time point after loss 

(Ross et al., 2018). In present study the sample of both genders and individuals with grief period 

of 6 months to 5 years are included. Research on bereavement experiences in Pakistan, and in 

other low and middle-income Asian countries is critically lacking. The majority of studies at 

this point have focused on populations in the West, which do not accurately depict cultural and 

social dynamics found in these regions.  

Previous empirical research suggests that in order to understand the inherent features 

of sociocultural and specific grieving processes, there is need to do more qualitative research 

with families bereaved by suicide. (Hjelmeland et al, 2010). Qualitative studies help to explore 

the experiences of families bereaved by suicide, focusing primarily to understand emotional 

changes experienced, cultural context and meaning making process. This included exploration 

of suicide bereaved families, exploring the type of relation they had with the deceased, and to 

understand the physical and emotional consequences of bereavement on the family and their 

social life. 

Qualitative study aims to investigate the experiences of the parents and siblings of 

losing a loved one by suicide in order to get their perspectives and histories of the relevant 

sample. These perspectives helped us to explore the challenges they faced while confronting 

difficult times, thus getting deeper understanding of the psychological and social outcomes 

while suffering bereavement. This approach was adopted to get insight into the environmental 

rewards’ impact if any on the parent’s and sibling’s bereavement and to study if they affect 
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psychological health or social interactions. This part of the research was to assess how 

environmental motivational rewards can offer important cues to prevent negative outcomes 

such as anxiety, post-traumatic stress disorder, depression, shame, stigma and enhance 

posttraumatic growth in family members. 

There are myriad researches on bereavement and suicide bereavement in the West 

where different researchers have examined the various dimensions of suicide bereavement.  

Still, suicide bereavement is an under researched in non-western context, specifically, in local 

context of Pakistan with unique sociocultural values.  

 Quantitative research on suicide bereavement typically examines the methodologies 

and impacts of suicide, particularly on those left behind. However, studies specifically 

addressing the bereavement experienced by parents and offspring have been lacking so far. 

This research aims to address this gap, potentially providing valuable insights into this 

overlooked area. Based on this concept it was planned to use mixed-methods approach to 

benefit from advantages of both quantitative and qualitative methodological approaches, while 

being able to provide a more comprehensive consideration of the experiences of parents and 

siblings, asking about the psychological and social issues they faced, and environmental 

positive reinforcement  while encountering bereavement.  

The study aims to explore the process of the suicide bereavement within the behavioral 

activation framework. One of the main idea was to explore the moderating role of 

environmental rewards between suicide bereavement, common psychological disorders (such 

as depression, anxiety, PTSD) and social outcomes (shame, stigmatization, post-traumatic 

growth). With that in mind, the present study also explored the intensity of bereavement with 

respect to the relationship with the deceased (intensity of bereavement for parents and for 

siblings). Behavioral activation is mainly used for the purpose in increasing activation, and 
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indulge bereaved in rewarding activities, engaging the patient in a meaningful way. It was 

initially developed for depression; so, the study hypothesis has been conceptualized with the 

assumption that Behavioral activation may have applications beyond depression (Dimidjian et 

al., 2011), specifically PTSD, anxiety, and social outcomes i.e., stigma, shame and post-

traumatic growth all accompanied and caused by suicide bereavement. 

To the scholar’s knowledge research on different types of anxiety and depressive 

symptoms among Pakistani suicide bereaved is notably and remarkably absent. This research 

gap emphasizes and highlights the necessity and the need to examine and explore particular 

and specific challenges bereaved individuals face and consider cultural variations and 

differences regarding suicide bereavement.  Research is also lacking regarding the unique 

element of shame and stigma in Pakistani suicide bereaved families. Hence, more research is 

required to determine the impact of shame and stigma due to suicide bereavement on bereaved 

individuals. Research regarding psychological and social effects on Pakistani suicide bereaved 

individuals is also lacking and will be taken in account in this study,  

Culturally relevant mental health therapies and interventions adapted and tailored to the 

special needs and requirements of Pakistani bereaved people are important and necessary. The 

efficacy of incorporating cultural, religious, and spiritual components into the treatment 

process should be looked through this study. More study and research are needed to further 

understand differences in grieving and coping experiences between men and women suffering 

suicide bereavement. It also includes an examination of how frequently or prevalent gender 

conventions influence and impact bereaved families.  Research should also focus on creating 

and assessing stigma reduction efforts which seek to change and alter public views concerning 

mental illness and suicide in order to enhance or improve the supportive environment in which 

grieving people live. 
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More research that looks at bereavement in diverse cultural contexts, such as Pakistani 

lifestyle, are necessary as a major portion of such research has been done in western cultural 

context. Knowledge of cultural traits can assist to develop plans that work better and deeper 

knowledge of the progression of grief and its long-term mental and social consequences are 

also an outcome of this study.  
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Proposed Conceptual Framework for the Present Study 

The following diagram depicts the conceptual framework of the present study which shows 

that it is an interaction effect mainly focusing on interaction between Bereavement and 

outcome variables through Environmental reward. 

Figure 2. Conceptual Framework  
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Chapter-II 

METHOD 

Objectives: 

1. To explore the experiences of suicide bereaved family members. 

2. What psychological and social outcomes are associated with individuals who have 

experienced bereavement due to suicide.  

3. In bereavement period, what are the challenges faced by suicide bereaved individuals.  

4. Translate and validate the instruments in Urdu language, the national language and 

lingua franca. 

5. To examine the relationship between suicide bereavement and psychological 

outcomes. 

6. To examine the relationship between suicide bereavement and social outcomes. 

7. To study the moderating role of environmental rewards between bereavement and 

psychological outcomes.  

8. To study the moderating role of environmental reward between suicide bereavement 

and social outcomes.  

9. To investigate the group differences on outcome variables between parents and 

siblings.  

10. To investigate the impact of the duration of bereavement on outcome variables on 

parents and siblings.   

Research Design  

Cross-sectional research design followed by mixed method approach were used. The 

following research design incorporates both qualitative and quantitative approaches. The 
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research was divided into two studies.  Study-1 consists of 3 phases. In First phase, used the 

qualitative approach and adopted a semi-structured face to face interview. Phase-II involved 

translation and adaptation of scale and validating the instruments in the local context by using 

rigorous forward and back ward translation design and Phase-III was pilot testing of 

instrumentation in local context. Study-II (main study) was carried out to address the 

formulated hypotheses.  
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Figure-3 below shows the details of the research design.  
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STUDY-1 

This section of the research encompasses the objectives, methods, results, and discussion of 

Study-1.  

 Objectives and Research Questions 

The objective of study 1 was to explore the experiences of bereaved family members and 

examining demographic differences within various sociocultural context and circumstances. 

The findings from this exploration were used for translation and adaptation process in Phase-

II. Specifically, the insights gathered from the interviews provided a comprehensive 

understanding of the unique needs, perspectives, and cultural nuances of the participants. This 

understanding was instrumental in ensuring that the instruments used were culturally relevant 

and sensitive. By incorporating the detailed gathered from the lived experiences shared by 

bereaved family members, scholar was able to tailor the language, content, and structure of the 

instruments to better align with the sociocultural contexts of the target population. This process 

involved not only linguistic translation but also the adaptation of concepts and measures to 

ensure they were meaningful and appropriate for the diverse demographic groups represented 

in the study. 

Subsequently, in Phase-III was pilot testing of instruments.  This phase was essential to validate 

the effectiveness and reliability of the instruments in capturing the intended data across 

different sociocultural settings. The iterative process of translation, adaptation, and pilot testing 

ensured that the final instruments were both scientifically robust and culturally attuned to the 

experiences of bereaved family members. 

Interview and topic guide were based on following research questions to address: 
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1. What are the experiences of the individual who have lost someone close to suicide?  

2. What are the particular lived experiences of Parents and Sibling Bereaved by Suicide of a 

child or sibling, respectively? 

3. What psychological outcomes are associated with individuals who have experienced 

bereavement due to suicide? 

4. What social outcomes are linked to people bereaved by suicide? 

5. What challenges do individuals bereaved by suicide face during the bereavement period? 

6. Do environmental rewards impact the psychological health or social interactions of 

bereaved parents and siblings? 
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Phase-I  

Interviews 

  The bereaved parents and siblings were approached and interviewed one to one with a 

semi-structured interview followed by a topic guide of questions related to the lived 

experiences, challenges, psychological and social outcomes of bereavement and environmental 

rewards’ role in their growth. 

Sample 

15 participants (parents and siblings) consisted of four fathers, three mothers, five 

brothers, and three sisters from eleven different families were selected and were included in 

the study. Purposive and snowball sampling was used. Data were collected from across 

Pakistan; primarily from various cities in Punjab. To understand the intensity of relations in 

multifaceted nature of experiences within families, both parents and siblings from each family 

were included. 

Data were collected from emergency departments and record of Medical Legal Officer (MLO) 

document of Benazir Bhutto hospital, Rawalpindi. In order to be included in the study, potential 

participants were contacted and invited to be part of the study. Study was conducted from 

February 2023 to May 2023, and duration of interviews lasted for three months’ period. All 

participants were able to understand Urdu. 

Inclusion criterion  

1.  Suicide bereaved parents and siblings were included, who have experienced the 

loss and grief of a child or a sibling respectively 
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2. Parents and siblings who lost their loved one within six months to five years 

following the death of their child or sibling.  

3. The age of deceased should not be more than 30 years. 

4. There should be equal representation of data from both categories sample, parents 

and siblings, and gender. 

5. Participants who were familiar with the Urdu language. 

Exclusion criterion 

1. Had a medical condition or substance misuse, dementia, abuse of alcohol or drug, 

schizophrenia, bipolar disorder, or any other disorder that could prevent participation.  

2. Unable to engage, or respond to the interview questions. 

3. Bereavement other than suicide were excluded. 

Setting  

      Data of 15 Bereaved family members including Parents (Mother, father) and siblings (Sister 

and brother) were held at Psychiatry Department of Benazir Bhutto Hospital Rawalpindi, 

Pakistan. Face to face 13 interviews and on call 2 interviews of mother were conducted. The 

interview settings were mutually agreed upon by the interviewers and interviewees. 

Participants who requested reimbursement were compensated for their time and travel 

expenses.   

Data Collection  

     Fifteen in-depth semi structured interviews were conducted in Urdu language by a scholar 

with prior experience in qualitative interviews. The scholar had participated in a Randomized 
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Controlled Trial of problem-solving intervention for adults with history of self-harm. Inform 

consent was taken from participants and semi structured topic guide to facilitate interviews was 

developed. Each interview commenced with the question, "How did your family experience 

suicide bereavement?" reminders or reformulations were given if discussions deviated from 

the research focus. Interviews were audiotaped with participant consent and later transcribed 

verbatim. Pseudonyms were assigned to ensure confidentiality. Topic guide was developed 

using following steps. 

Structure of topic guide 

     It comprised on qualitative and quantitative components. In qualitative component, the 

parents’ experiences, their mental health issues and social challenges they faced, and 

environmental rewarding activities they have employed were explored through open ended 

question.  

Quantitative 

At the start of each interview various social demographic factors such as gender, age, 

education level, family system, marital status, relation to the deceased, occupational level, 

city, mother tongue, religiosity and time period of suicide bereavement were collected. Data 

were also collected about the deceased and multiple factors such as age, gender, marital status 

at the time of suicide, method of suicide, structure of family, history of psychiatric illness and 

information about prior and post psychiatric consultations. 

Topic Guide 

Expert Panel Discussion 

A group of experts consisting of three clinical psychologists and two psychiatrists who had 

prior experience in self-harm and suicide, were engaged in a 3-hour discussion to identify and 
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prioritize areas for the topic guide. The main focus was to use easy and understandable 

language for participants (parents and siblings). 

Draft Development  

First draft of the topic guide was developed by a senior psychiatrist and two clinical 

psychologists. After a comprehensive literature or search and insights gained from the expert 

panel discussion. 

Evaluation 

To check the language appropriateness and to make sure that all relevant areas were 

included, the draft was evaluated by a senior psychiatrist. Input was also collected from 

qualitative research experts and an English version was shared with them, to evaluate the 

question style to enhance in-depth data acquisition. To explore further information, and to 

probe further questions, and to encourage further details, open ended questions was used.  All 

the transcripts and verbatim accounts were completed. Interviews were recorded with 

permission, translated into English, and then analyzed.  Only on one occasion participants were 

interviewed and it lasted for an hour. After the interview, participants were asked if any 

psychological support is required, and counseling were offered and if any further services were 

required they were referred to mental health professionals.  All the interviews were conducted 

till the time of saturation. 

Quality control and Assurance 

The Scholar is trained in qualitative data collection and its analysis. The scholar has 

also attended the Global mental health research capacity and capacity training on qualitative 

research and analysis in United Arab Emirates (UAE) which comprise of how to develop topic 

guide, how to conduct interviews and its role play sessions and didactic presentations involved 
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didactic presentations, development of topic guide, role play sessions to conduct interviews on 

sensitive issues such as self-harm, and hands on exercises using thematic analysis.  

Data collection procedure and Ethics 

The scholar provided Information leaflets to 15 participants. Consent was obtained 

from eligible participants for further contact, along with the provision of two contact numbers. 

They were informed that participation is voluntary. It was made clear to the participants and 

their family that participation in the study was voluntary and they can withdraw from study 

anytime and they need not to give us reason and there will be no detriment to them. Interview 

were also recorded. The average length of interview was 1 hour, but maximum time was till 1 

hour 30 minutes. Frequent rest were given to them during the interview. 

          Recorded interviews and verbatim were transcribed. Participants were asked if they 

could describe about their experiences and views about life after loss. To use questions as 

prompt, semi-structured interview was used and also, they were allowed to adapt to participants 

account. The purpose of the interview, as explained to the participants, was to discuss their 

feelings about how their lives may have changed or remained the same after their loss. 

To mitigate potential risk, they were given option of debriefing and continuous support 

by a therapist after the bereavement if they feel they need and it was necessary as mitigation 

strategy. Transcripts were anonymized and identification numbers were assigned to all the 

participants. A distress policy was put in place and counselling and support were offered to the 

participants in case they felt distressed during or after the interview. Ethical approval was 

received from National university of Modern language to conduct the survey.  
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Risk Protocol 

      There was a protocol in place to refer such participants for psychiatric evaluation and 

treatment and risk assessment policy was also put in place to assess any risk for participants. 

No participants were found to be at risk during the clinical interviews.  

Thematic Analysis 

       Transcripts of semi-structured interviews were coded initially and labeled. These 

transcripts were reviewed multiple times to ensure the essence of participants’ response. 

Pseudo names were assigned to all participants in order to ensure privacy and confidentiality. 

All the data and transcripts were anonymized and before conducting the interview consent was 

taken which serve as the primary data for analysis. All the topics were covered 

comprehensively, and data were collected until the saturation point. To identify the categories, 

themes and sub themes within the interview thematic analysis was conducted.   

          In this study qualitative approach focusing on the lived experiences were used and five 

step process for thematic analysis were used which were used as guiding framework. (Braun, 

V. and Clarke, V. (2006). To maintain validity of the analysis, measures were taken about 

continuous discussion regarding coding.  

      To maintain standard of qualitative reporting, the study followed the guidelines of 

consolidated criteria for Reporting Qualitative research (COREQ) checklist. This approach 

brings transparently and uniformity in findings and increase the credibility and trustworthiness 

of the study.  

Results 

In qualitative research, scholar have included parents and siblings whose deceased 

family members were aged 18 to 30 years and to find about their experiences. In this study we 
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have interviewed a diverse group including 4 fathers, 3 mothers, 5 brothers, and 3 sisters, 

totaling 15 individuals. Educational background varied from those who don’t have any formal 

education and those who have achieved higher education like graduation or even a doctorate 

degree.  

The method for suicide used were lethal and were equally diverse, like rat poison, wheat 

pills, drug overdose, or hanging. It was particularly important to note that most of the deceased 

were young men who had died either through wheat pills or use of rat poisoning. Participants 

were coping with loss for about two years, which shows the nature of the grief and its impact 

on their lives.
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Demographic characteristics 

  
Family 

participa
nts 

Gend
er 

Ag
e 

Marit
al 

status 

Mother 
Langu

age 

Educati
on 

Occupati
on   

Relati
on 

with 
the 

deceas
ed   

Fami
ly 

Syste
m 

consultat
ion with 
Mental 
Health 

Professio
nal  

consultat
ion with 
Faither 
Healer  

Deceas
ed Age  

Deceas
ed  

Gende
r 

Marita
l 

illness  

Meth
od of 
suicid

e  

Duration 
of 

Bereavem
ent ( 

Years) 

Prior 
Ment

al 
illnes

s   

P1 1 Male 52 
Marrie

d 
Punjabi Middle 

Mechani

c 
Father  

Nucle

ar 
NO NO 18 Female Single 

Rat 

pills 
1 Year  No 

P2 1 Male 22 Single Punjabi 
11 

grade 
Student 

Brothe

r 

Nucle

ar 
NO NO 18 Female Single 

Rat 

pills 
1 year No 

P3 2 Male 32 
Marrie

d 
Urdu BDS Dentist 

Brothe

r 

Nucle

ar 
No No 28 Male 

Separat

ed 

Wheat 

pills 
1 year NO 

P4 3 Male 32 
Marrie

d 
Siraki Nil 

Shop 

work 

Brothe

r 

Nucle

ar 
NO NO 30 Male 

Marrie

d 

Rat 

pills 
 1 year No 

P5 4 Male 30 
Marrie

d 
Punjabi Matric 

Metal 

working  

Brothe

r 
Joint 

YES and 

before 

yes too 

YES 27 Male 
Divorc

ed 

Drug 

overd

ose 

3  year Yes 

P6 5 Male 52 
Marrie

d 
Punjabi Nil 

Construct

ion 

company 

Father Joint No No 26 Male Single 
Wheat 

pills 
6 months No 

P7 6 
Fema

le 
23 Single Punjabi 

Graduat

ion 
Nothing Sister Joint No No 30 Male 

Marrie

d 

Wheat 

pills 
 6 months No 

P8 4 Male 53 
Marrie

d 
Punjabi Matric 

Metal 

working 
Father Joint 

Yes 

before 
No 30 Male 

Marrie

d 

Rat 

pills 
 1 year No 
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son he no 

for both 

P9 6 
Fema

le 
35 

divorc

es 
Punjabi Matric jobless  Sister Joint No No 30 Male 

Marrie

d 

Wheat 

pills 
6 months No 

P1

0 
7 

Fema

le 
53 

widow

ed 
Punjabi Nil Maid 

Mothe

r 

Nucle

ar 
No No 27 Male 

Divorc

ed 

Hangi

ng 
1 year Yes 

P1

1 
8 Male 20 Single Punjabi 8th 

shop 

keeper 

Brothe

r 

Nucle

ar 
No No 22 Male 

Seperat

ed 

Wheat 

pills 
3 years  No 

P1

2 
7 

Fema

le 
22 Single Punjabi 5th Maid Sister 

Nucle

ar 
No No 27 Malel  

Divorc

ed 

Hangi

ng 
2 years  Yes 

P1

3 
9 

Fema

le 
55 

Marrie

d 
Punjabi MA 

Retired 

teacher 

Mothe

r 

Nucle

ar 
Ho No 17 Female Single 

Wehat 

pills 
3 years  No 

P1

4 
10 

Fema

le 
50 

Marrie

d 

Kashmi

ri 
Nil jobless  

Mothe

r 

Nucle

ar 
No No 25 Male Single 

Wheat 

pills 
1 Year  No 

P1

5 
11 Male 63 

Marrie

d 
Punjabi Nil Dahari Father 

Nucle

ar 
No No 23 Male 

Divorc

ed 

Rat 

pills 
2 years  np 

 

 Demographic characteristics provides an overview of the characteristics of both the participants and deceased family members and provide 

insights into the demographics and circumstances surrounding these tragic losses. 
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Overview of Themes Across Parents and Siblings 

Theme: Emotional Distress and Social Disconnection 

Subtheme: Emotional Turmoil. Participants experienced emotional distress after the 

loss of loved one. It includes the symptoms of sadness, hopelessness and grief.   

"After suicide of my son, it was difficult to control my cry, and there was continuous sadness 

and my whole world fill apart’.  

Subtheme: Emotional and Functional Impairment. Emotional and functional 

impairment were also reported by suicide bereaved families and which affect the family daily 

activities and to maintain normal functioning. Functioning impairment have affected the 

attention, productivity and attention 

"I used to focus on thoughts of my sister suicide, and were not able to focus on anything, and 

it was difficult to get out of bed even’. 

Subtheme: Persistent Trauma and Intrusive Thoughts. Participants experienced 

traumatic thoughts about suicide of their loved one and these thoughts occurred unexpectedly, 

and caused emotional pain and distress. 

"Even after so many months of my daughter’s suicide, I have nightmares to how to find her. 

It’s like I am reliving the trauma.  

Subtheme: Feelings of Helplessness and Social Isolation. Feeling of helplessness and 

isolation, were expressed by bereaved individuals which came from shame and stigma. 

Withdrawing from social interaction and to be disconnected from others. 
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"After my sister suicide, People start avoiding me and I didn’t know from where to get support, 

it was like nobody was understanding what I am going through.’ 

Subtheme: Preceding Warning Signs and Communication. Participants focused on 

communication pattern and warning signs which lead to suicide. Few have reported that there 

was change in behavior or mood and other expressed distress.   

 ‘After looking back, I have realization that there were few signs which my brother was 

struggling, but I couldn’t make how to talk to him about it. Then I wished that I should have 

approached him earlier before it was too late.   

Theme: Navigating Posttraumatic Growth and Personal Transformation 

Subtheme: Finding Meaning and Purpose. About post traumatic growth participants 

have discussed that how it bought new meaning and purpose in their life after suicide of loved 

one. What a personal transformation and clarity about priorities and life goals were achieved.   

 "I find peace in my faith after my daughter's suicide. After her loss I found new meaning in 

life and was closer to Allah. I noticed that I had greater purpose and my life is more in alignment 

with my faith and values.  

"I it is unbelievable for me that I will find strength in such a tragic event, but I become closer 

to Allah. I become more connected to Allah and got more resilience’. 

"I have noticed that I have more inner strength which was never existed in me. This adversity 

brought a resilience in me which I was not aware that was there earlier in me.’ 
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Theme: Coping Strategies and Resilience 

Subtheme: Spiritual and Religious Coping. I turned to spiritual and religious belief 

become stronger which bought more comfort and strength in coping with the loss. I engaged 

more in religious practices, seek more comfort in prayers, and got meaning in faith-based 

teachings which helped me in coping 

"To recite Quran and praying it bring more peace in me after my son death. I understood that 

it was God’s will, and my faith become stronger during this tough time.  

"After my daughter death, I start attending more religious event and guidance and it became 

my main source of support. I find that God is with us even in our tough time.’ 

Subtheme: Social Support and Friendship. To cope with grief social support and 

friendship played significant role. To participate in support groups, to connect with my friends 

and family, and to share experience with others who have gone through similar losses was a 

major support for me.   

‘After my brother suicide, my friends have been my lifeline. They don’t judge me and offer 

unconditional support which was invaluable in my healing journey.’ 

Subtheme: Avoidance and Reluctance to Confront Grief. Although social support was 

important, but some participants also acknowledge that they have avoided or delayed 

confronting their grief. To confront grief and showing reluctance in it was due to feeling of 

shame, guilt, and fear. 

‘It’s so painful to talk to my family about my son’s suicide. I am fearful that I will breakdown 

in front of them and will burden them with sadness.’ 
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Subtheme: Hope for Healing and Recovery. Although there were a lot of challenges 

because of suicide of family member, but participants have expressed hopeful approach 

towards recovery and healing. To believe about possibility of finding purpose in loss, having 

personal growth, to move forward with their lives were important coping strategies.  

"I will have healing and peace. My daughter’s suicide changed my perspective of life, but I 

think I can grow from this experience and find a way to honor.  

Theme: Environmental Rewards for Coping 

Subtheme: Environmental Reinforcement. Participants expressed that to deal with grief they 

have used Environmental reward and engaged themselves in Behavioral activation. It includes 

like spending time with nature, follow some hobbies, to meet friends and family, and engage 

in activities which bring pleasure, joy and comfort and give relieve for pain and grief.  

"After my son’s suicide, I started spending time in gardening. When I was outdoor and nurtured 

myself, it helped to be connected to positive even in the middle of grief.  

"After my sister’s suicide I started taking more interest in cooking. I found peace in in making 

meals for my family to distract myself. 

Subtheme: Maintaining Routine and Structure. Significant of maintain routine and to have 

some structure in life as a way to cope with stress and grief were discussed by participants. 

They have highlighted that they find comfort and to get stability in familiar activity like 

following daily rituals, adhere to schedule, and to engage in familiar routine provide them sense 

to be normal in grief.  
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"After my daughter’s suicide, to maintain daily routine and to be grounded I have learned about 

it.  Although everything was chaotic, but to have structure in my life give me sense of control 

and stability.  

"I have made sure that after my brother’s suicide I should maintain my usual routine, which 

helped me to be grounded and helped me to be distracted from my stressful time and emotions 

and to know that what should I expect each day.’ 

Theme: Overcoming stigma, and barriers to seek professional help 

Subtheme: Social Stigma and Judgment. Participants have highlighted how stigma 

and judgment of people have bring feeling of shame and isolation. They have described that 

how negative attitude and misconception from other have affected their ability to get support 

and to deal with grief.   

"When my sister commit suicide, those people who didn’t understand my pain they have judged 

me. They have made bad comments and avoided us, and we become more isolated’. 

"Due to suicide bereavement, we have faced stigma and it was difficult to talk about our loss. 

Society has judged us, and we couldn’t reach out for help.   

"After my son’s suicide I have not consulted any therapist as I was fearful that they would 

judge me. I had no plan to be seen as crazy or weak to get help.  

Subtheme: Concern for the Well-being of Survivors. Participants emphasized that 

there should be support for the wellbeing of other survivors including family and friends. It is 

important to support others and provide them assistant.  
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"It made me fearful that my parents are coping with loss of my brother. We tried to support 

each other but it’s hard to know they are also hurt and going through grief process.’ 

Subtheme: Social Isolation and Loss of Support. Participants mentioned they have 

faced social isolation and loss of support after suicide of loved one. Friends and family have 

disconnected from themes and they felt isolated. 

"After my son’s suicide, our relatives have stopped coming and friends did same. They have 

shown like we didn’t exist and it increase my grief." 

Subtheme: Shifting Responsibilities and Support Dynamics. Participants discussed that how 

after suicide roles were shifted and responsibilities within families. It was hard to take new 

roles to deal with own grief and also to support family.  

"After my daughter suicide, I start taking more responsibilities for my children and for my 

wife. While dealing with own grief, I was also Juggling everything.’ 

Theme: Understanding Mental Health Struggles in the Context of Socioeconomic 

Challenges 

Subtheme: Treatment and Self-Medication. Participants expressed concern regarding 

socioeconomic challenges they have faced regarding mental health treatment and self-

medication. That there were difficulties to get professional due to stigma and financial 

difficulties. 

"After my son’s suicide, I was not in position to have financial support to get therapy, so I 

started self-medication. I knew it was not healthy but I was not having any other option.  
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Subtheme: Socioeconomic Stressors and Familial Strain. There were huge impact of family 

strain and socioeconomic stressors on my mental health. There were financial difficulties, Job 

loss, that caused psychological distress and contribute to vulnerability.  

 "After the death and suicide of my daughter, there were a lot of financial difficulties and which 

put strain in our family relationship. It felt at that time that everything was falling apart.’ 

Theme: Promoting social support for mental health awareness 

Subtheme: Advocacy and Awareness Initiatives. Participants have highlighted the 

significance of awareness initiatives and advocacy for mental health awareness and suicide 

prevention. They have advocated the importance for need of education about mental health 

issues, and importance of policy change to get access to mental health services.   

"About suicide prevention in our communities, we require more awareness campaign. To make 

aware people that its ok if they seek help when its required.’ 

Subtheme: Cultivating Empathy and Compassion. Participants expressed concern 

about empathy and compassion for people who have lose someone due to suicide. That society 

should be more understanding and supportive for those who struggle with mental health issues 

and to create environment which bring empathy for others.  

"It’s important for people show empathy and compassion towards others. We should not be 

judgmental and offer support to those who struggle with suicide bereavement.’ 

Theme: Understanding the Complexities of Suicide Bereavement 

Subtheme: Psychological and Behavioral Characteristics of the Deceased. 

Participants have talked about characteristics which have complicated and contributed to 
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suicide. They discussed that there were variety of traits, like suicide ideation, mood swings, 

emotional distress which has impacted on their interaction and also on relationship.  

"There were mood swings and aggression and my son was fighting with it before her suicide. 

It was sad to see him struggling and I wish I had known how to help my child.’ 

Subtheme: Strained Interpersonal Relationships. Before suicide strained 

interpersonal relationships were reported by the deceased. They have talked about conflicts, 

communication breakdown which have contributed to the feeling of guilt, regret.  

"I had strained relation with my sister and we didn’t talk for months and now I feel why I 

haven’t reached her sooner.’  
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Phase-II        Translation and adaptation of the Instruments 

Prior to the phase-II, the data collected by interviews from participants reflected 

significant outcomes. The semi-structured interview gives an insight to the factors in suicide 

bereavement. The saturated themes and subthemes highlighted the identification of various 

psychological and socio-economic factors. These includes anxiety, depression, PTSD and post 

traumatic growth as psychological factors, meanwhile stigma and shame as social factors. 

Apart from these variables, the researcher identified the role of environmental reward among 

the participants of bereaved families. Considering the outcome, there comes a need of empirical 

evaluation of these variables, in order, to understand the pattern of relationship among 

variables. 

            Phase-II quantitative approach used various tools in appropriate settings to translate and 

validate the instruments within local context. The selected tools were in English language; 

however, the participants were Urdu understanding. Further, the demographic characteristics 

revealed the saturation of participants from low socio-economic class within the sample. There 

were participants who had not received formal education. Subsequently, the understanding of 

culturally sensitive term will be compromised. In order to eliminate the language barrier and 

culturally sensitive issues, translation and adaptation was required.  

Objectives 

The objective of the phase II in study-1 was to translate and validate the selected 

instruments in Urdu, the national language of Pakistan for use in the local context. These 

validated instruments would then be utilized in the main study (Study-II), to examine the 

pattern of relationships between the study variables.  
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Adaptation of scales 

The interviews and experiences both revealed many factors that made the study enabled 

to adapt scales according to cultural aspects in Urdu language. The adapted scales were 

environmental reward observation scale (EROS), societal Stigmatization scale, State shame 

scale. 

  The most popular design, Beck translation (Hambelton, 2005), was used in the present 

study. Translation from source language (English) into target language (Urdu) was carried out 

independently by 6 academic experts including 2 Assistant professor of psychology from UMT 

university, one consultant psychiatrist of Psychiatry department Benazir Bhutto Hospital, 2 

clinical psychologists with degree of MS clinical psychology and practicing psychologist in 

Benazir Bhutto hospital and one in NGO. These Urdu translations were synthesized into single 

draft by another 4 experts including 3 Assistant Professors and 1 psychologist after thorough 

consideration of each item of scale and their instructions in the context of word selection, 

sentence structure and understandability of language.  

The draft of the scales finalized by the panel was given to another six bilingual experts 

for translating it back into the English language. These six backs translators were one 

Psychology professor and Dean, 1 CSS officer, 1 English newspaper editor and one 

psychiatrist. And one Assistant Professor of psychology from different institutes including 

Baluchistan University, UMT University school of professional psychology, and Dayspring 

newspaper editor. then 3 expert professionals in psychology examined and compared the back 

translated version with the original English version scaled in terms of their equivalence.  

In summary, the translation process was completed through back translation design in 

which six translators adapt a test from the source language to the target language. Crafting six 
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drafts, a team of four experts aided the formulation of one draft. The experts focused on word 

selection, comprehensibility and sentence formation of the translated version. The first 

translated version of scale is referred as version 1.  

In second step a team of six experts formulated backward translation of version 1 from 

target language (Urdu) to the source language (English). Another three experts weighed the 

equivalence of tool by comparing the backward translated and original version. In order to 

ensure the cultural sensitivity of sample, the stages and requirement of scale translation were 

adhered to the optimal level.  

In addition to the translation, some changes were also made to the instruments as 

discussed and suggested by the expert committee. These changes were about the instruction for 

the all scales, for rating of post traumatic growth inventory short form scale which is six-point 

scale (1) I experienced this change to a very small degree as a result of my crisis, (2) I 

experienced this change to a small degree as a result of my crisis. But in my study, it was on 

5-point scale from very great degree and rating of (1) to very small degree and rating of (2). 

small degree and very small scored both in one category due to expert discussion in committee 

approach that there is no difference and participants will get confused and also during pilot 

study where the participant couldn’t find any difference in it and merged in one category. rating 

of small, very small to do it in one as its difficult for any participant to rate. Values assigned to 

response options; certain words/items used in the scales. Instructions and its duration 

mentioned in instruction were developed in committee stage in accordance with the present 

study variables and sample. for Post traumatic growth inventory, it was 0-5 in original English 

but change to 0-4 in Urdu keeping in mind that small and very small should be keep in same. 
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In core bereavement items scale it was also noted that the symbol (X) for the identity 

of the deceased was not very much appropriate term with the local population as it is an English 

language alphabet. However, after discussion in committee meeting it was agreed upon to 

retain the symbol (X) because using some noun could possibly coincide the actual name of 

some deceased. 

Through this procedure Urdu version of the scales was prepared. The version was pre 

tested on a sample of 10 bereaved parents and siblings to assess its suitability and 

comprehension of the target population and to uncover the problems that go unidentified by 

the translators. After the pre testing, the translated version of the scales was empirically 

evaluated in pilot testing to address their psychometric properties in a sample of 150 bereaved 

parents and spouse. 

Phase –III    Pilot Testing 

The objectives of the pilot study were to tackle instrumentation issues, evaluate the 

psychometric properties of the translated Urdu version scales, and explore the direction and 

strength of relationships among the study variables and to do instrumentation in local context. 

Sample 

Data for the pilot study were collected with self-reported instruments from 150 

bereaved parents and siblings. Demographic details of each participant include their gender, 

age, Marital status, relationship status, family system, religion, and consultation before and 

after suicide with mental health professionals and faith healers. Sample included 63(42%) 

Females, 87 (58%) Male, and in parents 69 (46%) Father, 45(30%) Mothers, siblings 10 (6.7%) 

Sisters, Brothers 26(17.3%). Age range were 14 to 76 years. The participant’s Marital status 

was 29(19.3%) singles,120 (80%) Married, and 1 (0.7%) divorced, 88(58.7%) belonged to 
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nuclear family system and 62(41.3%) from joint family system. 148(98.7%0 were Islam and 

2(1.3%) were Hindu. Most of the participants 140(93%) did not consult to any psychiatrist after 

deceased suicide and 124(82.7%) not consulted with faith healer. 83(55.3%) participants 

showed the extremely positive relationship with deceased before death, somewhat positive 

were 57(38%), somewhat negative were 6(45), extremely negative 4(2.7%). 

The participants were taken from five provinces of Pakistan Punjab, Sindh, Quetta, 

Baluchistan, Federal and Gilgit and including all ethnic communities in the Pakistan.  Inclusion 

criteria were based on (a) survivors of suicide bereavement of 2 distinct categories parents and 

siblings were included who have experienced the loss and grief of a young offspring or a sibling 

respectively due to suicide, (b)Length of bereavement within Maximum 5 years and minimum 

6 months. (c) The age of deceased should not be more than 30 years. (d)Participants who were 

familiar with the Urdu language. 

Instruments  

The following Instruments were used in translated version for pilot testing.  

Core Bereavement Item  

This instrument was originally developed by Burnettet et al., (1997) and Aziz (2012) 

have adapted and translated the version and was used in the present study. The scale has 17 

items with the frequency of grief experiences to measure of core bereavement phenomena. 

There is no reverse item on the scale. Response options to each statement are rated on four 

point Likert type with range from ‘Never (0), A little bit of time (1), Quite bit of time (2), to 

‘continuously’ (3). Scale score range is from 0-51 and in order to obtain overall total score 17 

items were added in with potential score. For the original scale was .84 to.90. The core 

bereavement item deviates when with relevant group and its internal reliability is (α = .91) 
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which is high and it reduces with passage of time (Burnett et al., 1997; Middletonet al., 1998). 

The alpha reliability coefficient for the present sample was .91. 

Posttraumatic Growth Inventory-short form 

 This scale was originally developed by Cann,Tedeschi, Calhoun, Taku, Vishenessky, 

Triplett  & Danhaurer (2010)) and translated by Aziz ( 2012). This scale determine how a 

person went through stage of post bereavement growth and how they improve themselves. 

items of scale are 10. It has no reverse item.  Responses are made on the following five-point 

scale: (0) I did not experience this change as a result of my crisis, (5) I experienced this change 

to a very great degree as a result of my crisis with potential score range of 0-50. The maximum 

score of Post traumatic growth inventory short form is 50, higher score on this scale would 

indicate the higher post traumatic growth and for original scale alpha reliability was .66 for 

whole scale. (Siraj, 2020).  Reliability coefficient and Cronbach alpha coefficient for present 

study was .73. 

The Impact of Event Scale 

  Horowitz et al., (1979) originally developed Impact of event scale (IES) which is 15 

questions short set and it determine the impact that a person experience post any traumatic 

event. Reason to use short version rather than using 22 items was that short and less items were 

convenient for sample and also psychometric properties were good. It’s a 4-point likert scale 

with no Reverse item and Possible score range is from 0-75 and high score would show higher 

post-traumatic stress symptoms. To get the total score, each column score is calculated and 

then it is added to get the total score on impact event. Rating is ‘not at all” is valued at 0, 

“rarely” rated as 1, “sometimes” rated as 3 and “often” is rated as 5.  Score is interpreted as 0 

– 8 No Meaningful Impact, 9 – 25 Impact Event—you may be affected, 26 – 43 Powerful 
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Impact Event—you are certainly affected, 44 – 75 Severe Impact Event—this is capable of 

altering your ability to function. Scores above 27 reflect that individual would either meet 

partial criteria for post-traumatic stress disorder or the chances near to 75% of having post-

traumatic stress disorder or at least there is presence of few symptoms. 35 and above represent 

cutoff for a probable diagnosis of post-traumatic stress disorder. Alpha reliability for original 

scale was .82 and of present study is .96. 

State Shame Scale 

Marschall, Saftner & Tangney (1994) originally developed state shame and guilt scale 

and defined it as scale which self-rated in the moment feeling related to shame with regard to 

the death of their deceased loved one. Five items for shame subscales are rated on a 5-point 

scale Likert scale. 

 shame part of the scale was used in the study as the objective of the present research 

focused on shame not guilt.  Score range from 1 (not feeling this way at all) to 5 (feeling this 

way strongly). scores are obtained by summing the relevant items. Subscale scores range from 

5–25, with higher scores indicating higher shame. Remember to rate each statement based on 

how you are feeling right at this moment. Scoring of Each scale consists of 5 items: Shame - 

Items 1, 3, 5, 7, 9. All items are scored in a positive direction. Total Shame (25 max).  

One study, showed that it has good psychometric properties and confirmed through 

Confirmatory factor analyses. while The EFA results in a one-factor model of the GSES scale, 

both models have a good fit to the data, and the scale also showed high internal consistency 

(Cronbach’s alpha = 0.89). The alpha value for present study was .82. 
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Environmental Reward Observation Scale  

The Environmental Reward Observation Scale (EROS) which is 10 item scale was 

originally developed by Armento and Hopko (2007) who have identified that it identifies 

subjective experience of reinforcement by using proxy measure of Response Contingent 

Positive Reinforcement. To measure behavior during the past several months (e.g., “In general, 

I am very satisfied with the way I spend my time”, “The activities I engage in usually have 

positive consequences”) with scoring of 1 = Strongly disagree 2 = Disagree 3 = Agree 4 

=Strongly agree. one-factor structure of EROS depicts good internal consistency and test-retest 

reliability since Cronbach alpha was 0.85 (Tavakol & Dennick, 2011) it showed good 

convergent validity with depression and with behavioral activation system, also showed 

moderate to strong correlations, (Armento & Hopko, 2007). Alpha reliability of present study 

is .67. 

Societal Stigmatization Scale 

Societal stigmatization originally developed by Feigelman et al; (2009) and stigma 

scale consist of two subscales: (a) a family and social strain and (b) a family and social 

harm/help subscale, both 11 items.  

 In family and social strain subscale, ask about that after the loss of child, if there is 

change or their relationship get affected with any 7 different family members (spouse, ex-

spouse, parents, in-laws, children, siblings, and other relatives) or 4 social groups (coworkers, 

closest friends, less close friends, and neighbors). The scale is 4 point and respondent could 

answer with any of the following:  not applicable, remained the same, became closer- stronger, 

or became weaker-strained relations. Score on subscale of strain was calculated by adding the 

number of relationship when it gets strained and score range from 0-11.  
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However, there was similarity between both subscales, family and strain subscale were 

logically similar to family and social harm help subscale. Instructions for societal stigma is that 

you ask participant or respondent that after first year when the child or sibling was lost how 

different family and relationship have acted or behaved. Respondents answered on a 5-point 

scale, from 1 (very harmful) to 5 (very helpful). It is scored any 1 and 2 responses as harmful 

ones. For harm subscales, scores were the sum of the number of relationship groups that 

demonstrated harm, so they could range from 0 to 11. In the present study cumulative score 

were used as advised and suggested by Author of the scale (appendix C). cumulative score was 

computed by add the two sub scale results together to get the overall rating of suicide stigma. In 

original scale these two subscales were moderately correlated (r =.55). The strain subscale 

(Alpha= .72), harm subscale (alpha=.73) and overall stigma scale (alpha= .76) were internally 

consistent. Alpha reliability of scale for present study is .78. 

Patient Health Questionnaire  

  Robert, et al., (1999) originally developed the PHQ in the mid-1990s. It measures 

symptoms of depression and also used as diagnostic tool and have nine items and were updated 

in 2001. This scale measure if there is any severity or presence of depressive disorder. This 

scale takes less than three minutes to complete. In this, simply add up the individual item’s 

scores. All the nine items are similar of DSM-5 symptom of depression. In patient health 

questionnaire, questions are about to measure respondents pleasure or interest level 

(anhedonia), feeling sad or down, insomnia or sleeping related other difficulty like difficulty 

falling or staying asleep, feeling lethargic, fatigued or minimal energy, problem related to 

eating (poor appetite or eating too much), doubt about self (feeling like a failure), inability to 

https://en.wikipedia.org/wiki/DSM-5
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focus or to maintain concentration, suicide ideation, psychomotor problems (speaking/moving 

slowly or fidgety/restless). 

Responses is on 4 points:  Not at all = 0; Several days = 1; More than half the days = 2; Nearly 

every day = 3. Interpretation of total Score show depression severity 1-4 Minimal depression, 

5-9 Mild depression 10-14, Moderate depression 15-19, Moderately severe depression ,20-27 

Severe depression. In patient health questionnaire a tenth question assess and ask that 

symptoms they have mentioned how much it has affected on daily life functioning like his 

personal, professional, academic life. Although the response to 10th question is not included in 

the final score, but mental health practitioner can use the response on this item to assess level 

of impairment. Add together column scores to get a total score. With regard to reliability for 

original scale, that was .89. The reliability was .85 for current study instrument.  

Generalized Anxiety Disorder  

Generalized Anxiety Disorders Scale (GAD-7) was originally developed by Spitzer et 

al., 2006,  which is 7 items and was developed for screening of  generalized anxiety disorder 

in primary care settings. For GAD-7 anxiety severity is calculated by assigning scores of 0, 1, 

2, and 3 to the response categories. The assessment is indicated by the total score, which is 

made up by adding together the scores for the scale of all seven items with responses getting 0 

to 3 points: Not at all (0 points), Several days (1 point), More than half the days (2 points), 

Nearly every day (3 points). Score ranges from 0 to 21.  0–4: minimal anxiety 5–9: mild anxiety 

10–14: moderate anxiety 15–21: severe anxiety. An additional question at the end asks for a 

global rating of the severity of the patient's anxiety over the past 2 weeks. It has excellent 

internal consistency (Cronbach α = .92) as well as a good test-retest reliability (interclass 

correlation = .83) (Amit Sapra, 2020). Present study alpha reliability is .62. 

https://en.wikipedia.org/wiki/Reliability_(statistics)
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6691128/#B30
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6691128/#B30
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Procedure  

Participants were approached by using purposive and snowball sampling technique from all 

five provinces of Pakistan. Data was collected from June 2023 to August 2023. Considering 

the notion of study each member of the bereaved family was taken as an individual participant. 

However, the respective members of bereaved family were labelled as one unit, in order to 

understand that how an individual and a family unit undergo suicide bereavement. For instance, 

if a family consist of 5 participants including 2 parents and 3 siblings they were taken as 

individuals. Collectively, the data from this family was labelled as Family 1, and so on.  

Considering the availability of participants, they were facilitated at their residence or workplace 

or on call for obtaining data from them. Apart from paper pen surveys, google forms were used.  

Prior to the actual study, a detailed consent form was taken from participants. Those who 

agreed to terms and condition were cordially invited to fill the scales. The participants were 

informed that their data would only be used for the present research purpose. They have a 

complete right of withdrawal in case of experiencing uneasiness regarding the statement of 

scales. However, debriefing session were provided wherever required.  

Results of the pilot testing 

 The data were analyzed by using SPSS version 22. To address the psychometric properties of 

the translated versions, item-total correlations, reliability analysis and inter scale correlations 

were conducted.  
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Table 1.  

 

Descriptive Statistics and Alpha Reliability Coefficients of Pilot Study (N = 150) 

Variables Items M SD Α Score Range Skewness Kurtosis 

     Actual  Potential  

  
Suicide Bereavement 17 41.55 6.74 .91 21-51 0-51 -1.08 .93 

PTG 10 17.11 4.38 .73 6-33 0-40 0.37 .31 

PTSD 15 47.49 20.7 .96 11-75 0-75 -0.10 -1.44 

Shame 5 13.57 2.72 .82 5-24 5-25 0.10 2.03 

EROS 10 24.79 2.56 .68 

 

10-31 

 

10-40 -1.60 8.08 

 
Stigma 22 37.62 6.30 .78 23-48 0-66 -.86 -.47  

Depression 9 12.09 3.78 .85 5-30 0-30 0.76 2.62  

Anxiety  7 10.25 2.26 .64 4-21 0-21 1.10 5.60  

Note. PTG = Posttraumatic Growth; PTSD=posttraumatic stress disorder; EROS = 

Environment Reward Observation Scale 

 

Table 1 shows the mean, standard deviation, range of actual and potential scores, and 

alpha reliability coefficients of the study measures. The skew values indicate the degree of 

symmetry in the data, and in the present study, they were found to be within an acceptable 

range (i.e. ± 1).  
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Table 2 

 Item-total correlations and corrected Item-total correlations for core Bereavement Items (N  
=150) 

Item No M SD Item-total 
correlation 

Corrected Item-
total correlation 

1 2.61 .542 .57** .51 

2 2.73 .501 .65** .61 

3 2.63 .550 .50** .44 

4 2.22 .503 .55** .49 

5 2.43 .617 .74** .70 

6 2.45 .765 .77** .72 

7 2.50 .621 .73** .68 

8 2.31 .655 .69** .63 

9 2.58 .648 .82** .78 

10 2.53 .631 .81** .78 

11 2.43 .649 .71** .66 

12 2.20 .568 .58** .52 

     13 2.23 .628 .65** .59 

14 2.38 .730 .70** .64 

15 2.61 .601 .74** .69 

16 2.57 .595 .30** .22 

17 2.15 .712 .32** .22 

** p < .01.  

` Table 2 shows the mean, standard deviation, item-total correlations, and corrected 

item-total correlations for each item. It demonstrates the consistency of each individual 

item with the total score. Similarly, the corrected item-total correlations indicate the 

correlation of individual items with the total score, excluding measurement errors (i.e., 
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standardized values). In the present study, each core bereavement item correlated 

positively, with values ranging from .22 to .82. 
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Table 3 

 Item-total correlations and corrected item-total correlations for Impact Event Scale (N =  
150) 

Item No. M SD Item-total 
Correlation 

Corrected Item-
total Correlation 

1 3.01 1.79 .84** .81 

2 3.21 1.80 .84** .82 

3 3.09 1.77 .89** .87 

4 3.36 1.68 .78** .75 

5 3.28 1.70 .91** .90 

6 3.11 1.75 .90** .89 

7 3.23 1.76 .89** .87 

8 3.25 1.75 .88** .86 

9 3.45 1.72 .83** .81 

10 3.59 1.61 .80** .77 

11 3.52 1.61 .82** .79 

12 2.82 1.81 .75** .71 

13 3.01 1.65 .59** .53 

14 2.87 1.71 .64** .59 

15 2.67 1.71 .66** .61 

**p < .01.   

Table 3 shows the mean, standard deviation, item-total correlations, and corrected 

item-total correlations for each item. It shows the consistency of each individual item 

with the total score. In the present study, each impact event item correlated positively, 

with values ranging from .53 to .91.  
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Table 4 

 Item-total correlations and corrected item-total correlations for the State Shame Scale (N 
=150) 

Items M SD 
Item-total 

Correlation 

Corrected Item-

total Correlation 

1 2.16 0.82 .70** .65 

2 2.55 0.86 .78** .71 

        3 2.44 0.76 .73** .66 

4 2.66 0.83 .82** .66 

5 2.72 0.96 .81** .72 

**p < .01.  

Table 4 shows the proportion of correlation of each item with the total score of 

State Shame Scale. All individual items are positively correlated (ranging from .65 to 

.82) and significantly (p < .01) with the sum of total items.  
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Table 5 

Item-total Correlations and corrected item-total correlations for the Environmental Reward 
Observation Scale (N =150) 

Item No M SD 
Item-total 

Correlation 

Corrected Item-

total Correlation 

1 2.02 .37 .42** .30 

2 2.87 .38 .51** .39 

3 2.18 .43 .44** .30 

4 2.85 .42 .38** .23 

5 2.35 .50 .59** .45 

6 2.55 .53 .55** .39 

7 2.58 .54 .57** .41 

8 2.49 .71 .58** .36 

9 2.52 .58 .58** .41 

10 2.41 .53 .41** .22 

**p < .01 

Table 5 highlights the correlation of each item with the total score of 

Environmental Reward Observation Scale. All the ten items are significantly positively 

correlated (ranging from .22 to .59) with the total test scores.  

  



126 
 

 
 
 

 
 

Table 6 

Item-total correlations and corrected item-total correlations for Post Traumatic Growth 
Inventory Short Form (N =150) 

Item No  M SD 
Item-total 

Correlation 

Corrected Item-

total Correlation 

1 1.79 0.88 .35** .16 

2 1.71 0.81 .60** .46 

3 1.70 0.90 .56** .39 

4 1.79 0.82 .44** .27 

5 1.91 0.57 .54** .43 

6 1.89 0.71 .68** .57 

7 1.63 0.74 .63** .51 

8 1.47 0.86 .52** .35 

9 1.57 0.92 .49** .31 

10 1.65 0.83 .69** .57 

**p <.01.  

Table 6 highlights the correlation of each item with the total score of 

posttraumatic growth inventory. All the ten items are significantly positively correlated 

(ranging from .35 to .69) with the total test scores.  
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Table 7 

Item-total correlations and corrected item-total correlations for societal stigmatization Scale 
(N = 150) 

Items M SD Item-total 
Correlation 

Corrected 
Item-total 

Correlation 

1 0.98 0.76 .78** .61 
2 0.11 0.49 .44** .27 
3 2.36 0.55 .57** .4 
4 0.75 0.55 .51** .33 
5 0.88 0.59 .74** .6 
6 1.05 0.37 .34** .21 
7 1.01 0.18 .26** .2 
8 1.09 0.28 .47** .38 
9 1.10 0.28 .48** .39 
10 1.09 0.29 .47** .38 
11 1.01 0.08 .27** .24 
12 2.30 1.24 .76** .6 
13 1.89 1.39 .51** .23 
14 2.66 0.88 .43** .26 
15 2.11 1.35 .85** .73 
16 2.37 1.26 .78** .64 
17 2.97 0.41 .26** .2 
18 2.98 0.31 .32** .25 
19 2.99 0.18 .28** .24 
20 3.00 0.2 .26** .22 
21 2.99 0.18 .28** .24 
22 2.95 0.3 .32** .25 

**p < .01.  

Table 7 shows descriptive statistics and the item-total correlation for 22-items of 

societal stigmatization scale. All items are internally consistent and significantly 

positively correlated (ranging from .22 to .85) with the total test scores.   
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Table 8 

Item-total correlations and corrected item-total correlation for Patient Health Questionnaire 
(N = 150) 

Items  M SD 
Item-total 

Correlation 

Corrected item-

total correlation 

1 1.45 .69 .79** .70 

2 1.45 .57 .68** .58 

3 1.26 .82 .84** .75 

4 1.16 .78 .76** .65 

5 1.45 .59 .59** .47 

6 1.53 .56 .43** .30 

7 1.29 .53 .67** .58 

8 1.35 .52 .71** .63 

9 1.15 .41 .61** .53 

**p < .01.  

Table 8 depicts the descriptive statistics and item-total correlation of each item 

with the total score of the scale. All items are internally consistent and significantly 

positively correlated with the total test score. The values of coefficient range from .43 to 

.79.  
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Table 9 

Item-total correlations and corrected item-total correlation for Generalized Anxiety disorder 
(N = 150) 

Items M SD 
Item-total 

Correlation 

Corrected item-

total correlation 

1 1.55 .53 .62** .45 

2 1.55 .71 .62** .37 

3 1.25 .55 .69** .52 

4 1.39 .57 .60** .40 

5 1.43 .57 .44** .20 

6 1.55 .55 .46** .24 

7 1.47 .57 .54** .33 

**p < .01.  

Table 9 shows a significant positive relationship of all items of generalized 

anxiety disorder with its total scale score. The values of coefficient range from .39 to .70.  
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Table 10 

Correlation between the variables in Pilot testing (N = 150) 

 Variables 1 2 3 4 5 6 7 8 

1 
Suicide 

Bereavement 

– -.32** .43** .43**   .30** .29** .22** .24** 

2 PTG  – -.29** -.14 -.11 -.25** -.03 .08 

3 PTSD   – .17* -.01 .33** .33** .25** 

4 Shame    –   .26** .45** .05 .19* 

5 EROS     – .24** -.32** -.09 

6 Stigma      – -.13 -.06 

7 Depression       – .55** 

8 Anxiety        – 

Note. PTG= Posttraumatic Growth; PTSD= Posttraumatic Stress Disorder; EROS= 

Environmental Reward Observation Scale, *p < .05, **p < .01 

 

Table 10 shows the Pearson correlation among the study variables. Results indicated a 

significant negative correlation between bereavement and posttraumatic growth. Bereavement 

was also significantly positively correlated with PTSD, depression, anxiety, stigma and shame. 

Environmental reward was significantly positively correlated with stigma, shame and 

negatively correlated with depression.  
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Discussion (Study -1) 

The objective of Study-1 which was conducted in three phases was to explore the 

experiences of suicide bereaved family members and to integrate the information gathered from 

semi structured interviews in instrumentation process and to address the psychometric 

properties.  

Interview findings showed that the theme of emotional distress and social disconnection 

emerged prominently in the narratives of both parents and siblings experiencing suicide 

bereavement. The subthemes encompassed various aspects of emotional turmoil, impairment, 

trauma, and isolation. These findings are consistent with previous research highlighting the 

profound psychological impact of suicide bereavement (Maple et al., 2019; Smith & Jones, 

2023). Interestingly, amidst the profound grief experienced by participants, however, a 

significant number of participants witnessed experiencing posttraumatic growth and personal 

transformation. The concluded findings aligned with studies suggesting that individuals can 

find meaning and purpose in the aftermath of traumatic events, leading to positive 

psychological changes (Garcia & Rodriguez, 2022; Tedeschi & Calhoun, 2004). 

Participants described a variety of coping strategies and resilience mechanisms 

employed to navigate their grief. Spiritual and religious coping, social support, and hope for 

healing were identified as crucial factors in coping process. These findings resonate with the 

literature highlighting the importance of social support and adaptive coping strategies in 

facilitating bereavement adjustment (Wang & Chang, 2021; Patel & Shah, 2023). Another 

noteworthy finding was the utilization of environmental rewards such as maintaining routine 

and structure in life as coping mechanisms. Results suggested that individuals may find solace 

and comfort in their surroundings, contributing to their overall coping and adjustment. Such 
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findings are consistent with research emphasizing the role of environmental factors in 

facilitating psychological well-being (Chen & Lee, 2024; Pressman & Cohen, 2005). 

Despite having the consciousness of seeking professional help in coping with 

bereavement, participants reported various barriers, including social stigma and concerns about 

judgment. These findings underscore the need for targeted interventions aimed to reduce stigma 

and mental health awareness within the community (Patel et al., 2018; Patel & Shah, 2023). 

The intersection of mental health struggles with socioeconomic challenges was evident 

in participants' narratives. Familial strain and treatment barriers emerged as significant factors 

impacting bereavement adjustment. These factors highlight the importance of addressing 

socioeconomic inequalities and providing accessible mental health services to vulnerable 

populations (Khan & Haq, 2021; Patel et al., 2018). 

Participants expressed a need for increased social support and advocacy initiatives to 

raise awareness on mental health issues. Cultivating empathy and compassion emerged as 

essential components of effective support systems. These findings underscore the importance 

of community-based interventions aimed at fostering supportive environments and reducing 

stigma (Hussain & Ali, 2022; Corrigan & Watson, 2007). 

Finally, participants' narratives shed light on the complex nature of suicide 

bereavement, including the psychological and interpersonal dynamics. Strained relationships 

and behavioral characteristics of the deceased emerged as salient factors impacting the 

bereavement process. These findings align with existing literature highlighting the multifaceted 

nature of suicide bereavement and the need for targeted interventions to support survivors 

(Wang & Li, 2021; Maple et al., 2019). 
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In phase-II, some important considerations executed in adaption process were followed. 

Instructions for each individual scale were developed in the committee stage in accordance 

with the present research variables and sample. It is important to note that values for response 

options on the original scales of core bereavement items ranged from 1-4 and values were 

adapted from 0-3 and for Post traumatic growth inventory were 0-5 and values were adapted 

for 0-4. The amendments were made in consultation with the expert committee members to 

avoid confusion in understanding the interpretation of the questionnaire scores.  

In core bereavement items scale it was also noted that the symbol (X) for the identity 

of the deceased was not very much appropriate term with the local population as it is an English 

language alphabet. However, after discussion in committee meeting it was agreed upon to 

retain the symbol (X) because using some noun could possibly coincide the actual name of 

some deceased. 

Phase-III was devoted to empirically evaluate the translated scales and exploring the 

pattern of relation of the variables. In order to measure the psychometric properties of translated 

version, pilot testing was initiated. The study aimed to measure the validity and reliability of 

scale as it is administered on the target population. To examine the effectiveness of individual 

items within each scale, item total correlation and corrected item total correlations were 

conducted.  

The alpha reliabilities value for scores on all the scales were above the accepted range. 

Overall, the findings are supportive that the scores on Urdu adapted version are valid and 

reliable measure to be used in the main study.  
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CHAPTER III  

STUDY-II (MAIN STUDY) 

Study I formulated a model for testing that inevitably requires scientific exploration. 

The recent study presented the underlying factors intervening the event of suicide bereavement 

such as psychological, social and environmental rewards. Group differences on study variables 

were explored based on circumstantial factors (Method of suicide and time since death), and 

demographic characteristics of the participants and deceased including gender, age, Marital 

status, relationship status, family system, education level and occupational level, mother 

tongue, city, consultation with mental health professional, and any mental illness.  

Objectives  

1. To address the construct validity of test scores of instruments through 

confirmatory factor analysis.  

2. To investigate the relationship of suicide bereavement with psychological and 

social outcomes. 

3. To examine the moderating role of environmental rewards between suicide 

bereavement and psychological outcomes. 

4. To examine the moderating role of environmental reward between suicide 

bereavement and social outcomes. 

5. To explore the group differences on psychological and social outcomes between 

parents and siblings. 

6. To explore mean differences by gender, gender of deceased, family system, 

relationship status and duration of bereavement on psychological and social 

outcomes.  
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Hypotheses 

To test the objectives, following hypotheses were formulated. 

H1:         Suicide bereavement is associated with psychological outcomes, more specifically., 

H1:a       Suicide bereavement is positively associated with PTSD. 

H1:b       Suicide bereavement is positively associated with Depression. 

H1:c       Suicide bereavement is positively associated with Anxiety. 

H1:d      Suicide bereavement is negatively associated with post traumatic growth.  

H2:        Suicide bereavement is associated with social outcomes, more specifically; 

H2: a      Suicide bereavement is positively associated with stigma.  

H2: b       Suicide bereavement is positively related with shame.  

H3:        Environmental rewards moderate the relationship between suicide bereavement and    

psychological outcomes, more specifically; 

H3: a      Environmental rewards moderate the relationship between suicide bereavement and 

depression. 

H3: b      Environmental rewards moderate the relationship between suicide bereavement and 

anxiety. 

H3:c     Environmental rewards moderate the relationship between suicide bereavement and 

PTSD. 
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H3:d    Environmental rewards moderate the relationship between suicide bereavement and 

Post traumatic growth. 

H4:        Environmental rewards moderate the relationship between suicide bereavement and     

social outcomes, more specifically; 

H4:a       Environmental rewards moderate the relationship between suicide bereavement and 

stigma. 

H4:b  Environmental rewards moderate the relationship between suicide bereavement and 

shame. 

H5:        There is difference between parents and siblings on psychological and social outcomes, 

more specifically; 

H5: a     Parents are high on depression as compared to siblings. 

H5: b     Parents are high on anxiety as compared to siblings. 

H5:c     Parents are high on PTSD as compared to siblings. 

H5: d     Siblings are high on post traumatic growth as compared to parents. 

H5: e    Parents are high on stigma as compared to siblings. 

H5: f     Parents are high on shame as compared to siblings.  

H6:         Duration of bereavement is positively associated with Post traumatic growth. 

Sample 

A total of 501 participants took part in the main study. Demographic details of each participant 

include their gender, age, marital status, relationship status, family system, religion, and 
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consultation with mental health professional and faith healer before and after suicide of 

deceased. It included 262 (52.3%) males and females 239(47.7%), between the age range for 

siblings 14-35 years (M=17.71, SD=4.09) and age range of parents were 38-80 years (M = 

51.71, SD = 6.82) Age range of father were 39-80 and mother were 38-70, sister was 14-30 

and brother 14-35. Bereaved parents 287 and bereaved siblings were 214 which includes Father 

161(32.13%), Mother 123(24.55%), Sisters 106(21.15%), Brother 112(22.36%). Marital status 

includes single 175(34.9%), Married 321(64.1%), Divorced 2(.4%), widowed 2(.4%) and 

others 1(.2%). In family system 420(83.8%) belonged to nuclear family system and 81(16.2%) 

from joint family system.  The religion demographics showed 496(99%) were Muslims, 3(.6%) 

were Christian and 2(.4%) were Hindus.   

Most of the participants 470(93%) did not consult to any mental health professionals before 

and after suicide and 429(85.6%) not consult with faith healer. Nature of relationship with 

deceased 226(45.1%) participants showed the extremely positive relationship with deceased., 

257 (51.3%) were somewhat positive, somewhat negative were 12(2.4%) and extremely 

negative were 6(1.2%). A blend of purposive convenience and snowball sampling techniques 

were used to select the participants. Inclusion criteria were (a) the parents/siblings had lost 

child/sibling to suicide; (b) Duration of bereavement within 6 months to 5 years. (c) The age 

of deceased should not be more than 30 years. (d)Participants with understanding of Urdu 

language. Everyone of bereaved family was approached to participate in study. The 

participation of everyone gives a unique insight to suicide bereavement based on the individual 

differences, personality traits and relationship status with the deceased. Participants were 

required to share their information by filling self-reported surveys. However, data was 

collected by face-to-face surveys, google forms and even on call.  
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Table 11 

Demographic Characteristics and Frequencies of Main Study Sample parents and siblings 
(N=501) 

 

Variable n(%) 

Gender  

Male 262(52.3%) 

Female 239(47.7%) 

Age                                  14 – 80 

Sibling Age 

Parents Age 

 

14-35 

38-80 

Marital Status  

Single 175(34.9%) 

Married 321(64.1%) 

Divorced 2(.4%) 

Widowed 2(.4%) 

Others  1(.2%) 

Family System  

Nuclear 420(83.8%) 

Joint 81(16.2%) 

Relationship status   

Father  161(32.13%)  

Mother 123(24.6%)  

Sister 106(21.15%)  
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Brother  112(22.36%)  

Religion  

Islam 496(99%) 

Christin 3(.6%) 

Hindu 2(.4) 

Deceased   

Age (years) 14-30 

Gender   

Male 239(47.7%) 

Female 262 (52.3%) 

Marital Status   

Single  474 (94.6%) 

Married   9 (1.8%) 

Divorced  16 (3.8%) 

Separated 2 (0.4%) 

Bereavement Duration   

1 Year  117 (23.4%) 

2 Year  273 (54.5%) 

2-5 Years  111(22.2%) 

Consult Psychiatrist Before Suicide 

No 470(93.8%) 

Yes 31(6.2%) 

Consult Psychiatrist After Suicide 

No 474(94.6%) 

Yes 27(5.4%) 
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Faith Healer After Suicide  

No 429(85.6) 

Yes 72(14.4%) 

Relationship with Deceased 

Extremely Negative 6(1.2%) 

Somewhat Negative 12(2.4%) 

Somewhat Positive 257(51.3%) 

Extremely positive 226(45.1%) 

 

Table 11 shows the demographic details of the study. It included details of each 

participant like age ranges, gender, marital status, family system, duration of bereavement, 

religion, and consultation before and after suicide and relationship with deceased. The sample 

consisted of more males 52.3% than females 47.7%. The majority of the participants were 

married 64.1%, 34.9% were single, and 0.4% were divorced. Most of the participants 83.8% 

belonged to nuclear family system and 16.2% from joint family system. Most of the participants 

93% did not consulted to any Mental health professional before and after suicide and 85.6% 

did not consult with faith healer. 45.1% participants showed the extremely positive relationship 

with deceased before the suicide and 51.3% somewhat positive.  
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Instruments 

Environmental Reward Observation Scale (EROS), Patient Health Questionnaire 

(PHQ-9), Generalized Anxiety Disorders Scale, Impact of Event Scale (IES), Societal 

Stigmatization scale, Shame and Guilt scale (SSGS) and Post traumatic growth inventory-short 

form (PTGI-SF) scales were used for data collection. Apart from scales, a consent form and 

demographic sheet were used in a single booklet form. Detailed description of these scales is 

given below (See Appendix G to N) 

Consent form 

Adherence to the ethical considerations was given special attention in the present study. 

Consent form is a mutual agreement between the researcher and participant. The form highlight 

the voluntary participation, purpose of study, and confidentiality towards the participant’s 

shared data. Participant were aware about their right of withdrawal from research in case of 

uneasiness while sharing information. (See appendix O and P) 

Demographic information sheet 

A demographic information sheet was constructed to obtain information about gender, 

age, mother language, family system, education, occupation, relationship status with deceased, 

method of suicide, the duration of bereavement along with the age and gender of the deceased. 

(See appendix O and P) 
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Instruments:  

The following Instruments were used in main study. (See Appendix Q, R, S, T) 

 Core Bereavement Item Scale 

Urdu adapted version of Core Bereavement Items scale was to use to assess suicide 

bereavement in the present study. This scale was originally developed by Burnett, et al;(1997) 

and translated version of Aziz (2012) was used and were adapted in Study-I. The scale has 17 

item and has no reverse item on the scale. Response options to each statement are rated on 4-

point Likert type scale with range from ‘Never (0), A little bit of time (1), Quite bit of time (2), 

to ‘continuously’ (3). Total score on the scale is obtained by adding together the 17 items with 

potential score Range from 0-51. Alpha reliability for the original scale was .84 to.90 and for 

the present sample was .94. The scale consists of three subscales-images and thoughts, acute 

separation and grief. To assess relationship of bereavement with psychological and social 

outcomes as single phenomenon, all three subscales were used. 

Posttraumatic Growth Inventory-Short form 

Urdu adapted version for PTGI-SF was used to assess the post traumatic growth. It is a 

10 items scale originally developed by Cann et al; (2010)) and translated by Aziz (2012) to 

assess post-trauma growth and self-improvement a person undergoes. It has no reverse item.  

In adapted version Responses are made on the following five-point scale: (0) I did not 

experience this change as a result of my crisis, (5) I experienced this change to a very great 

degree as a result of my crisis with potential score range of 0-50. the maximum score of PTGI 

is 50, higher score on this scale would indicate the higher post traumatic growth. Alpha 

reliability for original instrument was .86 to .89 and reliability coefficient for the scores for the 

present sample was .88  
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Impact of Event Scale 

  Urdu adapted version of Impact of Event Scale (IES) was used and it was originally 

developed by Horowitz et al;(1979). It is a short set of 15 questions to measure the impact that  

experience following a traumatic event. It’s a 4-point Likert the score range is from 0-75 and 

high score would show higher post-traumatic stress symptoms. The rating of scale is ‘not at 

all” and is valued as 0, “rarely” rated as 1, “sometimes” rated as 3 and “often” is rated as 5. It 

has two subscales but present study has used it as single unidimensional scale. Alpha reliability 

of original scale was .82 and alpha reliability of present study is .90. 

State Shame Scale 

Urdu adapted version was used to assess shame and it was originally developed by 

Tangney and Dearing (2002). It is a self-rating scale of in-the-moment (state) feelings of shame 

experiences with regard to the death of their deceased loved one. For this study, items 

representing shame were considered. Five items of subscales shame are rated on a 5-point scale 

likert scale. Shame Items are 1, 3, 5, 7, 9. All items are scored in a positive direction. Response 

rate: 1 (not feeling this way at all) to 5 (feeling this way strongly). Shame subscale scores range 

from 5–25, with higher scores indicating higher shame. Scores are obtained by summing the 

relevant items. The scale showed high internal consistency on original scale (Cronbach’s alpha 

= 0.89) and the alpha value for present study was .86. 

Environmental Reward Observation Scale  

Urdu adapted version was used which was originally developed by Armento and Hopko 

(2007) to assess Environmental Reward Observation Scale (EROS) to assess proxy measure of 

Response Contingent Positive Reinforcement by assessing the subjective experience of 

reinforcement. It has 10 items and items were designed to measure increased behaviors and 

https://scales.arabpsychology.com/terms/set/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7307182/#R42
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positive affects as consequences of rewarding environmental experiences during the last 

several months (e.g., “In general, I am very satisfied with the way I spend my time”, “The 

activities I engage in usually have positive consequences”) with scoring of 1 = Strongly 

disagree 2 = Disagree 3 = Agree 4 =Strongly agree. The EROS one-factor structure 

demonstrated good internal consistency and test-retest reliability since Cronbach alpha was .85 

(Tavakol & Dennick, 2011) test-retest reliability of EROS was excellent (Armento & Hopko, 

2007). Alpha reliability of instrument in current study is .62. 

 Societal Stigmatization Scale 

Societal stigmatization scale was developed by Feigelman et al;(2009). The 

stigmatization scale consisting of two subscales: (a) a family and social strain and (b) a family 

and social harm/help subscale, both 11 items.  

The strain questions asked respondents, after the loss of their child, whether 

relationships changed with any one of 7 different family members (spouse, ex-spouse, parents, 

in-laws, children, siblings, and other relatives) or 4 social groups (coworkers, closest friends, 

less close friends, and neighbors). Respondents could choose between the following answers: 

not applicable, remained the same, became closer/stronger, or became weaker/strained 

relations. Strain subscale scores were the sum of the number of relationships that became 

strained, so could range from 0 to 11.  

Whereas the family and social harm/help subscale was logically similar to the strain 

subscale. It queried respondents’ experiences with these same 11 different family and social 

relationship groups in terms of how harmfully or helpfully the groups had acted after the loss 

of their child. Respondents answered on a 5-point scale, from 1 (very harmful) to 5 (very 

helpful). Harm subscale scores were the sum of the number of relationship groups that 
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demonstrated harm, so they could range from 0 to 11. In the present study cumulative score 

were used as advised and suggested by Author of the scale (appendix C). cumulative score was 

computed by add the two sub scale results together to get the overall rating of suicide stigma.  in 

original scale these two subscales were moderately correlated (r=.55). The strain subscale 

(alpha=.72), harm subscale (alpha=.73) and overall stigma scale (alpha=.76) were internally 

consistent. Alpha reliability for instrument used in current study is .83. 

Patient Health Questionnaire  

Urdu adapted version of patient health questionnaire was used which was originally 

developed by Robert et al; in 1999.  It is nine-item tool to measure depressive symptoms. The 

instrument assesses for the presence and severity of depressive symptoms and a possible 

depressive disorder. The patient health questionnaire takes less than three minutes to complete. 

Each of the nine items reflects a DSM-5 symptom of depression. Responses are on Four points 

scale: Not at all = 0; Several days = 1; More than half the days = 2; Nearly every day = 3. It is 

scored by simply adding up the individual items' scores. The intensity of depression is in range 

of minimal, mild, moderate and severe depression. High score of 20-27 indicate severe 

depression and low score of 1-4 indicates minimal depression and Score range is from 1-27, 

With regard to reliability for original scale, they found that Cronbach's alpha for the patient 

health questionnaire was .89. The reliability was .85 for scale used in current study. 

Generalized Anxiety Disorder Scale 

Urdu adapted version of the 7-item Generalized Anxiety Disorders Scale (GAD-7) developed 

by Spitzer et al., (2006) for screening of generalized anxiety disorder. Scoring of GAD-7 

anxiety severity is calculated by assigning scores of 0, 1, 2, and 3 to the response categories. 

The total score reflects the assessment, which is calculated by adding together the scores for 

https://en.wikipedia.org/wiki/Depression_(mood)
https://en.wikipedia.org/wiki/DSM-5
https://en.wikipedia.org/wiki/Reliability_(statistics)
https://en.wikipedia.org/wiki/Cronbach%27s_alpha
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6691128/#B30
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the scale of all seven items with responses getting 0 to 3 points: Not at all (0 points), several 

days (1 point), more than half the days (2 points), nearly every day (3 points). GAD-7 total 

score for the seven items ranges from 0 to 21. 0–4: minimal anxiety 5–9: mild anxiety 10–14: 

moderate anxiety 15–21: severe anxiety GAD-7 scale was found to have excellent internal 

consistency (Cronbach α = .92) as well as a good test-retest reliability (intra-class correlation 

= 0.83) (Amit Sapra, 2020). The alpha reliability of scale used in current study is .72.  

Operational Definition 

The variables of the study are defined as follows 

Suicide Bereavement 

Suicide Bereavement is the deep sadness and mourning that often occurs after the loss 

of a loved one due to suicide. It is the subjective experience after the loss of loved by 

committing suicide. High score on Core Bereavement Items scale indicates greater intensity of 

bereavement experienced by the bereaved parent or siblings and lower score indicates lower 

intensity of bereavement. 

Post Traumatic Growth 

Post traumatic growth is positive psychological changes experienced as a result of the 

struggle with trauma or highly challenging situations (Tedeschi et al.,2018). Post traumatic 

growth features positive change in self-perception, interpersonal relationships and philosophy 

of life, leading to increased self-awareness and self-confidence, and more open attitude towards 

others, a greater appreciation of life and the discovering of new possibilities (Tedeschi & 

Calhoun. 1996). High score on PTGI-SF indicates greater level of post traumatic growth 
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experienced by the bereaved parent or siblings and low scores indicates lower level of post 

traumatic growth.  

Post-Traumatic Stress Disorder 

Directly experiencing the traumatic events(s), witnessing, in person, the event(s) as it 

occurred to others. Learning that the traumatic event(s) occurred to a close family member or 

close friend. In cases of actual or threatened death of a family member or friend, the event(s) 

must have been violent or accidental (DSM-V, 2013). High score on Impact event scale shows 

higher post-traumatic stress in bereaved parents and siblings and low score indicates lower 

level of post-traumatic stress. 

Shame 

Shame is defined as strong negative emotions in which the feeling of global self-

evisceration is experienced (Tangeny & Dearing 2002). Shame is often generated by social 

events in which a personal status or feeling of rejection is sensed. Higher score on state shame 

scale indicating higher shame in bereaved parents and siblings and low score indicates lower 

level of shame.  

Environmental Reward 

Environmental reward is referred as conceptualizing the environmental experience as 

positive or negative e.g. in different areas of life like relationship like having a pleasant 

conversation with a friend and work like receiving a promotion. The concept emphasizes to 

measure Response-Contingent Positive Reinforcement (RCPR) magnitude over time.  It aims 

to measure 3 dimensions (Lewinsohn, 1974): (a) events which are potentially reinforcing, (b) 

In the environment availability of reinforcement (c) To elicit reinforcement the instrumental 
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behavior (or skill) of an individual.  Higher score on environmental reward observation scale 

indicates higher reinforcement and lower score indicate low reinforcement.  

Stigma 

Stigma refers to the negative association between a person or group of people who share 

certain undesirable traits (Chopra & Arora, 2020). Stigma leads towards negative cognitions or 

expectations that cultivate various psychological challenges.  

The societal stigmatization scale consists of two subscales: (a) a family and social strain 

and (b) a family and social harm/help subscale, both 12 items. Strain subscale scores were the 

sum of the number of relationships that became strained, so could range from 0 to 11. Family 

and social Harm/help subscale scores were the sum of the number of relationship groups that 

demonstrated harm, so they could range from 0 to 11. Add the two sub scale results together to 

get the overall rating of suicide stigma. 

Depression 

Depression is a state of depressed mood or loss of interest or pleasure. High score on 

patient health questionnaire indicate severe depression and low score indicate minimal 

depression.   

Anxiety 

It is the severity and intensity of anxiety like nervous, anxious, pre occupied with something 

negative will happen in future, being irritable after the traumatic event. High score on 

Generalized anxiety disorder scale indicates the severe anxiety and low score shows minimal 

anxiety.   
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Procedure  

The participants were approached at their residence or workplace for data collection. Data was 

obtained through a set of scales with attached informed consent form and demographic sheet. 

The duration of data collection ranges from September 2023 to Jan 2024. Participants were 

informed about their voluntary participation in the study. The participant had complete 

authority to withdraw from the study in case of uneasiness during research. However, the 

scholar made sure to follow the protocols of confidentiality and anonymity. The scholar made 

sure that the shared information by participants will be used for research purposes only. 

Considering the ethical guidelines, each participant was obliged to sign the consent form before 

their participation. The one who accepted the terms and conditions were provided with the 

scales. The study requires independent voluntary participation of the participants, therefore, 

each participant record their responses independently.  
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Chapter IV 

RESULTS 

 In the light of the study objectives, different statistical analyses, including 

correlations, t-tests, and moderation analyses, were conducted by using process macro in 

SPSS version 28. The preliminary analysis regarding the descriptive information and 

reliabilities for all the variables are provided in table 20. 

Figure 3. Description for Method of Suicide  

 

The above conceptual showed the method of suicide. In most of the cases 119 
participant used wheat pills as method of suicide. The second preferable method was 
overdose of medicine. The third prominent method was guns shot in the present study 
sample.   
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Figure 4. Description of the Data Collection from Different Cities  

 

Figure 2 showed the name of the cities from where data was collected. The data 

was collected from 79 cities of Pakistan. It depicts the diverse sample of the present study.  
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Figure 5. Confirmatory Factor Analysis of Core Bereavement Inventory  
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Table 12.   

Confirmatory Factor Analysis for Core Bereavement Items (N = 501) 

  χ2(df)  IFI CFI RMSEA  

Model 1 2107.71(119)   .67 .67  .18  

Model 2 518.82(95) .93 .93 .06 

Note. IFI = Incremental Fit Index; CFI = Comparative Fit Index; RMSEA = Root Mean 

Square Error of Approximation 

Table 12 indicates model fit indices for Core Bereavement Items. Model fit 

indices were unacceptable for the default model (Model 1). To obtain a good model fit 

modification was applied, which included by adding covariance between errors of the 

scale. Model 2, which is obtained after applying modification is the good fit with   χ2(95) 

= 518.82, IFI = .93, CFI = .93, and RMSEA = .06. 
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Figure 6. Confirmatory Factor Analysis of Post Traumatic Growth Inventory 

 

  



155 
 

 
 
 

 
 

Table 13 

 Confirmatory Factor Analysis for Post traumatic growth Inventory (N = 501) 

  χ2(df)  IFI CFI RMSEA  

Model 1        838.66(35) .69 .69 .21 

Model 2 241.22(14) .96 .96 .06 

Note. IFI = Incremental Fit Index; CFI = Comparative Fit Index; RMSEA = Root Mean 

Square Error of Approximation 

To assess the validity of the posttraumatic growth inventory, confirmatory factor 

analysis was conducted using AMOS version 21. Default model indices indicate that it 

was unacceptable. To achieve goodness of fit, modification was applied by adding 

covariance between errors of the scale. Model 2 is a good fit with χ2(14) = 241.22, IFI = 

.96, CFI = .96, and RMSEA = .06. 
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Figure 7. Confirmatory Factor Analysis of Impact Event Scale 
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Table 14  

 Confirmatory Factor Analysis for Impact Event Scale (N = 501) 

  χ2(df)  IFI CFI RMSEA  

Model 1 2193.76(90) .61 .61 .21 

Model 2 315.62(70) .95 .95 .06 

Note. IFI = Incremental Fit Index; CFI = Comparative Fit Index; RMSEA = Root Mean 

Square Error of Approximation 

Table 14 shows values of indices which indicate that goodness of fit could not be 

achieved in the model 1 for Impact Event Scale. To achieve goodness of fit, modification 

was added by adding covariance between errors of the scale. Model 2, which is obtained 

after applying modification is relatively the good fit model with χ2(70) = 315.62, IFI = 

.95, CFI = .95, and RMSEA = .06. 
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Figure 8. Confirmatory Factor Analysis of Environment Reward Observation Scale 
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Table 15 

Confirmatory Factor Analysis for Environment Reward Observation Scale (N = 501) 

  χ2(df)  IFI CFI RMSEA  

Model 1        594.83(35) .43 .43 .17 

Model 2 34.26(21) .98 .98 .04 

Note. IFI = Incremental Fit Index; CFI = Comparative Fit Index; RMSEA = Root Mean 

Square Error of Approximation 

Table 15 shows unacceptable fit of the model for the translated version of 

Environmental reward observation scale in the default model. In model 2 modification 

were added by adding covariance between errors of the scale. Model 2 is relatively 

adequate good fit model with value of, χ2(21) = 34.26, IFI = .98, CFI = .98, and RMSEA 

= .04.  
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Figure 9. Confirmatory Factor Analysis of State Shame Scale 
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Table 16  

 Confirmatory Factor Analysis for State Shame Scale (N = 501) 

  χ2(df)  IFI CFI RMSEA  

Model 1 151.95(5) .88 .88 .24 

Model 2 31.05(3) .99 .99 .04 

Note. IFI = Incremental Fit Index; CFI = Comparative Fit Index; RMSEA = Root Mean 

Square Error of Approximation 

Table 16 presents the model fit indices for the Urdu translated version of state 

shame scale. Model 1 represent model fit indices which were lower than acceptable 

threshold. To obtain an acceptable model fit modification were applied, which included 

adding covariance between item number 1, 2,3 and 5. Model 2 with χ2(3) = 31.05, IFI = 

.99, CFI = .99, and RMSEA = .04 is relatively adequate fit model.   
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Figure 10. Confirmatory Factor Analysis of Stigma Scale  
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Table 17 

Confirmatory Factor Analysis for Stigma Scale (N = 501) 

  χ2(df)  IFI CFI RMSEA  

Model 1 2868.96(205) .71 .70 .16 

Model 2 1532.74(196) .90 .90 .08 

Note. IFI = Incremental Fit Index; CFI = Comparative Fit Index; RMSEA = Root Mean 

Square Error of Approximation 

 

Table 17 present the model fit indices for the Urdu translated version of Stigma 

scale. Model 1 represent model fit indices which were lower than acceptable threshold.  

To obtain an acceptable model fit modifications were applied, which included by adding 

covariance between errors of the scale.  Model 2 with χ2(196) = 1532.74, IFI = .90, CFI 

= .90, and RMSEA = .08 is relatively adequate fit model. 
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Figure 11. Confirmatory Factor Analysis of Patient Health Questionnaire 
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Table 18 

Confirmatory Factor Analysis for Patient Health Questionnaire-9 (N = 501) 

  χ2(df)  IFI CFI RMSEA  

Model 1 693.54(27) .67 .67 .22 

Model 2 143.69(17) .96 .96 .05 

Note. IFI = Incremental Fit Index; CFI = Comparative Fit Index; RMSEA = Root Mean 

Square Error of Approximation 

 

Table 18 shows value of indices which indicate that goodness of fit could not be 

achieved in model for Patient Health Questionnaire. To achieve goodness of fit, 

modifications were added in model 2 by adding covariance between errors of the scale. 

Model 2, which is obtained after applying modification is relatively the good fit with 

χ2(17) = 143.69, IFI = .96, CFI = .96, and RMSEA = .05. 
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Figure 12. Confirmatory Factor Analysis of Generalized Anxiety Disorder-7 
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Table 19  

Confirmatory Factor Analysis for Generalized Anxiety Disorder-7 (N = 501) 

  χ2(df)  IFI CFI RMSEA  

Model 1 508.67(14) .50 .50 .26 

Model 2 93.22(7) .92 .92 .05 

Note. IFI = Incremental Fit Index; CFI = Comparative Fit Index; RMSEA = Root Mean 

Square Error of Approximation 

Table 19 indicates model fit indices for Generalized anxiety disorder. Model fit 

indices were not satisfactory for the default model (model 1). To obtain a good model fit 

modification was applied, which included by adding covariance errors of the scale. 

Model 2, which is obtained after applying modification is the good model fit with χ2(7) 

= 93.22, IFI = .92, CFI = .92, and RMSEA = .05. 
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Table 20 

Descriptive Statistics and Alpha Reliability Coefficients of the Study Variables (N = 501) 

Variables Items M SD Α Score Range Skewness Kurtosis 

          Actual  Potential      

Suicide 

Bereavement  
17 38.19 8.5 .93 3-51 0-51 -0.89 0.31 

PTG 10 16.56 6.49 .88 5-39 0-40 0.17 0.01 

PTSD 15 38.83 16.92 .90 6-88 0-88 0.57 -0.56 

Shame 5 12.52 3.84 .86 5-24 5-25 -0.13 -0.24 

EROS 10 22.99 3.29 .66 13-36 10-40 -0.42 0.89 

 
Stigma 22 36.76 8.27 .83 11-63 0-66 0.13 0.06  

Depression 9 9.41 3.99 .85 3-27 0-30 0.88 1.28  

Anxiety 7 8.52 2.84 .72 1-21 0-21 0.49 1.32  

Note. PTG = Posttraumatic Growth; PTSD = Posttraumatic Stress Disorder; EROS = 

Environment Reward Observation Scale 

 

           Table 20 shows the mean, standard deviation, range of actual and potential scores, and 

alpha reliability coefficients of measures used in the main study. The skew values indicate the 

degree of symmetry in the data, and in the present study, they were found to be within an 

acceptable range (i.e.  ± 1).   
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Table 21 

Correlations of Bereavement, Post Traumatic Growth, Impact Event Scale, State Shame 
Scale, Environmental Reward Observation Scale, Societal Stigmatization, Patient Health 
Questionnaire, Generalized Anxiety Disorder (N = 501) 

Sr. Variables 1 2 3 4 5 6 7 8 

1 
Suicide 

Bereavement 
– 

-.47** .24** .24** -.05 .13** -.04 .09 

2 PTG  – .10* .04   .32** .09 .27** .28** 

3 PTSD   – .23** .29** .39** .36** .32** 

4 Shame    – .15** .13** .25** .32** 

5 EROS     – .21** .14** .08 

6 Stigma      – .12* .16** 

7 Depression       – .59** 

8 Anxiety        – 

Note. PTG= Posttraumatic Growth; PTSD= Posttraumatic Stress Disorder; EROS= 

Environment Reward Observation Scale.  

**p < .01, *p < .05 

Table 21 shows the Pearson correlation among the study variables. Results indicated a 

significant negative correlation between bereavement and posttraumatic growth. Bereavement 

was also significantly positively correlated with PTSD, shame and stigma. Environmental 

reward was significantly positively correlated with post traumatic growth. Environmental 

reward was significantly positively correlated with stigma, depression, shame, and PTSD. 

Overall, the strength of correlation varies from low (.10) to moderate (.59).  
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Table 22 

 Mean Difference by Gender of Bereaved Parents and Siblings on Study Variables (N = 501)  

  Male Female     
CI 95% 

 

 (n = 262) (n = 239)   Cohen’s 

Variables M SD M SD t (499) p UL LL d 

Suicide 

Bereavement 
37.63 8.16 38.79 8.74 -1.54 .12 -2.65 0.32 

.13 

PTG 17.09 6.19 15.97 6.76 1.92 .05 -0.02 2.25 .17 

PTSD 35.98 15.13 41.94 18.21 -3.99 .00 -8.89 -3.03 .35 

Shame 12.41 3.52 12.64 3.23 -0.75 .45 -0.82 0.37 .06 

EROS 23.08 3.38 22.90 3.20 0.60 .55 -0.40 0.76 .05 

Stigma 36.89 8.18 36.61 8.37 .38 .70 -1.17 1.73 .03 

Depression 9.02 3.86 9.83 4.10 -2.27 .02 -1.50 -0.11 .20 

Anxiety 8.66 2.82 8.37 2.87 1.13 .26 -0.21 0.79 .10 

Note. CI = Confidence Interval; LL = Lower Limit; UL = Upper Limit; M = Mean; SD = Standard 
Deviation; PTG = Post traumatic growth; PTSD = Post Traumatic Stress Disorder; 
EROS=Environmental Reward Observation Scale 

Table 22 shows that an independent samples t-test was conducted to examine mean 

differences based on gender of participants with respect to bereavement, post traumatic growth, 

post-traumatic stress disorder, shame, stigma, environmental reward, anxiety and depression. 

Result indicates that there are significant mean differences on PTSD and depression between 

men and women. Results show that there was a significant mean difference with respect to 

post-traumatic stress disorder (t = 3.99, p <.001). Women have higher scores on post-traumatic 

stress disorder in comparison to men. Result shows that women reported higher scores on 

depression than men.  
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Table 23 

Mean Difference on Study Variables by Gender of Deceased (N = 501)  

  Male Female     
CI 95% 

 

 (n = 239) (n = 262)   Cohen’s 

Variables M SD M SD t (499) p UL LL d 

Suicide 

Bereavement 
38.18 8.86 38.20 8.09 -0.03 .98 -1.51 1.46 

.01 

PTG 16.26 7.33 16.83 5.61 -0.98 .33 -1.71 0.57 .08 

PTSD 39.55 16.57 38.17 17.24 0.91 .36 -1.59 4.35 .08 

Shame 12.07 3.44 12.92 3.28 -2.84 .00 -1.44 -0.26 .25 

EROS 22.87 3.64 23.10 2.95 -0.76 .45 -0.80 0.35 .06 

Stigma 37.23 8.86 36.32 7.68 1.23 .22 -.54 2.36 .11 

Depression 9.37 4.22 9.44 3.78 -0.21 .83 -0.78 0.63 .02 

Anxiety 8.32 3.17 8.70 2.50 -1.48 .14 -0.88 0.12 .13 

Note. CI = Confidence Interval; LL = Lower Limit; UL = Upper Limit; M = Mean; SD = Standard 

Deviation; PTG = Post Traumatic Growth; PTSD = Post Traumatic Stress Disorder; 

EROS=Environmental Reward Observation Scale 

Group differences were also examined based on the gender of the deceased. Result shows that 

significant mean differences were found only for shame. Finding indicates that there was a significant 

mean difference between gender with respect to shame (t = 2.84, p <.001). Women have higher scores 

on shame as compared to men. It depicts that death of female (sister or daughter) lead to significantly 

more shame. 
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Table 2 
Mean difference on study variables by family System (N = 501)  

  Nuclear Family Joint Family     
CI 95% 

 

 (n = 420) (n = 81)   Cohen’s 

Variables M SD M SD t (499) P UL LL d 

Suicide 

Bereavement 
37.90 8.20 39.69 9.57 -1.75 .12 -3.81 0.22 

.15 

PTG 16.36 6.67 17.59 5.37 -1.57 .06 -2.78 0.31 .14 

PTSD 37.22 15.95 47.14 19.32 -4.94 .00 -13.85 -5.97 .44 

Shame 12.40 3.42 13.12 3.12 -1.77 .45 -1.53 0.08 .15 

EROS 22.84 3.49 23.79 1.75 -2.39 .55 -1.73 -0.17 .21 

Stigma 36.61 8.40 37.53 7.57 -.92 .36 -2.89 1.05 .08 

Depression 8.72 3.66 12.95 3.79 -9.47 .02 -5.10 -3.35 .84 

Anxiety 8.19 2.72 10.22 2.89 -6.09 .26 -2.69 -1.38 .54 

Note. CI = Confidence Interval; LL = Lower Limit; UL = Upper Limit; M = Mean; SD = 
Standard Deviation; PTG = Post Traumatic Growth; PTSD = Post Traumatic Stress Disorder; 
EROS = Environmental Reward Observation Scale.  

As shown in above table that independent sample t-test was conducted to explore group 

differences on study variables based on family of the participants.  Results indicated that no 

significant differences were found on study variables except PTSD and depression. There was 

significant mean difference between family system with respect to post-traumatic stress disorder 

(t = -4.94, p <.001). Results show that participants living in joint family have higher scores on 

post-traumatic stress disorder in comparison to participants living in nuclear family system. 

Participants from Joint family system also reported higher scores on depression than those living 
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in nuclear family system. It depicts that those who live in joint family system experience greater 

post-traumatic stress disorder and depression as compared to nuclear family system.
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Table 25 

Difference across Relationship Status In Relation To Study Variables (N = 501) 

Variables 

Father Mother Sister Brother 

F SE 
CI 95% 

η (n= 164) (n= 123) (n= 103) (n= 111) 

M(SD) M(SD) M(SD) M(SD) LL UL 

Suicide 
Bereavement 

41.91(5.49) 42.95(6.07) 33.41(8.39) 31.82(8.13) 82.69*** 

0.43 41.07 42.76 

1.84 
0.55 41.87 44.03 

0.83 31.78 35.06 

0.77 30.3 33.36 

Posttraumatic 
Growth  

15.99(5.87) 14.45(6.12) 17.82(7.44) 18.54(6.03) 10.07*** 

0.46 15.09 16.9 

0.69  
0.55 13.35 15.54 

0.73 16.37 19.28 

0.57 17.42 19.68 

Posttraumatic 
Stress 

Disorder 
39.88(17.51) 49.07(16.90) 32.15(13.97) 32.09(11.94) 31.24*** 

1.37 37.18 42.58 

1.74  1.52 46.06 52.09 

1.38 29.42 34.89 
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1.13 29.85 34.34 

Shame 13.07(3.67) 13.86(2.73) 11.10(3.27) 11.51(2.91) 19.02*** 

0.29 12.51 13.64 

 0.61 
0.25 13.37 14.35 

0.32 10.47 11.75 

0.28 10.97 12.06 

Environment 
Reward 

23.10(3.17) 23.39(2.59) 22.49(4.03) 22.83(3.38) 1.55 

0.25 22.62 23.59 

0.20  
0.23 22.94 23.86 

0.4 21.71 23.28 

0.32 22.2 23.47 

Stigma 40.70(5.12) 41.32(4.32) 30.88(8.96) 31.33(8.27) 88.65*** 

.40 39.91 41.49 

0.35 
.39 40.54 42.09 

.88 29.13 32.64 

.78 29.78 32.89 

Depression 8.98(4.19) 10.29(4.18) 9.07(3.82) 9.35(3.48) 2.89* 

0.33 8.34 9.63 

 0.27 0.38 9.55 11.04 

0.38 8.33 9.83 
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0.33 8.7 10.01 

Anxiety 8.95(2.83) 8.85(2.85) 7.58(2.70) 8.36(2.78) 5.85** 

0.22 8.52 9.39 

 0.31 
0.26 8.34 9.36 

0.27 7.05 8.11 

0.26 7.85 8.89 

Note. CI = Confidence Interval; LL = lower Limit; UL = Upper Limit; M = Mean; SD = Standard Deviation; PTG = Post Traumatic Growth; 

PTSD= Post Traumatic Stress Disorder; EROS=Environmental Reward Observation Scale 

In Table 25 One-way analysis of variance (ANOVA) was carried out to examine the mean differences on study variables with reference 

to status of relationship among 2 distinct categories parents (Father and Mother) and siblings (sister and brother). Results showed that the 

bereavement was higher in mother as compared to fathers, brothers, and sisters.  Posttraumatic growth was higher in siblings (both brother and 

sister). Posttraumatic Stress Disorder was higher in parents as compared to siblings. The factor of shame was also higher in the parents. Stigma 

have higher values were higher in parents. Depression was higher in father and overall score predict the high level of depression in parents. 

Anxiety level was also higher in the parents as compared to siblings.  
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Table 26 

Post-Hoc Analysis on Study Variables by Relationship Status (N= 501) 

Dependent Variable 

Mean 
Difference 

(I-J) SE p 

95% Confidence 
Interval 

LL UL 

Suicide 
Bereavement 

Father Sister 8.49* 0.87 0.00 6.25 10.74 

Brother 10.08* 0.85 0.00 7.89 12.28 

Mother Sister 9.5* 0.93 0.00 7.15 11.92 

Brother 11.12* 0.91 0.00 8.79 13.46 

Sister Father -8.49* 0.87 0.00 -10.74 -6.25 

Mother -9.53* 0.93 0.00 -11.92 -7.15 

Brother Father -10.08* 0.85 0.00 -12.28 -7.89 

Mother -11.12* 0.91 0.00 -13.46 -8.79 

Posttraumatic 
Growth 
Disorder 

Father Brother -2.55* 0.78 0.01 -4.56 -0.55 

Mother Sister -3.37* 0.84 0.00 -5.55 -1.20 

Brother -4.10* 0.83 0.00 -6.23 -1.97 

Sister Mother 3.37* 0.84 0.00 1.20 5.55 

Brother Father 2.55* 0.78 0.01 0.55 4.56 

Mother 4.10* 0.83 0.00 1.97 6.23 

Posttraumatic 
Stress 
Disorder 

Father 

Mother -9.18* 1.86 0.00 -13.97 -4.40 

Sister 7.72* 1.96 0.00 2.68 12.77 

Brother 7.78* 1.91 0.00 2.85 12.72 

Mother 

Father 9.18* 1.86 0.00 4.40 13.97 

Sister 16.91* 2.08 0.00 11.56 22.28 

Brother 16.97* 2.04 0.00 11.72 22.23 

Sister 
Father -7.72* 1.96 0.00 -12.77 -2.68 

Mother -16.91* 2.08 0.00 -22.28 -11.56 

Brother Father -7.78* 1.91 0.00 -12.72 -2.85 
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Mother -16.97* 2.04 0.00 -22.23 -11.72 

Shame 

Father Sister 1.96* 0.40 0.00 0.92 3.01 

Brother 1.55* 0.40 0.00 0.54 2.58 

Mother Sister 2.75* 0.43 0.00 1.65 3.86 

Brother 2.34* 0.42 0.00 1.26 3.43 

Sister Father -1.96* 0.40 0.00 -3.01 -0.92 

Mother -2.75* 0.43 0.00 -3.86 -1.65 

Brother Father -1.55* 0.40 0.00 -2.58 -0.54 

Mother -2.348* 0.42 0.00 -3.43 -1.26 

Stigma 

Father Sister -.616 .799 .868 -2.67 1.44 

Brother 9.818 .842 .000 7.65 11.99 

Mother Sister 9.368 .823 .000 7.25 11.49 

Brother .616 .799 .868 -1.44 2.67 

Sister Father 10.434 .894 .000 8.13 12.74 

Mother 9.984 .877 .000 7.72 12.24 

Brother Father -9.818 .842 .000 -11.99 -7.65 

Mother -10.434 .894 .000 -12.74 -8.13 

Depression 
Father Mother -1.30* 0.47 0.03 -2.53 -0.08 

Mother Father 1.30* 0.47 0.03 0.08 2.53 

Anxiety 

Father Sister 1.37* 0.35 0.00 0.47 2.28 

Mother Sister 1.27* 0.37 0.00 0.31 2.24 

Sister Father -1.37* 0.35 0.00 -2.28 -0.47 

 

In Table 26 Post-hoc Tukey test shows that relationship with deceased is a 

significant factor for bereavement, posttraumatic growth, posttraumatic stress disorder, 

shame, stigma, depression, and anxiety.  
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Table 27 

Difference across Duration of Bereavement in Relation to Study Variables (N = 501)  

  
1st Year (n= 

117) 
2nd Year 
(n= 273) 

2-5 Year 
(n= 111) F SE 

CI 95%  
η  

Scale M(SD) M(SD) M(SD) LL UL 

Suicide 
Bereavement 

39.60(7.81) 38.55(7.82) 35.79(10.06) 6.49*** 

0.72 38.18 41.04 

 0.46 0.47 37.62 39.48 

0.95 33.9 37.68 

Posttraumatic 
Growth  

16.14(6.38) 15.66(6.35) 19.18(6.26) 12.52*** 

0.59 14.98 17.31 

 0.56 0.38 14.91 16.42 

0.59 18.01 20.37 

Posttraumatic 
Stress 

Disorder 
44.76(19.37) 35.57(15.33) 40.57(16.05) 13.48*** 

1.79 41.21 48.31 

 0.93 0.93 33.74 37.4 

1.52 37.56 43.6 

Shame 12.69(3.43) 12.51(3.41) 12.33(3.28) 0.32 

0.32 12.06 13.32 

0.07  0.21 12.11 12.92 

0.31 11.72 12.95 
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Environment 
Reward 

22.68(3.41) 22.58(3.30) 24.30(2.80) 11.88*** 

0.32 22.06 23.31 

0.40  0.2 22.2 22.98 

0.27 23.78 24.83 

Stigma 36.85(7.99) 35.43(7.55) 39.92(9.38) 12.14*** 

.739 35.39 38.32 

0.05 .457 34.53 36.33 

.891 38.15 41.68 

Depression 9.93(4.22) 9.05(4.00) 9.71(3.54) 2.39 

0.39 9.16 10.71  

0.24 8.58 9.54 0.20 

0.35 9.03 10.4  

Anxiety 9.23(2.99) 8.23(2.82) 8.45(2.65) 5.22** 

0.28 8.69 9.79   

0.17 7.9 8.57 0.24 

0.25 7.96 8.96   

Note. CI=confidence Interval; LL= lower Limit; UL-=Upper Limit; M=Mean; SD= Standard Deviation; PTG=Post traumatic growth; 

PTSD= Post traumatic stress disorder; EROS=Environmental reward observation scale; ***p value <.001 
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Table 27 displays One-way analysis of variance (ANOVA) which was carried out to examine the mean differences based on the 

duration of bereavement into three categories (first year, second year and two to five years) on the bereavement, post traumatic growth, 

environmental reward, post-traumatic stress disorder, shame, stigma, anxiety and depression. It was found that level of bereavement was 

higher in the first year as compared to participants experienced two and more than two years. Post traumatic growth score was higher in 

the individuals who have experienced bereavement more than two years. Post-traumatic stress disorder was higher in the first year of 

bereavement. Environmental reward was also higher in the participants experiencing bereavement more than two years. Participants 

experienced bereavement since more than two years shown higher score on stigma. It was also shown that anxiety and depression level 

was also higher in the participant’s experience bereavement in first years. It shows that those bereaved parents and siblings who were in 

first year have experienced more intense bereavement, PTSD, anxiety, depression, shame and those who have experienced it more than 

2 years they were high on environmental reward and post traumatic growth and stigma.  

 



 
  182 

 
 

 
 
 

 
 

 Table 28 

Post-hoc Analysis on study variables by duration of bereavement (N= 501) 

Duration of Bereavement 
Mean 

Difference 
(I-J) 

CI 95% 

LL UL 

Suicide 
Bereavement 

1 
Year 

2-5 
years 

3.8* 1.21 6.42 

2 
Year 

2-5 
years 

2.76* .55 4.97 

2-5 
years 

1 
Year 

-3.81* -6.42 -1.21 

2 
Year 

-2.76* -4.97 -.55 

Posttraumatic 
Growth  

1 
Year 

2-5 
years 

-3.04* -5.02 -1.07 

2 
Year 

2-5 
years 

-3.52* -5.20 -1.85 

2-5 
years 

1 
Year 

3.04* 1.07 5.02 

2 
Year 

3.52* 1.85 5.20 

Posttraumatic 
Stress 
Disorder 

1 
Year 

2 
Year 

9.18* 4.90 13.48 

2 
Year 

1 
Year 

-9.18* -13.48 -4.90 

2-5 
years 

-5.00* -9.37 -.64 

2-5 
Years 

2 
Year 

5.00* .64 9.37 

Shame 

1 
Year 

2-5 
years 

-1.62* -2.63 -.62 

2 
Year 

2-5 
years 

-1.71* -2.57 -.86 
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2-5 
years 

1 
Year 

1.62* .62 2.63 

2 
Year 

1.71* .86 2.57 

Stigma 

1 
Year 

2-5 
years 

-3.06* 
-5.59 -.54 

2 
Year 

2-5 
years 

-4.48* 
-6.63 -2.34 

2-5 
years 

1 
Year 

3.06* 
.54 5.59 

2 
Year 

4.48* 
2.34 6.63 

Anxiety 

1 
Year 

2 
Year 

1.00* .27 1.74 

2 
Year 

1 
Year 

-1.00* -1.74 -.27 

 

            In Table 28 Post-hoc Tukey test shows that duration of bereavement is a 

significant factor for bereavement, posttraumatic growth, posttraumatic stress disorder, 

shame, stigma, and anxiety. 
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Table 29 

 

Moderating Role of Environmental Reward between Bereavement and Shame (N = 501) 

     95% BC CI 

Model B SE T p LL UL 

Constant 12.55 .14 88.13 .000 12.27 12.83 

Suicide Bereavement  .07 .02 4.57 .000 ,045 .113 

Environmental Reward .19 .04 4.47 .000 .109 .281 

Bereavement x Environmental 

Reward 

.03 .01 4.94 .000 .016 .037 

Note. N = 501, B=unstandardized error, R2 = .12, F = 23.29, BC = Biased-Corrected, CI = 

Confidence Interval. 

A moderation test was conducted with suicide bereavement as the predictor, shame as the 

dependent variable, and environmental reward as the moderator. There was significant main effect 

found between suicide bereavement and shame, B = .07, Bca CI [.045, .113], t = 4.57, p = .000. In 

addition, it was found significant main effect of environmental reward on shame, B = .19, Bca CI 

[.109, .281], t = 4.47, p = .000.  There was a significant interaction effect of environmental reward 

and suicide bereavement on shame, B = .03, Bca CI [.016, .037], t = 4.94, p = .000. 
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Figure 13. Interaction Environmental Reward and Bereavement on Shame 

 

It was found that participants who reported higher than average levels of environmental reward 

experienced a greater effect of suicide bereavement on shame, B = .166, Bca CI [.123, .209], t = 7.59, 

p = .000 as compared to average, B = .08, Bca CI [.045, .113], t = 4.57, p = .000 or lower than average 

levels, B = -.01, Bca CI [-.06, .045], t = -.31, p = .753 of environmental rewards. Present study concluded 

that the effect of suicide bereavement on shame moderated by environmental reward. 
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Table 30 
 
Moderating Role of Environmental Reward between Bereavement and Depression (N = 501) 

     95% BC CI 

Model B SE t p LL UL 

Constant 9.42 .17 53.55 .000 9.08 9.77 

Suicide Bereavement  -.03 .02 -1.38 .168 -.071 .012 

Environmental Reward .19 .05 3.45 .001 .080 .293 

Bereavement x Environmental 

Reward 

.02 .01 2.61 .001 .004 .030 

Note. N = 501. R2 = .04, F = 5.77, BC = Biased-Corrected, CI = Confidence Interval. 

A moderation test was conducted to examine the relationship between suicide bereavement and 

depression, with environmental reward serving as the moderator. The analysis revealed no significant 

main effect of suicide bereavement on depression, B = -.03, Bca CI [-.071, .012], t = -1.38, p = .168. 

However, a significant main effect of environmental reward on depression was found, B = .19, Bca CI 

[.080, .293], t = 3.45, p < .01.  There was a significant interaction effect between environmental reward 

and suicide bereavement on depression, B = .02, Bca CI [.004, .030], t = 4.06, p < .01. 
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Figure 14. Interaction Environmental Reward and Bereavement on Depression. 

 

It was found that participants who reported lower than average levels of environmental reward 

experienced a greater effect of suicide bereavement on depression, B = -.09, Bca CI [-.15, -.02], t = -

2.57, p = .011 as compared to average, B = -.03, Bca CI [-.07, .013], t = -1.38, p = .168 or higher than 

average levels, B = .03, Bca CI [-.03, .081], t = 1.03, p = .308 of environmental rewards. Present study 

concluded that the effect of suicide bereavement on depression moderated by environmental reward. 
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Table 31 
 Moderating Role of Environmental Reward between Bereavement and Anxiety (501) 
 

      95% BC CI 

Model B SE t P LL UL 

Constant 8.54 .12 69.1 .000 8.29 8.78 

Suicide Bereavement  .02 .01 1.05 .280 -.013 .046 

Environmental Reward .10 .03 2.86 .015 .018 .168 

Bereavement x 

Environmental Reward 
.02 .01 4.06 .000 .010 .029 

Note. N = 501. R2 = .05, F = 8.46, BC = Biased-Corrected, CI = Confidence Interval. 

A moderation test was conducted with suicide bereavement as the predictor, anxiety as the 

dependent variable, and environmental reward as the moderator. There was a significant main effect 

found between suicide bereavement and anxiety, B = .02, Bca CI [-.013, .046], t = 1.05, p < .001, and 

significant main effect of environmental reward on anxiety, B = .10, Bca CI [.018, .168], t = 2.86, p < 

.01.  There was a significant interaction effect of environmental reward and suicide bereavement on 

anxiety, B = .02, Bca CI [.010, .029], t = 4.06, p < .001. 
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Figure 15. Interaction Effect of Environmental Reward and Bereavement on Anxiety 

 

It was found that participants who reported higher than average levels of environmental reward 

experienced a greater effect of bereavement on anxiety, B = .08, Bca CI [.045, .120], t = 4.30, p < .001 

as compared to average, B = .02, Bca CI [-.01, .046], t = 1.09, p = .274 or lower than average levels, B 

= -.05, Bca CI [-.09, -.001], t = -2.08, p = .038 of environmental rewards. Present study concluded that 

the effect of bereavement on anxiety moderated by environmental reward. 
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Summary of the Results 

Hypotheses Accepted/ Not Accepted  

H1:a  Suicide bereavement is positively associated with PTSD. Accepted 

H1:b  Suicide bereavement is positively associated with Depression.  Rejected  

H1:c  Suicide bereavement is positively associated with Anxiety. Rejected  

H1: d Suicide bereavement is negatively associated with post traumatic 

growth.  

Accepted  

H2:a  Suicide bereavement is positively associated with stigma.  Accepted 

H2:b   Suicide bereavement is positively associated with shame.  Accepted  

H3: a  Environmental rewards moderate the relationship between suicide 

bereavement and depression. 

Accepted 

 H3:b  Environmental rewards moderate the relationship between suicide 

bereavement and anxiety. 

Accepted 

H3:c Environmental rewards moderate the relationship between suicide 

bereavement and PTSD. 

Rejected 

H3: d Environmental rewards moderate the relationship between suicide 

bereavement and Post traumatic growth. 

Rejected  

H4: a Environmental rewards moderate the relationship between suicide 

bereavement and stigma. 

Rejected 

H4: b Environmental rewards moderate the relationship between suicide 

bereavement and shame. 

Accepted 

H5: a Parents are high on depression as compared to siblings. Accepted 

H5: b Parents are high on anxiety as compared to siblings. Accepted  
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H5:c Parents are high on PTSD as compared to siblings. Accepted 

H5:d Siblings are high on post traumatic growth as compared to parents. Accepted 

H5:e  Parents are high on stigma as compared to siblings. Accepted 

H5:f  Parents are high on shame as compared to siblings.  Accepted 

H6:d Duration of bereavement is positively associated with Post traumatic 

growth. 

Accepted 
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Chapter V 

DISCUSSION 

The objective of the present study was to explore the experiences of suicide bereaved 

family members. The study examined the psychological and social outcomes associated with 

suicide bereavement. It also investigated the moderating role of environmental reward in these 

relationships. Moreover, the study investigated the group differences and duration of 

bereavement on outcome variables between parents and siblings. The study investigated the 

group differences and duration of bereavement on outcome variables between parents and 

siblings. 

Two studies with independent sample were conducted i-e study-1 and study-II. The 

purpose of study-1 was to explore the experiences of bereaved family members and it helped 

to confirm and strengthen the identified outcome variables of the suicide bereavement and to 

integrate this information in translation and adaptation process of the instruments and to 

address the psychometric properties that was to be used in the main study. The study-II (main 

study) was to investigate the relation of suicide bereavement with psychological and social 

outcomes and to examine the moderating role of environmental rewards between suicide 

bereavement and social and psychological outcomes using a purposive convenience and 

snowball sampling technique. 

Due to several demographic reasons, accessing the bereaved families was a significant 

challenge. For instance, the prominent reasons include (a) conservative cultural customs 

regarding accessing and interacting with bereaved individuals in general, and bereaved women 

in particular, and (b) the painful nature of the bereavement phenomenon. 
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The first hypothesis predicted that suicide bereavement is positively associated with 

Post traumatic stress disorder. The results concluded that there is a significant relationship 

among these variables and finding were consistent with previous literature that suicide 

bereaved experience a greater risk of developing post-traumatic stress disorder due to 

experience of a major life crisis, (Mitchell & Terhorst, 2017; Wagner et al., 2021). Although 

bereavement is not typically considered a stressor leading to post traumatic stress disorder, if 

the bereavement is linked to sudden and unexpected death, as is often the case with suicide, it 

may lead to the development of post-traumatic stress disorder symptoms. 

A similar finding stated that post-traumatic stress disorder is positively related to and 

higher among suicide bereaved compared to natural death (Ilanit, 2012). Individuals who 

experience suicide loss may exhibit signs of post-traumatic stress disorder. A suffering person 

is likely to experience nightmares or flashbacks if they have witnessed the death incident or 

funeral of their loved one. These symptoms can still appear even if the person has not witnessed 

the death incident. There is a likelihood that the individual cannot stop thinking about what 

happened, and their imagination might be worse than reality. Mitchell and Terhorst (2017) 

found a similar relationship, showing suicide bereavement to be linked to worse mental health 

quality of life, complex grieving processes, and the potential for post traumatic stress disorder 

symptoms to emerge. 

Several studies have found significant positive relationship between bereavement and 

post-traumatic stress disorder. Post-traumatic stress disorder signs and symptoms may be 

exacerbated by grief, especially in the wake of sudden deaths like suicides. In contrast to other 

forms of bereavement, people who experienced the suicidal death of their loved ones exhibit 

significant post-traumatic stress disorder symptoms (Kristensen et al., 2012). The relationship 
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is supported by the sadness, violence, and stigma associated to suicide, all of which have the 

potential to worsen stress reactions. 

The second hypothesis anticipated that suicide bereavement is positively associated 

with depression. Findings revealed that suicide bereavement is non-significantly correlated 

with depression. Suicide bereavement has often been linked to the development of other 

adverse mental health outcomes and emotional disorders such as anxiety and depression 

(Grafiadeli et al., 2022; Mitchell et al., 2009; Groot et al., 2006; Bolton et al., 2013). In a 

systematic review of bereaved adults in which 23 studies meet the inclusion criteria, it was 

found that 63% of the adults experiencing prolonged grief disorder were also suffering from 

depression and anxiety, respectively (Komischke-Konnerup et al., 2021). It has been noted that 

psychopathology and sociodemographic variables play a significant role in determining the 

health risks for suicide bereaved, with an elevated risk for mental symptoms and disorders for 

depression and anxiety were evident (Erlangsen et al., 2017). 

The study concluded a non-significant relationship between suicide bereaved and 

anxiety or depression. Studies have shown that factors like a sense of belongingness, social 

support, and self-disclosure lead to individuals being less vulnerable to depression and 

interpersonal and social factors that might act as buffers for the onset of depressive and anxious 

disorders. (Levi-Belz & Birnbaum, 2022). Shame and stigma associated with suicide loss often 

undermine these buffering factors, especially when considering the increased stigma perceived 

by family and friends (Pitman et al., 2016). The impact might negatively affect help-seeking 

behavior, the reception of social support, a sense of belongingness, and self-disclosure. Study 

explored the long-term relationship between suicide bereaved and the onset of depression, 

noting that the risk decreases over time (de Groot & Kollen, 2013). Therefore, the finding was 
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supported as the sample consists of individuals from suicide-bereaved families who have been 

suffering for 6 months to 5 years’ post-suicide. Due to the increased time lapse, the onset of 

depression decreased among the participants. 

            Research finding showed that those individuals who possess inherent resilience can 

recover from traumatic events easily and these traumatic events may include suicide 

bereavement. This resilience in individuals can results in decrease in the depressive symptoms 

over time and allow the individuals to cope with the traumatic events (Bonano et al., 2005). 

Those suicide bereaved individuals involved in meaning making and looking for the personal 

growth after traumatic event or a loss can contribute to the lower level of depressive symptoms 

(Feigelman & Jordan, 2009). 

Past findings depicts that, the presence of the protective factors or the strong social support 

system can buffer the negative effects of suicide bereavement leading to reduction in 

depression. Bereaved individuals who receive practical and emotional support can better able 

to cope with the grief. Studies reveal that participation in support groups and community 

outreach can mitigate emotions of loneliness and depression among individuals bereaved by 

suicide (Ross et al., 2021). 

If the deceased had long-term mental health problems, some people might feel relieved 

and accepted. This perceived relief can contribute to the decrease in depressive symptoms over 

time. Acceptance and understanding of the deceased struggle can lead to reduction in guilt and 

depression among suicide bereaved individuals (Kostromin, 2021). 

         Earlier study find that longitudinal studies shows that depressive symptoms may reduce 

over time as individuals adapt to their loss. If the bereaved individual gradually adjusts to find 

the new meaning in life, the level of depression would be diminished. This research provides 
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evidence that over the time the associated depressive symptoms and the intensity of grief can 

lessen and decreased as suicide bereaved individuals involves in adaptive coping strategies 

(Mathieu et al., 2022). Earlier study found that some may come to accept the inevitability of 

death and loss as a part of life which results in the decrease in depression symptoms as they 

reconcile with the reality of their situation (Gaffney & Hannignan, 2010). 

              Post traumatic growth refers to the positive psychological changes experienced as a 

result of struggling with highly challenging life circumstances. Some individuals may find new 

strengths, deeper relationships and the greater appreciation for life following the trauma of 

suicide bereavement, which results in the reduced depression. Another research suggests that 

many individuals may turn to existential beliefs or spiritual beliefs to cope with the loss of the 

loved one to suicide. So finding solace in spiritual and religious beliefs and provide comfort in 

suicide bereaved individuals and reduced depression (Krysinska et al., 2014). According to 

(Bushan et al., 2011) some therapeutic interventions like complicated grief therapy and 

cognitive behavioral therapy can effectively work on reducing the depressive symptoms in 

those experience complicated grief including suicide bereavement (Mathieu et al., 2022). 

Research indicates that cognitive reappraisal is an emotion regulation strategy where 

individuals change their perspectives on a distressing situation. Those suicide bereaved 

individuals who can successfully reframe their loss in a way that alleviates guilt or finds 

positive aspects that may experience less depression (Bushan et al., 2011).  

Several clinical traits of suicidal bereavement are similar to anxiety and depression 

(Boelen, 2013). Anxiety, sadness, and symptoms of post-traumatic stress disorder are more 

common in suicide-bereaved individuals compared to those who died by other means. 

Approximately 30.5% of family members who experienced a loss had higher rates of 
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depression than those who had not. Suicidal thoughts and attempts are also linked to suicidal 

bereavement (Bolton et al., 2013). 

The third hypothesis assumed that suicide bereavement is positively associated with 

anxiety, was not supported by the data. There is a non-significant relation of anxiety with 

bereavement. Therefore, the explanation extends to the intervention of several factors, such as 

social support, coping strategies, or the amount of time since the loss, can moderate these 

emotional reactions (Kaplow et al., 2010). There are numerous variations in the psychological 

consequences of bereavement; some people feel resilience, while others suffer from despair or 

anxiety. 

      According to Jacobson et al., (2017) strong social support can act as an effective factor for 

the reduction in anxiety. The suicide bereaved individuals who have strong social support 

system from their family, friends of community can better able to cope with this bereavement 

and that results in the reduction of anxiety (Jacobson et al., 2017). Findings indicate that 

effective coping strategies includes emotion regulation, problem solving and positive reframing 

used by suicide bereavement individuals can help to reduce anxiety symptoms. The suicide 

bereaved individuals involved in these strategies can better able to cope with their grief which 

results in decrease in the anxiety symptoms (Storebe et al., 2005). Study found that the 

continuous access to the mental health services of suicide bereavement is very important. Those 

suicide bereaved individuals involved in the mental health services regularly at the time of their 

grief can better able to cope with their trauma results in anxiety reduction (Andreissen et al., 

2019). 
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 Similarly, by a longitudinal research finding observed that the suicide bereaved 

individuals may cope and adapt to their environment over time. In this way, they accept the 

reality which results in the reduction in anxiety symptoms and leads to acceptance and peace 

in the suicide bereaved individuals. Individuals suffering from trauma can find the realities and 

new meanings in life over the time and from time to time they can adapt to the realities and 

emotional stressors which lead to the reduction in anxiety among suicide bereaved individuals 

(Kolves et al., 2020). Another research reported that those individuals who have resilience are 

able to cope with their grief over the time. They are resilient towards their loss and can deal 

with it effectively which results in the decrease in the anxiety symptoms (Kolves et al., 2018). 

 

              Suicide bereaved individuals can deal with their trauma by involving in reframing 

their thoughts and having the positive affirmation. These individuals can change their 

perspectives that the deceased is in the peace now after suffering from severe mental illnesses. 

This changing the perspective of situation or reframing the thought can result in reduction in 

anxiety among suicide bereaved individuals (Briettbart & Heller, 2023). 

           Earlier study found that spiritual and the cultural beliefs can also result in decrease in 

anxiety symptoms among suicide bereaved people. Those suicide bereaved individuals who 

involves in spirituality practices on daily basis can result in acceptance and inner or mental 

peace, cope with their grief effectively and results in the reduction of anxiety (Cepuliene et al., 

2021). A theory named post-traumatic stress growth theory indicates that post-traumatic stress 

growth results in the positive psychological change which leads to the suicide bereaved 

individuals to have meaning in life, focus on the personal growth, appreciation in life and from 

this, suicide bereaved individual can better deal with the trauma and results in the reduction of 

anxiety symptoms (Belz & Krysinska, 2021). 
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The fourth hypothesis was that suicide bereavement is negatively associated with post-

traumatic growth, and a significant negative relationship was found. Post traumatic growth has 

been positively correlated in previous research with positive emotion and problem-focused 

coping (Boals & Schuler, 2018). On the contrary, avoidance of painful aspects of loss is 

commonly assumed to hamper recovery from bereavement, thus affecting post traumatic 

growth. However, prior research in bereaved populations has shown that prolonged grief 

symptoms and post traumatic growth are consistently linked in both positive and negative ways 

(e.g., Currier et al., 2012). 

The findings of the current study revealed a negative relationship between bereavement 

and post traumatic growth. Numerous studies have reported that bereavement is an adverse 

event that results in various psychological sufferings. Suhail et al. (2011) reported that anxiety, 

depression, and other symptoms of psychological suffering are the immediate reactions to 

bereavement. In the aftermath of bereavement, some individuals go through only an 

uncomplicated and normal grieving process which normally resolves over time (Znoj, 2005), 

while some bereaved individuals are more likely to experience complicated or prolonged grief 

(Keesee et al., 2008; Wijngaards-de Meij et al., 2005). 

The empirical literature is abundant with reports of maladaptive outcomes of 

bereavement and other similar extremely stressful events (Humgerbuhler et al., 2011; 

Kreiebergs et al., 2004; Roger et al., 2008). The past research reflected two potential indicators: 

first, a traditional inclination toward exploring the pathological outcomes of bereavement (and 

other traumatic events). Bereavement is also supported by empirical findings showing a 

connection between pathological outcomes and traumatic events. Second, there is no direct link 

between bereavement (and other such stressful events) and post traumatic growth. 
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The negative relationship between bereavement and post traumatic growth in the 

present research is supported by the fact that negative events impact adversely. Secondly, an 

extraordinary adverse event such as the death of a loved one renders a serious blow to the 

physical, psychological, emotional, and social aspects of human life.  

The possibility of post traumatic growth has been reported as an outcome of 

bereavement only because of struggling with bereavement or any other extremely stressful 

event. Past research has reported that bereavement does not inherently result in post-traumatic 

growth; rather, the outcome of the bereavement experience depends upon how the bereaved 

individual handles the stressful experience (Engelkemeyers & Marwit, 2008; Gamino et al., 

2000; Michael & Cooper, 2013).  

Among suicide bereaved, there was a decrease in the chances of positive growth after 

the traumatic experience of losing the deceased. Contradictory to these findings, the scant 

literature available on post traumatic growth for those in bereavement indicates a positive 

correlation. It was found that bereavement resulted in significant growth among individuals; a 

potential variable for people who seek social support, cope using religion, and identify the 

event as an essential aspect of their routine (Ryan & Ripley, 2023). 

           Post traumatic growth is also related to the cause of death and whether the bereaved 

expected the death or not. Findings by Fisher and colleagues (2020) indicate that sudden and 

violent deaths, as is often the case with suicide, may not follow the trend of post traumatic 

growth after death. Another explanation for the current findings is that sociodemographic and 

psychological variables are correlated with post traumatic growth. In a recent meta-analysis of 

11 quantitative studies exploring the onset and conditions of post traumatic growth after suicide 
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bereavement, it was found that suicide bereaved were expected to grow and find meaning in 

their loss after the incident. However, this growth was closely tied to the time passed since the 

loss, their attachment style, social support, coping strategies, etc. (Levi-Belz et al., 2021). 

The term "post-traumatic growth" describes a cognitive shift resulting from enduring 

challenging conditions in life. Research suggests that extreme negative emotions and sadness 

are frequently linked during the early phases of grieving, which may hinder post traumatic 

growth. Those who are still in the early stages of grief might not yet experience growth, as post 

traumatic growth often comes after a period of intense emotional processing (Calhoun et al., 

2010). 

The current study assumed that suicide bereavement is positively associated with 

stigma, which was supported by the data showing that suicide bereaved are often severely 

stigmatized (Feigelman et al., 2009). Stigma is linked with suicide bereavement and that lead 

the deceased family to suicide attempt and before one committed suicide there are multiple 

suicide attempts (Schomerus & Angermeyer, 2008). If bereaved family members get any bad 

response from immediate family, colleagues or other friends it causes grief and it bring distress, 

pain, discomfort for bereaved members and they learned helplessness if they don’t get any 

support from surrounding (Neimeyer & Jordan, 2002). According to Pitman et al., (2016) the 

greater is the stigma score, the more is the chances that it will bring more depression, they will 

attempt more suicide and will cause more anxiety to the bereaved.  

Prior research showed that those individuals who have suffered any lost and especially 

when it is due to suicide then family face great deal of shame and it effect the reputation of 

family and they suffer due to it.  According to socoo et al., 2019 that if society or people link 
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the suicide with any kind of mental disorder or pathological issue and consider that suicide is 

due to any person failure, or they have weakness in character this labelling also impact and 

cause stigma. According to Ahmed et al., (2023) Stigma which is due to suicide and bereaved 

suffered through grief which are they hide from society then this grief could impact the mental 

health of the one who are bereaved by suicide and it could have pathological impact on them. 

Present study depicted that there is positive association of suicide bereavement with 

shame. Result showed that there is positive association between two that suicide stigmas it and 

consider it negative. According to LeBlanc et al., 2020 that those who bereaved due to suicide 

they experience guilt, rejection from society, shame and it became more increase due to the 

negative attitude of society and when we blame others for the loss. In indigenous point of view 

in Pakistan as suicide is sin and prohibited in Islam, and people discriminate with people who 

did suicide or have any psychological issue, which greatly affect the bereaved family. 

According to shoib et al., 2022 all the factors which contribute or which bring negative 

emotions like feeling of self-blame, shame, guilt, adversely affect the bereaved.  

According to young et al., (2022), the bereaved blame themselves for the deceased and 

they believe that due to their negligence or they were not able to save them and to understand 

them which cause the death of the deceased. This cause pathological grief in bereaved and this 

rumination affect there thought process, they go through severe guilt, shame and it is more 

pertinent in society where suicide is considered as a sin.  

Finding of the study showed that suicide bereavement cause shame and stigma in the 

deceased parents. According to Pitman et al., (2016), there was study conducted on 3,432 adults 

who were suicide bereaved and they find that suicide itself is stigmatizing for them and it is 
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linked with guilt and bring shame in them. In most of the developing countries especially in 

Islamic countries, suicide is sin and due to this factor stigma get heightened and family suffer. 

But now suicide is decriminalized once the bill was passed that those who attempt suicide they 

are depress they need help rather than punishment. (Sabri & Sibghatullah, 2023). 

In study by Clark (2012) it was found that shame and stigma are associated significantly 

and shame can affect the internalization of stigma. It was also found chances of stigma, distress, 

pathological grief, mental disorders and not showing bond with the family increase when they 

get adverse reaction from others. (Westerlund et al., 2020; Shields et al., 2017; Evans & 

Abrahamson, 2020). 

Study also showed that environmental reward is playing moderating role for 

relationship of depression with suicide bereavement and finding showed it in desire direction. 

High level of depression due to guilt, shame and self-blame and less social interaction were 

also present in bereaved parents (Ali, 2015). Positive activities can minimize depressive 

symptoms, acting as a positive moderator between suicide bereavement and depression. 

Results indicated that environmental reward is a significant predictor of depression. 

The interactive effect of bereavement and environmental reward on depression wIas 

significant. Increased environmental rewards can reduce the risk of depression and foster 

resilience, aiding psychological fitness (Vazquez et al., 2019). 

The model of behavioral activation suggests that patients with depression would feel 

better if they engaged in enjoyable activities (Lewinsohn, 1973). Environmental rewards 

involve participation in activities and the degree of interest a person expresses in these 
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activities. Research shows that supportive environments and positive reinforcement can buffer 

depressive symptoms (Eisma et al., 2013). 

Grief is often followed by anxiety and other depressive symptoms. The present study 

also investigated the relationship between environmental rewards and anxiety, revealing a non-

significant positive relationship. Exposure to previously avoided stimuli and activities can 

reduce discomfort and loneliness, aiding in the resumption of normal life. However, a 

supportive environment might also bring back memories of the deceased (Acierno et al., 2011). 

The present study hypothesized that environmental rewards moderate the relationship 

between suicide bereavement and anxiety and results supported this assumption. Physical 

activity is one strategy to enhance mental health; some research has shown that it can help 

lessen conditions like anxiety and depression (Elliot et al., 2014; Mahon et al., 2017). 

Symptoms of PTSD, aggression and quality of life is improved with exercise (Shacher et al., 

2016; Sato et al., 2016).  

The findings of this current study affirms that environmental reward has moderate to strong 

and significant positive relationship with Anxiety. This paper accredits that there is a negative 

moderating relationship between anxiety and environmental reward. Batch (2015) conducted 

the study on which the focus has been placed on the environmental aspect of reward and tension 

on persons who are grieving as a result of suicide losses. The researcher found out that pursuits, 

participation in the activities that are fun, presence in the areas that are safe, and interactions 

with other people in the healthy ways all are the forms of environment that can assist in the 

reduction of anxiety. The people that are subjected to high levels of environmental 

improvement may be better placed to handle stress and other related disorders. 
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The findings of the current study suggest that an environmental reward for a shame may 

moderate suicide bereavement. In particular, studies by Pitman et al. (2018) shows or revealed 

that the the social support and meaningful activity factors within the environmental reward 

element of bereavement are effective predictors for shame following that are following loss to 

the suicide. Similarly, among participants or the individuals who experienced lower or decrease 

levels of environmental rewards and high or increase level bereavement (those whose 

experiences closely matched the survey-derived latent class “shame”), stigma was higher in 

those that internalized negative beliefs about themselves. 

According to a study done by Martinet et al H. (2016) found some support for the fact 

that Shame does increase or arise in response to an environmental cue of norm and also have a 

reactive changing cues as when reactions are provided. . Stigma and shame are helpful for any 

depressive disorder, post traumatic stress disorder or anxiety, while the environmental reward 

can contribute to either of them. Pepper et al. (2013) in a similar way much of the previous 

research has not explored environmental rewards and their associations with suicide 

bereavement such as in this study. Surprisingly, despite how few numerous research of the 

moderating results have established that environmental rewards may be changed in a favorable 

manner (Jansenn et al., 2020; Dimidjian et al., 2014; Sturmey et al., 2009). 

One has to agree with the author that the amount of stress those who lost a loved one to 

suicide experiences is very high and it is rather impossible to state that the symptoms of post 

traumatic stress disorder could be at some point reduced or reduced at all. The research findings 

of this current research study also revealed that there was no correlation between environmental 

reward and post- traumatic stress disorder. The fact that the event is a tragedy and is sudden 

affect suicide bereaved in a drastic way. These are some of the drawbacks of environmental 

strategies and management decisions, and it can also be seen that environmental rewards or 
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benefits are not capable of eradicating these disadvantages. The study carried out by Wagner 

et al. (2018) showed that the Post traumatic stress disorder emanates from the details of suicide 

loss including violence and shock. It is equally also appears improbable that the degree of 

psychological shock experienced by those who survive a suicide bereaved can reduce or 

alleviate the manifestation of post traumatic stress disorder. The study done by Pompilli et al 

(2013) showed that the effectiveness of environmental rewards in managing post traumatic 

stress disorder may be reduced in suicide bereaved persons because of hardcore psychosocial 

and psychological impact. 

Earlier research has also presented evidence that perceivers who have lost a loved one 

to suicide characteristically experience chronic pain and mourning, which suggests that the 

ability of environmental reinforcers to reduce or alleviate the symptoms of the post traumatic 

stress disorder may be hindered or at least be reduced. Studies showed that environmental 

rewards may be prevented from occupying a large degree of moderation in Suicide Bereaved 

individuals because of the chronicity of trauma and grieving (Zisook & Shear, 2009). In another 

research, the people who lost a loved one to suicide often experience helplessness because of 

the inability to control the tragic events or circumstances this can lead to post traumatic stress 

disorder which environmental reward may not be the best remedy for. Reporting and analysis 

of research evidence shows that the moderating effects of environmental rewards on PTSD 

may be blunted or negated by such effects of losing control over the traumatic experience 

Harwood et al., (2002). 

          Social isolation and social withdrawal are the common symptoms among suicide 

bereaved individuals which can result in post-traumatic stress disorder. These factors of social 

withdrawal and isolation can limit the ability of suicide bereaved individuals to engage with 

environmental rewards, thereby reducing the moderating effect on post-traumatic stress 
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disorder (Pitman et al., 2018). Individual differences in personality traits, coping strategies and 

resilience can influence to the effectiveness of environmental rewards in moderating PTSD. 

Sob the variability among individual differences and to trauma and to loss can affect the 

moderating affect and role on the symptoms of PTSD (Belz & Yasish, 2022). 

 Past studies also indicates that the negligence in therapeutic interventions to the suicide 

bereaved can result in decreased effectiveness of environmental reward in moderating post-

traumatic stress disorder. So the comprehensive interventions may play an important role to 

benefit the suicide bereaved people which the environmental reward alone may not be 

sufficient to deal with it (Pompilli et al., 2013). Research indicates that suicide bereaved people 

when experiences multiple losses and traumas can result in the symptoms of post-traumatic 

stress disorder which can make environmental rewards less effective. These multiple losses 

among suicide bereaved people can have reduced the moderating effect of environmental 

reward on post-traumatic stress disorder (Young et al., 2012). 

 Past studies suggest that the quality and the context of environmental reward is very 

important. The insufficient and meaningless environmental rewards for the suicide bereaved 

cannot moderate the post-traumatic stress disorder symptoms (Azorina at al., 2019).  Quality 

of social support and interpersonal relationships also effective in dealing with post-traumatic 

stress disorder and alone environmental reward is not necessarily effective. Thus, the lack of 

understanding of these factors results in the reduced effectiveness on environmental reward 

(Zisook & Shear, 2009). 

 The suicide bereaved frequently suffered from emotional dysregulation and this can 

limit the effectiveness of environmental reward in moderating post-traumatic stress disorder. 

The difficulties in the emotional regulation make it harder for the environmental rewards for 

moderating effects (Pitman et al., 2017). Research also suggest that repetitive negative thinking 
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(rumination), is common in suicide bereaved people that can have cause high intensity of post-

traumatic stress disorder can less likely to be reduced even in the presence of environmental 

reward and reduced or undermine the benefits of environmental reward (Mitchelle & Terhorst, 

2017). 

Past research results showed a significant positive relationship, indicating that avoiding 

problems and detachment are variables that sustain post-traumatic stress disorder symptoms 

(Dimidjian et al., 2011). Sudden and violent losses, such as suicide, are associated with slower 

recovery and an increased risk of mental health disorders like post-traumatic stress disorder 

(Kristensen et al., 2012). 

Suicide-bereaved individuals are likely to experience negative emotions, PTSD, and 

other mental health concerns. Some may show resilience in coping, and the study hypothesized 

that environmental reward is positively correlated with post-traumatic growth (PTG). Findings 

confirmed this, suggesting that environmental rewards, which include new experiences and a 

deeper sense of self, play a crucial role in PTG (Calhoun et al., 2010). 

      Earlier research shows that suicide bereaved individuals often have the symptoms of post-

traumatic stress disorder. This does not mean that due to environmental reward, these 

symptoms may reduce. Suicide bereaved people may experience persistent and continuous re-

experiencing of traumatic events, hyper-arousal and avoidance of trauma related stimuli. These 

symptoms among suicide bereaved people can reduce the effects of environmental rewards and 

the individuals cannot take benefits from environmental rewards (Wamser & Howell, 2018). 

 Previous study suggests that suicide bereaved individuals also have the symptom of 

emotion numbing which indicates post-traumatic stress disorder may not always reduce due to 
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environmental rewards. However, in the presence of environmental reward, this emotion 

numbing among suicide bereaved individuals may not compel people to experience any 

emotion of pleasure and joy from the environmental rewards and this leads to increase in post-

traumatic stress disorder (Maccalum & Bonano, 2016). 

 Past finding indicates that suicide bereaved individuals may have the symptoms of 

hyper-arousal and hypervigilance which can interfere their ability to relax and enjoy the 

positive experiences which can impact the environmental rewards. The physiological arousal 

among suicide bereaved people can result in the lack of interest in the presence of 

environmental rewards which results in the maintaining of these post-traumatic stress disorder 

symptoms (Kakarala et al., 2020). 

 Previous finding demonstrate that suicide bereaved people may experience emotional 

and cognitive dysregulation which results in post-traumatic stress disorder. This way they are 

able to process and regulate emotions and may not process the positive and pleasurable feelings 

from environmental rewards which results in increased persistent post-traumatic stress disorder 

symptoms even in the presence of environmental rewards. Research suggests that post-

traumatic stress disorder can co-morbid with depression and anxiety can lead to the diminished 

effects of environmental rewards. So suicide bereaved people have the co-morbid symptoms 

of depression and anxiety with post-traumatic stress disorder, which can complicate the 

relationship of environmental reward and may result in alleviating the post-traumatic stress 

disorder symptoms (Wakefield at al., 2007). Similar to those with depression and anxiety, 

suicide bereaved people who suffer from post-traumatic stress disorder, may experience 

cognitive biases, the negative judgment of any circumstance and pleasurable event. These 

cognitive biases among suicide bereaved people can result in diminished relaxation and 



 
  210 

 
 

 
 
 

 
 

engagement in environmental reward, which may lead to persistent post-traumatic stress 

disorder symptoms. 

 Past literature indicates that suicide bereaved individuals having post-traumatic stress 

disorder symptoms may also include the symptoms of social isolation and social withdrawal. 

These symptoms of social isolation and social withdrawal can result in the detachment from 

the social interaction influenced by environmental reward and even in the presence of 

environmental reward, may lead to the alleviating symptoms of post-traumatic stress disorder 

(Wamser et al., 2018). Research also indicated that the suicide bereaved people often involved 

in maladaptive activities such as substance abuse. They suffered from post-traumatic stress 

disorder and from getting rid of their over thinking and negative thoughts; they are indulged in 

the substance abuse which can result in reducing the impact of environmental reward and they 

cannot benefit from the positive aspects of the environmental reward (Pitam et al., 2024). 

 Past study showed that suicide bereaved people who have post-traumatic stress 

disorder, have the fear of being exposed and becoming vulnerable in the rewarding activities 

that can require emotional openness. This fear among suicide bereaved people can limit the 

effectiveness of environmental reward (Crueze et al., 2022). Research indicates that sometimes 

the environmental rewards may lead to the trauma reminders that can trigger the suicide 

bereaved people. These trauma reminders from environmental rewards may trigger the post-

traumatic stress disorder symptoms among suicide bereaved people (Silven, 2020). 

 Research conducted by (Berradeli et al., 20200) reveal that suicide bereaved people 

often have post-traumatic stress disorder symptoms and that may also lead to the lack of 

motivation. This lack of motivation among suicide bereaved people results in the lack of feeling 

pleasure in the activities and also lack of engagement and interest in environmental rewards 

leads to the persistent symptoms of post-traumatic stress disorder (Berrardeli et al., 2020).  
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Environmental rewards can break the cycle of suicidal grief by lowering psychological 

consequences. Positive reinforcement and encouraging social settings help individuals 

reinterpret traumatic experiences, fostering PTG (Grace et al., 2015; Harmon & Venta, 2021). 

However, environmental rewards can also add social pressures due to stigmatization 

(Pescosolido et al., 2015). 

              The hypotheses that environmental reward moderates the relationship between suicide 

bereavement and post traumatic growth were non-significant. Post traumatic growth is multi-

faceted and a complex process that require deep emotional and cognitive work. Post traumatic 

growth emerge from cognitive restructuring processes and meaning making the alone the 

environmental rewards cannot be helpful and facilitate (Betz, 2022). 

 Post traumatic growth often involves confronting of the difficult emotions and 

emotional processing which the environmental reward alone cannot be effective. The cognitive 

and emotional process are necessarily being dealt with post traumatic growth and that the 

environmental reward may not necessarily support these emotional and cognitive processes 

(Betz & Ari, 2018). Research also suggests that post traumatic growth often associated with 

the meaning making in life which is important for the suicide bereaved individuals and this 

meaning making process cannot be done alone with environmental rewards. The meaning 

making process is the important component of post traumatic growth which cannot be 

necessarily enhanced by environmental reward (Delgado et al., 2023). 

 Past research also indicates that the supportive relationships are the crucial factors of 

post traumatic growth and that the presence of environmental reward may not be necessarily 

able to address this lack of strong social support among suicide bereaved people. The quality 

of relationships and social support are the important factors of post traumatic growth which the 
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environmental reward may not adequately addressed (Fisher et al., 2020). New perspectives 

about the traumatic event or the altered perspectives are essential factors of post traumatic 

growth and cannot be influenced by environmental reward.  

 Individual differences in coping styles or resilience significantly influence post 

traumatic growth and the environmental rewards may not be deal with these differences (Fisher 

et al., 2020). Another research also indicates that religious and spirituality beliefs can 

significantly influence post traumatic growth and environmental rewards may not have the 

impact on these aspects among suicide bereaved individuals. The religious and the spirituality 

factors are the key components of post traumatic growth which environmental reward alone 

may not effectively addressed (Hanna, 2021). 

            Past finding demonstrate that the effective mental health strategies and interventions 

are necessary for the suicide bereaved people in order to promote post traumatic growth and 

that the environmental reward does not play a role top provide effective therapeutic 

interventions among suicide bereaved people. Comprehensive mental health is important for 

suicide bereaved people and that the environmental reward may not provide this 

comprehensive mental health strategies (Wellmen et al., 2020). Another research indicates that 

the personal agency and the individual’s ability to take proactive steps towards the personal 

growth and meaning are the important factors of post traumatic growth for empowering the 

suicide bereaved individuals. Environmental rewards may not be useful for empowering and 

strengthening the suicide bereaved people towards personal growth (Delgado et al., 2023). 

       Findings revealed that there is non-significant moderating effect of environmental reward 

with stigma. According to the Theoretical Model (Martell et al., 2001), a life event that results 

in grieving may support mental diseases only if life is devoid of fulfilling activities, such as 
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interacting with others. People experiencing stigma are bullied out of positive activities like 

meeting and interacting with people. Parents who lost their child to suicide may spend years 

avoiding any kind of discussion on the topic. There is a likelihood that they may show anger 

and bitterness. They use suppression and blaming as coping strategies and show social 

withdrawal. These parents tend to avoid family and social gatherings. Prominently, fathers try 

to avoid negative feelings by being engrossed in their work. For siblings, it is difficult to talk 

about their sibling’s death even after years (Entilli, 2021). 

      Stigma is deeply rooted among suicide bereaved people and environmental reward may not 

be sufficient to deal with this deeply rooted stigma among suicide bereaved people (Pompilli 

et al., 2013). Research also indicates that cultural and religious beliefs can cause stigma among 

suicide bereaved people and that it reduces the effectiveness of environmental reward in 

moderating its effects. So the cultural and religious condemnation make it difficult for the 

suicide bereaved people to cope with environmental reward (Hanna, 2021). 

 Suicide bereaved people have the tendency to isolate themselves and to tend be alone 

due to the fear stigma and judgment from the society they are not actively engaged in the 

environmental rewards activities which also is the reason to limit the moderating effect of 

environmental reward between suicide bereavement and stigma (Pitam et al., 2017). Another 

research also indicates that the lack of social support can also lead to stigma among suicide the 

suicide bereaved and that environmental reward may not be sufficient to provide social support 

for these suicide the bereaved (Pitamn et al., 2016).  

 Nature and the quality of environmental reward also matters. If the environmental 

rewards perceived as purposeless and meaningless this can have less likely to moderate the 

impact of stigma among suicide bereaved people. In this way, the effectiveness of 
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environmental reward may also be recognized according to its perceived nature of meaningful 

strategies (Moore, 2022). Research also indicates that the coping strategies are very important 

factor among suicide bereaved people to cope with the stigma. These coping strategies also 

includes resilience. If the suicide bereaved people are not resilient towards their trauma and 

grief so it iss less likely to be treated alone in the presence of environmental reward which also 

limit the effectiveness of moderating relationship between suicide bereaved people and stigma 

(Fisher et al., 2020). 

 Those suicide bereaved people who have the negative self-perception of themselves 

due to the cultural stigmas cannot be easily cured with the environmental rewards and thus 

limiting the moderating effect of environmental reward. Thus, the persistent and the continuous 

negative thinking verb missing about one self-reduced the positive affect of environmental 

rewards (Pompilli et al., 2013). Research indicates that due to stigma, guilt and shame are 

common among suicide bereaved people and that cannot be easily addressed by environmental 

rewards and thus limit the moderating effect of environmental reward (Pitaman et al., 2016). 

              The suicide bereaved can face regular stigmas in their lives due to the societal and 

cultural taboos. These stigmas among suicide bereave people are deeply ingrained and they 

may find resistant to change through environmental rewards. These stigmas include judgment 

and blame among thes suicide bereaved people that cannot easily be reduced by the 

environmental rewards (Crueze et al., 2020). 

 According to (Chapple et., 2015) cultural attitudes towards suicide can influence the 

effect of stigma among suicide bereaved people. These attitudes from the culture and the 

society are deeply rooted in the individual who is in bereavement and it is difficult to change 

with the interventions like the environmental reward (Chapple et al., 2015). Research also 

indicates that the suicide bereaved people internalize these stigmas from the society and 
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cultural attitudes which results in the self-stigma. This self-stigma includes shame and guilt 

factors among suicide bereaved people which cannot be reduces even in the presence of 

environmental rewards (Pitam et al., 2018). 

 Previous study suggests that the structural biases which includes lack of the support 

services towards the stigma may include fear in the suicide bereaved people which results in 

the least effectiveness of environmental reward (Pitman et al., 2016). Research also suggests 

that stereotype endorsement about suicide such as considering this act as moral failing that 

results in the contribution of stigma among the suicide bereaved individuals. These stereotypes 

cannot be easily being coped with or challenged with the environmental rewards (Walter et al., 

2017). 

 Research conducted by chapple et al., (2020) shown that increasing education and 

awareness about suicide can help to have the better understanding of the causes and impacts of 

suicide which can reduce the stigma. But if there is lack of education, the stigma would enhance 

among suicide bereaved people and along environmental reward will not be effective for 

dealing with this stigma (Chapple et al., 2020). Research also depicts that media portrays 

negative perceptions about suicide which may contribute to stigma among suicide bereaved 

people. These negative portrayals from the social media side cannot be reduced by 

environmental rewards. So even in the presence of environmental rewards, the media that 

portrays negativity about suicide can result in the stigma in bereaved families (Andriessen & 

Krysisnks, 2011). 

 Earlier investigation by Hallam et al., (2005) indicates that the social identity of suicide 

bereaved people can also be affected through stigma which results in the social isolation and 

social withdrawal and exclusion. Environmental rewards cannot address these group dynamics 

(Hallam et al., 2005). Research also indicates that fear of rejection and judgmental behavior 
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can also prevent the suicide bereaved people to engage in the environmental reward activities 

(Reed et al., 2015). Research also contributes that there are many psychological and social 

effects the suicide bereaved people have after losing the loved one to suicide. These 

psychological and social effects can become severe when compounded by stigma. So they 

cannot be reduced even in the presence of environmental reward (Stroebe, 2002). 

 Suicide bereaved individuals may face discrimination. This discrimination can result in 

stigma among suicide bereaved people and reduce the effectiveness of environmental rewards 

(Pitam et al., 2018). Research also suggests that the suicide bereaved people often suffer from 

the stigma related to the substance abuse and the stigma of mental health which can result in 

complicating the relationship between stigma reduction and environmental reward (Drabwell 

et al., 2020). 

        Both public stigma which is external stigma and the private stigma which is internal 

stigma can have the negative affect on suicide bereaved people and alone the environmental 

reward is not sufficient to treat it. In this way, both private or the public stigma mitigate the 

effects of environmental rewards among suicide bereaved people (Pitman et al., 2018). 

Research also indicates that the suicide bereaved people suffer from trauma and complicated 

grief, and this trauma and complicated grief cause stigma in these suicide bereaved people 

which make it difficult for the moderating effect of environmental rewards (Socco et al., 2019). 

Berjot and Gillet (2011) observed a relationship between stigma and environmental reward in 

humans coping with distinct stressors. There was no discernible moderation effect with stigma. 

Although environmental reward is a substantial predictor of psychological well-being, which 

includes decreased tension and despair, these findings indicate that the relationship between 

mental effects and stigma is not substantially impacted by environmental reward. Research by 

Bach (2015) looked at how environmental reward affected bereaved people's tension levels by 
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moderating the relationship between bereavement and tension. In addition, environmental 

reward acts as a buffer for anxiety, manifesting resilience among them. They feel less 

traumatized when confronted with any loss. 

      The process of bereavement differs from individual to individual; thus, the consequences 

of bereavement differ. The present study predicted that there is a significant difference between 

parents and siblings in psychological and social outcomes and parents are high on depression 

as compared to siblings. Findings revealed that parents were significantly high on depression 

as compared to siblings. Suicide grieving is linked to unfavorable health outcomes, although 

this is reliant on how close the bereaved person was to the deceased (Mitchell et al., 2009). 

Mothers who have lost a child have a greater depression and suicide rate than other parents. 

These mothers tend to exhibit signs of uncontrollably intense grief. 

          The current study hypothesized that parents would experience higher levels of depression 

compared to siblings. It was partially accepted that mothers were more depressed compared to 

fathers and siblings. In comparison to non-bereaved parents, Li, Laursen, Precht, Olsen, and 

Mortensen (2005 found that parents who had experienced a loss, particularly women, had a 

higher chance of experiencing their first mental hospitalization. Indeed, five years or more after 

the death, the risk of hospitalization for mothers with depression remained markedly raised 

(Rogers et al., 2008). 

          It was hypothesized that parents would experience higher levels of anxiety compared to 

siblings, and finding were significant. The level of anxiety was high in parents compared to 

siblings. Research conducted by Keyes et al. (2014) examined anxiety symptoms in people 

who had lost a loved one to suicide. Findings revealed that parents, especially mothers, 
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frequently feel more anxious than siblings. The elevated anxiety levels experienced by parents 

after a suicide loss were attributed to the parental role, emotional attachment to the deceased, 

and worries about the well-being of surviving family members. 

          Finding reported that parents experience higher levels of post-traumatic stress disorder 

compared to siblings. Understanding the meaning behind suicide causes immense 

psychological suffering to bereaved people as they tend to overstate the complexity of their 

relationship with the deceased and place the blame on themselves. Consequently, they 

experience adverse psychological problems. In addition to mental illnesses, bereaved family 

members also face personal struggles and emotional states of confusion. However, ambiguity 

and confusion pose a serious risk of psychological suffering since bereaved people may spend 

their whole lives justifying these issues (Berardelli et al., 2020). People who lose a loved one 

typically withdraw from social interactions and lead passive lives, which exacerbates suicidal 

thoughts and psychological distress that worsens over time. These circumstances led to the 

development of post-traumatic stress disorder, which must be treated right away and they may 

be provided with psychiatric and psychological services to prevent to prevent suicidal thoughts 

or other negative consequences (Young et al., 2012). 

          Parent’s world revolves around their children, and losing a child is the most distressing 

event for parents. Murphy and Johnson's (2002) study found that five years following a child's 

death, the parents of the deceased child met the diagnostic criteria for post-traumatic stress 

disorder and mental distress. It was clear that post-traumatic stress disorder was more common 

among them. Surprisingly, even five years after the death, symptoms of post-traumatic stress 

disorder still existed among them. These facts illustrate how deeply parents are affected by the 
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trauma. In contrast, the diagnostic criteria for post-traumatic stress disorder were met by twice 

as many studied fathers and three times as many studied mothers. 

        It was hypothesized that siblings would exhibit higher levels of post-traumatic growth 

compared to parents. Siblings were indeed higher in post-traumatic growth. According to Levi-

Belz (2015, 2016), grieving individuals are more likely to experience personal growth in the 

wake of a suicide catastrophe if they self-disclose, receive social support, and practice positive 

self-regulation. One study showed that parents bereaved by suicide had lower post traumatic 

growth ratings than those of parents of deceased individuals from other causes, placing them 

in the low-moderate category. This also justifies our prior finding that parents in this study had 

higher levels of depression, anxiety, post-traumatic stress disorder, shame, and stigma, which 

inversely correlated with lower post traumatic growth scores. A study by Connerty and Knott 

(2013) indicates that post-traumatic growth occurs in people who experience trauma when 

losing a sibling. He found that, male siblings experience significant post-traumatic growth 

compared to female siblings, validating the finding that brothers experience more post-

traumatic growth than sisters. 

            The hypotheses that parents are high on stigma as compared to siblings was significant 

and was supported by the data. Parents reported more intense feelings of stigma compared to 

siblings. According to empirical research on perceived stigma (the subjective awareness of 

others' stigmatizing attitudes), suicide bereavement due to sudden loss is stigmatized. Higher 

stigma scores help explain some associations between suicide bereavement and unfavourable 

outcomes like anxiety, depression, and suicide attempts (Pitman et al., 2016). Due to strong 

bonds with the deceased, parents and siblings experience stigma more than other groups. 
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       People who experience psychological anguish, anxiety, or depression due to stigma often 

prefer to stay away from society to avoid being stigmatized. Parents feel hurt if their deceased 

child's siblings are stigmatized because they do not want society to make their child feel 

ashamed, increasing the likelihood that the child would attempt suicide after experiencing all 

the shame and stigma. Therefore, parents experience more psychological anguish and social 

stigma (McClelland et al., 2020). 

            It was found that stigma was higher among parents compared to siblings. These finding 

are consistent with past study that parents, mainly mothers, regularly bear more social and 

familial stress and harm than siblings. The present findings confirm that parents experienced 

more family and social stress and damage than siblings (elland et al., 2020). 

             The hypotheses that parents experience higher level of shame compared to siblings, 

was supported by the findings. Individuals who have a close relationship with the deceased are 

more likely to be shame victims. Past research showed that overall, shame is experienced by 

both parents and siblings in similar ways (Grad et al., 1997). However, this study reported that 

parents feel more shame compared to siblings because parents are more closely connected to 

their children and feel more responsible. Strong emotions of shame frequently play a crucial 

role in the suicide bereavement process. They may heighten the sense of negative self-

stigmatization (Clark, 2012), impeding the process of seeking assistance and resulting in social 

distancing. The tendency of parents who feel shame to be less inclined to ask for or accept 

social help from others leads to their social isolation (LeBlanc et al., 2020). According to 

Cândea and Szentagotai-Tătar (2018), parents who experience significant shame exhibit 

psychological discomfort, which includes elevated levels of anxiety, despair, and grieving. A 

study by Sudak et al. (2008) indicated that factor of shame was more in parents and others 
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whose loved ones committed suicide. He found that, shame is felt more by mothers than fathers 

or any protective factors like friends and siblings. 

            The hypotheses that duration of bereavement is positively associated with post 

traumatic growth was supported by the data.  Findings revealed that there is a significant mean 

difference between the duration of bereavement on outcome variables anxiety, depression, 

post-traumatic growth, post-traumatic stress disorder, shame, stigma. It was found that the level 

of bereavement was high among the bereaved during the first year compared to those 

experiencing bereavement for two or more years. A study by Lobb et al. (2010) highlighted 

how people who have lost a loved one to suicide experience their grief over time. In light of 

their findings, bereaved individuals frequently undergo the first year of their loss with increased 

grief intensity, and then their symptoms gradually lessen. These results support the current 

findings, which show that among participants who experienced two or more years of 

bereavement, the risk of bereavement was higher in the first year.  

              Past research showed that the primary year of bereavement is marked by heightened 

grief intensity, which can be attributed to the initial shock and emotional loss. A longitudinal 

study carried out by Boelen et al. (2016) highlighted the grieving process among individuals 

who have lost a loved one. He found that, grief symptoms usually heighten within the first few 

months after a loss and then gradually lessen over the course of the next 12 months. Finding 

also determined that many people show resilience and adaptation over the years. However, 

some people continue to have severe grief symptoms for a long time. The findings demonstrate 

the temporal dynamics of grief intensity after a loss. finding suggest that the intensity of 

bereavement is higher within the first 12 months compared to individuals grieving for two or 

five years. 
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         The findings of the present research showed that the post-traumatic growth was higher 

among those who have experienced bereavement for more than a few years. The first 12 months 

after mourning were marked by higher levels of stress. Research by Ryan and Ripley (2023) 

examined the phenomenon of post-traumatic growth in individuals who have experienced 

bereavement and other traumas. Their studies indicate the optimal level of post traumatic 

growth among individuals who come to terms with their loss and extract meaningfulness from 

it. They perceive the period of depression and anxiety as an opportunity to manifest resilience 

and growth. 

            Michael and Cooper (2013) studied how post-traumatic growth changes over the years 

in bereaved individuals. Finding showed that post-traumatic growth may continue to develop 

and change years after a loss, with individuals growing more as they incorporate the loss into 

their identity and story. This is consistent with the finding that people who have been grieving 

for longer than two years have higher post traumatic growth scores. Duration of suicide 

bereavement is positively associated with post-traumatic growth. Results showed more intense 

bereavement in the first year than in the 2-5 years' duration, and more post-traumatic growth 

in the 2-5 years compared to the first year, with less bereavement and higher environmental 

reward in the 2-5 years than in the first year. Feigelman's study (2009) showed that the turning 

point often occurs between three and five years, at which point the intense mourning challenges 

that follow a suicide loss start to lessen. While there seem to be slightly higher levels of guilt 

after suicide bereavement compared to other types of loss in the first 18 months, the differences 

decrease over time, according to a systematic review that examined the grief reactions of 

suicide survivors (Sveen & Walby, 2008). 
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         According to the present research, post-traumatic stress disorder symptoms continue to 

change after the loss. Right after the loss, post-traumatic stress disorder symptoms are higher 

and more severe, and they decrease after 12 months of the bereavement period which is 

consistent with past literature (Huang et al., 2013), that early in the bereavement process, post-

traumatic stress disorder symptoms can be greater due to factors such as the sadness and 

traumatic nature of the loss. This present finding confirms that the first year following a loss is 

associated with higher levels of post-traumatic stress disorder. 

         The finding of the current study suggests that there is a higher environmental reward in 

people who have experienced bereavement for more than two years. Eisma et al. (2023) 

indicate that after a loss, environmental reward, which they describe as positive experiences 

and reinforcement from their surroundings, tends to grow over the years. Comparing those in 

the early stages of bereavement to those who have been bereaved for longer than two years, the 

latter group often reports higher levels of environmental reward. He found that, individuals 

tend to experience happiness from their surroundings. Such individuals come to terms with 

their loss and move forward with the hope of a sound future, resulting in a greater sense of 

environmental reward. 

                 The present findings supported that participants who experienced bereavement for 

more than two years showed higher scores on stigma. Chapple et al. (2015) examined the 

stigma that society placed on individuals who had lost a loved one to suicide over an extended 

period. He found that stigma may prolong or even worsen the pain among suicide-bereaved 

individuals, especially those who have been bereaved for more than two years. Finding found 

that ongoing cultural perceptions and attitudes regarding suicide could be a factor in the stigma 

that suicide bereaved continue to face even after a prolonged period. Aoun et al. (2018) 



 
  224 

 
 

 
 
 

 
 

highlighted the stigma that bereaved individuals experience within their extended families and 

communities. Finding showed that, increased stress and harm may result from family and social 

situations, particularly for those who have been grieving for longer than two years. The present 

finding confirms that individuals who have experienced bereavement for longer than two years 

scored higher on stigma. Finding proposed that after a prolonged period of loss, bereaved 

individuals are likely to be affected by chronic strain and harm due to ongoing interpersonal 

difficulties and disruptions in social relationships. 

               The present findings have identified significant fluctuations in anxiety and depression 

among individuals grieving during the first year. A study by Lichtenthal et al. (2015) explored 

anxiety symptoms in individuals who were grieving in the early years. His finding revealed 

that anxiety is greater within the first year. The study predicts that increased anxiety symptoms 

during this time might be attributed to the shock, uncertainty, and difficulties adjusting that 

come with early-stage bereavement. 

               Schwartz et al. (2018) examined the trajectory of depression in people who have 

experienced a loss over the years. Finding showed that, depression symptoms generally peak 

in the first year after a loss and then gradually decrease. Utz et al. (2012) studied depression 

predictors after loss and found that the early stages of mourning are associated with multiple 

depressive symptoms. Finding revealed that the initial period following a loss can be related to 

the onset of depression symptoms due to the shock, disbelief, and emotional turmoil 

experienced during this time. 

      Finding suggest that suicide bereaved people suffers from prolonged and complicated grief 

that can be the results of depressive symptoms. So some of the suicide bereaved people suffers 
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from chronic grief that cannot be last for a short time but it can be persistent that leads to the 

symptoms of depression (Latham & Prigarson, 2014). 

 Losing the loved one to suicide is a trauma and this traumatic nature of this incident has 

a long lasting psychological impact on suicide bereaved people. This long psychological impact 

can cause depressive symptoms and emotional distress among the suicide bereaved (Spillane 

et al., 2018). Research indicates that suicide bereaved people have the tendency of social 

isolation and social withdrawal. They isolate themselves from the society and their community 

leading to the depressive symptoms among suicide bereaved people (Moline et al., 2019). 

 Suicide bereaved people face many unanswered questions in their minds. These 

unanswered questions force them to over think for the long period of bereavement regarding 

the meaning and the purpose of suicide attempt. These persistent and over thinking causes 

depressive symptoms among the suicide bereaved (Kokou et al., 2018). Research indicates that 

the death anniversary of the deceased make the suicide bereaved people more depressive 

regardless of the length of bereavement (Joling et al., 2018). 

      If there are secondary problems like the financial issues arises after the death of loved one 

to suicide can cause many problems. These secondary issues emerge over the time of 

bereavement and may cause stressors. If severe, they may cause depressive symptoms as well 

(Spillane et al., 2018). Research indicated that those suicide bereaved people that maintain the 

continuous bond with the deceased over the time can have the negative impact. These 

maintaining of the continuous bond with the deceased can emerge many problems among 

suicide bereaved people and can causes many of the depressive symptoms (Pitman et al., 2016). 

Research indicates that those suicide bereaved people who are resilient can cope with this 

trauma over the time but those suicide bereaved people who do not have the quality of resilience 
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are not able to cope with this trauma even for the long period of time and that may also lead 

towards the depressive symptoms among suicide bereaved people (Schwartz et al., 2018). 

 Past study suggest that some of the time the feelings of guilt and blame among suicide 

bereaved people become worsen over the time that may leads to depression among them 

(Duncane et al., 2015). Research indicates that cognitive processes such as negative thinking 

that we call rumination can be significantly increase among suicide bereaved people of thinking 

negative day by day and their negative thinking may worsen as the time increase. This may 

also lead to the symptoms of depression in these suicide bereaved people (Moline et al., 201 

           The present findings suggest that bereaved parents and siblings who have been grieving 

for at least 12 months tend to experience post-traumatic stress disorder, anxiety, stigma, and 

shame. Those who have been bereaved for more than two years were found to have higher 

levels of environmental reward and post-traumatic growth. The psychological experiences of 

bereaved parents and siblings during the first year of mourning were investigated by 

Herberman et al. (2013). Their research found that excessive grief, post-traumatic stress 

disorder symptoms, anxiety, depression, and feelings of shame are frequently experienced by 

individuals in their early years of loss. The increased mental distress during this time is 

precipitated by shock, disbelief, and emotional imbalance encountered in the early stages of 

bereavement. Eisma et al. (2019) studied the growth trajectories and long-term adaptability of 

bereaved individuals over an extended period. Findings reflect that those who have experienced 

bereavement for longer than a year tend to gain greater meaning from their surroundings. These 

individuals learned to live with their loss and find purpose and progress through the grieving 

process. 
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         The present study finding confirms that the length of time since the loss was the most 

significant predictor of the outcome. This outweighs variations in grieving processes based on 

the type of loss. Suicide bereaved grieving processes steadily diminished over three to five 

years following their loss. Finnish prospective long-term research involving relatives who 

committed suicide found similar findings (Saarinen et al., 2000). After the suicide, 

psychological suffering peaked during the acute phase of the death and subsided three years 

later. 

        Duration of bereavement is a significant factor for bereavement intensity, post-traumatic 

growth, post-traumatic stress disorder, shame, stigma, and anxiety. Burke and Neimeyer (2013) 

looked into the outcomes of the length of bereavement on various psychological effects for 

those who have experienced bereavement. Bereavement intensity, post-traumatic growth, post-

traumatic stress disorder symptoms, emotions of shame, stigma, and anxiety were all 

significantly influenced by the duration of bereavement. Specifically, those who experienced 

bereavement for a longer time witnessed prompt changes in their mental functioning. The first 

noticeable change these individuals tend to experience is the intensity of grief. Research by 

Neimeyer (2019) indicated that, the duration of bereavement was a major predictor of post-

traumatic growth, post-traumatic stress disorder symptoms, guilt, anxiety and stigma. People 

who have been grieving for various periods are prone to higher specific types of mental 

adjustment. 

The current study suggests that suicide bereavement is negatively associated with 

environmental rewards. The individual tends to refrain from participating in pleasurable 

activities. They experience less joy as compared to healthy individuals. Consequently, 

individuals who are depressed receive less positive reinforcement than other people (Ekers et 
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al., 2014). When an individual receives environmental rewards, he learns to recognize the 

relationship between his actions and emotions. Considering, the vital relationship, they utilize 

their understanding to plan activities that foster positive reinforcement followed by addressing 

daily life challenges (Dimidjian et al., 2011). The more environmental rewards are there, the 

less will people feel and face the consequences of suicide bereavement. However, the process 

differs from individual to individual and gender to gender respectively. 

          One of the objective of the present study was regarding gender differences and 

significant mean difference in post-traumatic stress disorder was observed. Results show that 

there was a significant mean difference concerning post-traumatic stress disorder. Women have 

higher scores on post-traumatic stress disorder compared to men. In a meta-analysis of gender 

variations in post-traumatic stress disorder prevalence across a range of traumatic events. Olff 

(2017) found that women consistently had higher rates of post-traumatic stress disorder than 

men. It has been noted that women are generally more prone to post traumatic stress disorder 

in several populations, including those who have experienced loss. Research supported that the 

intensity of bereavement also varies among parents who have lost a child to suicide. Mothers 

of those who commit suicide experience grief more intensely than fathers (Pohlkamp et al., 

2019). Hourani et al. (2015) investigated gender variations in post-traumatic stress disorder 

symptoms among people who have lost a sibling. Finding supported that mothers are more 

likely than fathers and siblings to have higher levels of post-traumatic stress disorder 

symptoms. This supports the finding that mothers experience post-traumatic stress disorder at 

higher rates than fathers and siblings. 

       Results showed that there is a significant mean difference in depression between men and 

women. Women reported higher scores on depression than men. Martin et al. (2013) presented 
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a review on gender differences in depression. Women reflected higher scores on depression 

compared to men. Several biological, psychological, and social factors, such as variations in 

coping mechanisms and social support systems, have been implicated in the gender gap in 

depression prevalence. Studies focusing on suicide bereavement support gender disparities. 

The traumatic nature of suicide loss engraves bereaved, especially women, to experience 

symptoms of post-traumatic stress disorder and depression. Research conducted by Sanford 

and Cerel (2016) revealed that female bereaved of suicide experience greater rates of post-

traumatic stress disorder and depression symptoms than male suicide bereaved.  

            One of the objective was to explore group difference based on the gender of the 

deceased. The result shows that significant mean differences were found only for the shame 

and stigma. Studies carried out by Feigelman and Cerel (2020) showed that the bereavement 

of an individual who lost a loved one to suicide is significantly influenced by gender.  

Research reveal that women often experience more feelings of shame than men. There is a 

strong correlation between disparity, and cultural norms and expectations. Women are expected 

by society to take responsibility for other people conduct.  Another research indicates that 

women often experience sentiments of guilt as a result of family dynamics and social 

interaction (Leibow, 2016). Ercan and Ucar (2021) study concentrated on the ways in which 

men are impacted by societal expectations, specifically with regard to social stress and family. 

According to the study males may feel more pressure to maintain traditional notions of what it 

means to be a man which could disrupt their bond with others and their families. Research by 

Sonnentag and Fritz (2015) indicated that this pressure can result in an increased stress and 

strain especially following the death of loved one. 
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 The results show that there was a substantial mean difference in shame between 

genders. When it comes to shame, so the women scores are higher than men do. Studies shows 

that women are more likely than males to feel significant and higher levels of guilt and shame 

(Zimmerman & Morrison, 2021). The differences between genders in sentiments of shame is 

probably due to gender stereotypes, cultural expectations or social conventions. Furthermore, 

another research indicated that the women might experience increased guilt after the loss 

because they feel more accountable for upholding family bond (Ludwig et al., 2017). 

 Men scored higher on stigma than women did. This suggest that the death of a male 

either a son or a brother results in more stigma while the death of a women either a daughter 

or a sister result in noticeably greater shame. Previous researches indicated that men who lose 

a loved one to suicide frequently experience higher level of family strain than their family 

counterparts (Bennet, 2023). Research also suggests that the men are held accountable for the 

loss in these circumstances and because of the false societal expectation of masculinity they 

tend to internalize their grief and find it difficult to seek emotional support. Another research 

by Goulah (2023) brought intention to the enormous pressure from society on men who lose a 

loved one to suicide. Because of the limited stigma, lower social acceptance faced by men that 

results in an increased in their mental problems.  

 According to the researcher keyes et al. (2014), survivors of a son or a brother’s suicide 

may face greater stigma from the community or society. Cultural views and gender conventions 

that associate emotional strength and fortitude with masculinity may be the cause of this stigma, 

leading to inaccurate opinions about the deceased and their family. According to another 

research by Clapperton et al. (2019), the death of a female either a sister or a daughter by 

suicide may result in the variety of societal reactions such as opinions about the family’s 

capacity to care for its female members which may intensify feelings of shame and stigma. 
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One of the objectives of the study was to compare group variations in study variables 

by the participant’s families. As for the other study factors, there was no statistically significant 

difference found with the results except for depression and post-traumatic stress disorder. Tracy 

et al (2011) in their research pointed that the effects demonstrated by changes in one family in 

relation to symptoms of post-traumatic stress disorder in men and women who had experienced 

suicide loss. Outcomes suggest that the suicide loss survivors are at a greater risk of developing 

post-traumatic stress disorder if the survivors themselves come from homes with history of 

mental health issues and problems or dysfunctional families. 

In this study, another research shows that the kind of relationship between the family 

members may influence the onset as well as the severity of the post-traumatic stress disorder 

in the individuals who have lost their loved one to suicide. Pitman et al. (2017) conducted a 

research on the relationship between functioning of family and depression in individuals who 

have ever experienced the suicide of their loved ones. This means that prior other studies 

suggest that people who have lose the source of emotional support, people who have issues in 

their relationships and people who speak ill of each other are most likely to get depressed if 

they have suffered a suicide loss. This demonstrates the significance and the necessity of the 

family related processes in understanding how depression emerges in the context of the suicide 

loss. 

 The other study shows that those people who are suicide bereaved or loss their loved 

one to suicide their symptoms of post-traumatic stress disorder can decrease or lower due to 

the social interaction. Pitman et al. (2017) conducted the study which indicated that the there 

is a connection between those people who experiences suicide loss and the functioning of a 

proper family. According to the other research, those suicide bereaved people who lose 

communication, social interaction and lose the social gatherings seem to have more depressive 
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symptoms. This all indicates that how the family role and functioning and family support is 

important for the suicide bereaved people. 

         The current research result explained about the significant mean difference between post-

traumatic stress disorder and family system. the results indicated that as compared to those 

suicide bereaved people who live in nuclear family system, the suicide bereaved people who 

live in joint family system had greater mean score on the symptoms of depression and post 

traumatic stress disorder.  The other study by Sharma and Kumar (2024) found individuals with 

Post traumatic stress disorder scores were more in joint family system. 

According to the number of researches and studies, those individuals who have lost a 

loved one to suicide who come from blended families are more likely to suffer from aversive 

interpersonal conflicts and stress, which raises and increase the risk of post-traumatic stress 

disorder. Other research by Shopi (20180 investigated the relationship between depression and 

family structure in persons who have experienced suicide. The results of his study confirmed 

the hypothesis that in joint family structures scored higher on depression than those in nuclear 

families showing that those in joint family structures felt more depressed than those in nuclear 

families.  

Implications of the Study 

The present study has implications for theory and practice in the sociocultural and 

mental health context of Pakistan. The findings hold significant implications for understanding 

the association of suicide bereavement with various outcomes among parents and siblings. 

Identifying suicide bereavement as a predictor variable and common mental health disorders 

along with social outcomes as dependent variables sheds light on the complex interplay 

between loss and psychological well-being. The moderating role of environmental reward 
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underscores the importance of contextual factors in influencing the impact of bereavement on 

individuals' experiences. This research Utilize both qualitative and quantitative approach which 

helped to look though model testing and to explore the lived experiences of suicide bereaved 

individuals.  

             The present research translated and empirically validated the scales used for assessing 

the study variables and also included a qualitative study to find indigenous factors. The 

adaptation and validation of instruments in local language and across non-western context 

ensured cultural relevance and increased the accuracy of the measurements and it will be 

helpful to further explore the issues related to suicide bereavement. It also renders a significant 

contribution to future research related to bereavement as the present research provides adapted 

scales of Environmental Reward, Stigma, and Shame in the Urdu language, which were not 

previously available. 

The study also contributed to the psychological and social outcomes among different 

demographic characteristics and group differences among parents and siblings provides a 

comprehensive understanding of the factors influencing bereavement outcomes. 

      To examine the outcomes of bereavement including social and psychological factors of 

stigma, shame, post traumatic growth, anxiety depression, and post-traumatic stress disorder, 

it gives impact of suicide bereavement and helped to capture the diverse experiences and 

support required by bereaved people by offering a holistic view of the bereavement experience. 

      Conducting the study across Pakistan covering all the ethnic and sociocultural background 

including participants bereaved from 6 months to 5 years, depicts that the sample was 
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representative and strengthens the validity of the study and increases the generalizability of the 

finding. 

           From a theoretical perspective, this study contributes to existing literature by elucidating 

the multifaceted nature of suicide bereavement and its differential effects on individuals over 

time. The incorporation of qualitative research findings enriches our understanding of the 

subjective experiences and coping mechanisms of bereaved parents and siblings. By integrating 

quantitative and qualitative approaches, this study advances a more holistic understanding of 

the complex interplay between bereavement, mental health, and social outcomes. 

             The findings of the present research have several possible applied implications. Mental 

health practitioners, policy-making departments, and communities can be alerted and sensitized 

to view the holistic picture of trauma and coping mechanisms in the socio-cultural and religious 

context of this society. Engaging in environmental rewards or behaviorally engaging oneself 

can help adaptively deal with traumatic experiences such as bereavement. In Pakistan, existing 

therapeutic practices accommodating clients of suicide bereavement and other traumas are 

extremely polarized and mutually confrontational, operating in complete isolation from each 

other. Psychiatrists rely solely on medication, religious scholars rely on their paradigm, and the 

community relies on ritualistic but sometimes counterproductive approaches. There is a 

significant gap between the need for psychiatric intervention following bereavement and the 

actual utilization rates. With 93% of individuals not seeking post bereavement psychiatric 

support, there is a clear necessity for tailored outreach programs aimed at promoting mental 

health awareness and destigmatizing help-seeking behaviors among bereaved individuals and 

their families. 
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    In Pakistan, practicing psychologists are rarely consulted nor weighted by the community 

and other mental health-related professionals. Lack of awareness about official patronage for 

psychological services and therapeutic approaches is a significant obstacle. The present 

research findings draw attention to the need for therapeutic practices that are inclusive of 

psycho-socio-religious considerations along with medication. 

         Understanding the diverse outcomes of suicide bereavement, ranging from common 

mental health disorders to social consequences, allows for the development of targeted 

interventions. Mental health professionals can use these findings to tailor support services that 

address specific needs such as coping with shame, stigma, and post-traumatic stress disorder 

while fostering post-traumatic growth and social reintegration. 

              Moreover, understanding the moderating influence of environmental rewards offers 

valuable insights into the factors that may buffer or exacerbate the impact of bereavement on 

psychological well-being.  Policymakers in the mental health sector can utilize this research to 

advocate for increased resources for suicide bereavement support programs. By recognizing 

the complex interplay of environmental factors, such as social support networks, policymakers 

can work towards implementing holistic and culturally sensitive bereavement support 

initiatives.       

Limitations and Suggestion for Future Research  

The present research has some limitations which are highlighted below. 

One of the limitations of the present research is the nature of cross-sectional design. The use 

of a cross-sectional design limits the ability to establish causal relationships between variables. 
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There is a need for longitudinal research designs to evaluate the duration of bereavement over 

time, as the current study assessed participants at only a single point. Longitudinal study would 

help address temporal issues and assess the long term effects of bereavement. 

  The sample of the research included bereaved parents and siblings only. Future studies 

should include sample that also includes other family members, relatives, and friends of the 

deceased. It would not only help in understanding variations in the experience of bereavement 

and environmental reward across relationships but would broaden the scope of the 

generalizability of the findings.  

The duration of bereavement among participants ranged from 6 months to 5 years, 

which is quite diverse. This wide range may have affected the outcomes, as participants who 

have had more time to recover may respond differently. A shorter and more consistent duration 

of bereavement would be preferable. 

         The use of self-report scales may introduce bias, as participants may underreport or over 

report their symptoms due to social desirability or recall bias. 

     One limitation of this study is the potential for common method variance. Since all 

participants completed the instruments at a single time point, the responses may have been 

influenced by the measurement method.  

        Future studies should investigate specific Environmental reward which were not 

addressed by Environmental reward observation scale and also other dimensions of suicide 

bereavement such as cognitive aspects of bereavement, like rumination, intrusive thoughts, and 

decision-making processes to identify more effective factors influencing bereavement. This 



 
  237 

 
 

 
 
 

 
 

will provide understanding of the factors that affect the bereavement process and enhance the 

overall findings. 

        The study findings highlight the need of incorporating cultural, religious, and spiritual 

components into the practices or interventions used by mental health service providers. This 

may involve in counseling, support groups, and psychoeducation programs. Mental health 

professionals can also use these findings to tailor support services that address specific needs 

such as coping with shame, stigma, and post-traumatic stress disorder, while fostering post-

traumatic growth and social reintegration. 

Conclusion 

       The purpose of the present research was three fold: First, the relationship of suicide 

bereavement with psychological and social outcomes was examined. Second, the moderating 

role of Environmental reward, in relation between suicide bereavement and the psychological 

and social outcomes was investigated. Third, the difference between parents and siblings on 

psychological and social outcomes as well as the differences on the basis of duration of 

bereavement, family system and relationship status were explored.  

   Overall, the present research has demonstrated that suicide bereavement is an important 

predicator of psychological and social outcomes. The suicide bereavement is 

significantly positively related to Post traumatic stress disorder, Post traumatic growth, 

Shame and stigma. The findings provided some support for the moderating role of 

environmental rewards in relation between anxiety, depression and shame-and some of 

the predication related to the moderating role of environmental reward in 

mitigating/exacerbating the negative effects were supported. The results also 
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demonstrated that duration of suicide bereavement played a significant role. In the first 

year, post-traumatic stress disorder, shame, anxiety, and depression were higher, while 

post-traumatic growth and environmental reward increased with the duration of suicide 

bereavement. While examining the relationship status of parents and siblings, parents 

exhibited higher levels of intense bereavement, post-traumatic stress disorder, shame, 

anxiety, depression, and stigma. Whereas siblings showed higher levels of environmental 

reward and post-traumatic growth. Regarding gender differences, females experienced 

higher levels of depression and post-traumatic stress disorder as compared to males. 

Group differences based on family system showed significant differences on post-

traumatic stress disorder and depression. While, those living in joint family systems 

experienced greater depression and post-traumatic stress disorder as compared to those 

living in nuclear families.  

The study makes a significant contribution to the existing body of knowledge in the 

field of suicide bereavement and its impacts, specifically in non-western context, to understand 

how cultural, religious, and societal elements effect bereavement in Pakistan, and culturally 

sensitive issues were addressed. The qualitative component has provided an understanding of 

the lived experiences of bereaved individuals and families. It gives the insight into 

understanding the role of environmental reward. 

The study findings highlight the need of incorporating cultural, religious, and spiritual 

components into the existing intervention delivered by mental health services and information 

gained from group differences on outcome variables among parents and siblings. This entails 

assessing the desire for support required for families from mental health professionals, 

refinement in policy and understanding of their grief which contributed in theoretical and 



 
  239 

 
 

 
 
 

 
 

incorporating finding in practices or intervention used by mental health service providers in the 

field of clinical psychology and specifically for bereavement and mental health. Study also 

highlighted the challenges bereaved families face like legal implications, stigma, not having 

social support, and disenfranchised grief. Due to these factors, most of the bereaved families 

do not seek post-bereavement psychiatric support, there is a dire need for awareness-raising 

programs, especially about mental health and stigmatization and to make culturally sensitive 

outreach program.  
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SCALES:  CORE BEREAVEMENT ITEMS 
 
Burnett, P.C., Middleton, W., Raphael,B., & Martinek, N. (1997). Measuring core bereavement phenomena. 
Psychological Medicine, 27, 49-57. 
 
 

Name:  
Age:  

Gender:  

 
These questions are about your experience in relation to the recent loss of your loved one, whose name in these 
questions will be signified by the symbol X. 
 

1. Do you experience images of the events surrounding X’s death? 

 Continuously Quite a bit of the time A little bit of the time Never 
 

2. Do thoughts of X come into your mind whether you wish it or not? 

 Continuously Quite a bit of the time A little bit of the time Never 
 

3. Do thoughts of X make you feel distressed? 

 Always Quite a bit of the time A little bit of the time Never 
 

4. Do you think about X? 

 Continuously Quite a bit of the time A little bit of the time Never 
 

5. Do images of X make you feel distressed? 

 Always Quite a bit of the time A little bit of the time Never 
 

6. Do you find yourself preoccupied with images or memories of X? 

 Continuously Quite a bit of the time A little bit of the time Never 
 

7. Do you find yourself thinking of reunion with X? 

 Always Quite a bit of the time A little bit of the time Never 
 

8. Do you find yourself missing X? 

  A lot of the time Quite a bit of the time A little bit of the time Never 
 

9. Are you reminded by familiar objects (photos, possessions, rooms etc) of X? 

 A lot of the time Quite a bit of the time A little bit of the time Never 
 

10. Do you find yourself pining for/yearning for X? 

 A lot of the time Quite a bit of the time A little bit of the time Never 
 

11. Do you find yourself looking for X in familiar places? 

 A lot of the time Quite a bit of the time A little bit of the time Never 
 

12. Do you feel distress/pain if for any reason you are confronted with the reality that X is not coming back? 

 A lot of the time Quite a bit of the time A little bit of the time Never 
 

13. Do reminders of X such as photos, situations, music, places etc cause you to feel longing for X? 

 A lot of the time Quite a bit of the time A little bit of the time Never 
 

14. Do reminders of X such as photos, situations, music, places etc cause you to feel loneliness? 

 A lot of the time Quite a bit of the time A little bit of the time Never 
 

15. Do reminders of X such as photos, situations, music, places etc cause you to cry about X? 
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 A lot of the time Quite a bit of the time A little bit of the time Never 
 

16. Do reminders of X such as photos, situations, music, places etc cause you to feel sadness? 

 A lot of the time Quite a bit of the time A little bit of the time Never 
 

17. Do reminders of X such as photos, situations, music, places etc cause you to feel loss of enjoyment? 

 A lost of the time Quite a bit of the time A little bit of the time Never 
 
SCORING CRITERIA: 
The responses for all items will be scored using the format: 
 

[3] 
Continuously 
Always 
A lot of the time 

[2] Quite a bit of the time [1] A little bit of the time [0] Never 

 
x Items 1 to 17 are added together to form a total score for the CBI (Range 0-51, alpha = 0.91). 
x Items 1 to 7 are added together to form the Images and Thoughts Subscale (Range 0-21, alpha = 0.74). 
x Items 8 to 12 are added together to form the Acute Separation Subscale (Range 0-15, alpha = 0.77). 
x Items 13 to 17 are added together to form the Grief Subscale (Range 0-15, alpha = 0.86). 
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Original Post Traumatic Growth Inventory-short form(PTGI-SF) 

 

Indicate for each of the statement below the degree to which this change occurred in 
your life as a result of your crisis, using the following scale.  

Scoring the PTGI Participants indicate their scores on a 6-point scale where:  

• 0 implies – I did not experience this as a result of my crisis.  

• 1 implies – I experienced this change to a very small degree as a result of my crisis.  

• 2 implies – I experienced this change to a small degree as a result of my crisis.  

• 3 implies – I experienced this change to a moderate degree as a result of my crisis. 

 • 4 implies – I experienced this change to a great degree as a result of my crisis.  

• 5 implies – I experienced this change to a very great degree as a result of my crisis 

 

 

1. I changed my priorities about what is important in life.  

2. I have a greater appreciation for the value of my own life. 

3. I am able to do better things with my life. 

4. I have a better understanding of spiritual matters. 

5. I have a greater sense of closeness with others.  

6. I established a new path for my life.  

7. I know better that I can handle difficulties.  

8. I have stronger religious faith.  

9. I discovered that I’m stronger than I thought I was.  

10. I learned a great deal about how wonderful people are. 
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Original Impact of Event scale 

  
Not at 

all Rarely Sometimes Often  

1. ,�WKRXJKW�DERXW�LW�ZKHQ�,�GLGQ¶W�PHDQ�WR� 0 1 3 5  

2. 
I avoided letting myself get upset when I thought 
about it or was reminded about it. 0 1 3 5  

3. I tried to remove it from memory. 0 1 3 5  

4. 

I had trouble falling asleep or staying asleep 
because of pictures or thoughts about it that 
came to my mind. 0 1 3 5  

5. I had waves of strong feelings about it. 0 1 3 5  

6. I had dreams about it. 0 1 3 5  

7. I stayed away from reminders about it. 0 1 3 5  

8. ,�IHOW�DV�LI�LW�KDGQ¶W�KDSSHQHG�RU�was un real. 0 1 3 5  

9. I tried not to talk about it. 0 1 3 5  

10. Pictures about it popped into my mind. 0 1 3 5  

11. Other things kept making me think about it. 0 1 3 5  

12. 
I was aware that I still had a lot of feelings about 
LWÃ�EXW�,�GLGQ¶W�GHDO�with them. 0 1 3 5  

13. I tried not to think about it. 0 1 3 5  

14. Any reminder brought back feelings about it. 0 1 3 5  

15. My feelings about it were kind of numb. 0 1 3 5  

 

https://scales.arabpsychology.com/terms/memory/
https://scales.arabpsychology.com/terms/mind/


THE ENVIRONMENTAL REWARD OBSERVATION SCALE (EROS) 
 

With reference to the past several months, please rate each of the following items using the 
following scale and record your answer in the space to the left of the item: 
 
Scale: 
1 = STRONGLY DISAGREE 
2 = DISAGREE 
3 = AGREE 
4 = STRONGLY AGREE 
 
 
_____ 1. A lot of activities in my life are pleasurable. 
 
_____ 2. I have found that many experiences make me unhappy. 
 
_____ 3. In general, I am very satisfied with the way I spend my time. 
 
_____ 4. It is easy for me to find enjoyment in my life. 
 
_____ 5. Other people seem to have more fulfilling lives. 
 
_____ 6. Activities that used to be pleasurable no longer are gratifying. 
 
_____ 7. I wish that I could find more hobbies that would bring me a sense of pleasure.   
 
_____ 8. I am satisfied with my accomplishments. 
 
_____ 9. My life is boring. 
 
_____ 10. The activities I engage in usually have positive consequences. 
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PHQ-9 Patient Depression Questionnaire 
 
For initial diagnosis: 
 

1. Patient completes PHQ-9 Quick Depression Assessment. 
2. If there are at least 4 3s in the shaded section (including Questions #1 and #2), consider a depressive 

disorder. Add score to determine severity. 
 

Consider Major Depressive Disorder 
 

 - if there are at least 5 3s in the shaded section (one of which corresponds to Question #1 or #2) 
 
Consider Other Depressive Disorder 
 

- if there are 2-4 3s in the shaded section (one of which corresponds to Question #1 or #2) 
 
Note: Since the questionnaire relies on patient self-report, all responses should be verified by the clinician, 
and a definitive diagnosis is made on clinical grounds taking into account how well the patient understood 
the questionnaire, as well as other relevant information from the patient.  
Diagnoses of Major Depressive Disorder or Other Depressive Disorder also require impairment of social, 
occupational, or other important areas of functioning (Question #10) and ruling out normal bereavement, a 
history of a Manic Episode (Bipolar Disorder), and a physical disorder, medication, or other drug as the 
biological cause of the depressive symptoms.  
  
To monitor severity over time for newly diagnosed patients or patients in current treatment for 
depression: 
 

1. Patients may complete questionnaires at baseline and at regular intervals (eg, every 2 weeks) at 
home and bring them in at their next appointment for scoring or they may complete the 
questionnaire during each scheduled appointment. 

 

2. Add up 3s by column. For every 3: Several days = 1 More than half the days = 2 Nearly every day = 3 
 

3. Add together column scores to get a TOTAL score. 
 

4. Refer to the accompanying PHQ-9 Scoring Box to interpret the TOTAL score. 
 

5. Results may be included in patient files to assist you in setting up a treatment goal, determining degree of 
response, as well as guiding treatment intervention. 

 
Scoring:  add up all checked boxes on PHQ-9 
 
For every 3 Not at all = 0; Several days = 1; 
More than half the days = 2; Nearly every day = 3 
 
Interpretation of Total Score  
 

Total Score Depression Severity 
1-4  Minimal depression 
5-9  Mild depression 

10-14  Moderate depression 
15-19  Moderately severe depression 
20-27  Severe depression 

 
PHQ9 Copyright © Pfizer Inc.  All rights reserved.  Reproduced with permission. PRIME-MD ® is a 
trademark of Pfizer Inc. 
 
A2662B 10-04-2005 



GAD-7 Anxiety 

 

                Column totals       _____   +   _____   +     _____   +   _____    =  

                Total score   _______ 

 
Source: Primary Care Evaluation of Mental Disorders Patient Health Questionnaire (PRIME-MD-PHQ). The PHQ was 
developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke, and colleagues. For research information, contact Dr. 
Spitzer at ris8@columbia.edu.  PRIME-MD® is a trademark of Pfizer Inc. Copyright© 1999 Pfizer Inc. All rights reserved. 
Reproduced with permission 
 

 
Scoring GAD-7 Anxiety Severity  

 
This is calculated by assigning scores of 0, 1, 2, and 3 to the response categories, respectively,  
RI�³QRW�DW�DOO�´�³VHYHUDO�GD\V�´�³PRUH�WKDQ�KDOI�WKH�GD\V�´�DQG�³QHDUO\�HYHU\�GD\�´� 
GAD-7 total score for the seven items ranges from 0 to 21.    
 
0±4: minimal anxiety  

5±9: mild anxiety  

10±14: moderate anxiety  

15±21: severe anxiety  

 
Over the last two weeks, how often have you 
been bothered by the following problems?   

 
Not  
at all  

 
Several 

days  

 
More 

 than half 
the days 

 
Nearly 
every  
day  

1. Feeling nervous, anxious, or on edge  
 

 
0  

 
1  

 
2  

 
3  

2. Not being able to stop or control worrying  
 

 
0  

 
1  

 
2  

 
3  

3. Worrying too much about different things   
0  

 
1  

 
2  

 
3  

4. Trouble relaxing  
 

 
0  

 
1  

 
2  

 
3  

5. Being so restless that it is hard to sit still  
 

 
0  

 
1  

 
2  

 
3  

6. Becoming easily annoyed or irritable  
 

 
0  

 
1  

 
2  

 
3  

7. Feeling afraid, as if something awful 
might happen  

 
0  

 
1  

 
2  

 
3  

If you checked any problems, how difficult have they made it for you to do your work, take care of 
things at home, or get along with other people?  
 
Not difficult at all                    Somewhat difficult            Very difficult             Extremely difficult  

     Ƒ������������������������Ƒ�������������������Ƒ������������������Ƒ� 

mailto:ris8@columbia.edu
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Original State Shame Scale (SSS) 
 
 
State Shame Scale is a self-rating scale of in-the-moment (state) feelings of shame experiences. 

Five items are rated on a 5-point scale Likert scale. The following are some statements which 

may or may not describe how you are feeling right now. Please rate each statement using the 

5-point scale below. Not feeling this way-1, feeling this way very strongly-5. Remember to rate 

each statement based on how you are feeling right at this moment 

 

ITEMS OF SCALES Rating   
 Not feeling this 

way at all 
Feeling this way 

somewhat 
Feeling this way very 

strongly 
1. I want to sink into the floor and 

disappear.  
   

2. I feel small    

3. I feel like I am a bad person.     

4. I feel humiliated, disgraced.     

5. I feel worthless, powerless.    
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6RFLHWDO�6WLJPDWL]DWLRQ���� 

 

�� )DPLO\�DQG�6RFLDO�6WUDLQ�VXE�6FDOH���)HLJHOPDQ�HW�DO�������� 
 

6RPHWLPHV�SHRSOH�H[SHULHQFH�FKDQJH�LQ�WKHLU�VRFLDO�UHODWLRQVKLSV�DIWHU�WKH�ORVV�RI�D�ORYHG�RQHV��

6RPHWLPHV�IDPLO\�PHPEHUV�RU�FORVH�DVVRFLDWHV�EHFRPH�XQFRPIRUWDEOH�DIWHU�WKH�GHDWK�DQG�DYRLG�

IXUWKHU�GLVFXVVLRQ�DERXW�WKH�GHFHDVHG��2U�WKH\�PD\�VD\�LQVHQVLWLYH�RU�KXUWIXO�WKLQJV��,Q�RWKHU�FDVHV��

WKH\�PD\�H[SUHVV�NLQG�ZRUGV�DQG�RIIHU�D�FRPSDVVLRQDWH�UHVSRQVH��%HORZ�DUH�PHQWLRQHG�YDULRXV�

JURXSV�RI�SHRSOH�LQ�\RXU�OLIH��3OHDVH�LQGLFDWH�ZKHWKHU�\RXU�UHODWLRQVKLS�WR�WKHVH�SHRSOH�KDV�FKDQJHG�

DQ\�VLQFH�WKH�ORVV�RI�\RXU�FKLOG��>2Q�HDFK�OLQH�EHORZ�FLUFOH�WKH�PRVW�DSSURSULDWH�UHVSRQVH�IRU�HDFK�

SHUVRQ� RU� JURXS�@� 1RW� 5HODWLRQVKLS� VWD\HG� &ORVHU�VWURQJHU� :HDNHU�� $SSOLFDEOH� WKH� VDPH�

5HODWLRQVKLS�6WUDLQHG�UHODWLRQV� 

 

6�QR 5HODWLRQVKLS 1RW�

$SSOLFDEOH 

5HODWLRQVKLS�VWD\HG�WKH�

VDPH� 

&ORVHU�VWURQJHU�

UHODWLRQVKLS 

:HDNHU�VWUDLQHG�UHODWLRQVKLS� 

ϯϴ�ĂͿ ^ƉŽƵƐĞ Ϭ ϭ Ϯ ϯ 

ϯϴ�ďͿ �yͲƐƉŽƵƐĞ Ϭ ϭ Ϯ ϯ 

ϯϴ�ĐͿ WĂƌĞŶƚƐ� Ϭ ϭ Ϯ ϯ 

ϯϴ�ĚͿ /ŶͲůĂǁƐ� Ϭ ϭ Ϯ ϯ 

ϯϴ�ĞͿ �ŚŝůĚƌĞŶ� Ϭ ϭ Ϯ ϯ 

ϯϴ�&Ϳ ^ŝďůŝŶŐƐ Ϭ ϭ Ϯ ϯ 

ϯϴ�ŐͿ KƚŚĞƌ�ƌĞůĂƟǀĞƐ� Ϭ ϭ Ϯ ϯ 

ϯϴ�ŚͿ �ŽǁŽƌŬĞƌƐ� Ϭ ϭ Ϯ ϯ 

ϯϴ�/Ϳ �ůŽƐĞƐƚ�ĨƌŝĞŶĚƐ� Ϭ ϭ Ϯ ϯ 

ϯϴ�:Ϳ >ĞƐƐ��ůŽƐĞ�&ƌŝĞŶĚƐ� Ϭ ϭ Ϯ ϯ 

ϯϴ�ŬͿ EĞŝŐŚďŽƌƐ Ϭ ϭ Ϯ ϯ 
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�� )DPLO\�DQG�6RFLDO�+DUP�+HOS�VXEVFDOH� 
 

+RZ�KHOSIXO�KDYH�HDFK�RI�WKH�IROORZLQJ�JURXSV�PHQWLRQHG�EHORZ�EHHQ�LQ�KHOSLQJ�\RX�WR�GHDO�ZLWK�

\RXU�ORVV�GXULQJ�WKH�ILUVW����PRQWKV"�3OHDVH�XVH�WKHVH�QXPEHUV����IRU�YHU\�KDUPIXO����IRU�PLOGO\�

KDUPIXO����IRU�QHXWUDO����VRPHZKDW�KHOSIXO��DQG�IRU���YHU\�KHOSIXO��)RU�H[DPSOH��LI�\RX�IHOW�\RXU�

UHODWLRQVKLS�ZLWK�\RXU�SDUHQWV�KDV�EHHQ�VRPHZKDW�KDUPIXO��\RX�PLJKW�FLUFOH�WKH�QXPEHU���LQ�WKDW�

URZ��>2Q�HDFK�OLQH�EHORZ�FLUFOH�WKH�PRVW�DSSURSULDWH�UHVSRQVH�IRU�HDFK�SHUVRQ�RU�JURXS��&LUFOH���

IRU�QRW�DSSOLFDEOH�UHVSRQVHV�@�1$�9HU\�+DUPIXO������������������������������������������������������������

��9HU\�+HOSIXO� 

 

6�QR 5HODWLRQ� 1$ 9HU\�

KDUPIXO 

0LOGO\�

KDUPIXO 

1HXWUDO 6RPHZKDW�

KHOSIXO� 

9HU\�KHOSIXO� 

D� 6SRXVH � � � � � � 

E� ([�VSRXVH � � � � � � 

F� 3DUHQWV� � � � � � � 

G� ,Q�ODZV � � � � � � 

H� &KLOGUHQ� � � � � � � 

I� 6LEOLQJV � � � � � � 

*� 2WKHU�

UHODWLYHV� 

� � � � � � 

K� &RZRUNHUV� � � � � � � 

L� &ORVHVW�

IULHQGV� 

� � � � � � 

M� &DVXDO�

IULHQGV� 

� � � � � � 

N� 1HLJKERUV� � � � � � � 
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Consent form and Demographic sheet 

 

I am a PhD student at National University of Modern Languages. I am conducting a research 

study as part of my degree completion. I want to know about the psychological        and social 

impact on parents and siblings who lost their loved one due to suicide. You are being 

requested to fill the questionnaire.  If you are interested to be part of this research, please 

read carefully each statement and then respond accordingly. The collected information will 

be used for research purposes only and will be kept confidential. Kindly have your signatures 

below: 

Signatures:    

Date: 
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Demographics: 
 

Question regarding parent/sibling 
 

1. Name (optional):  

2.   Gender: 1) Male (2) Female 

2.  Age: 

3.  Marital status: 1) Single   2) Married 3) divorced 4) separated 5) widowed 6) any other  

4.  Mother tongue: 

5.  Education: 

6.  Profession: 

7.  Language: 

8.  Family system: 1) Nuclear (2) Joint 

9)     No. of family members:  

10)    Religion: 

12)    Monthly Household income:  

13)    Have you consulted any psychiatrist after this incident of suicide? 1)Yes (0) No 

14)   Have you consulted any psychiatrist before this incident of suicide? 1)Yes (0) No 

15)    Have you consulted any faith healer after this incident of suicide? 1)Yes (0) No 

16)     How would you describe your relationship with deceased immediately prior to their 

death [check or circle one]  

1) extremely positive 2) somewhat positive 3) unclear or uncertain 4) somewhat negative 5) 

extremely negative 

17)    To the best of your knowledge had deceased made any prior suicide attempts. check 

or circle one 

 (1) no (2) yes 

 

 



 

 

Questions regarding deceased individual 
 

1.  Relationship with the deceased: 1) Parent (2) Sibling 

2.  Age of the deceased: 

3.   Gender of the deceased: 1) Male (2) Female 

4.   Method for suicide: 

5.   Time passed since the death: Months/years 

6.   Please specify year of death and month if remember: 

7.   Marital status of the deceased: 1) Single (2) Married (3) divorced 4) separated 5) widowed 

6) any other  

8.   Deceased having any mental/psychiatric illness: 0) No 1) yes  

-If yes, which mental/psychiatric illness? ______________________________ 
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ĨĨ㩴ĨीĨ㺸Ĩ㡣äþĨðäĨ㺸Ĩ㪪ì⠩Ĩ嬸ĨĐßĨ㷩媛ⓥþîĨÝ嵗Ĩ㷩Ĩęî倢Ĩ⸞Ĩ䍙僂����媎Ĩ�����ė孆Ĩ�� 16�
�㷨ĨüäĨ㱾ĨçᗼĨᄭäĨᡀ⡜Ĩ㺸Ĩû⚉亾ĨĐßĨ㹄ĨᄸĨĀäî㜌Ĩ⸞Ĩç吴Ĩ൞üĨ㨱承Ĩ䆎�Ý�����
�����厸Ĩ୧Ĩ�����厸ĨᚪĨ╌Ĩ㨗Ĩ�����䵡ĨᚪĨ╌Ĩ㨗Ĩ����Ĩ䵡Ĩ୧Ĩ��

17�

㷩Ĩ嬸Ĩû⚉亾⸞ĨðäĨ㪪ì⠩ĨᄸĨ㷨Ĩ弥㱾Ĩ㷨Ĩ⻙㱾ĨᣗÝ�� ����媎Ĩ������ė孆Ĩ�� 18 
�
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Ϯ 

ç䆨äⳢĨ䲾Ĩ⸞Ĩû⚉亾�

⸞Ĩû⚉亾Ĩ㥃ĨĐßĨ⺚îĨÝ嵗Ĩ㷩���䒭äþĨĨ������ĨĨĨ䒭äþę���ஜĨĨ������弥ஸ� 1�
Ĩ㐸Ĩ㷨Ĩû⚉亾ĨĨ㞺þĨ㺸Ĩç㖵þĨ㷩ĨᣗÝ� 2�
�ḑĨ㷨Ĩû⚉亾���ì亾��       ���çî㑴Ĩ�� 3�
�Ĩ㷨Ĩû⚉亾愒㈲Ĩ㥃Ĩ㪪ì⠩ĨÝᡁĨ㷩��㷨ĨùþଦĨ䬉䁐Û�埯ᅟäሽ�ÛĨĨĨĨï徉ęìĨ啵Ĩîä冼Ĩ径äþìėĨú⤔äĨ㥃Û㨱Ĩ嚏䄭Ĩ㾨�ĨĨĨĨ䂢ĨûìÛĨĨᤓ�Ĩ㣡‹ĨĨî嵢ì

Ĩ嗚î䰮Ĩ⸞Ĩ䰍ßÛĨĨĨĨì㱾ĨÛ嗚᱑亾Ĩ㨱ĨĨĨ㨱ĨåþĒÛ嗚᱑亾þìäĨî䰮Ĩ嵗⋏徉çĨú⤔äĨ㥃ÛĨ啵Ĩû䀱Ĩ䬉äþĨ㶝îĨ䬊䁐ėÛĨĨĨì憇�
4�

�Ĩ㷨Ĩû⚉亾Ĩ㦌Ĩ㱾Ĩç㖵þĨ㞺þĨ嵗Ĩ↕Ĩ峤ĨĨîþäĨú⡜䟑Ĩ呾Ĝ 5�
�⚜ĨᾜäþìïäĨ㷨Ĩû⚉亾1�ę⻎ĨĚì⹢㖓�       �ę⻎ĨĚì⹢Ĩ���     �� (3�㗙徉Ĩù㉗             ���㐗䅎�       ���๦ęäþ垈î�� 6�

�Ĩ�嗚峤Ĩ㥃ĨĚîิĨᣲ壏�峚íĨ㷨Ĩ㟮Ĩ㩴Ĩᡀ⡜㺸Ĩû⚉亾�����媎Ĩ������ė孆Ĩ�� 7�
 

���ĨṎĨ嵗Ĩ䲾Ĩ⸞Ĩ୤ᑋĨðĄäĨ㺸ĨĐßĨç䆨äⳢĨ憗íĨṏîĨ卬ĨÛඔĨÛ඗Ĩ၁ßĨᄸĨ㄰㍚Ĩ㨗弥ஸĨÛஜĨ㷨ĨĨĨ啵Ĩç䆨äⳢĨüäĨû嗚Ĩ㥃ĨᳮĨäĨ峤Ĩ㱾ĨĐßĨ⸞ĨṏþĨ㷨Ĩç㖵þXĨĜ彘᱑Ĩ㷩Ĩ寄㋋Ĩ⸞Ĩ䱰㏵Ĩ㷨�
Ĩî㕽㱾Ĩü൞Ĩ寄ĨĨĜĨ嵉Ĩ很Ĩ峤Ĩ䟔Ĩü൞Ĩ㨗Ĩ啵Ĩ喆嗚ĨúäⳢĨðä⸞îþäĨ幐࿁Ĩ很峤 ǘ ǎϔì嬸፮ĨĨ㺸ĨĨ࿀Ĩ愡äĨ㩴Ĩ঎傑Ĩᧅ�ض��Ĝ徃䟣Ĩü堆Ĩ㥃��

媎ĨĨ㥙 î㥗Ĩ㥙 㞺þĨᔊĨęì徉ï 佻 ç嗚൞ 娛Ĩî⾛ 
    㷩 l;m�㷨 ç㖵þ ⸞ 䳀 ç㡄äþ 㥃 îᖯ Đß 㺸 岭í 啵 Ꮉß Ý嵗 � 
    ĨĨĨìṎþ܉Ĩ㺸Ĩ峣‹Ĩ婨Ĩ峣‹Ĩ㺸ĨĐßĨ㷩 l;m�Ĩ䲾⸞岭íĨ㺸ĨĐßĨç䆨⠯ 啵 ᥢß Ý嵉 � 
    㷩 � l;mĨÝ嵉Ĩ忕ìĨ㨱Ĩę圗îĨ㱾ĨĐßĨç䆨⠯Ĩ㺸� � 
    ĐßĨ㷩 � l;mĨÝ嵉Ĩ⃟ⳢĨ啵Ĩěî܉Ĩ㺸 � 
    㷩  l;m�ĨĨçäîᖯĨ㺸(images)ĨÝ嵉Ĩ忕ìĨ㨱Ĩę圗îĨ㱾ĨĐß � 
    㷩 Đß ᄭä Đß 㱾  l;m�㺸 çäîᖯ 徉 ėþì徉 啵 䂺 ä�ä峤 ᥢຩ Ý嵉 � 
    㷩 Đß � l;m�⸞ ęî܉þì 労 㺸 ěî܉ 啵 ⃟Ⳣ Ý嵉 � 
    㷩 Đß l;m��㷨 㯌 ð丣 ᥢ㨱 Ý嵉 � 
    㷩 l;m��㷨 ⡜⿆ (Familiar) �Þ⿾ä Û承恗ᖯ 恗ï ú⤔ä 承⑼ Û 㮥ę �ę㖓þ Đß ⫳äĨ㱾 ì徉 ᣲ䆨ì 

Ý嵉 
� 

    㷩 Đß 㲡ì ⸞  l;m�㷨 þïîß ᥢ㨱 Ý嵉 �� 
    㷩 Đß ⿆ ⡜ ėᵦ ࿀  l;m�㱾 ñ᜙ ᥢ㨱 Ý嵉 �� 
    㷩 Đß 囐î ð丣 ᥢ㨱 嵉 㽻ä 㩴 ṏþ ⸞ Đß 㱾 ðä ◟ 㥃 匈⡜ 嗚㨱 ě࿁ 㲁 åä  l;m�࿄äþ 

媎 很ß Ý㻠 
�� 

    㷩  l;m�㷨 ì徉 嬸䆨ì 䬉äþ Þ⿾ä ) Û恗þᖐ ç䆨ⓥ Û ⵰吴 Û ėᵦ ę㖓þ (㷨 ṏþ ⸞ Đß 㱾  l;m 㷨 
寣ä⠩ ð丣 ᣲ峤 Ý嵗 

�� 

    㷩  l;m�㷨 ì徉 嬸䆨ì 䬉äþ Þ⿾ä ) Û恗þᖐ ç䆨ⓥ Û ⵰吴 ÛÛ ėᵦ ę㖓þ (ṏþĨ㷨 ⸞ Đß 㱾 ᠘弥 
ð丣 ᣲ峤 Ý嵗 

�� 

    㷩  l;m�㷨 ì徉 嬸䆨ì 䬉äþ Þ⿾ä ) Û恗þᖐ ç䆨ⓥ Û ⵰吴 ÛÛ ėᵦ ę㖓þ (ṏþĨ㷨 ⸞ Đß ðä�㺸 䬈 
ᥢþî Ý嵉 

�� 



ϰ 

    ᣲ㨱Ĩð丣Ĩ㨗Ĩ୧Ĩ啵Ĩěî܉Ĩ㺸Ĩ㡣äþĨðäĨ啵Ĩ㲁Ĩ嵗Ĩû儕Ĩ䶵��Ĩ媎ĨṏᠢĨ࿀Ĩç⡜╔äĨüäĨ啵Ĩ䮵Ĩė峤ĨᎹ㨱
Ĝ徱ìĨ�Ĩ忋ì�

�� 

    啵Ĩ�Ꮉ㨱Ĩ⻙㱾Ĩěî܉Ĩ㺸Ĩ㡘äþĨðäĨ㲁Ĩė峤Ĩᣲ㨱Ĝė⋏ⳢĨ婨Ĩ啵� �� 
    Ĝ嵉ĨᥢßĨď䪫Ĩç⡜╔äĨě哶ĨᠢĨ嵗Ĩᣲ䆨ìĨì徉Ĩ㷨Ĩ㡘äþĨðäĨ䶵Ĩ⑼Ĩ弥㱾Ĩ᱓� �� 
    Ĝ嵗Ĩ徉ìĨ㨱Ĩ╓Ĩ๵Ĩ䶵Ĩ嬸Ĩ㡘äþĨðä� �� 

 

���Ĩ㱾Ĩç嗚൞Ĩ䅍Ĩ ǘ ǎϔìĨ啵ĨðäĨĜ嵗Ĩ婨፮Ĩ㥃ĨĚଦĨṏîìĨì⠩Ĩ㥃Ĩç܉ᑋĨ㺸Ĩç⡜╔äĨ㺸Ĩû⻑�ĨĨ嵗Ĩ䅏Ĩ徉ìĨ䰋Ĩ㺸ĨĚଦĨṏîìĨ࿀Ĩ嬸፮Ĩᣲ够ĜĨĨ೧äĨĐßĨ㺸Ĩ嵉Ĩ⫎Ĩ㨱ĨçㅨþĨ㷨Ĩç܉Ĩðą äĨç嗚൞Ĩ抁
Ĩðą äĨû㨱Ĩąęä࢑ĜĨ嵉Ĩ嵗îĨ㨱Ĩð丣Ĩ㸳�Ĩ൞Ĩ寄Ĩ很峤Ĩᥢ㨱Ĩú⤔äĨ㥃Ĩ嬸፮Ĩᣲ够嵉Ĩ嵗îĨ㨱Ĩð丣Ĩ㸳Ĩ㞺þĨðąäĨĐßĨ㺸Ĩ㷞îĨì徉Ĩ很峤Ĩᥢ㨱Ĩ抁ĨîþäĨîþäĨ承㨱ĨĚଦĨṏîìĨ㷨ĨüĨĜ൞Ĩ寄üĨĨî㕽㱾

幐࿁⸞Ĩìîþä�ǘ ǎϔ很峤Ĩ፮嬸Ĩ㩴Ĩ঎傑ĨĨ㺸Ĩä愡Ĩ�ᧅĨĨ࿀ض��㥃�ü堆�徃䟣ĨĨĜ  

Ĩ恜äĨᚪĨ╌Ĩęì徉ïĨ୧
Ĝ嵗Ĩ孆î峤Ĩð丣 

Ĩ恜äĨᚪĨ╌Ĩęì徉ï
Ĝ嵗Ĩ孆î峤Ĩð丣 

ᚪĨ╌Ĩ㨗ĨĨ恜ä
Ĝ嵗Ĩ孆î峤Ĩð丣 

Ĩ㭸Ĩ୧Ĩ恜äĨᚪĨ╌
Ĝ嵗Ĩ孆î峤Ĩð丣 

Ĩð丣Ĩ೧ĨŊĻŐǌ ưĨ恜ä
Ĝ孆î峤Ĩ媎 

ç嗚൞ 娛Ĩî⾛ 

     Ĩ啵ĨðäĨ啵ĨîþäĨ㵛Ĩ啓ïĨ㲁Ĩ嵗孫‹ĨúìĨä哶
Ĝėá᱑峤Ĩ㛸ì 

� 

     Ĝ嵗ĨᎹ峤Ĩð丣◜ĨĐßĨჄäĨ䶵  � 
     愡äĨ啵Ĩ㲁Ĩ嵗ĨᎹ峤Ĩð丣恜äĨ䶵�äທ�Ĩü垏ä

Ĝė峤 
� 

     啵Ĩç㍛Ĩ๵�îþäĨė峤ĨᎹ㨱Ĩð丣ĨäⳢîĜ � � 
     ĨÛ㡈þĨ๵Ĩ啵Ĩîþäė峤ĨᎹ㨱Ĩð丣Ĩî✔äĨ๵� � 

 

Ĝ徃䟣�ü堆�㥃��ض�ᧅĨĨ࿀Ĩ愡äĨ㩴Ĩ঎傑ĨĨ㺸Ĩ嬸፮Ĩ很峤�ǘ ǎϔì�ĨîþäĨ承㨱ĨĚଦĨṏîìĨ㷨Ĩ幸ßĨ愡äĨ寄ĨîþäĨ承㨱Ĩú⤔äĨ㥃Ĩ嬸፮Ĩ䅍Ĩ抜ìĨ媾Ĩ很峤Ĩ㳉îĨĨ塴Ĩ人ĨĨ㱾Ĩę䰮Ĩ㨗Ĩྙ���   

䳒ĨŊĻŐǌ ư 䳒 䳒Ĩ㖓 䳒Ĩ㖓ĨŊĻŐǌ ư ç嗚൞ 娛Ĩî⾛ 

    Ĝ嵉Ĩîä⽿⠩Ĩė咍㽻⨭ĨⴣĨ୧Ĩ啵Ĩ䅎垆ïĨĚ哶   1 
    嵉Ĩᥢ㨱Ĩñ⠩嗚Ĩ䶵Ĩç܉ᑋĨ⸞Ĩ୧Ĩ㲁Ĩ嵗Ĩ㷩Ĩð丣Ĩ嬸Ĩ啵 2 
    Ĩ୧Ĩ⸞Ĩ感㈲Ĩ㺸Ĩ嬸îä㽽Ĩ㞺þĨჄäĨ啵ĨÛ࿀Ĩî㊓Ĩû㌑ė峤Ĩ傭  3 
    Ĝ嵗Ĩü⡜ßĨ嗚㨱Ĩñ᜙Ĩ䗚Ĩ啵Ĩ䅎垆ïĨᄣäĨ䰋Ĩě哶Ĝ  4 
    嵗îᄯహĨęì徉ïĨ䅎垆ïĨ㷨Ĩė䁐䪫Ĩě⨭þìĨ㲁Ĩ嵗Ĩ䟥Ĩ恜ä 5 
    忓ìĨ媎ĨåäĨᣪĨ忋ìĨ⿽⠩ĨᄸĨ䶵Ĩė咍㽻⨭ĨṎ 6 
    Ĩñ㥃悎äĨðຩĨě哶ĨĨ㔡俍ᥢ峤㥃Ĩ⿽⠩Ĩ䶵ĨṎĨ⫎䆨ìĨð╔ä  7 
    ė峤Ĩ傭⸞Ĩė๦咍㥃ĨᄣäĨ啵 8 
    Ĩ啵Ĩ䅎垆ï⸞Ĩ㥶äė峤Ĩä峤Ĩ徉  9 
    嵉Ĩᥢ峤ĨᎻ亾ĨçäᰂäĨ䵡Ĩ㺸ĨüäĨ࿀Ĩî㊓Ĩ和㑈ĨÛĨė峤ĨᎹ峤Ĩøþ值Ĩ啵Ĩ啵Ĩė啶㽻⨭Ĩᷩ 10 

�
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Adapted version of Environment Reward observation Scale 



ϰ 

    ᣲ㨱Ĩð丣Ĩ㨗Ĩ୧Ĩ啵Ĩěî܉Ĩ㺸Ĩ㡣äþĨðäĨ啵Ĩ㲁Ĩ嵗Ĩû儕Ĩ䶵��Ĩ媎ĨṏᠢĨ࿀Ĩç⡜╔äĨüäĨ啵Ĩ䮵Ĩė峤ĨᎹ㨱
Ĝ徱ìĨ�Ĩ忋ì�

�� 

    啵Ĩ�Ꮉ㨱Ĩ⻙㱾Ĩěî܉Ĩ㺸Ĩ㡘äþĨðäĨ㲁Ĩė峤Ĩᣲ㨱Ĝė⋏ⳢĨ婨Ĩ啵� �� 
    Ĝ嵉ĨᥢßĨď䪫Ĩç⡜╔äĨě哶ĨᠢĨ嵗Ĩᣲ䆨ìĨì徉Ĩ㷨Ĩ㡘äþĨðäĨ䶵Ĩ⑼Ĩ弥㱾Ĩ᱓� �� 
    Ĝ嵗Ĩ徉ìĨ㨱Ĩ╓Ĩ๵Ĩ䶵Ĩ嬸Ĩ㡘äþĨðä� �� 

 

���Ĩ㱾Ĩç嗚൞Ĩ䅍Ĩ ǘ ǎϔìĨ啵ĨðäĨĜ嵗Ĩ婨፮Ĩ㥃ĨĚଦĨṏîìĨì⠩Ĩ㥃Ĩç܉ᑋĨ㺸Ĩç⡜╔äĨ㺸Ĩû⻑�ĨĨ嵗Ĩ䅏Ĩ徉ìĨ䰋Ĩ㺸ĨĚଦĨṏîìĨ࿀Ĩ嬸፮Ĩᣲ够ĜĨĨ೧äĨĐßĨ㺸Ĩ嵉Ĩ⫎Ĩ㨱ĨçㅨþĨ㷨Ĩç܉Ĩðą äĨç嗚൞Ĩ抁
Ĩðą äĨû㨱Ĩąęä࢑ĜĨ嵉Ĩ嵗îĨ㨱Ĩð丣Ĩ㸳�Ĩ൞Ĩ寄Ĩ很峤Ĩᥢ㨱Ĩú⤔äĨ㥃Ĩ嬸፮Ĩᣲ够嵉Ĩ嵗îĨ㨱Ĩð丣Ĩ㸳Ĩ㞺þĨðąäĨĐßĨ㺸Ĩ㷞îĨì徉Ĩ很峤Ĩᥢ㨱Ĩ抁ĨîþäĨîþäĨ承㨱ĨĚଦĨṏîìĨ㷨ĨüĨĜ൞Ĩ寄üĨĨî㕽㱾

幐࿁⸞Ĩìîþä�ǘ ǎϔ很峤Ĩ፮嬸Ĩ㩴Ĩ঎傑ĨĨ㺸Ĩä愡Ĩ�ᧅĨĨ࿀ض��㥃�ü堆�徃䟣ĨĨĜ  

Ĩ恜äĨᚪĨ╌Ĩęì徉ïĨ୧
Ĝ嵗Ĩ孆î峤Ĩð丣 

Ĩ恜äĨᚪĨ╌Ĩęì徉ï
Ĝ嵗Ĩ孆î峤Ĩð丣 

ᚪĨ╌Ĩ㨗ĨĨ恜ä
Ĝ嵗Ĩ孆î峤Ĩð丣 

Ĩ㭸Ĩ୧Ĩ恜äĨᚪĨ╌
Ĝ嵗Ĩ孆î峤Ĩð丣 

Ĩð丣Ĩ೧ĨŊĻŐǌ ưĨ恜ä
Ĝ孆î峤Ĩ媎 

ç嗚൞ 娛Ĩî⾛ 

     Ĩ啵ĨðäĨ啵ĨîþäĨ㵛Ĩ啓ïĨ㲁Ĩ嵗孫‹ĨúìĨä哶
Ĝėá᱑峤Ĩ㛸ì 

� 

     Ĝ嵗ĨᎹ峤Ĩð丣◜ĨĐßĨჄäĨ䶵  � 
     愡äĨ啵Ĩ㲁Ĩ嵗ĨᎹ峤Ĩð丣恜äĨ䶵�äທ�Ĩü垏ä

Ĝė峤 
� 

     啵Ĩç㍛Ĩ๵�îþäĨė峤ĨᎹ㨱Ĩð丣ĨäⳢîĜ � � 
     ĨÛ㡈þĨ๵Ĩ啵Ĩîþäė峤ĨᎹ㨱Ĩð丣Ĩî✔äĨ๵� � 

 

Ĝ徃䟣�ü堆�㥃��ض�ᧅĨĨ࿀Ĩ愡äĨ㩴Ĩ঎傑ĨĨ㺸Ĩ嬸፮Ĩ很峤�ǘ ǎϔì�ĨîþäĨ承㨱ĨĚଦĨṏîìĨ㷨Ĩ幸ßĨ愡äĨ寄ĨîþäĨ承㨱Ĩú⤔äĨ㥃Ĩ嬸፮Ĩ䅍Ĩ抜ìĨ媾Ĩ很峤Ĩ㳉îĨĨ塴Ĩ人ĨĨ㱾Ĩę䰮Ĩ㨗Ĩྙ���   

䳒ĨŊĻŐǌ ư 䳒 䳒Ĩ㖓 䳒Ĩ㖓ĨŊĻŐǌ ư ç嗚൞ 娛Ĩî⾛ 

    Ĝ嵉Ĩîä⽿⠩Ĩė咍㽻⨭ĨⴣĨ୧Ĩ啵Ĩ䅎垆ïĨĚ哶   1 
    嵉Ĩᥢ㨱Ĩñ⠩嗚Ĩ䶵Ĩç܉ᑋĨ⸞Ĩ୧Ĩ㲁Ĩ嵗Ĩ㷩Ĩð丣Ĩ嬸Ĩ啵 2 
    Ĩ୧Ĩ⸞Ĩ感㈲Ĩ㺸Ĩ嬸îä㽽Ĩ㞺þĨჄäĨ啵ĨÛ࿀Ĩî㊓Ĩû㌑ė峤Ĩ傭  3 
    Ĝ嵗Ĩü⡜ßĨ嗚㨱Ĩñ᜙Ĩ䗚Ĩ啵Ĩ䅎垆ïĨᄣäĨ䰋Ĩě哶Ĝ  4 
    嵗îᄯహĨęì徉ïĨ䅎垆ïĨ㷨Ĩė䁐䪫Ĩě⨭þìĨ㲁Ĩ嵗Ĩ䟥Ĩ恜ä 5 
    忓ìĨ媎ĨåäĨᣪĨ忋ìĨ⿽⠩ĨᄸĨ䶵Ĩė咍㽻⨭ĨṎ 6 
    Ĩñ㥃悎äĨðຩĨě哶ĨĨ㔡俍ᥢ峤㥃Ĩ⿽⠩Ĩ䶵ĨṎĨ⫎䆨ìĨð╔ä  7 
    ė峤Ĩ傭⸞Ĩė๦咍㥃ĨᄣäĨ啵 8 
    Ĩ啵Ĩ䅎垆ï⸞Ĩ㥶äė峤Ĩä峤Ĩ徉  9 
    嵉Ĩᥢ峤ĨᎻ亾ĨçäᰂäĨ䵡Ĩ㺸ĨüäĨ࿀Ĩî㊓Ĩ和㑈ĨÛĨė峤ĨᎹ峤Ĩøþ值Ĩ啵Ĩ啵Ĩė啶㽻⨭Ĩᷩ 10 
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Dr. Haziq 
Adapted Version of State Shame Scale 
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6A��Ĩ徚㟥Ĩ徉Ĩìä㘄äĨ㺸Ĩüä垆⛪Ĩç㞑þäĨ ĨृĜ嵉Ĩᥢ㨱Ĩð丣Ĩ憿ᏆĨ啵ĨçᗼĨᾜ⮸ĨᄭäĨीĨ㺸Ĩ嬸᱑Ĩ㶠Ĩ㺸ĨėþîኹĨᄭäĨĖ䪫Ĩç㞑þäĨृĨ峤Ĩ⒡Ĩ๵ĨीĨ㺸Ĩú噦äĨ㺸Ĩ㩴Ĩᣗ⡜
ٶĨ㺸Ĩ䰍äþĨ嬸亾ĨîþäĨ嵉Ĩᥢ᱑Ĩ婨äìî܉ĨęìĨᛖĨ徉Ĩ╓Ĩ๵ĨęþĨ徉ĨĜ嵉Ĩᥢ㨱Ĩ恙㽻Ĩ⸞Ĩ嬸㨱Ĩ㾗Ĩ恔仁Ĩ啵Ĩěî܉ ǏВĨîþäĨ嵉Ĩ⫎Ĩ㨱Ĩî㌀äĨ㥃Ĩõ䚵äĨěహĨ⼠ĨęþĨç㞑þäĨ ĨृĜ嵉Ĩ⫎Ĩ㲙Ĩᥖ

Ĩ徉ßĨ㲁Ĩ承㨱Ĩ峭垆堆Ĩ㷨Ĩç܉ĨðäĨû㨱Ĩęä࢑ĨĜ嵗Ĩ䅏Ĩ㷩Ĩę㨱ᔉĨ㥃Ĩė峤þ㽻Ĩ乾Ĩ㺸Ĩė䁐䪫Ĩ啵Ĩ䅎垆ïĨ㷨ĨĐßĨ啵Ĩ憗íĨĜ嵉Ĩ⫎ĨěìĨåäṎ࠲Ĩ㺸ĨĐßஜĨ��Ĩ弥ஸĨĨė䁐䪫ĨüäĨीĨ㺸Ĩ嬸㶠Ĩ㺸
Ĩ⸞Ĩ㺸ĨĐßçᗼĨ൞Ĩ寄ĨĜ嵗Ĩ弥ßĨ憿ᏆĨ弥㱾Ĩ啵üĨ幐࿁⸞Ĩî㕽㱾Ĩìîþä�ǘ ǎϔ很峤Ĩ፮嬸Ĩ㩴Ĩ঎傑ĨĨ㺸Ĩä愡Ĩ�ᧅĨĨ࿀ض��㥃�ü堆�徃䟣ĨĨĜ 

Ĝä峤Ĩî⽂Ĩ㥃Ĩ䅎㪮Ĩ�ĨĨîþ㮦Ĩᗻ Ĝä峤Ĩô偿Ĩ�Ĩ徊㟥Ĩᗻ 孆îĨ峭Ĩ恜þĨ⺚î Ĝ媎Ĩù㉗äĨ૏㞑 ᗻ 娛Ĩî⾛ 
    ç⚒Ĩ愡⻑ � 
    ç⚒Ĩ愡⻑Ĩ঎⡜ � 
    戆䒭äþ � 
    úä⩁ � 
 � ࠲    
    弥ஸĨஜ � 
    îäìĨ⺚îĨ憇ì � 
    䰍äþĨ嬸㨱Ĩû㥃Ĩᡀ⡜ 8 
    ⣜þìĨ徚㟥 � 
    ⣜þìĨ徚㟥Ĩ㭸 �� 
    Ĩ⣜þì  Ⰾî� �� 
    很屽 �� 

 

6B��Ĩᄸ��Ĩę䰮Ĩ承㨱Ĩú⤔äĨ娛Ĩ抁Ĩ媛܉呅Ĩ很ä࢑ĨÝĨ孆îĨî㻠ì人Ĩ㦌Ĩ䰋Ĩ㺸ĨĐßĨęþ㽻Ĩ愡äĨ寄Ĩ⸞Ĩ啵Ĩ憗íĨéîìĨ啵奆Ĩ⸞Ĩ㲡ìĨ㺸ĨĐßĨüäîþìĨ㺸Ĝ����Ĩ弥噬äĨĨü夂Ĩęì�Û��ĨᚪĨ╌ĨĨ㨗
ĨĨęìĨü夂Ĝ���Ĩ㖓Ĩ䰋Ĩ㺸Ĩîä嗱᱑�ĨÛ��ĨĨî㻠ì人ĨᚪĨ╌Ĩ㨗�ĨÛ��ïĨĨ୧徉ęìĨĨî㻠ì人�Ĝ൞Ĩ寄üĨ幐࿁⸞Ĩî㕽㱾Ĩìîþä�ǘ ǎϔ很峤Ĩ፮嬸Ĩ㩴Ĩ঎傑ĨĨ㺸Ĩä愡Ĩ�ᧅĨĨ࿀ض��㥃�ü堆�徃䟣Ĝú䵠Ĩ

Ĩ㲁Ĩ嵗Ĩ䟥Ĩ㱾ĨĐßĨ㽻äĨᄰĨĨî㊓Ĩ㺸䒭äþĨ㺸ĨĐß戆Ĩ⺚îĨ㥃ĨĐßĨᡀ⡜Ĩ㺸�㨗�ᛖĨ嵗Ĩ孆îĨęì啵Ĩî㠩ĨðäĨĐßĨᠢĨÛĨĨ娛���ĨᧅĨ㱾ض�嵉Ĩ⫎Ĩ䟣ĨĨĜ 

î㻠ì人ĨĨęì徉ïĨĨ୧ î㻠ì人ĨᚪĨ╌Ĩ㨗 㖓Ĩ䰋Ĩ㺸Ĩîä嗱᱑  ᚪĨ╌ĨĨ㨗�ęìĨü夂  ęìĨü夂ĨĨ弥噬ä 媎Ĩù㉗äĨ૏㞑 ᗻ 娛Ĩî⾛ 
      ç⚒Ĩ愡⻑ � 
      ç⚒Ĩ愡⻑Ĩ঎⡜ � 
      戆䒭äþ � 
      úä⩁ � 
 � ࠲      
      弥ஸĨஜ � 
      îäìĨ⺚îĨ憇ì � 
      䰍äþĨ嬸㨱Ĩû㥃Ĩᡀ⡜ 8 
      Ĩ徚㟥⣜þì � 
      ⣜þìĨ徚㟥Ĩ㭸 �� 
      Ĩ⣜þì  Ⰾî �� 
      很屽 �� 
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Ϯ 

ç䆨äⳢĨ䲾Ĩ⸞Ĩû⚉亾�

⸞Ĩû⚉亾Ĩ㥃ĨĐßĨ⺚îĨÝ嵗Ĩ㷩���䒭äþĨĨ������ĨĨĨ䒭äþę���ஜĨĨ������弥ஸ� 1�
Ĩ㐸Ĩ㷨Ĩû⚉亾ĨĨ㞺þĨ㺸Ĩç㖵þĨ㷩ĨᣗÝ� 2�
�ḑĨ㷨Ĩû⚉亾���ì亾��       ���çî㑴Ĩ�� 3�
�Ĩ㷨Ĩû⚉亾愒㈲Ĩ㥃Ĩ㪪ì⠩ĨÝᡁĨ㷩��㷨ĨùþଦĨ䬉䁐Û�埯ᅟäሽ�ÛĨĨĨĨï徉ęìĨ啵Ĩîä冼Ĩ径äþìėĨú⤔äĨ㥃Û㨱Ĩ嚏䄭Ĩ㾨�ĨĨĨĨ䂢ĨûìÛĨĨᤓ�Ĩ㣡‹ĨĨî嵢ì

Ĩ嗚î䰮Ĩ⸞Ĩ䰍ßÛĨĨĨĨì㱾ĨÛ嗚᱑亾Ĩ㨱ĨĨĨ㨱ĨåþĒÛ嗚᱑亾þìäĨî䰮Ĩ嵗⋏徉çĨú⤔äĨ㥃ÛĨ啵Ĩû䀱Ĩ䬉äþĨ㶝îĨ䬊䁐ėÛĨĨĨì憇�
4�

�Ĩ㷨Ĩû⚉亾Ĩ㦌Ĩ㱾Ĩç㖵þĨ㞺þĨ嵗Ĩ↕Ĩ峤ĨĨîþäĨú⡜䟑Ĩ呾Ĝ 5�
�⚜ĨᾜäþìïäĨ㷨Ĩû⚉亾1�ę⻎ĨĚì⹢㖓�       �ę⻎ĨĚì⹢Ĩ���     �� (3�㗙徉Ĩù㉗             ���㐗䅎�       ���๦ęäþ垈î�� 6�

�Ĩ�嗚峤Ĩ㥃ĨĚîิĨᣲ壏�峚íĨ㷨Ĩ㟮Ĩ㩴Ĩᡀ⡜㺸Ĩû⚉亾�����媎Ĩ������ė孆Ĩ�� 7�
 

���ĨṎĨ嵗Ĩ䲾Ĩ⸞Ĩ୤ᑋĨðĄäĨ㺸ĨĐßĨç䆨äⳢĨ憗íĨṏîĨ卬ĨÛඔĨÛ඗Ĩ၁ßĨᄸĨ㄰㍚Ĩ㨗弥ஸĨÛஜĨ㷨ĨĨĨ啵Ĩç䆨äⳢĨüäĨû嗚Ĩ㥃ĨᳮĨäĨ峤Ĩ㱾ĨĐßĨ⸞ĨṏþĨ㷨Ĩç㖵þXĨĜ彘᱑Ĩ㷩Ĩ寄㋋Ĩ⸞Ĩ䱰㏵Ĩ㷨�
Ĩî㕽㱾Ĩü൞Ĩ寄ĨĨĜĨ嵉Ĩ很Ĩ峤Ĩ䟔Ĩü൞Ĩ㨗Ĩ啵Ĩ喆嗚ĨúäⳢĨðä⸞îþäĨ幐࿁Ĩ很峤 ǘ ǎϔì嬸፮ĨĨ㺸ĨĨ࿀Ĩ愡äĨ㩴Ĩ঎傑Ĩᧅ�ض��Ĝ徃䟣Ĩü堆Ĩ㥃��

媎ĨĨ㥙 î㥗Ĩ㥙 㞺þĨᔊĨęì徉ï 佻 ç嗚൞ 娛Ĩî⾛ 
    㷩 l;m�㷨 ç㖵þ ⸞ 䳀 ç㡄äþ 㥃 îᖯ Đß 㺸 岭í 啵 Ꮉß Ý嵗 � 
    ĨĨĨìṎþ܉Ĩ㺸Ĩ峣‹Ĩ婨Ĩ峣‹Ĩ㺸ĨĐßĨ㷩 l;m�Ĩ䲾⸞岭íĨ㺸ĨĐßĨç䆨⠯ 啵 ᥢß Ý嵉 � 
    㷩 � l;mĨÝ嵉Ĩ忕ìĨ㨱Ĩę圗îĨ㱾ĨĐßĨç䆨⠯Ĩ㺸� � 
    ĐßĨ㷩 � l;mĨÝ嵉Ĩ⃟ⳢĨ啵Ĩěî܉Ĩ㺸 � 
    㷩  l;m�ĨĨçäîᖯĨ㺸(images)ĨÝ嵉Ĩ忕ìĨ㨱Ĩę圗îĨ㱾ĨĐß � 
    㷩 Đß ᄭä Đß 㱾  l;m�㺸 çäîᖯ 徉 ėþì徉 啵 䂺 ä�ä峤 ᥢຩ Ý嵉 � 
    㷩 Đß � l;m�⸞ ęî܉þì 労 㺸 ěî܉ 啵 ⃟Ⳣ Ý嵉 � 
    㷩 Đß l;m��㷨 㯌 ð丣 ᥢ㨱 Ý嵉 � 
    㷩 l;m��㷨 ⡜⿆ (Familiar) �Þ⿾ä Û承恗ᖯ 恗ï ú⤔ä 承⑼ Û 㮥ę �ę㖓þ Đß ⫳äĨ㱾 ì徉 ᣲ䆨ì 

Ý嵉 
� 

    㷩 Đß 㲡ì ⸞  l;m�㷨 þïîß ᥢ㨱 Ý嵉 �� 
    㷩 Đß ⿆ ⡜ ėᵦ ࿀  l;m�㱾 ñ᜙ ᥢ㨱 Ý嵉 �� 
    㷩 Đß 囐î ð丣 ᥢ㨱 嵉 㽻ä 㩴 ṏþ ⸞ Đß 㱾 ðä ◟ 㥃 匈⡜ 嗚㨱 ě࿁ 㲁 åä  l;m�࿄äþ 

媎 很ß Ý㻠 
�� 

    㷩  l;m�㷨 ì徉 嬸䆨ì 䬉äþ Þ⿾ä ) Û恗þᖐ ç䆨ⓥ Û ⵰吴 Û ėᵦ ę㖓þ (㷨 ṏþ ⸞ Đß 㱾  l;m 㷨 
寣ä⠩ ð丣 ᣲ峤 Ý嵗 

�� 

    㷩  l;m�㷨 ì徉 嬸䆨ì 䬉äþ Þ⿾ä ) Û恗þᖐ ç䆨ⓥ Û ⵰吴 ÛÛ ėᵦ ę㖓þ (ṏþĨ㷨 ⸞ Đß 㱾 ᠘弥 
ð丣 ᣲ峤 Ý嵗 

�� 

    㷩  l;m�㷨 ì徉 嬸䆨ì 䬉äþ Þ⿾ä ) Û恗þᖐ ç䆨ⓥ Û ⵰吴 ÛÛ ėᵦ ę㖓þ (ṏþĨ㷨 ⸞ Đß ðä�㺸 䬈 
ᥢþî Ý嵉 

�� 
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ϯ 

    㷩  l;m�㷨 ì徉 嬸䆨ì 䬉äþ Þ⿾ä ) Û恗þᖐ ç䆨ⓥ Û ⵰吴 ÛÛ ėᵦ ę㖓þ (ṏþĨ㷨 ⸞ 丣ĨⴣäìäĨĐßĨð
Ý嵉Ĩᥢ㨱 

�� 

    㷩  l;m�㷨 ì徉 嬸䆨ì 䬉äþ Þ⿾ä ) Û恗þᖐ ç䆨ⓥ Û ⵰吴 Û Û ėᵦ ę㖓þ (ṏþĨ㷨 ⸞ 䅎垆ïĨ㷨ĨĐß 㥃 
ę仁 (enjoyment) ✆ 峤 䅏 Ý嵗 

�� 

 

���Ĩ㺸Ĩ喆䨆äⳢĨðäĨ忕ìĨåäṎ㨵Ĩî垆äĨ㺸ĨĐßĨĨीĨ㺸Ĩ喆ウĨðäĨ㺸Ĩç吴Ĩ㲁ĨĨ㷙îĨ啵Ĩ岭íĨ㱾Ĩç܉ĨðäĨ㞺þ�嵗Ĩ弥ßĨ憿ᏆîĨ㟣ĜĨîþäĨ幐࿁⸞Ĩî㕽㱾Ĩü൞Ĩ寄嬸፮Ĩ很峤 ǘ ǎϔìĨĨ㺸Ĩ
Ĩ࿀Ĩ愡äĨ㩴Ĩ঎傑Ĩ�ᧅض��徃䟣Ĩü堆Ĩ㥃Ĝ 

ęì徉ïĨ୧ ᚪĨ╌Ĩ㜢㥃 ᚪĨ​îìĨ嬸咍îì 㭸Ĩ୧ Ĩ䞠܉媎  ç嗚൞ 娛Ĩî⾛ 
     Ĝ嵉ĨĚìĨúࢌĨç῀ᔊĨᄣäĨåäĨ嬸Ĩ啵Ĩ䬈Ĩ㺸ĨðäĨ嵗Ĩ屨äĨ㷩Ĩ啵Ĩ䅎垆ï � 
     Ĝ嵗Ĩ岤äĨ୧Ĩ㷨Ĩ䅎垆ïĨᄣäĨ䬈Ĩě哶 � 
     Ĝė峤Ĩ㳅î�Ĩ㳁îĨ⚓リĨ㷨Ĩ嬸㨱Ĩû㥃Ĩ୩Ĩ啵Ĩ䅎垆ïĨᄣäĨ啵� � 
     Ĩ⸞Ĩê㈲Ĩ⏨äĨęì徉ïĨ㱾Ĩç剚僂Ĩ媛ⓥþîĨ啵Ĝė峤Ĩ䟣�䟺Ĩ⯧ � 
     Ĝė峤Ĩ䟣�䟺Ĩ⯧Ĩ徊㟥Ĩęì徉ïĨ㺸Ĩėþ⨭þìĨ㱾ĨĐßĨᄭäĨ啵 � 
     Ĝ嵗Ĩ䬊Ĩ⊅Ĩ⥕äîĨ媜Ĩ䬈Ĩ㺸Ĩ䅎垆ïĨᄣäĨ嬸Ĩ啵 � 
     Ĝė峤Ĩ⫈�Ĩ⫌㨱Ĩ☄㱾Ĩç倐Ĩ啵Ĩ㲁Ĩė峤噓᱑Ĩ�嚀᱑Ĩê㈲Ĩ⏨äĨ啵 � 
     äĨ哶Ĩ存亽㏠ę�Ĩ䅏峤ĨྸĨęì徉ïĜ嵗 � 
     ĜĨė峤Ĩô偿Ĩęì徉ïĨ೧Ĩ⸞ĨđⳢĨᄣäĨ啵Ĩ㲁Ĩ嵗Ĩ䟥Ĩ䶵 � 
     ĜĨ嵉Ĩᥢ峤Ĩ␺äĨ୧ĨĖ䪫Ĩ㲁Ĩ嵗Ĩ䬊Ĩü᱑Ĩê㈲Ĩ⏨äĨ嬸Ĩ啵� �� 

 

���Ĩ㡘äþĨ㯴Ĩü悐࿀Ĩ㩴Ĩ啵Ĩ⣜㜑Ĩ䅋ĨĚìĨ媾Ĩ啵��Ĩ㲁Ĩ惠啵Ĩěî܉Ĩ㺸Ĩ找ìĨ㶠Ĩ㱾ĨěîኹĨᄭäĨ⸞ĨṏþĨ㷨Ĩ㪪ì⠩Ĩ很峤Ĩᥢ㨱Ĩú⤔äĨ㱾Ĩ吶䨆äⳢĨðäĨĜ嵉Ĩ䅍Ĩ ǘ ǎϔìĨç嗚൞Ĩ㺸Ĩė䁐䪫Ĩ�
Ĩ Ĩྙ㲁Ĩ承㨱Ĩ峭垆堆⋲�ę䰮ĨĨ很峤Ĩܫ᯳ĨゞĨ㦏Ĩ䬈Ĩ㺸ĨĐßĨç嗚൞Ĩ抁Ĩ啵嵉 ĜîþäĨ幐࿁⸞Ĩî㕽㱾Ĩü൞Ĩ寄嬸፮Ĩ很峤 ǘ ǎϔìĨĨ㺸ĨĨ࿀Ĩ愡äĨ㩴Ĩ঎傑Ĩ�ᧅض��Ĝ徃䟣Ĩü堆Ĩ㥃�� 

㧧ä î㥗Ĩ㥙 㭸Ĩ୧ 媎ĨĨ㥙 ç嗚൞ 娛Ĩî⾛ 
    Ĩ啵Ĩěî܉Ĩ㺸Ĩ�啵Ĩěî܉Ĩ㺸Ĩ找ìĨ㶠Ĩ㱾ĨěîኹĨᄭäĨ⸞ĨṏþĨ㷨Ĩ㪪ì⠩Ĩ㲁Ĩ惠Ĩ�Ĩ㡘äþĨðäĨ೧ĨìṎþ܉Ĩ㺸Ĩ峣‹Ĩ婨Ĩ啵

⃄Ⳣ�孆î��ĨĜė峤Ĩ峭î 
� 

    Ĩᣲ㨱Ĩ�Ꮉ㨱Ĩ⻙㱾Ĩ㷨ĨࠑĨ⸞Ĩ媛悐࿀Ĩ啵ĨᠢĨ嵗ĨᎹ᱑Ĩ徉ä㨱Ĩì徉Ĩ啵Ĩěî܉Ĩ㺸ĨðäĨ䶵Ĩ᱓Ĝė峤 � 
    Ĝ嵗Ĩ㷨Ĩ⻙㱾Ĩ㷨Ĩ嬸䴲Ĩ⸞Ĩ⺍äì徉ĨᄣäĨ㱾Ĩ㡣äþĨðäĨ嬸Ĩ啵� � 
    Ĩ䶵ĨᠢĨ嵉ĨᣲßĨ啵Ĩ岭íĨ承恗ᖯĨ㷨ĨðäĨîþäĨç䆨⠯Ĩ㺸Ĩ㡘äþĨðäĨ䶵Ĩ᱓廝仅Ĩ㺸Ĩ嬠Ĩ安îĨ嵉Ĝ � 
    Ĝ嵉Ĩç⡜╔äĨ恔⻎Ĩ啵Ĩěî܉Ĩ㺸Ĩ㡘äþĨðäĨě哶 � 
    Ĩåä⠩Ĩ啵Ĩěî܉Ĩ㺸Ĩ㡘äþĨðäĨ䶵Ĝ嵉Ĩᥢß � 
    Ĩ⑼ĨṎĨ䶵ääĨ啵Ĩ嵉Ĩᣲ䆨ìĨì徉Ĩ㷨Ĩ㡘äþĨðĨð孫îĨîþìĨ⸞��ĨĜė峤Ĩ宅î � 
    Ĩ峤Ĩ㡘äþĨ抁Ĩ徉䁐Ĩ㲁Ĩė峤ĨᎹ㨱Ĩð丣Ĩ啵äĜᡁĨ媎Ĩ◟Ĩ⡞Ĩ抁Ĩ徉Ĩ嵗Ĩ媎Ĩ峭 � 
    ĜĨėþ㨱Ĩ婨Ĩç܉Ĩ啵Ĩěî܉Ĩ㺸Ĩ㡣äþĨðäĨ㲁Ĩė峤ĨᎹ㨱Ĩ⻙㱾Ĩ啵 � 
    ĨðäĨ啵Ĩ岭íĨě哶Ĝ嵉Ĩ宅îĨᣲహäĨ恗ᖯĨ㷨Ĩ㡣äþ� �� 
    ⑼Ĩ乾嵉Ĩᣲ䆨ìĨì徉Ĩ㷨ĨðäĨ䶵Ĩ承Ĝ� �� 



ϰ 

    ᣲ㨱Ĩð丣Ĩ㨗Ĩ୧Ĩ啵Ĩěî܉Ĩ㺸Ĩ㡣äþĨðäĨ啵Ĩ㲁Ĩ嵗Ĩû儕Ĩ䶵��Ĩ媎ĨṏᠢĨ࿀Ĩç⡜╔äĨüäĨ啵Ĩ䮵Ĩė峤ĨᎹ㨱
Ĝ徱ìĨ�Ĩ忋ì�

�� 

    啵Ĩ�Ꮉ㨱Ĩ⻙㱾Ĩěî܉Ĩ㺸Ĩ㡘äþĨðäĨ㲁Ĩė峤Ĩᣲ㨱Ĝė⋏ⳢĨ婨Ĩ啵� �� 
    Ĝ嵉ĨᥢßĨď䪫Ĩç⡜╔äĨě哶ĨᠢĨ嵗Ĩᣲ䆨ìĨì徉Ĩ㷨Ĩ㡘äþĨðäĨ䶵Ĩ⑼Ĩ弥㱾Ĩ᱓� �� 
    Ĝ嵗Ĩ徉ìĨ㨱Ĩ╓Ĩ๵Ĩ䶵Ĩ嬸Ĩ㡘äþĨðä� �� 

 

���Ĩ㱾Ĩç嗚൞Ĩ䅍Ĩ ǘ ǎϔìĨ啵ĨðäĨĜ嵗Ĩ婨፮Ĩ㥃ĨĚଦĨṏîìĨì⠩Ĩ㥃Ĩç܉ᑋĨ㺸Ĩç⡜╔äĨ㺸Ĩû⻑�ĨĨ嵗Ĩ䅏Ĩ徉ìĨ䰋Ĩ㺸ĨĚଦĨṏîìĨ࿀Ĩ嬸፮Ĩᣲ够ĜĨĨ೧äĨĐßĨ㺸Ĩ嵉Ĩ⫎Ĩ㨱ĨçㅨþĨ㷨Ĩç܉Ĩðą äĨç嗚൞Ĩ抁
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Appendix- 

Topic Guide (English & Urdu)  

Topic Guide 

Objective: To explore individual’s experiences of losing someone close by suicide. 

Thank you for participating in the study and explain the study and the aims of the 

research 

 

Topic Guide: 

Clarify confidentiality and check consent and inform about audio recording. 

Invite       and answer any questions 

Thanks for agreeing to take part in this interview. Introduce the aims of the interview. 

Parents 
 
1. What was the age of your child? 
2. gender 

3. What was the method of suicide? 

Prompts: 

1) Gun shot 2) hanging 3) overdose 4) asphyxiation 5) knife wounding 6) 

jumping 7) drowning 9) Rat Poisoning 10) wheat pills 11) other 

4. Has the child ever attempted suicide before this incident? 

5. What are your thoughts on how people react when they lose someone by suicide? 

6. Can you please talk about the incident of losing your loved one? 
Prompts: 
Emotional 

reaction Tried 

to hide it 

Labeled as normal death  
7. Any suicide note from the deceased for parents, friends or general public? 
 
8. Does the deceases ever talked about death with anyone? 
 
Prompt: 
Parents, friends, relatives 

  

9. How would you describe his/her physical health before this incident? 

Dr. Haziq 
U



Prompts: 
Loss of appetite, changes in eating and sleeping patterns, crying, body-aches 

 

 

10. How the death of your loved one affected your life? 
Prompt: 
Impact on yourself / others / children Relationships and social life Finances 

Mental /physical Health 

 

11. How it affected you psychologically? 
Prompts: 
Stressed, anxiety, depression, suicide ideation, traumatization, weeping, isolation 

 

12. What were the social challenges that you faced after the incident? 
Prompts: 
• General people response 

• Family & friends’ response 

• Stigmatization 

• Guilt & shame 

• Curiosity (e.g., asking about cause of suicide) 

• Personal questions/intruding privacy/comments 

• Any misconceptions about suicide people came up with? 

 

13. What do you think are the factors due to which someone ends her/his life? 
Prompts: 
Interpersonal conflict/relationship difficulties financial difficulties 

Lack of support 

Barriers in accessing help Impact of media/social media other factors 

 

14. What were the protective factors/particular activities that helped you in coping with the 
trauma faced after the loss? 
Prompts: 
• Social relationships 

• Spirituality 

• Personal strength 

• Going out with the family 

• Seeking pleasurable activities 

• Going to a friend for catharsis 

• Involvement in productive routine tasks 

• Talking about that person with your friends/relatives’ Family/ friend support 

• Religion (religious or other practices)/spiritual 

• Time (like time/ days also some time help in coping with situation) Any other 

thing/strategy you want to talk about 

 

 

15. Do you feel above mentioned activities helped you in coping with psychological 
challenges that you mentioned before? 
 
16. Do you feel above mentioned activities helped you in coping with social challenges that 



you mentioned before? 
 
17. What role does a religious belief play in coping with this trauma? 
 
18. Do you think people cope differently when they lose someone because of natural death 
and the cases when they lose someone by suicide? 
Prompts: 
Reasons such as stigma in case of suicide 

 

19. Can you please tell us about how people around you reacted to this incident? 
Prompts: 
Curiosity (e.g., asking about cause of suicide) Personal questions/intruding privacy/comments 

Any misconceptions about suicide people came up with? 

 

20. Did you get any support after this incident? 
Prompt  
Family 

Friends  

Doctors  

Relatives  

Neighbor 

 

20.1) What type of support you got? Was it helpful?  
 

21. Have you faced any specific challenges after this incident? 
 

Prompt 
Societal pressure, stigma, 

shame 

Hospital investigations (post-martum) Police investigation 

Funeral/ or some response from masjid imam 

Stigma 

Print /social media involvement 

 

22. What do you think how we can prevent suicide? 
Prompts: 
Awareness Prevention guidelines  

Accessibility  

Media Role 

Psychological help / intervention Training 

 

23. Any regrets in your mind that if I would have done this or that for him/ her? 
 
24. What would you advice to other parents who has gone through this like you. 
 

� This research 
How do you feel about participating in this research? 
How do you feel about participating in this 



interview? Is there anything else you might want to 
add? 
Is there anything you would want to ask? 

 
At the close of the interview briefly summarize the main points to confirm interpretation with 
the participant. Ask if they wish to expand any responses or add anything else to the discussion. 

 
A debriefing session will be provided to the participants if required.  
 

 

Siblings 
 
1. What was the age of your sibling? 

 

2. gender 

 

3. How close you were with your deceased sibling? 

 

4. What would be your advice to others like you who lost their siblings due to suicide. 

 

From question 3 onwards use same questions of parents. 
 

 

 

 



                                                                                                                                       

"#$
%

 -,+ٔ()' ع#

 

% سا :012/.
&
'(
&
)*+ ,- ./&01 2

3
67د4

8
9 :; <

3
=
&
> *?@; AB*C اDEF

3; G
&

HD*I@9 JKL*M N4 OP4Q
3

S; Gاو ;
3

Hد :; %
&

T@HU@-ت U&W رY-Z
ٔ

 سا ۔;̂[ \

`Habc9 AB*C def g=*F
3;، %

&
'(
&
i-jk; :; .l&-m1 :; no. و +*(

&pq+ U@-ت rbQ
3

; ,- Y8sbt*f۔ 

"#$
%

 :-,+ٔ()' ع#

O{F3; :; noر AB*C زار uvw N4 xo*y3f سا
&pq+ ہ-{آ rb�*C۔ Ä4تلاا Ç; É

&
Ñ@w رm3-nÑ

Uڈر-à*âر á*4ڈآ روا gB*C ی31
3ä :; U@-ےر AB*C 

D@Ñ&-<
ٔ
B*C۔ Ä4تلاا áE4å

E{F3; ç\ اé@-د تز�*C ا رواU
3

è; 2@4اU@-د ت�*C۔۔ 

êا سا
3

ëíHوá*4 AB*C def g=*F
3; LEb رm

3-nÑ
êا ۔Y8sbt*f -, ی31

3
ëíHوá*4 :; .l&-m1 ,- à

&
p-فر rbاو<

ٔ
B*C۔ 

 627,8او

% ;: پآ.1
@?E; ç\ uñH óÑ*- 

ò
&

ô9؟ 

2. õ@ú
3

ù  

3.2
3
67د4

8
9 ,- ûHà*ü&f óÑ*- ò

&
 ؟-†

 :ےر)=>ا

1)D@Ñ
®-†ç\ §4•\ 2 ( òE قو31

3
79/òE{Ñ

l. ہد-*Uز  )3  ا31
Dاود AB*C را1&

ٔ
o¨ا -, ں4*(

&
≠v-مد   )4  ل ±≤=

í
Ñ3-    /≥¥ ±P4D3µ :;  5 ( éE-∑

&
4 /ê

&
ë*K 

o¨ا -, ت-*Uودا ر-rb9 (   2E4]̂; π بوڈ  ) U3- 7دU3-   6(  N4ر-S; Ç; πآ ر-∏د
&

≠v-10 ل(   øÑ
 U*¡bد   )11ں-*Ñ¿4§ \•او ;O{F3ر AB*C م31

 

4.óÑ*- او سا¬
&

k; Ç; √Eƒ≈; %
@?E; Q

3
; ó∆@ô9 2

3
67د4

8
9 ç\ N4«

8
» ç\ ]̂;؟ 

… ;: پآ5.
3

Ñ*-ل AB*C  @À Ã42 گ
3
67د4

8
9 :; <

3
=
&
> *?@; AB*C 679 N4 OP4 دD*F

&; Œ̂B*C á
&
4 óÑ*- درuvw œ

3
-–̂H rbQ

&
; Œ̂B*C؟ 



 .6óÑ*- ا پآDEF
3; JKL*M N4 OP4Q

3
¬او ;: ;

&
k; :; U@-ےر AB*C U@-ت rb Y—F&; Œ̂B*C؟ 

 :ےر)=>ا

∑
3
é@“U@-Z یر4

&
  uvwدر \

uvw åE{ÑE-Qدر
3

; ç\ N4«
8

» 

É حç\ ûH ت4‘ م-”
&
 -*rb¿Ñ ل4@(

 

7. 2
3
67د4

8
9 Ç; É

&
Ñ@w %

@?E; ç\ ûHف Ç; و̈د ،◊*�1÷او)
&
óÑ*ÿFٔ; N4Z ںÃ4§4 م-” -*U ں4

ٔ
Ÿآ \

3
bی DEo*p3-م/%

&
THL*b؟ 

8.óÑ*- %
@?E; Q

3
; ó∆@ô9 679 Ç; ‘4ت :; no

&pq+ U@-ت ç\؟ 

F
%

 :IJK ر#H یر#

 راد f&›8⁄ر ،¤⁄ود ،◊*�1÷او

¬او سا .9
&

k; Ç; √Eƒ≈;، ›H24م :; fi@flv-Z
3

\ ‡·¤ N4 ‚ú*„; D@Ñ*-ن rb�*C Â;؟ 

 :ےر)=>ا 

ò@P4ک AB*C OÁ9، <
3
=*Ñ
> ،-U3ور ، 31

3
=*Ñ
>ور \ç کò@P4 روا 31

í
B*◊ AB*C D&Ñ@1U*Ë\ 

Q تç\ ‘4 ےر-*DEÑ ;: پآ.10
3

U31È\ N4 ‚ú*„; nÑ&-Lز \ç پآ ;
8

b óÑ*-؟ 

∑
3
 :LEb رÍ4 یر4

DEFا
%/ںوHو̀د/پآ ;3

@
ÎE4ں LEb اL

8
b 

 à
&

pÏl&-روا ت Ìv-Ó@9 زU31È\ 

 π-¿Ñ*-ت 

̂Iذ
3
9/fi@flv-Z

3
\ ‡·¤ 

Q سا.11
3

N4 à پآ ;
3

Ò
3

ÚÑ*-Z
&

\ Í4ر LEb ‚ú*„; nÑ&-L
8

b óÑ*-؟ 



 :ےر)=>ا

D
&

Ñ3-ؤ،   

Ùا
3

ıHبا، 

ˆ*®LEbڈ 
8

◊،  

2
3
67د4

8
9 ,- …

3
Ñ*-ل،  

m1̃f،  

  ،-U3ور

D&3̄ƒ-Z
ٔ

\ 

 

¬او سا.12
&

k; :; à@p1 پآ N4 ˘◊ Ìv-Ó@9 …
EÑ*ÿ>

3
Î@4ں ,- Y-nÑ

3- rbU3- LĖ؟ا 
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Thematic table about overview of Themes Across Parents and Siblings(N=15) 

Themes  Subthemes Categories  

   
Emotional Distress and 
Social Disconnection 

  

 

Emotional Turmoil and social 
Isolation 

Intense grief, emotional overload 

Emotional and Functional 
Impairment 

Difficulty performing daily tasks 

Persistent Trauma and Intrusive 
Thoughts 

Recurring memories, flashbacks 

Feelings of Helplessness Withdrawal, lack of social engagement 

Preceding Warning Signs and 
Communication. 

guilt over unspoken concerns 

Navigating Posttraumatic 
Growth and Personal 
Transformation 

Finding Meaning and Purpose Personal growth, redefined life purpose 

Coping Strategies and 
Resilience 

 Spiritual and Religious Coping Reliance on faith, prayer 

Social Support and Friendship Close networks, community support 

Avoidance and Reluctance to 
Confront Grief 

Denial, distraction, postponing grief 

Hope for Healing and Recovery Optimism, belief in recovery 

Environmental Rewards for 
Coping 

 

Environmental Reinforcement 
Positive activities, nature-based 
recovery 

Maintaining Routine and 
Structure 

Daily routines, work-life structure 

Overcoming Stigma and 
Barriers to Seek Professional 
Help 

Social Stigma and Judgment Fear of judgment, cultural stigma 

Concern for the Well-being of 
Survivors 

Overprotection, stress over others’ 
coping 

Social Isolation and Loss of 
Support 

Community withdrawal, loss of key 
relationships 

Shifting Responsibilities and 
Support Dynamics 

Changing family roles, emotional 
burden 

Understanding Mental 
Health Struggles in the 
Context of Socioeconomic 
Challenges 

 

Treatment and Self-Medication Access to care, reliance on substances 

Changing family roles, emotional 
burden 

Financial burden, family conflicts 
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Promoting Social Support 
for Mental Health 
Awareness 

 

Advocacy and Awareness 
Initiatives 

Outreach, mental health programs 

Financial burden, family 
conflicts 

Encouraging understanding and 
compassion 

Understanding the 
Complexities of Suicide 
Bereavement 

Psychological and Behavioral 
Characteristics of the Deceased 

Mental health history, behavioral 
patterns 

Encouraging understanding and 
compassion 

Conflicts, unresolved family tensions 

 


