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Introduction 

Bereavement is considered a universal experience that most individuals will go through. 

For that reason, researchers and other professionals have been interested in understanding 

how individuals function post-loss since the early 1930s when the first studies on the 

matters of death and dying were conducted (e.g., Eliot, 1933; Freud, 1972; Kübler-Ross, 

1970).   

Most theories of classic bereavement are based on the idea that going through a 

period of adaptation will be the reality after an experience of losing a loved one (Sanders, 

1999). Historically, it is assumed that the expression of intense distress following the death 

of a loved one is a normative behaviour, especially in western cultures and societies. Thus, 

the literature suggests that the vast majority of individuals tend to respond resiliently to the 

loss, showing adaptation and healthy levels of functioning in the first 12 months post-loss, 

with this being unlikely to dramatically change their patterns of coping and social 

interactions (Bonanno, 2004; Prigerson, 2004).  

Nevertheless, 10% of the bereaved population demonstrate ongoing grief responses 

for a long period of time and will require professional support (Shear et al., 2011). In fact, 

the experience of losing someone might constitute one of the most prevalent, distressing 

and challenging experiences one may encounter across the lifespan (Shear, 2015). Among 

children and adolescents, similar results were demonstrated (e.g., Kaplow & Layne, 2014; 

Layne, Kaplow, Oosterhoff, Hill, & Pynoos, in press; Salloum, 2008; Salloum, Avery, & 

McClain, 2001). 

In the last few decades, academic interest among violent/traumatic2 experiences of 

bereavement has increased, due to the perceived particular characteristics and queries as to 

whether these have different outcomes for individuals. For example, homicide (defined as 

                                                           
2 Suicide and accident can also constitute examples of violent deaths. 
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at the time, this ineffective recruitment strategy can inform the recruitment of participants 

as part of future research.  

Firstly, and as demonstrated in previous research, homicidally bereaved individuals 

are a vulnerable group with severe and ongoing psychological difficulties. Vulnerable 

populations are often difficult to recruit into studies (Crosby, Ventura, Finnick, Lohr, & 

Feldman, 1991) and this might have been a possible cause to the non-engagement of 

individuals. In fact, individuals might actually feel anxious about the research protocol, 

fear and distrust of researchers, as described in previous research with vulnerable groups 

(Sutton, Erlen, Glad, & Siminoff, 2003).   

Secondly, when contacting health care providers for instance, who often serve as 

gatekeepers to potential research participants, a more integrative approach than the one 

taken by the research team is needed in future studies. In fact, it might be important to try 

face-to-face meetings where the research project can be presented and they could be given 

the chance to provide their insight about the recruitment strategy/research project. Such 

meetings could potentially include information about the aims of the research, reasons for 

the study, ethical guidelines that guide decision making (e.g., methodological design, 

rights of potential volunteers), intervention aims and outcomes, as well as the evaluative 

process and the dissemination of the findings (Sutton et al., 2003). This might increase the 

chances for a greater engagement between research teams and third parties.  

In summary, the research strategy to recruit homicidally bereaved individuals used 

in this project proved to be challenging. This highlighted the need for a careful and timely 

recruitment plan, especially if research teams do not work/cooperate with potential 

gatekeepers beforehand.  

Research tools and data treatment  

Quantitative approach. This research used structured self-administrated validated 

questionnaires. The measures used were either purchased or given consent to be used by 

the authors. Furthermore, sociodemographic, medical and crime-related information was 
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engage with external clinical supervision, given the potentially traumatic topic I was 

researching. 

The clinical supervision was actually very helpful, as I had the chance to share with 

someone completely neutral and independent from my doctoral research project/team, how 

difficult it was for me to listen to some of the stories. Furthermore, I quickly understood 

that I actually was there to help them. I was listening to their stories, I was genuinely 

interested to know how they feel/felt (now and then), and I wanted to collect as much 

evidence as I could to help improve care and services for them. I then understood that I had 

a mission, I was going to be their voice and that was such a relief for me!  

Methodologically and given the residential nature of the EV intervention, some of the 

data was collected during the EV residential intervention. Following the intervention, 

where all of us (participants, facilitators and me) were together for four days, I used to feel 

exhausted, overwhelmed and excited by all the new data gathered. But, some of my 

journeys home were challenging and I felt the need to find self-care strategies. I adopted a 

number of strategies such as: allowing myself to be in silence, exercising, trying to sleep 

more, engaging with clinical supervision, stopping myself to immerse in the collected data 

straightway, writing diaries/notes (not used in this research) and accepting help to do data 

entry and transcribing some of the interviews. They have really worked for me.  

Analysis  

Considering that research has already shown that researchers can be emotionally 

and psychologically affected and based on this process of self-reflection as a 

practitioner/researcher during and after completing this research, I consider that some 

recommendation could be highlighted to help others starting their journeys as junior 

researchers, as follows.     

 At a more institutional level, it could be important if students had the chance to 

build their levels of resilience, as well as be made aware that sometimes researching 

certain types of areas is challenging and might directly affect their personal lives and 
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Chapter 1 

From theoretical frameworks to the particularities of homicidal bereavement 

experiences: a narrative review  

 

Chapter Rationale 

This narrative literature review aimed to reflect on the main bereavement theories, 

as well as identifying research conducted with homicidally bereaved individuals nationally 

and internationally. The purpose is to contextualise homicidal bereavement within the 

wider, general bereavement literature and to consider if they differ (if at all). This answers 

the research question of what is unique about homicidal bereavement and does it lead to 

outcomes and/or intervention needs over and above normal bereavement. 

Therefore, theories of overall experiences of bereavement are reviewed, as they 

play an important role in informing understanding the particularities of homicidal 

bereavement. In addition, this narrative review synthesises existing knowledge with 

specific reference to experiences of homicidal bereavement.  
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In contrast with positivist views (which focus on universal responses post-loss), the 

postmodern social constructionist approaches account for oscillation between avoiding and 

engaging with their adaptation to the loss, plus acknowledgment of the possibility of 

resilience and personal growth post-loss (Neimeyer, 1997). Thus, the more traditional 

focus on emotional outcomes has been expanded to include other dimensions, such as 

cognitive, social, cultural and spiritual (Hall, 2014).  

In summary, classical models of bereavement provided a crucial starting point and 

indeed contributed to the overall understanding of post-loss experiences. However, they 

also provided an over-simplistic explanation of grief responses, and thereby may have 

limited use on clinical practice (Stroebe et al., 2017). Stroebe et al. (2017) suggest the use 

of more flexible approaches that particularly elucidate physical and mental needs that may 

require professional intervention (Shear, 2015).  

The following section summarises the most popular frameworks currently in use 

that seem to make the strongest contribution to the overall understanding of homicidal 

bereavement.  

Meaning making models 

Models of meaning making, offer a more idiosyncratic process to understand grief 

responses, where individuals attempt to find the meaning of their loss experiences. This 

process involves: redefining the self and how to engage with the world. Previous research 

has demonstrated that the meaning making model is seen as an adaptive strategy and 

suggests that a non-coherent/disorganised narrative of the bereavement experience might 

impact on how individuals respond to the loss. Failing to find meaning increases the risk of 

psychopathology, as it seems to involve a constant rumination around the event (Nadeau, 

1988; Neimeyer, 1997, 2001).   

Four-component model 

Individual and contextual variables are likely to impact on how individuals respond 

to adverse experiences. Thus, the four-component model (Bonnanno & Kaltman, 1999) 
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overlap with other models that refer to coping mechanisms (e.g., the four process model), 

but there is a difference in emphasis. Researchers in this field have particularly been trying 

to understand how cognitive appraisal impacts on responses and reactions to loss (e.g., 

Stroebe, Schut, & Stroebe, 2007).   

Dual process model (DPM) 

The DPM was developed from a cognitive stress perspective and is one of the most 

common theories currently in use and it is described as one of the most comprehensive and 

influential models of grief and bereavement (Stroebe & Schut, 2010). This model suggests 

that individuals will invariably oscillate between two different types of coping post-loss: 

loss-orientated and restoration-orientated coping. Oscillation is described as the central 

component of the model and is crucial to successful coping and optimal adjustment over 

time, due to its regulatory characteristics. Therefore, this model includes the stressors 

related with bereavement, cognitive coping strategies, and a flexible and dynamic process 

of oscillation where responses and reactions may alternate over time. This complex 

regulatory process of confrontation and avoidance seems to be the key to adaptive coping. 

A negative and painful focus is more likely to be identified in the early days of 

bereavement. Nevertheless, positive emotions and affects are also likely to become part of 

the process, as the time goes on. Thus, DPM places more emphasis on how people respond 

and cope with their experience than on the bereavement outcomes. However, Stroebe et al. 

(2007) later demonstrated that effective coping strategies can decrease mental and physical 

issues. 

Traumatic model of bereavement 

Smid, Kleber, Simone, Gersons and Boelen (2015) developed a cognitive stress 

model that draws both on models of post-traumatic distress and on theories of 

bereavement. The traumatic loss characteristics (unexpected, violent and sudden deaths) 

are likely to change beliefs and perceptions, as well as cognitive processing. Therefore, the 
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be an area that needs further developments, especially when it is a matter of domestic 

homicide.     

Almost all the studies were USA-based, although other countries are increasingly 

researching experiences of homicidal bereavement (e.g., the Netherlands). Nationally, and 

with the exception of a few notable studies (Casey, 2011; Dawson & Riches, 1998; Mezey, 

Evans, & Hobdell, 2002; Paterson, Chaston, & Malone, 2007; Gekoski, Adler, & Gray, 

2013 Mueller-Johnson & Lanskey, 2014; Rock, 1998; Wright, 2015), limited research has 

been conducted looking at homicidal bereavement experiences. Therefore, this PhD is the 

first UK study using a longitudinal mixed methods approach and hopes to corroborate and 

extend the overall knowledge and contribute to better understand those going through such 

difficulties. 

The next section will summarise the most commonly found impacts reported in the 

previous studies. Table 1 offers an overview about the main findings reviewed per study, 

which will then be summarised briefly below. 
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With regards to the different violent cause of death, mixed results were found with 

respect to the severity of symptoms developed. Some studies concluded that homicidal 

bereaved individuals reported more severe PTSD when compared with individuals 

bereaved by other traumatic bereavement, such as suicide and accidents (e.g., Baddeley et 

al., 2015; Freeman, Shaffer, & Smit, 1996; Murphy et al., 1988; Murphy et al., 2003a, 

2003b; Rheingold et al., 2015; Thompson et al., 1998; Zinzow et al., 2011; Zinzow et al., 

2009). On the other hand, no differences by type of death were found in another study 

(Amick-McMullan et al., 1991).  

Little is known about the progression of PTSD symptoms over time, due to the 

cross-sectional nature of the vast majority of the studies. Nevertheless, a few studies have 

demonstrated that mothers reported higher PTSD symptomatology than fathers at the three 

time-points assessment post-loss. Which is also in line with the Kessler et al. (1995) paper, 

which reported females are more at risk of developing PTSD as opposed to males. 

Furthermore, 31% of the mothers and 14% of fathers who did not receive therapy, 

presented clinical symptoms two years after the event (Murphy et al., 1989). Murphy, 

Johnson and Lohan (2002) found that 27.7% of the mothers and 12.5% of the fathers met 

diagnostic criteria for PTSD five years after the homicide. Moreover, less time since loss 

(<2 years) was linked with higher levels of PTSD among two studies (Lawson & 

Katherine, 2011; McDevitt-Murphy et al., 2012). In the same way, more time since loss 

was linked with lower PTSD severity in another study (van Denderen et al., 2016) and 

PTSD responses seem to decrease following psychological interventions. For example, in 

one study, criteria for PTSD was not met at 12 months follow-up by 84.6% (n=11) of the 

participants (N=13; Asukai, Tsuruta, & Saito; 2001). Rheingold et al. (2015) have also 

reported lower PTSD symptoms across time (from pre to post-intervention and further 12 

months follow-up). Finally, treatment seekers reported higher PTSD symptoms compared 

with non-treatment seeking (Rynearson, 1995). In addition, among children samples, 
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 Regarding the CG prevalence and taking in to consideration the reviewed studies, 

the cause of death, as well as time since loss seem to be linked with the severity of 

symptoms. Furthermore, the general conclusion in research is that some risk elements can 

be linked to CG responses, including age of the deceased, previous loss experiences, 

anticipation/or not of the death, female gender, pre-existing mental health difficulties, 

close relationship with the person who died, substance abuse and lack of social support 

(Shear, 2015).  

 Regarding the nature of the losses, some studies have demonstrated that 

experiencing unexpected, sudden and violent losses was linked with greater CG responses 

(e.g., Currier et al, 2006; Shear, 2015; Parkes, 1993). However, evidence-based research is 

somewhat limited among homicidally bereaved individuals, therefore it is difficult to 

estimate the CG prevalence (Rynearson, Schut, & Stroebe, 2013). Despite that, the review 

studies informed about high levels of CG among those individuals, as well as some of the 

variables that seem to impact on the symptoms severity. For example, 54.5% of the 

individuals screened positive for CG and time since loss was not linked with the CG 

response (McDevitt-Murphy et al., 2012). In other studies, CG responses varied from 

23.4% of positive CG-cases to 83%, (Rheingold & Williams, 2015; van Denderen et al., 

2016).  

In terms of associated factors, revenge (dispositional and situational) was positively 

associated with CG symptoms and negatively with positive functioning (van Denderen et 

al., 2014). In addition, imagery about the death/deceased (Baddeley et al., 2015), lower 

income and closer contact with the victim were associated with CG (Williams et al., 2012), 

as well as negative cognitions and avoidance behaviours (Boelen et al., 2016). The 

relationship with the offender did not impact on the outcomes, but the conviction of the 

offender impacted on CG scores (with ongoing processes reporting greater symptoms). 

Perceived available informal support (size), quantity of negative relationships, and levels 

of grief-specific formal support were linked with CG responses (Burke et al., 2010). 
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Perhaps unsurprisingly, in one study all PTSD-positive cases also met the criteria for CG 

and depression (McDevitt-Murphy et al., 2012). However, as with other forms of grief, CG 

can be responsive to interventions (Asukai, et al., 2001; Rheingold et al., 2015; Saindon et 

al., 2014).   

Depression and substance abuse  

Findings from the reviewed literature have also reported other psychological 

difficulties likely to occur post-homicide, mainly depression. Burke et al. (2012) 

demonstrated that the mean score for depression was 15.43 (higher than a minimal 

depression cut-off 10.9). Furthermore, McDevitt-Murphy et al. (2012) looked at the same 

sample finding that 53.7% scored positive for mild depression. Moreover, 8% of the 

participants (n=333) screened positive for past 6-months depression (Rheingold et al., 

2012) and depression was the most prevalent (48.9%) mental disorder among 47 

homicidally bereaved individuals. Among the same sample, individuals who screened 

positive for depression identified more barriers to recovery, as well as greater 

dissatisfaction with the services (Rheingold & Williams, 2015).  

Perceived available informal support (size), quantity of negative relationships, and 

levels of grief-specific formal support were linked with bereavement outcomes (e.g., 

severity of depression; Burke et al., 2010). Another study demonstrated that homicidally 

bereaved individuals were more likely to report past-year depression when compared with 

other forms of bereavement (Zinzow et al., 2009). Similarly, data from clinical reports 

have also demonstrated the development of depressive symptoms post-homicide (e.g., 

Adkins, 2003; Miller, 2009a, Miranda et al., 2003; Temple, 1997; Thompson et al., 1998). 

In terms of depression-related symptomatology post-intervention, some studies reported 

diminished symptoms (Asukai et al., 2011; Rheingold et al., 2015; Saindon et al., 2014). 

One qualitative study (based on DSM-III-R criteria; Freeman, Shaffer, & Smit, 

1996) reported that 80% (N=15) of the homicidally bereaved youths (7-18 years) 

developed a disorder, compared to 10% in the healthy control group. Depression was most 
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reported. In addition, a qualitative study showed reported depression as an outcome among 

five Jamaican children (Mahoney & Charmaine, 2004).   

Importantly, the vast majority of the literature reviewed described other emotional 

responses that are likely to be related with overall psychological issues post-homicide. In 

fact, findings suggest that individuals experience strong feelings of anger (Burgess, 1975; 

DeYoung & Buzzi, 2003; Getzel & Masters, 1984; Gross, 2007; Miller, 2009a; Rynearson, 

1984; Sharpe et al., 2013; Sprang et al., 1989; Temple, 1997), self-blame and guilt 

(Burgess, 1975; Clements & Burgess, 2002; Gross, 2007; Miller 2009a; Sprang et al., 

1989), terror, shock, apathy, disbelief and powerless (Getzel et al., 1984; Goodrum, 2005; 

Gross, 2007; Sharpe et al., 2013) and confusion (Gross, 2007). 

Finally, data it is limited with regards to alcohol and/or drug abuse post-homicide. 

However, it was an outcome reported in several studies, mainly qualitative in nature 

(Englebrecht et al., 2016; Sharpe et al., 2013; Zinzow et al., 2009; Zinzow et al., 2011). 

One quantitative study (Rheingold et al., 2012) reported 14% drug use and 10% alcohol 

abuse among the bereaved individuals sample (N=333). Finally, another study found a link 

between PTSD and poorer coping strategies, including drinking (Murphy, Braun et al., 

1999).  

Other impacts 

Physical health difficulties 

In addition to the psychological difficulties described above, homicidally bereaved 

individuals often report a general decline in physical condition and quality of life post-loss. 

(e.g., Asaro, 1992). This can occur either in the form of a direct response to the homicidal 

bereavement or as a result of the psychological difficulties that are experienced post 

homicidal bereavement experience, for example, physical symptoms associated with 

PTSD, such as headaches, gastrointestinal problems, and increased fright responses. In 

fact, those symptoms have been reported in some of the studies reviewed. These include 

sleeping and eating difficulties (Burgess, 1975; Mastrocinque, et al., 2015; Miller, 2009a; 
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Likert scale (from poor quality to good) for each type of bias plus a total score (generated 

by summing the individual scores by each study out of a possible 36). The measurement of 

quality was performed by the same two reviewers to ensure reliability. Results from 

Cronbach's alpha test indicated a substantial level of agreement (Cronbach's alpha =.909, p 

= .020). The included records demonstrated good quality overall, as scores ranged between 

26 and 33 points (see Table 1 for scoring for each study).
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Table 1. Quality assessment based on Hawker, et al. checklist (2002). 

Legend: Good = 4; Fair = 3; Poor = 2; Very poor = 1; Lower scores = poor quality (Max = 36).

 Asukai, Tsuruta, & 
Saito (2011) 

Rheingold, 
Baddeley, 

Williams, Brown, 
Wallace, Correa, & 
Rynearson (2015) 

Saindon, 
Rheingold, 

Baddeley, Wallace, 
Brown, & 

Rynearson (2014) 

Salloum (2008) 

 

Salloum, Avery, & 
McClain (2001) 

 

Tuck, Baliko, 
Schubert, & 

Anderson (2012) 

Criteria       

Abstract and title  4 4 3 4 3 3 

Introduction/ aims  3 4 4 4 4 4 

Method and data 4 4 3 4 4 2 

Sampling  3 3 3 3 4 3 

Data analysis  3 4 4 4 4 3 

Ethics and bias  4 3 3 3 1 3 

Results  2 4 3 4 4 3 

Transferability or 
generalizability 

2 3 3 3 3 2 

Implications and 
usefulness 

4 4 4 4 4 3 

Total Score (%) 

 

29 (80.5) 33 (91.6) 30 (83.3) 33 (91.6) 31 (86.1) 26 (72.2) 
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Results 

Details of the included studies will be synthesised, followed by consideration of their 

findings (Table 2 summarizes the methodology by record).  

 

Table 2. Included papers: methodology. 

Study 
Country 

Total 
N  

(n 
Homicide) 

Recruitment Type  

of study 

Design Measures 

Adults 

Asukai, et 
al., 2011 

(Japan) 

13(7) Individuals 
were referred 
by clinics, 
counselling 
centres and 
victim support 
services 

Exploratory 
longitudinal 

study 

Repeated 
measures 
(pre, post-
intervention 
and 3-, 6-, 
and 12-
month 
follow-ups) 

PTSD on the 
Clinician-
Administered; PTSD 
Scale for DSM-IV; 
Complicated Grief1; 
Impact of Event 
Scale-Revised (IES-
R)2; Center for 
Epidemiologic 
Studies Depression 
Scale3 

Rheingold
, et al., 
2015 

(USA) 

 

91(62) Counselling 
seeking 
participants for 
bereavement 
related issues 
were recruited 
at a medical 
centre between 
2001 and 2011 

Open trial 
(community 

sample) 

Repeated 
measures 
(pre and 
post- 
intervention 
and 12-
month 
follow-ups) 

Demographics/loss 
characteristics;  

Relationship quality; 
Complicated grief - 
CGA-SR4; Beck 
Depression; 
Inventory5; Impact of 
events scale-revised6; 

Death Imagery Scale7 

Saindon, 
et al., 
2014 

(USA) 

51(41) Participants 
were recruited 
at a medical 
centre between 
1998 and 
2011, as they 
were seeking 
counselling 
support due to 
bereavement 
issues. 

Open 
Clinical 

Trial 

Repeated 
measures 
(pre and 
post 
intervention
) 

Beck Depression 
Inventory8; Impact of 
Events Scale9; 
Inventory of 
Traumatic Grief10; 
Demographics and 
loss characteristics;  
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Table 3. Sample characteristics. 

Authors 

(Year) 

Gender Mean 
age  

(SD) 

Background  Marital Status Education  Occupation  Income 

(per household/per 
year) 

Asukai, et al., 
2011 

F=13  

 

45.15 
(SD = 
9.81) 

Japanese Majority married  High school (n = 5) 

Vocational school (n = 
5) 

college (n =4) 

Junior high school (n = 
1) 

 

6 employed; 9 
homemakers 

 

- 

Rheingold, et 
al., 2015 

F=63 

M=21  

 

45.34 
(SD = 
12.71) 

European-
American (n = 
71) 

Africa-
Americans 

 (n = 3) 

Hispanics (n = 
2) Other (n = 5)  

n/a College educated (n = 
55) 

 

 

- - 

Authors 

(Year) 

Gender Mean 
age 

Background Marital Status Education Occupation Family Income 

(per household; per 
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(SD) year ) 

        

Tuck, et al., 
2012 

F=7  

M=1 

 

52.2 
(SD = 
8.8) 

African-
American (n = 
6)  

Caucasian (n = 
2) 

Baseline 
Married (n = 4 

out of 8) 

 

Follow-up 

Divorced (n = 1) 

College (n = 7) 

 

Enrolled in college (at that 
time; n = 1)  

Full time employed 
( n = 2) 

Part-time employed 
(n = 2) 

Unemployed ( n = 
1) 

Disability (n = 1)  

Retired (n = 1)  

> US$31,000 ( n = 6) 

        

Salloum, 2007 F=53  

M=49 

 

8.83 
(SD = 
1.77) 

African-
American ( 
urban) 

- Attending the first through 
the third grade (n = 52) 

Attending the fourth 
through the sixth grade (n = 
50) 

- < less $10,000 (n =  61) 

$10,001- $24,999 (n = 5)  

$35,000-$49,999 ( n = 1)  

Salloum, et al., 
2001 

F= 27 

M= 18 

14.3  African-
American 

- - - <$10,000 (estimated) 
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 bereaved> PTSD, avoidance & 
hyperarousal than suicide/accident 

 

 

Authors 

 

Intervention Design 

 

Elements assessed 

 

Data analyses 

 

Main findings 

Saindon et al., 
2014 

Restorative Retelling 
(Rynearson, 1998, 2001) 
10-session weekly (1.5-
hour) group therapy. 1) 
psychoeducation - resilience 
and stress reduction 
techniques, 2) 
commemorative imagery 
and positive memories, and 
3) death imagery 

Tolerance to the 
intervention; Depression  

Avoidance; Intrusion CG   

Mixed-model repeated measures 
ANOVAs were conducted to 
examine overtime differences on 
the domains tested  

 

Pre to Post-treatment assessments:  

Decreased depression, intrusion and 
traumatic grief symptoms (but not on 
avoidance symptoms) 

Severe symptoms at baseline had an effect 
on depressive, avoidance, traumatic grief 
symptoms and a marginally significant 
effect on intrusion symptoms 
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Children 

Authors Intervention Design Elements assessed Data analyses Main findings 

Salloum, 2007 Grief and trauma model 
intervention: school-based 
group intervention 8 to 10 
sessions covering 14 
possible themes (e.g., 
PTSD, grief education, safe 
places, memory, emotions, 
and coping strategies) 

PTSD (re-experiencing, 
avoidance, and arousal) 

T tests and ANCOVAs were used 
to calculate pre and post-
treatment  

Pre and post-treatment assessments:  

Significant decrease in posttraumatic 
stress. No statistically significant mean 
difference in post-test between younger 
children and older children.  

Older children scored slightly lower than 
younger children on the posttraumatic 
stress post-test 

     

Salloum et al., 
2001 

Grief and trauma model 
intervention: school-based 
group intervention (e.g., 
PTSD, grief education, safe 
places, memory, emotions, 
and coping strategies) 

PTSD (re-experiencing, 
avoidance, and arousal) 

Linear regression model was used 
to calculate the effect of time on 
pre and post-intervention scores; 
T tests were used to calculate pre 
and post-treatment 

Pre and post-interventions: PTSD scores 
decreased significantly. 

There were no differences between 
genders 

Length of time since the event did not 
impact pre and post-interventions scores  
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treatment efficacy (d = 1.72; Asukai, et al., 2011), where mothers who had lost a child 

showed as much improvement as those with the loss of other loved ones.  

Time since loss. None of the three studies that examined the relation between time 

since loss and treatment outcome i.e., intrusions, avoidance, hyperarousal, complicated 

grief (Rheingold et al., 2015), or PTSD found any effect (Rheingold et al., 2015; Salloum 

et al., 2001; Salloum, 2008). 

Type of death. Rheingold et al. (2015) found no significant interaction effects of 

time (pre- and post-intervention) by type of death for all the symptoms assessed 

(depression symptoms, overall PTSD symptoms, intrusions, avoidance, hyperarousal, or 

complicated grief symptoms). However, statistically significant effects for type of death 

emerged across time: homicidally bereaved individuals had higher PTSD symptoms 

(p=.028), avoidance (p=.024) and hyperarousal (p=.016) compared with those grieving 

following suicide or accident.  

Witnesses vs. Non-witnesses. Salloum (2008) found that children who witnessed 

the homicide and/or aftermath reported initially higher levels of posttraumatic symptoms; 

41% (n=15) of those children who remained in the clinical range of symptoms on the post-

treatment. However, there was no statistically significant results between pre- and post-

test, and proximity (witness and non-witness). 
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Discussion 

To the best of our knowledge, this review is the first to systematically identify the 

psychological interventions available for individuals following homicidal bereavement and 

consider their effectiveness. Most notably, the lack of specifically adapted interventions 

and available evaluations was apparent. The small number of studies included in this 

review demonstrates that limited evidence-based research has been conducted. 

Furthermore, the search found evidence that some studies have looked at experiences of 

traumatic bereavement, but not necessarily following a homicide and/or did not describe 

their samples characteristics with clarity (i.e., total number of participants bereaved by 

different causes of death). Additionally, not many studies have considered the use of 

control groups or repeated measures designs, for instance. Although the quality of the 

studies was generally rated as good (i.e., ranging from 26 to 33 points out of 36; over 

72.2%) the conclusions should be carefully interpreted, due to the limited available 

evidence. Appropriate conclusions and reflections will be summarised below.    

As noted, there are limited studies evaluating interventions. From the searches 

conducted, group (for adults, children and adolescents) structured intervention models 

combining different approaches and techniques seem to be the preferred method. Those 

group interventions mainly include psychoeducational elements, coping skills, relaxation 

training, and emotional support for those bereaved in traumatic circumstances, as well as 

exposure and death imagery. It is believed individuals can gain from contact with others 

that have been through similar experiences (Lexius et al., 1992). Therefore, group 

interventions seem to be an adequate intervention setting for those bereaved by homicide.  

Encouraging results were found about the efficacy of the treatments at reducing 

psychopathology at post-intervention using CBT, RR with psychoeducational, trauma and 

grief elements. Further, interventions were effective immediately after the intervention, 

and results maintained at follow-ups for the main intervention outcomes (i.e., PTSD, 

depression and complicated grief). It is important to note that PTSD symptoms were 
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assessed for different age groups (i.e., adults, adolescents and children). However, results 

from pre- to post-intervention were identical (Salloum, 2008; Salloum, et al., 2001). 

Finally, three studies did not follow-up the individuals post-intervention (Saindon et al., 

2014; Salloum, 2008; Salloum, et al., 2001). Therefore, it was not possible to identify 

psychopathology trajectories longitudinally, as it was for the remaining three studies 

(Asukai et al., 2011; Rheingold, 2015; Tuck, 2012).  

Additionally, not all the included records have considered variables that are likely 

to impact on the intervention outcomes (e.g., time since loss, relationship with the victim, 

offender and, pre-victimisation experiences). Overall, mixed findings were found about the 

role of gender, relationship/proximity with the victim, time since loss and type of death. 

Despite the overall small sample sizes, dissimilar variables controlled by each study, as 

well as the small sample size of this systematic review results might add some insight.   

Gender of children and adolescents did not impact on the PTSD symptoms progress 

(Salloum, 2008; Salloum et al., 2001). On the contrary, male and females responded 

differently on complicated grief symptoms: women reported a greater reduction of CG 

symptoms over time (Rheingold et al., 2015). This might highlight the need for further 

research, in order to understand if there are gender differences for symptoms progression 

over time, as well as engagement to treatment. Regarding the age of the participants, 

Salloum (2008; the only study that considered this variable) found that there were no 

statistically significant mean differences between younger children and older children on 

the PTSD responses.  

Perhaps unsurprisingly, the relationship/proximity with the person who died 

(included in the analyses of two studies; Asukai, et al., 2011; Rheingold et al., 2015) 

seemed to be an important predictor of poorer adjustment. More positive relationships with 

the victim were associated with greater symptom severity in terms of complicated grief, as 

well as hyperarousal symptoms post-treatment. Interestingly, there were no interaction 

effects of time (pre and post-treatment assessments) by type of relationship with the 
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deceased (child vs no child). Parents that have lost a child became less avoidant compared 

to those who lost another type of loved one, but that might reflect an initially higher level 

of avoidance. This seems to be unclear in the literature and future research should aim to 

better understand if this variable impacts on the treatment outcome.  

Furthermore, time since loss did not impact on the interventions effects (Rheingold 

et al., 2015; Salloum et al., 2001, 2008) suggesting that there are other factors that lead an 

individual to a more complicated response and that such a response does not necessarily 

just reduce with time. Hence, this highlights the need to identify individuals with 

complicated grief responses and psychological distress that are likely to continue over time 

and therefore require additional support. Previous (more general bereavement) research has 

demonstrated that time frequently does not alleviate the issues associated with the 

maladaptive responses to the loss (e.g., Lichtenthal et al., 2004). Further and as a research 

note, it also highlights the importance of timing of recruitment when interviewing bereaved 

individuals (Currier et al., 2008).  

Finally, homicidally bereaved participates (when compared with other traumatic 

grief experiences) demonstrated greater overall PTSD symptoms (Rheingold et al., 2015). 

Unsurprisingly, witnessing the homicide event and/or aftermath (element controlled in one 

study) seemed to impact PTSD symptoms (remained in the clinical range post-treatment; 

Salloum, 2008). With this highlighting the need of potential prolonged support.  

This systematic review suggests that both CBT and RR with psychoeducational, 

grief and traumatic elements seem to be effective to support homicidally bereaved 

individuals. However, this study was not able to identify what components of treatment are 

crucial or expendable (e.g., psychoeducation, exposure, emotional expression, cognitive or 

meaning-oriented interventions, coping, resilience and positive change/growth). This is 

something that future research should consider, as was also noted by Currier et al. (2008), 

but also to apply a theoretical basis for the potential outcomes. For example, research on 

meaning-making seems to suggest that violent deaths (not only homicides) are likely to 
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such as coping resources and resilience, as it might offer pivotal information for treatment 

efficacy.  
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Personal learning  

The systematic review has given me the opportunity to improve my literature 

searching skills. In fact, I engaged with some training, as well as had mentoring meetings 

with a librarian expert in Psychology and Education at the University of Bath. Both 

strategies have definitely increased my knowledge and academic rigour when conducting 

general and systematic reviews. For example, we published the current systematic review 

protocol via PROSPERO prior to searches, as well as included a quality assessment tool to 

score the included records.   

Concerning the state of the literature itself, this review demonstrated that limited 

evidence-based research has been conducted to date. Furthermore, confirmed some 

findings from the narrative literature previously conducted, which showed that homicidally 

bereaved individuals report severe and ongoing psychological difficulties post-event. 

Finally, this has highlighted that psychological interventions are likely to decrease 

symptoms (PTSD, depression), but more longitudinal mixed methods research is needed to 

understand the long-term effects of those interventions offered.  
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PTSD ranged from 19.1% to 71% across studies (van Denderen, Keijser, Kleen, & 

Boelen, 2014). Which is relatively high when compared with other forms of traumatic 

exposure, e.g., among war veterans. It is estimated that PTSD responses in this context 

range between six and 15% (National Centre for PTSD). Furthermore, research has 

shown that among individuals seeking treatment for prolonged grief (not only 

individuals bereaved through homicide), a high percentage demonstrated comorbid 

conditions between depression and PTSD, for instance.  

Regarding grief responses post-loss, it is estimated that the majority of adults, 

children and adolescents will show the ability to grieve and adapt (Prigerson, 2004), 

showing healthy levels of psychological and physical functioning in the first 12 months 

post-loss (Bonanno, 2004). Nevertheless, around 10 percent of the bereaved population 

are likely to require professional support (Shear et al., 2011). Thus, Complicated Grief 

(CG)18 consists of an overall ongoing grief response, in particular intense yearning, 

searching for the deceased, disbelief about the death, or an inability to accept the loss, 

as well as experiencing intrusive thoughts/images of the death (Prigerson et al., 1995). 

Additionally, individuals may be unable to work and to maintain social interactions 

(Shear, 2015). Thus, CG within ten years of bereavement was found in 2.4 percent 

among the general population (Fujisawa, Miyashita, Nakajima, Kato, & Kim, 2010), but 

rates of prolonged grief disorder (PGD) can actually be higher  following the death of a 

partner or child under unnatural or violent circumstances (10%; Boelen & Smid, 2017).  

Other studies have also demonstrated that unexpected, sudden and violent losses were 

linked with greater CG responses. (e.g., Currier, Holland, & Neimeyer, 2006; Parkes, 

1993; Shear, 2015). However, evidence-based research is somewhat limited among 

                                                           
18 CG is also termed as prolonged grief disorder (Boelen, Van de Schoot, Van den Hout, De Keijser, & 

Van den Bout, 2010), complicated grief disorder (Maercker, & Znoj, 2010), pathological grief (Jacobs, 

1993), traumatic grief (Jacobs, Mazure, & Prigerson, 2000), and persistent complex bereavement 

disorder (PCBD, American Psychiatric Association, 2013). 
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perspective. Pragmatism is generally regarded as the philosophical paradigm for the 

mixed methods approaches, as it attempts to provide a distinction between what are 

considered a) purely quantitative approaches based on a philosophy of (post)positivism 

and b) purely qualitative approaches are based on a philosophy of interpretivism or 

constructivism (e.g., Maxcy, 2003).Thus, this qualitative study complements the 

quantitative data (reported elsewhere) to better understand the underlying processes of 

these individuals (as per Smith, Tomasone, Latimer-Cheung, & Ginis, 2017). 

Recruitment/participants 

Qualitative interviews were conducted with homicidally bereaved individuals 

who were attending a residential EV programme. Interviews were conducted 1:1 by the 

researcher who was not part of the EV team, on the second or third day of the 

programme. EV participants had experienced the loss at least one year prior to the 

interview; were aged 18 years or older when the interview was conducted.  

Four groups were held between September 2014 and June 2015 (N = 30), 

participants were approached for this qualitative study. Individuals were pre-informed 

about the study by the EV team and, if willing, agreed to take part on the first day of the 

EV programme. In total, 21 (70%) individuals agreed: the resultant sample comprised 

of three males and 18 females with a mean age of M = 47.81 years old (SD = 8.99; 

range 29-66) residing in the United Kingdom. Highest educational qualifications 

achieved were as follows:  GCSE/O-Level/Equivalent, n = 10 (i.e., education until 16 

years); A-Levels/Equivalent, n = 4 (18-years); post-graduate certificates, n = 5; and 

Professional Degree, n = 2). The sample comprised 12 parents, five siblings, one 

partner, one daughter, one friend and one grandmother. The length of time since the 

bereavement at the time of interview varied from 12 months to 18 years (mean = 2.48; 

SD = 1.80; range = 5). 
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that have commuted it since the event. On the other hand, the fact that they have done, it 

was described as an important achievement and gave them a sense of self-efficacy.   
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use of additional prompting might have been useful in developing even richer 

narratives. This could have contributed to a better understanding about what support 

individuals received previously, where from (e.g., GP, police, charities) and its 

structure/settings (e.g., psychotherapy, counselling).  

Secondly, this study would have benefited from the inclusion of individuals that 

had not attended the EV programme in order to maximise knowledge on different 

experiences of support and personal journeys. However, attempts to find community 

samples were unsuccessful, hence should be an area for future research. Furthermore, 

mainly females participated in this study, therefore it was not possible to explore 

possible differences between males and females, and future studies should address this 

limitation better. This has also been seen among the majority of the EV group 

interventions where only a few males took part up to date. In fact, this might raise some 

possible questions that should be considered in future research (e.g., do males engage 

with groups of support?).   

In addition, it is important to note that the EV participants are often individuals that 

seem to struggling the most, demonstrating particular difficulty coping (even when they 

have been supported by other national services). Thus, this highlights the need to 

conduct studies with community groups of participants both seeking and not seeking 

support and explore if those groups differ (or not). Indeed, EV participants are often 

individuals that seem to be struggling the most, demonstrating particular difficulty 

coping (even when they have been supported by other national services). In fact, pre-

intervention assessments demonstrated that individuals reported symptoms considered 

clinically significant for PTSD, grief responses and overall mental health. Those 

findings show that individuals have the need to be followed for longer periods of time 

(post-court), as well as that they might require structured clinical interventions to 

decrease the severity of those symptoms.  
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they would prefer to do the interviews rather than filling in the questionnaires. This 

might inform future research and would be interesting to understand if clinical 

interviews or other data collection strategies (e.g., biochemical markers) would generate 

the same as self-report measures.  

In terms of research, findings of this study were in line with the first qualitative 

study developed (chapter 3) and previous research also, as it showed that individuals 

reported several changes post-homicide (e.g., severe and ongoing psychological 

difficulties, low coping mechanisms, and the need for further support).  

On a personal level, this study required rigour, precision and organisations 

skills, as I was collecting quantitative data at different time points (both in person and 

by post), and I had to insure that all the process was been well managed. Furthermore, 

together with my lead supervisor, I developed supervision skills, given that three 

students were involved in our project to help with data in-put. Finally, and due to the 

longitudinal nature of this research, I had to develop knowledge of core statistical 

elements, such as missing-ness patterns and treatment and multilevel modelling for 

repeated measures.                 
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Chapter 4: 

Longitudinal outcomes following homicidal bereavement and psychoeducational 

intervention 

 

Alves-Costa, F., Hamilton-Giachritsis C., Pintos, A., & Halligan, S. (in submission). 

Longitudinal outcomes following homicidal bereavement and psychoeducational 

intervention Journal of Clinical Psychology [September 2017]. 

 

 

Chapter Rationale  

Both literature reviews, as well as the qualitative study (chapter 3) demonstrated the 

high levels of distress among homicidally bereaved individuals. However, as noted, 

limited evidenced-based research was available regarding the progression of symptoms 

over time, as well as post-intervention. Therefore, a longitudinal (i.e., four time points) 

study was designed focusing on overall psychological difficulties, Post-traumatic Stress 

Disorder, Complicated Grief, as well as coping and resilience patterns.  

 

This manuscript has been submitted to the Escaping Victimhood team for approval prior 

to submission to Journal of Clinical Psychology.   
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Longitudinal outcomes following homicidal bereavement and psychoeducational 

intervention 

The unique characteristics linked to an experience of homicidal bereavement (e.g., 

sudden, unexpected and violent nature of the deaths, protracted legal processes, as well 

as the dual private and public nature of the grief processes; names removed for masked 

review, in submission) seems to leave individuals with an increased risk of developing 

severe and prolonged psychopathology, such as depression, PTSD, anxiety and grief 

symptoms. Family, social and professional circles appear to be equally impacted (e.g., 

Amick-McMullan, Kilpatrick, & Resnick, 1989; Baddeley, et al., 2015; Currier, 

Holland, & Neimeyer, 2007; Rheingold & Williams 2015; Rheingold, Zinzow, 

Hawkins, Saunders, & Kilpatrick, 2012; Shear, 2012; van Denderen, de Keijser, Kleen, 

& Boelen, 2014). A systemic review (names removed for masked review, in 

submission) has identified a limited evidence-base measuring the efficacy of 

psychological intervention for homicidally bereaved individuals. Hence, identifying and 

understanding additional needs post-bereavement can assist in targeting interventions. 

Nevertheless, it appears to be a growing research area (e.g., Rheingold, 2015; Tuck, 

2012).  

The unique elements that characterise a death by homicide seem to increase the 

likelihood of more severe difficulties post-bereavement, namely the sudden, unexpected 

and violent nature of the event, the protracted legal processes, as well as the dual private 

and public nature of the grief, such as media coverage and court cases (names removed 

for masked review, in submission; Armour, 2002; Boelen, 2015). 

Bereavement constitutes one of the most prevalent and distressful/challenging 

experiences across the lifespan (Shear, 2012). In a study conducted in six continents 

with 68,894 respondents across 24 countries (Benjet et al., 2016), it was estimated that 

70% of adults reported exposure to a traumatic event and 31% of adults identified the 
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implications, such as alcohol and drugs consumption, increased impulsivity, engaging 

with risky behaviour and impaired executive functioning skills (Layne et al., in press).  

  Research on traumatic bereavement (e.g., following a homicide, suicide, 

vehicle accident) has been increasing in the few last decades (e.g., Murphy, Chung, & 

Johnson, 2002; Prigerson 2004). Alongside that has been a rise in the professional 

support available for those individuals. Trauma and grief-focused interventions, for 

instance, have been gaining popularity among individuals traumatically bereaved (for 

adults, children and adolescents).   

Overall, trauma-focused research for adults has demonstrated that early trauma 

intervention (immediately after the traumatic event, one-session debrief with CBT or 

psychoeducational elements) might not be effective at preventing traumatic symptoms. 

However, longer courses of CBT sessions have a good evidence base for positive 

treatment outcomes (e.g., Ehlers & Clark, 2003). More recent findings show that 

trauma-focused cognitive behavioural therapy (TF-CBT; see Cohen et al., 2006) has 

become the most common treatment for children and adolescents who been been 

through a traumatic experience (Cohen et al., 2010). Yet, for adults, the better evidence-

base is for cognitive-behavioural therapies, including prolonged exposure, cognitive 

processing therapy, cognitive therapy for PTSD, and EMDR, as well as elements of 

CBT including exposure and cognitive restructuring (Schnurr, 2017).  

Regarding potential moderators of psychopathology (i.e., time since loss, 

relationship with the victim, witnessing (or not) the event) previous studies found mixed 

results. For example, some found non-significant effects of time since loss and 

treatment outcome for PTSD and Complicated Grief (CG; Rheingold et al., 2015; 

Salloum et al., 2001; Salloum, 2008). Participants who reported a more positive 

relationship with the deceased has been associated with greater post-treatment symptom 

severity (Asukai et al., 2011; Rheingold et al., 2015), but the actual relationship to the 

http://www.sciencedirect.com/science/article/pii/S2352250X16301956#!
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deceased (i.e., parent, sibling) did not impact the treatment efficacy where mothers who 

had lost a child showed as much improvement as those who had experienced the loss of 

other loved ones (Asukai et al., 2011). Overall, however, there are no interaction effects 

of time (pre and post-treatment) by type of relationship (child vs no child) for 

depression, CG, PTSD, intrusions or arousal (Rheingold et al., 2015).  

Similarly, children who witnessed the homicide and/or aftermath reported 

initially higher levels of posttraumatic symptoms; 41% (n=15) of those children who 

remained in the clinical range of symptoms on the post-treatment had witnessed. 

However, there was no statistically significant results between pre- and post-test, and 

proximity (witness and non-witness; Salloum 2008). Finally, Rheingold et al. (2015) 

found non-significant interaction effects of time (pre- and post-intervention) by type of 

death (i.e., homicide, suicide accident and multiple/different types) for depression, 

overall PTSD and complicated grief symptoms. However, homicidally bereaved 

individuals had higher PTSD symptoms, avoidance (p=.024) and hyperarousal 

compared with those grieving following suicide or accident.   

With reference to homicidal bereavement experiences in particular, a systematic 

review (names removed for masked review, in submission) found that limited research 

has been conducted to estimate the efficacy of psychological interventions for 

homicidally bereaved children, adolescents and adults. Despite that, the review noted 

that the main psychological models of intervention that have been subject to some 

evaluation seem to benefit individuals; all were group interventions, with group size 

ranging from six to 13. Duration and frequency of the interventions varied and the 

models included: cognitive behavioural therapy (CBT); restorative retelling intervention 

(RR); residential psychoeducational retreat; and CBT with psychoeducational and grief 

elements. In summary, the systematic review concluded that both CBT and RR with 

psychoeducational and grief elements seem to be effective for supporting homicidally 
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bereaved adults generally, but also specifically beneficial for decreasing PTSD 

symptomatology post-treatment. Furthermore, there is evidence for group interventions 

for children and adolescents (Salloum et al., 2001; Salloum, 2008). However, the 

systematic review was not able to identify what components of treatment are crucial or 

expendable (e.g., psychoeducation, exposure, emotional expression, cognitive or 

meaning-oriented interventions, coping, resilience and positive change/growth) due to 

the limited number of studies included.    

Residential psychoeducational interventions offer a unique holistic framework to 

support individuals. Most include psychoeducational models focusing on psychological 

impact(s), legal experiences and coping-skills (e.g., Tuck et al., 2012; Support after 

Murder & Manslaughter (SAMM) in the UK; the Aurora Family Therapy Centre in 

Canada; and the National Organization of Parents of Murdered Children in the United 

States of America). However, to date, limited research has been conducted to 

demonstrate the effectiveness of residential interventions.  

 Therefore, as part of a wider longitudinal mixed methods approach project, the 

present study sought to understand longitudinal outcomes following homicidal 

bereavement, including following a four-day residential psychoeducational group 

intervention offered by a UK charity Escaping Victimhood; EV. More specifically the 

research aims were to:  

1. Understand what psychopathology was more commonly reported pre-

intervention;  

2. Evaluate the progression of clinical symptoms (post-intervention, follow-up I 

and II);  

3. Understand coping and resilience trends (before and after the EV intervention); 

and, 
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Table 1. Demographic, medical and contextual information by time-point. 

 Baseline  

(N=67) 

n      % 

Post-
intervention  

(N=61) 

n      % 

Follow-up I  

(N=37) 

n      % 

Follow-up 
II 

(N=33) 

n      % 

Gender 

 Female 

Age [mean (SD)] 

59. (88.1) 

 

48.71 
(12.14) 

54 (88.5) 

 

49.03 (12.09) 

33 (94.3) 

 

50.97 
(10.83) 

28 (87.05) 

 

46.45 
(12.91) 

Ethnicity 

 White  

            Black other   

            Other 

 

52 (82.5) 

5 (7.9) 

5 (7.9) 

 

50 (83.3) 

5 (8.3) 

5 (8.3) 

 

27 (79.4) 

4 (11.8) 

3 (8.8) 

 

26 (83.9) 

2 (6.1) 

3 (9.7) 

Marital Status  

           Relationship 

           No relationship 

Religion  

            No religion  

            Christian          

            Other 

 

25 (44.6) 

31 (55.4) 

 

13 (24.1) 

34 (63.0) 

7 (10.4) 

 

25 (45.5) 

30 (54.5) 

 

13 (25.0) 

32 (61.5) 

 (13.5) 

 

15 (50.00) 

15 (50.00) 

 

5 (18.5) 

18 (66.7) 

4 (14.8) 

 

12 (42.9) 

16 (57.1) 

 

6 (22.2) 

17 (63.0) 

4 (14.8) 

Education  

            No qualifications 

            Secondary  

            Tertiary education 

            Other  

 

Occupation status  

              Employed  

              Unemployed  

Income 

               Low 

               Medium  

 

4 (6.7) 

27 (45.0) 

28 (46.7) 

1 (1.7) 

 

 

30 (49.2) 

31 (49.2) 

 

12 (26.3) 

20 (52.6) 

 

4 (6.9) 

27 (46.6) 

27 (46.6) 

- 

 

29 (50.0) 

29 (50.0) 

 

 

12 (26.3) 

20 (52.6) 

 

3 (9.4) 

15 (46.9) 

13 (40.6) 

- 

 

15 (48.4) 

16 (51.6) 

 

3 (14.3) 

14 (66.7) 

4 (19.0) 

 

3 (10.3) 

9 (31.0) 

17 (58.6) 

- 

 

17 (58.6) 

12 (41.4) 

 

6 (31.6) 

9 (47.2) 

4 (21.2) 
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               High 8 (21.1) 8 (21.1) 

Long-term medication 

No Psychological support  

              Present 

              Past 

No drugs or alcohol abuse 

39 (58.2) 

 

46 (71.9) 

43 (71.7) 

55 (87.3) 

37 (61.7) 

 

42 (70.0) 

41 (73.2) 

52 (88.7) 

21 (61.8) 

 

22 (64.7) 

26 (78.8) 

31 (93.9) 

17 (45.2) 

 

22 (71.0) 

29 (93.5) 

29 (93.5) 

Homicide 

              Murder  

Time since loss  

              >12 months    

Offender  

              Unknown 

              Known  

Relationship with victim  

              Parents  

              No parents  

Agencies involved29  

              Yes  

 

55 (82.1) 

 

59 (92.2) 

 

30 (52.6) 

27 (47.4) 

 

34 (52.3) 

31 (47.7) 

 

64 (98.5) 

 

51 (83.6) 

 

55 (93.2) 

 

27 (50.9) 

26 (49.1) 

 

32 (53.3) 

28 (46.7) 

 

60 (100.00) 

 

27 (73.00) 

 

30 (85.7) 

 

14 (43.8) 

18 (56.3) 

 

21 (60.00) 

14 (40.00) 

 

34 (97.1) 

 

27 (81.8) 

 

27 (87.1) 

 

13 (46.4) 

15 (53.6) 

 

16 (50.00) 

15 (50.00) 

 

32 (97.00) 

Note: Information was collected at pre-intervention. Values might vary due to missing data.  

 

Recruitment  

Participants were recruited from eight residential intervention groups run by EV 

(selection for the EV residential programme itself was done by the EV team). Therefore, 

this study used a convenience sampling method. Overall, 74 individuals took part in 

those eight groups, of which 68 individuals30 (91%) agreed to take part in the research. 

The eight programmes ran between September 2014 and October 2016. 

Individuals were invited to take part in this study on day one of the programme they 

attended. Inclusion criteria were pre-established as: a) a family member or a close friend 

to an individual killed by homicide (murder or manslaughter); b) aged 18 years or older 
                                                           
29 Agencies involved included GPs; Victim support and Homicide services; SAMM. 
30 One participant was excluded from the analyses as he/she dropped-out at the beginning of one of the EV 
interventions. 
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Söderfeldt et al., 1997) was used to examine the intervention effectiveness over time, as  

well as tests predictors. Furthermore, using this type of modelling prevented Listwise 

deletion due to missing data, which is more common in multi-wave studies such as this. 

In fact, multilevel modelling are increasingly popular models to analyse multiple waves 

studies, offering more robust   alternatives to ANOVAs, for example.  
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Table 3. Psychopathology, resilience and coping progression. 

 

 

 Baseline  

(N=67) 

n      % 

Post-
intervention  

(N=61) 

n      % 

Follow-up 
I  

(N=37) 

n      % 

Follow-up 
II 

(N=33) 

n      % 

Psychological symptoms 

(BSI) 

                                               >50 

 

                                              <50 

 

 

67 (100) 

 

- 

 

 

57 (93.0) 

 

4 (7.0) 

 

 

32 (64.4) 

 

5 (35.6) 

 

 

27 (81.8) 

 

7 (18.2) 

PTSD  

(PDS)                                     >15 

 

                                               <15  

 

56 
(83.58) 

 

5 (16.42) 

 

 

 

- 

 

26 (70.27) 

 

 

11(29.73) 

 

25 (75.75) 

 

 

8 (24.25) 

Grief responses  

(PG-13)                                  >5 

 

                                               <5 

 

67 (100) 

 

- 

 

 

 

- 

 

20 (54.05) 

 

17 (45.95) 

 

23 (69.70) 

 

10 (30.30) 

Resilience  

(CD-RISC)                             >50 

 

                                                

                                                <50 

 

44 
(65.68) 

 

23 
(34.32) 

 

 

 

 

- 

 

21 (56.75) 

 

 

16 (43.25) 

 

17 (51.51) 

 

 

16 (48.48) 

Coping  

(CRI) 

                                                >50 

 

                                                <50 

 

 

6 (10.45) 

 

60 
(89.55) 

 

 

 

- 

 

 

4 (10.82) 

 

33 (89.18) 

 

 

8 (24.25) 

 

25 (75.75) 







194 
 

emotional domains that increased significantly from follow-up I to follow-up II (p 

<.005).  

Effects of symptomatology on the intervention outcomes  

 Relationship with the victim and offender, as well as time since loss did not 

predict (lower or greater) symptoms at baseline (p>.05). Furthermore, those same 

independent variables did not predict the intervention outcomes at post-intervention, 

neither at follow-up I and II (minimum p>.05).  
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a) Overall psychopathology.                                                     b) PTSD patterns.       
 

 

 

 

 

 

 

 

 

 

c) Grief responses.                                        d) Resilience trends.                                                                     

                                            

 

 

 

 

 

 

 

 

 

e) Coping patterns.  

 

 

 

 

 

 

 

 

 

Figures 1a-e. Mean scores at all-time points (baseline, post-intervention (for BSI) and follow-
ups 1 (6 weeks) and II (6 months)). 
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EV specifics. The experiential components of the EV intervention were not 

formally assessed in this study (therapeutic massages, photography and art sessions). 

However, the qualitative studies conducted with 46 participants demonstrated high 

levels of satisfaction with those activities (names removed for masked review, in 

submission) and several referred to them as new coping strategies. Similarly, for the 

vast majority of the individuals, the residential nature of the EV intervention was seen 

as an important element that contributed to their overall wellbeing.  
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conducted with adults post-homicide have estimated depressive trends (one of the BSI 

sub-scales). Generally, depressive symptoms decreased at post-intervention and follow-

ups with interventions such as Restorative Retelling (RR; Rheingold et al., 2015; 

Saindon, et al., 2014), CBT traumatic grief approach (Asukai et al., 2011), and a two-

day retreat (Tuck et al., 2102). All had psychoeducational elements. Notably, in all 

those studies, there were fluctuations of depressive symptoms between waves (i.e., pre-

intervention, post-intervention and subsequent follow-ups); this highlights the 

importance of conducting longitudinal studies (with multiple follow-ups). In fact, a 

recent systematic review noted that clinical trials tend to present short follow-up 

periods, (two years or less). This may underestimate potential benefits of the 

intervention, as well as potentially fail to detect vulnerabilities/risks (Llewellyn-Bennett 

& Bulbulia, 2016). Furthermore, a review looking at efficacy and acceptability of 

psychological interventions for depression (Hollon, 2016) demonstrated that individuals 

with less severe depression are likely to respond to a variety of interventions, but those 

with more severe depressions might require more specific elements to the intervention.  

PTSD. In this study, the vast majority of the participants reported severe levels 

of PTSD (scoring >15) at all time-points. However, PTSD symptoms did decrease over 

time.  Similarly, other studies demonstrated that psychological interventions with RR, 

CBT combined with psychoeducational elements were effective at decreasing traumatic 

responses post-homicide (e.g., Asukai, et al., 2011; Rheingold et al., 2015; Saindon et 

al., 2014; Tuck et al., 2102). More broadly, research on different potential 

traumatic/violent experiences suggests that different models of intervention appear to be 

effective to treat PTSD, such as CBT, eye movement desensitization and reprocessing 

(EMDR; Seidler & Wagner, 2016). Another study testing the efficacy of trauma 

management therapy (Beidel, Frueh, Neer, & Lejuez, 2017) reported encouraging 

results from a three-week intensive outpatient program for combat-related PTSD 
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(65.9% of patients no longer met diagnostic criteria for PTSD. Results were maintained 

at 6 months follow-up). Thus, interviewing on traumatic responses might include 

additional psychological techniques for an optimal result. 

Grief. Finally, moderate to high grief responses were reported by the 

participants with mean scores statistically decreasing over time which indicates 

diminished grief responses following the EV intervention. Previous studies with 

homicidally bereaved individuals have described significant decreased grief responses 

following psychological interventions with RR elements (Rheingold, 2015; Saindon, 

2014), and a traumatic grief treatment with a CBT approach (Asukai et al., 2011). 

Finally, a two-day retreat has described decreased mean scores on grief responses 

(Tuck, et al., 2012). Overall, results from treatment studies with mixed samples (not 

necessarily with homicidally bereaved individuals) suggest that complicated grief 

interventions with cognitive, exposure, restructuring, and interpersonal elements are as 

effective at decreasing prolonged grief symptoms (e.g., Boelen, de Keijser, van den 

Hout, & van den Bout, 2007; Bryant, Kenny, Joscelyne, 2014; Shear et al., 2005; 

Supiano, 2014). Moreover, a study that combined psychological with pharmacological 

support registered a better result (i.e., greater decreasing of grief symptoms over time; 

Shear et al., 2016).   

Hypothesis 2: Participants will show increased resilience and coping following 

intervention 

Resilience. Results from the current study revealed that individuals reported 

reasonably high levels (scoring >50) of resilience at all time-points, including baseline. 

Hence, the change was non-significant and hypothesis two (part 1) was rejected. 

 The initially quite high rates of resilience in this groups is interesting, 

particularly given that the individuals referred to EV are those who had ongoing needs 

over and above the previous support they had been offered, which were often quite 
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changes are notable given that the individuals attending had unmet needs following 

other interventions. It would be interesting to undertake a longer term follow-up, for 

example 2-5 years later. Indeed, a qualitative study has retrospectively interviewed prior 

participants to gain their perspective of change (or not) in that timeframe (see names 

removed for masked review, in preparation), and identified participants viewed the 

psychoeducation as a crucial element for better coping/self-positivity post-intervention. 

However, it would be useful to extend the current prospective, longitudinal study 

reported in this paper to provide quantitative data to supplement that qualitative 

methodology. 

Strengths and limitations  

This study followed a rigorous longitudinal methodology, confirming and 

extended other studies conducted previously. Longitudinal studies are likely to present 

sample attrition and, for that reason, the missing-ness pattern was analysed to control 

attrition bias and robust multilevel modelling were performed to address the research 

questions (rather than ANOVAs). 

Despite the positive contributions of this study, there were limitations. In 

particular, the considerable small sample size (especially at the follow-ups). In addition, 

a significant limitation was the lack of control group. A larger sample drawn from a 

broader range of those who have been homicidally bereaved (but who either did not 

meet thresholds to be referred to residential programmes or lived in an area where 

services choose not to refer in to EV) could potentially add more information. Efforts to 

recruit such a sample were unsuccessful on this occasion and led to too few participants 

to be meaningfully analysed. Therefore, it was not possible to establish comparisons 

between individuals with EV and non-EV experience. In addition to that, follow-ups 

were no longer than 12 months and therefore more longitudinal changes (positive or 

negative) were not identifiable. Despite the valuable information retrieved from the two 
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psychological responses, as well as acquire new tools to improve coping, resilience and 

overall wellbeing. Nonetheless, an extended follow-up period could increase 

understanding about resilient pathways following the EV intervention.  

Personal learning  

Part of the quantitative nature of this research (i.e., pre and post-intervention) 

occurred during the residential EV intervention. This was important, as it revealed how 

participants reacted to our request to fill in questionnaires. The majority felt comfortable 

and happy, but for some the language used was difficult to understand and there was the 

need for further explanations. Moreover, some participants have informally shared that 

they would prefer to do the interviews rather than filling in the questionnaires. This 

might inform future research and would be interesting to understand if clinical 

interviews or other data collection strategies (e.g., biochemical markers) would generate 

the same as self-report measures.  

In terms of research, findings of this study were in line with the first qualitative 

study developed (chapter 3) and previous research also, as it showed that individuals 

reported several changes post-homicide (e.g., severe and ongoing psychological 

difficulties, low coping mechanisms, and the need for further support).  

On a personal level, this study required rigour, precision and organisations 

skills, as I was collecting quantitative data at different time points (both in person and 

by post), and I had to insure that all the process was been well managed. Furthermore, 

together with my lead supervisor, I developed supervision skills, given that three 

students were involved in our project to help with data in-put. Finally, and due to the 

longitudinal nature of this research, I had to develop knowledge of core statistical 

elements, such as missing-ness patterns and treatment and multilevel modelling for 

repeated measures.                 
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