Homicide Bereavement Therapeutic Service Evaluation
Prepared by
Jill Mack and Barbara Goodfellow
on behalf of the ASSIST Therapeutic Team

ASSIST Trauma Care
11 Albert Street
Rugby
Warwickshire
CV21 2RX
Tel: 01788 551919
Fax: 01788 553726
Website: www.assisttraumacare.org.uk
Registered charity no: 1052219

Contents

Contents
Acknowledgements
List of Tables
List of Figures and Graphs
Executive Summary
SECTION 1
Introduction
The Needs of Homicide Survivors
ASSIST Homicide Bereavement Service – Aims and Objectives
The Formation and Delivery of the ASSIST Homicide Bereavement Service
Existing Research
ASSIST Homicide Bereavement Service Evaluation
i. Research aims
ii Evaluation design
Data Collection
i. Psychometrics
ii Client Feedback Questionnaires
iii Interviews with Therapists
SECTION 2
Engagement in the Homicide Bereavement Therapeutic Service
i. Referral to the service
ii. Referral by age
iii. Referral by gender
iv. Referral by age and gender combined
v. Referral by ethnicity
Engagement in the Homicide Bereavement Service
i. Overall Service Intervention
ii. Engagement by age
iii. Engagement by gender
iv. Engagement by ethnicity
Therapy Participation data
i. Early Intervention only
ii. Early Intervention by age
iii. Early Intervention by gender
iv. Early Intervention by ethnicity
v. Did Not Engage
vi. Did Not Engage – Number of sessions
vii. Did Not Engage by age
viii. Did Not Engage by gender
ix. Did Not Engage by ethnicity
x. Reasons for non-engagement
xi. Summary of therapeutic engagement
xii. Overall demographics

ii

Contents

Contents

SECTION 3
The Impact of the Homicide Bereavement Service
i. Therapy Participation by category
ii. Symptoms treated by the ASSIST Homicide Bereavement Therapeutic Service
iii. Clients with Complex Histories
Therapeutic Outcomes
i. Psychometric outcome measures
Post-traumatic Stress Symptoms
i. Post-traumatic Stress Symptoms by Category
ii. Severity of Post-traumatic Stress symptoms
Outcome Data – Reduction in Traumatic-Stress symptoms
i. Reduction in Severe Post-traumatic Stress symptoms
ii. Reduction in Moderate Post-traumatic Stress symptoms
iii. Reduction in Mild Post-traumatic Stress symptoms
iv. Sub-Clinical Post-traumatic Stress symptoms
v. Discussion
Depression
i. The PHQ-9
ii. Depressive Symptoms by Category
iii. Severity of Depression
Outcome Data – Reduction in Depressive symptoms
i. Reduction in Severe depressive symptoms
ii. Reduction in Moderately Severe depressive symptoms
iii. Reduction in Moderate depressive symptoms
iv. Reduction in Mild depressive symptoms
v. Sub-clinical Depressive symptoms
vi. Discussion
Anxiety
i. The GAD-7
ii. Anxiety symptoms by Category
iii. Severity of Anxiety
Outcome Data – Reduction in Anxiety symptoms
i. Reduction in Severe Anxiety symptoms
ii. Reduction in Moderate Anxiety symptoms
iii. Reduction in Mild Anxiety symptoms
iv. Sub-Clinical Anxiety symptoms
v. Discussion
Complicated Grief
i. Reduction in Complicated grief symptoms
Summary of Impacts and Outcomes
SECTION 4 – Qualitative Analysis
Interviews with therapists
i. Client Feedback Questionnaires
ii. Overall service impact
iii. Satisfaction with Service
iv. Help to move forward
v. Session length and quality
vi. Satisfaction with therapist

Contents

iii

Contents

Qualitative outcome themes
i. Ways in which the service could meet needs better
ii. Obstacles
iii. Other ways in which the service could be improved
Conclusions and Recommendations
References
Appendices
1. Homicide Bereavement Service Adult Feedback Questionnaire
2. List of Referrers
3. Mixed method design and Methodological challenges
4. Validation of Psychometric Measures
a. Psychometric – Impact of Events Scale
b. Psychometric – PHQ-9
c. Psychometric – GAD-7
d. Psychometric – ICG

iv

Contents

Acknowledgements

Acknowledgements
We owe huge gratitude to those staff members who work for the ASSIST Homicide Bereavement
Service, both therapists and administrative staff, and also to the Victim Support Homicide Service
Manager and caseworkers, who continue to facilitate a rich, collaborative framework.
We are extremely grateful to Professor Baisa Spalek, School of Psychology, Criminology and
Sociology, Kingston University, London, for her dedication to facilitating our understanding of
victimology, her contributions to the current evaluation and her commitment to ongoing research in
conjunction with ASSIST.
We are also greatly indebted to the late David Westbrook, consultant clinical psychologist and
former Head of the Oxford Cognitive Therapy Centre, who guided the initial conception of this
evaluation, advised us as to the best outcome measures to use and provided constant
encouragement in the early stages of our research. We greatly miss his support and advice.
We are also thankful to all those who have been involved with the ASSIST service and have
supported the current evaluation, particularly our courageous service users, without whose
generous contributions this evaluation would not have been possible.

Acknowledgements

v

List of tables, graphs and figures

List of tables, graphs and figures
List of tables

List of figures

Section 2:

Section 1:

Table 1
Table 2
Table 3

Comparison of number of referrals
by ethnicity with national statistics
Categories of non-engagement
Overall demographics

Section 3:
Table 4
Table 5
Table 6
Table 7
Table 8
Table 9
Table 10
Table 11
Table 12
Table 13
Table 14
Table 15

Total IES data by ethnicity
Overall IES data – Complex /
Non-complex
Trauma symptom categories
Trauma symptoms by ethnicity
Total depression data by ethnicity
Depression symptom categories
Severity of depression by age –
Teen and Child
Severity of depression by Ethnicity
Total anxiety by Ethnicity
Severity of anxiety by age – Teen
and Child
Severity of anxiety by Ethnicity
Complicated grief symptoms by
Ethnicity

List of graphs
Section 3:
Graph 1
Graph 2
Graph 3
Graph 4
Graph 5
Graph 6
Graph 7
Graph 8
Graph 9
Graph 10
Graph 11

vi

Reduction in severe PTSD
symptoms
Reduction in moderate PTSD
symptoms
Reduction in mild PTSD symptoms
Reduction in severe depression
symptoms
Reduction in moderate/severe
depression symptoms
Reduction in moderate depression
symptoms
Reduction in mild depression
symptoms
Reduction in severe anxiety
symptoms
Reduction in moderate anxiety
symptoms
Reduction in mild anxiety
symptoms
Reduction in complicated grief
symptoms

Figure A1

Delivery of the Homicide
Bereavement Service

Section 2:
Figure A2
Figure A3
Figure A4
Figure A5
Figure B1
Figure B2
Figure B3
Figure B4
Figure C1
Figure C2
Figure C3
Figure C4
Figure D1
Figure D2
Figure D3
Figure D4
Figure D5
Figure E1
Figure E2
Figure E3
Figure E4

Referrals by age
Referrals by gender
Referrals by age and gender
combined
Referrals by ethnicity
Overall service Intervention
Engagement by age
Engagement by gender
Engagement by ethnicity
Early intervention – Number of
sessions
Early intervention by gender
Early intervention by age
Early intervention by ethnicity
Did not engage – Number of
sessions
Did not engage by gender
Did not engage by age
Did not engage by ethnicity
Reasons for Did not engage
Summary of age participation
Summary of gender participation
White British participation
Other ethnicity participation

Section 3:
Figure F1
Figure F2
Figure F3
Figure G1
Figure G2
Figure G3

Therapy participation – Gender
Therapy participation – Age
Therapy participation – Ethnicity
PTSD Symptoms – Gender
PTSD Symptoms – Age
PTSD Symptoms – Complex /
Non-complex
Figure G4 PTSD Symptoms – Gender – Male
Figure G5 PTSD Symptoms – Gender –
Female
Figure G6 PTSD Symptoms – Age -Adult
Figure G7 PTSD Symptoms – Age - Young
adult
Figure G8 PTSD Symptoms – Age – Teen
Figure G9 PTSD Symptoms – Age – Child
Figure G10 PTSD symptom severity – Complex

Tables, graphs and figures

List of tables, graphs and figures

Figure G11 PTSD symptom severity – Noncomplex
Figure G12 PTSD symptom reduction –
Complexity
Figure G13 PTSD symptom reduction – Gender
Figure H1 Depression by gender
Figure H2 Depression by age
Figure H3 Depression – Complex
Figure H4 Depression by gender – Female
Figure H5 Depression by gender – Male
Figure H6 Depression by age – Adult
Figure H7 Depression by age – Young adult
Figure H8 Severity of depression – Complex
Figure H9 Severity of depression – Noncomplex
Figure H10 Depression symptom reduction Complexity
Figure H11 Depression symptom reduction –
Gender
Figure J1
Anxiety by gender
Figure J2
Anxiety by age
Figure J3
Anxiety – Complex
Figure J4
Anxiety by gender – Female
Figure J5
Anxiety by gender – Male
Figure J6
Anxiety by age – Adult
Figure J7
Anxiety by age – Young adult

Figure J8
Figure J9
Figure J10
Figure J11
Figure K1
Figure K2
Figure K3

Severity of anxiety – Complex
Severity of anxiety – Non-complex
Anxiety symptom reduction –
Complexity
Anxiety symptom reduction –
Gender
Complicated grief by gender
Complicated grief by age
Complicated grief – Complex

Section 4:
Figure L1
Figure L2
Figure L3
Figure L4
Figure L5
Figure L6
Figure L7
Figure L8
Figure L9

Feedback data – Quality of service
Feedback data – Was the service
helpful?
Feedback data – Did the service
help you move forward?
Feedback data – Number of
sessions
Feedback data – Length of sessions
Feedback data – Empathic
therapist
Feedback data – Caring therapist
Feedback data – Knowledgeable
therapist
Feedback data – Reliable therapist

Tables, graphs and figures

vii

Preface

viii

H O M I C I D E B E R E AV E M E N T S E R V I C E E VA L U AT I O N

Executive Summary
This report presents findings from a Homicide
Bereavement Therapeutic Service evaluation.
For those bereaved by homicide the experience
is emotionally and psychologically devastating.
Those affected describe intense and
overwhelming emotions over a long period of
time. Often people are left not knowing how to
manage their own emotions and reactions, let
alone support those within their family,
particularly children.
Previous findings have demonstrated that those
bereaved by homicide are at greater risk of
experiencing PTSD symptoms than are survivors
of other relational violence (Zinzow, Rheingold,
Byczkiewicz, Saunders & Kilpatrick, 2011). It has
also been suggested that the likelihood of
experiencing PTSD symptoms following
homicide increases with an absence of
therapeutic intervention (Streets & Gerald,
1990).
In January 2011, ASSIST Trauma Care entered
into a contract with the newly formed Victim
Support Homicide Service. Funding was
thereby made available for provision of a
specialist therapeutic service to support those
bereaved by homicide. By mid-December 2013,
1253 individuals (717 families) had been
referred to ASSIST following the homicide of a
loved one. The majority of those (1096) were
referred by the Victim Support Homicide
Service, with a further 157 being referred by
other homicide support agencies, mostly in
respect of pre-2010 homicides. At this stage the
decision was taken to undertake a service
evaluation, in order to analyse outcomes and
ascertain benefits provided by the therapeutic
service.
Of the 1253 individuals who had been referred,
797 had completed contact with the service by
late December 2013 and it is data from this
sample that has been used in the current
analysis. The remaining 456 individuals were

still in therapy as at December 2013 and their
data has not yet been analysed. Analysis of this
second set of data will form the next stage of
the evaluation project, at which stage it will be
added to the current evaluation.
Of the 797 clients with whom contact had been
completed, 455 engaged in therapy, 137
received a shortened but beneficial therapeutic
service termed ‘Early Intervention’, while 205 did
not engage (including some considered not
suitable for therapy). These different forms of
engagement or otherwise are discussed in
detail as part of the current evaluation. The data
collected has been further broken down into
different categories so that age, gender and
ethnicity factors can be analysed to extract
possible variables.
The aim of the ASSIST Homicide Bereavement
Service is to reduce the symptoms of PTSD,
anxiety and other trauma related responses
following traumatic bereavement, through
provision of a therapeutic intervention that is
tailored to the service user’s need. Throughout
the service provision outcomes have been
carefully measured by means of psychometric
outcome tools, and these outcomes are
analysed in detail in the body of this evaluation.

In summary:
l

66% of those presenting with severe and
moderate PTSD symptoms experienced a
reduction to mild or sub-clinical symptoms.
For a further 18% there was a lesser although
still significant reduction in symptoms. For
the remaining 16% there was no evident
reduction in Post-traumatic Stress
symptoms. Reasons for this treatmentresistance are further considered as part of
this evaluation.

l

In respect of depression, 63% saw symptoms
reduced from severe or moderately severe
levels to mild or sub-clinical levels by the
end of therapy. An additional 16%
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experienced a reduction from severe or
moderately severe depression to moderate
symptoms. Of the remaining 21% who
showed little or no reduction in symptoms,
many had long histories of clinical
depression, which had a major influence on
outcomes.
l

l

In respect of anxiety, 75% of those who
started therapy with symptoms of severe or
moderate anxiety had seen symptoms
reduce to mild or sub-clinical levels by the
end of therapy. Of the remaining 25% who
continued to experience some level of
anxiety, more than three quarters had
complex histories including diagnoses of
Generalised Anxiety Disorder and/or Panic
Disorder.
In respect of Complicated Grief, 66.5% of
those who scored at a severe level more than
6 months after the homicide saw scores
reduced to a sub-clinical level by the end of
therapy. The remaining 33.5% continued to
meet the criteria for Complicated Grief and
were referred on into NHS services for longterm help.

These results indicate very positive outcomes
for the therapy provided. More detailed analysis
has indicated that overall men achieved better
outcomes following therapy than did women
and also that children achieved better outcomes
than adults. Further research has been
recommended to consider these factors in
greater detail. It was also considered important
that further analysis be carried out regarding
clients who apparently did not respond
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significantly to therapy, to see if there were
common reasons to be ascertained. The most
significant factor to emerge in respect of this
treatment-resistance is that the majority of
clients who did not show significant symptom
improvement also had complex histories,
involving abuse in childhood, domestic violence
in adulthood, long-term clinical depression etc.
This is a very important finding in respect of this
evaluation and raises questions such as whether
longer courses of treatment should be provided
to these clients.
Other factors analysed as part of this evaluation
include failure to engage and the reasons why
this may be the case. Data produced shows that
teenagers are the most difficult group to
engage, with young adults following as a close
second. No particular difference is evidenced in
respect of gender or ethnicity.
The evaluation concludes with detailed
feedback from service users, with comments on
factors such as the help provided by the service,
obstacles to moving forward and detailed
discussion of such matters as length and timing
of sessions and the effects of the criminal justice
system. Overall, findings suggest a very high
level of satisfaction with the service provision,
with the majority of service users finding the
quality of service excellent.
Finally, recommendations are produced for
areas in need of further research. ASSIST has
collected a significant quantity of data to inform
such research and will be looking to collaborate
with suitably qualified individuals and
institutions with a view to taking this forward.

Executive Summary
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Section 1: Introduction
The Needs of Homicide Survivors
Homicide is constituted by murder,
manslaughter and infanticide and is defined by
The World Health Organization (WHO, 1977) as a
fatal injury inflicted by another person by any
means, with the intention to injure or kill. It has
also been described as violent, sudden and
unexpected (Clements & Burgess, 2002).
According to the Office for National Statistics, in
the year 2012/2013 UK police recorded 551
homicides. Homicide leaves behind family
members, acquaintances and friends, known as
homicide survivors (Levers, 2012) and sometimes
referred to as homicide victims.
In July 2011 a report into the needs of families
bereaved by homicide was produced in the UK
by Louise Casey CB, the then Government
Commissioner for Victims and Witnesses. In this
report Casey describes those bereaved by
homicide as among the most vulnerable in our
society and speaks of her horror at discovering
that victims had experienced difficulties getting
counselling, even for children. She states:

“It would seem vital that families are
able to have an assessment to
identify if they require trauma related
therapy…I want better access to
trauma counselling and bereavement
care for families and children and for
them not to be put at the bottom of a
waiting list.” (Casey, 2011, p15)
In 2013 The World Health Organization (WHO,
2013) released guidance on bereavement care
and also new clinical protocol and guidelines to
enable effective mental health care for adults
and children exposed to specific trauma and
loss. The guidelines recommend that:

“Structured psychological
interventions should not be offered

universally to (all) bereaved adults
who do not meet the criteria for a
mental disorder,”
(Recommendations 18 and 19).
However:

“…bereavement and grief may be
associated with prolonged
symptomatology and impairment in
functioning amounting to mental
disorder.” (Recommendation 1).
and therefore:

“Cognitive-behavioural therapy (CBT)
with a trauma focus should be
considered in adults, children and
adolescents with acute traumatic
stress symptoms associated with
significant impairment in daily
functioning,” (Recommendation 2).
These WHO Guidelines concur with NICE
Guidelines produced in the UK. (NICE
guidelines for PTSD, 2005, revised 2012). The
ASSIST Homicide Bereavement Service is the
only Third Sector service in the UK to operate
with a focus on the traumatic implications of
traumatic bereavement.

ASSIST Homicide Bereavement
Therapeutic Service
Aims and Objectives
The aims of the service are to relieve the distress
and to meet the emotional and psychological
needs of any person of any age, gender or
culture who has been affected by bereavement
by homicide and may be suffering symptoms of
Post-Traumatic Stress Disorder. Service
objectives involve provision of evidence-based
therapy to support service users towards
emotional well-being.

The Needs of Homicide Survivors
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The Formation and Delivery of the ASSIST
Homicide Bereavement Therapeutic Service
In early 2010 funding was provided by the
Ministry of Justice to develop a national
Homicide Service to operate across England and
Wales. The contract to deliver this service was
awarded to Victim Support. ASSIST Trauma Care
were subsequently contracted by Victim
Support to provide specialist therapeutic
intervention to those homicide survivors shown
to be displaying symptoms of trauma. The
National Homicide Bereavement Service went
live in London on 1 March 2010 providing a full
national (England & Wales) roll-out. This service
was initially restricted to homicides occurring
post March 2010. However, the Ministry of
Justice later provided additional funding to
other homicide support groups to provide
support for survivors of pre April 2010
homicides and ASSIST was also commissioned
to provide therapeutic services to these victims.
Analysis of ASSIST’s performance management
data shows that between August 2010 and
December 2013, 1253 service users had been
referred to the ASSIST Homicide Bereavement
Therapeutic Service with the majority of those
(1096) coming from Victim Support and 157
coming from other homicide support agencies
(see appendix 2).
In response to the new demands of the
Homicide Bereavement Therapeutic Service,
ASSIST Trauma Care expanded its existing
cohort of therapists to 35, located and working
across England and Wales. All therapists
appointed to the service were already qualified
and experienced in providing evidence-based
interventions to individuals and families

affected by trauma. These included Clinical
Psychologists, Cognitive Behavioural Therapists
and Child and Family Psychologists. Additional
training in working specifically in the aftermath
of homicide was provided and regular ongoing
training for all therapists has remained in place
to ensure that therapists are kept up to date
with evidence-based practice in this fast moving
field.
When referrals to the service are received,
bereaved individuals are assigned a therapist
who conducts an initial assessment. Provided
that both therapist and client agree that therapy
is warranted, an initial arrangement is agreed for
approximately 15 sessions of therapy. However,
the number of sessions has been dependent on
individual client circumstances, the duration of
legal and court proceedings and in particular
whether the cases were deemed complex, (see p
%%%). It has been found that some clients
preferred or benefitted more from weekly
sessions, others from fortnightly, whereas in
some cases therapy has been suspended for a
period and later restarted, to accommodate
needs surrounding the trial etc. This illustrates
the complexity of the experience of homicide
bereavement and the importance of tailoring
approaches to clients’ individual needs.
Throughout the service emphasis has been
placed on using NICE-recommended
interventions for PTSD (Trauma-Focused
Cognitive Behavioural Therapy, EMDR),
delivered in a flexible, Person-centred and client
driven way. While the focus has been
adherence to the current evidence base for
therapeutic provision, other therapeutic models
(e.g. Solution Focused) have been incorporated
if deemed appropriate and helpful to the

Therapeutic
intervention

New referral
Therapist
allocated
Assessment
arranged

Engaged
Did not engage
Early intervention

Exit from
service
Onward referral
Inform Victim
Support or other
victims’ groups

Continual liaison between therapist and homicide caseworker

Figure A1: Delivery of the Homicide Bereavement Service
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individual. Therapy has been conducted mainly
on an individual basis; however couple and
family sessions have also been adopted where
necessary and considered helpful to the clients.
Assigned therapists have maintained contact
with Victim Support Caseworkers supporting
individual clients throughout the duration of
therapy.

Existing Research
Research suggests that mourning behaviour
after a violent death differs quite significantly
from grieving following death in non-violent
circumstances (Rando, 1993; Armour, 2006). The
fact that the death was caused by human intent
or negligence results in a type of psychological
trauma different from the trauma experienced
following death from other causes (Levers,
2012). In addition, homicide survivors are often
left with incomplete information concerning the
circumstances of the death, which results in
rumination over these missing details and
inevitably issues of the assignment of blame
and responsibility occur (Armour, 2006).
Armour (2006), who studied the experience of
traumatic-grief following violent death, also
suggests that the range of trauma reactions
experienced by homicide survivors interferes
with their ability to grieve and in consequence
delays their recovery as compared with other
significantly bereaved. Casey picks up on this in
her report:

“We also know that PTSD and its
range of symptoms blocks and
interferes with the grieving process,
isolates the families from the world,
makes it difficult to have other
relationships and hold down a job,”
(Casey, 2011, pg. 15).
The mental health needs of homicide survivors
are certainly apparent, with research
demonstrating survivors to be at risk of PTSD,
depression and drug abuse/dependence1
(Zinzow, Rheingold, Byczkiewicz, Saunders &
Kilpatrick, 2009). Findings from comparative
research show homicide survivors to be at
greater risk of experiencing PTSD symptoms
than survivors of other relational violence

(Zinzow, Rheingold, Byczkiewicz, Saunders &
Kilpatrick, 2011). Other studies have
demonstrated that children who have been
exposed to violent trauma are more susceptible
to symptoms of PTSD and depression than are
their peers (Finkelhor, 1995; Kelley, Thornberry,
& Smith, 1997). Again, this is highlighted in
Casey’s report:

“Alongside the grief and devastation
of bereavement, there is now
substantial evidence that individuals
bereaved by homicide are likely to
experience trauma…It is estimated
that between a quarter and one third
of individuals develop PTSD at some
point after the killing (pg. 13)… In a
survey of more than 400 families the
vast majority (80%+) had suffered
trauma-related symptoms…In
addition to trauma symptoms three
quarters of respondents reported
depression.” (Casey, 2011, pg. 6).
With regard to best practice in helping homicide
survivors, an important study has demonstrated
that the likelihood of such survivors
experiencing PTSD symptoms increases with an
absence of therapeutic intervention (Streets &
Gerald, 1990). These findings are not specific to
adults, a further study having demonstrated
that psychological interventions are also
effective in reducing traumatic-stress symptoms
in children aged 6-12 years old (Salloum &
Overstreet, 2012). Research has also shown that
the emotional reaction and / or support of
parents influences the development of PTSD in
children (Lynskey & Fergusson, 1997), which
further evidences the need to provide help for
entire families (i.e. parents and children
together) wherever possible.
Multiple other factors also require deliberation
when considering the needs of homicide
survivors. With regard to PTSD, one study has
suggested that symptoms are more likely to be
experienced and to a greater extent by females
than males (Tolin & Foa, 2006). Another
concludes that women generally rate events as
more stressful, and experience a greater
perception of threat and loss of control than do
men (Olff et al., 2007). These previous research

1 See discussion on page %% regarding clients who did not engage for discussion on use of drugs and alcohol.
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findings are important with regard to the
current Homicide Bereavement Therapeutic
Service, which also saw greater numbers of
referrals for women than men. This factor and
possible associated reasons are considered as
part of the current service evaluation.
Other research has looked at the role played by
ethnicity and culture in the reactions and
recovery of homicide survivors. One study has
shown that racist feelings are often experienced
(particularly towards the perpetrator’s ethnic
group) when the ethnicity of the murderer
differs from that of the survivor, (Quisenberry,
2009). This finding has important implications
for social cohesion and is borne out by the
current evaluation (see below p. %%%). Other
studies (Coleman, Wampold and Casali, 1995;
Flaskerud 1991) have looked at the possibility
that culture may play a role in the outcome of
therapeutic provision, the suggestion being that
if therapist and client share a similar cultural and
religious background the client is likely to feel
better understood. Certainly a difficulty with
cross-cultural working is that perceptions and
language are not always easily interpreted from
one culture to another, even with the use of
interpreters. However, many psychologists
claim that whilst working cross-culturally
presents challenges which may influence
engagement, it can be done successfully;
although to achieve this it is essential that
therapists show good understanding of other
cultures and are receptive to difference (GrootAlberts, 2012).
There have been many reports to suggest that
the criminal justice process often exacerbates
trauma experiences and prolongs the grieving
process. Investigations, trials and sentencing
can be drawn out over a period of years,
meaning that the family remains in a state of
powerlessness and distress, constantly having
to face horrendous challenges such as having to
relive the experiences of their loved one’s last
moments in a court environment. Those
bereaved by homicide can often feel that the
perpetrator is given more support and
consideration than the family, (Mezey, Evans
and Hobdell, 2002), something that remains an
area of very real contention for survivors.

“The way the system operates can
leave families trembling in its wake.”
(Casey, 2011, pg. 6).
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While each of these different areas have been
the focus of particular research studies over the
last two decades, most of these studies have
been small and have only had access to a
limited amount of data.

“For such a profound and life
changing event….it is surprising
perhaps that there is such a limited
body of research into families
bereaved by homicide…..almost
exclusively based on small samples
of people….and largely from the
USA”. (Casey, 2011, pg. 9).
As far as we are aware the UK National Homicide
Service is one of the first of its kind
internationally, with the exception of Australia
where several similar services have been
developed (Homicide Victim’s Support Group
(Aust) inc.) This provides a unique opportunity
for building on and further expanding existing
research studies. ASSIST Trauma Care has
committed itself to undertaking this research, in
partnership with UK universities.

ASSIST Homicide Bereavement
Therapeutic Service Evaluation
Research Aims
The aim of this evaluation project is to
undertake an audit of the service provided by
the ASSIST Homicide Bereavement Therapeutic
Service to date and by doing so, to investigate
factors that both facilitate and hinder service
implementation, delivery and impact.
As discussed above, there has been limited
research carried out within this population in
the UK to date, and it has therefore been
proposed that ASSIST is in a position to provide
invaluable information which will enable
research and so further knowledge about the
impact of homicide on survivors. The current
Service Provision Evaluation is the first step in
collecting and collating this information.
With the objective of furthering understanding
of the therapeutic needs of homicide survivors,
we have sought to build on the different
academic studies undertaken to date and to
analyse a broad spectrum of data from the
population of UK homicide survivors we have
worked with, in respect of the varied questions
posed.

Current Research Aims

Section 1

With regard to gender, it remains possible that
this may not be significant in the actual
development of PTSD, but rather it may simply
be that women are more likely to seek help than
are men. There is quite a lot of research already
existing to suggest that this is the case,
particularly in regard to domestic violence
(Archer, J, 2000), although no research has yet
been carried out with particular reference to
homicide. Given the evidence that PTSD is
common in homicide survivors, combined with
varied research findings in respect of gender,
the possibility that gender may play a role in the
engagement and outcome of therapeutic
services provided by ASSIST will form an
important aspect of the current evaluation.
With regard to ethnicity, there have been very
few studies in this area to date. This is a further
area of focus for the current evaluation, which
will seek to consider the role that ethnicity and
culture may play in a client’s engagement with
therapeutic services provided by ASSIST. There
remains much more work to be done in this
important area and ASSIST aims to undertake
further research with regard to ethnicity and
culture in respect of homicide over future
months, leading on from this initial evaluation.
A large amount of data has also been collected
to date in respect of survivors’ involvement with
the Criminal Justice System and to what extent
this affects their psychological recovery. This is
another area which, while it features in the
current evaluation, will be an important focus
for further in depth study following the
publication of this initial evaluation.
In summary, this Homicide Bereavement Service
Evaluation seeks to build on existing research by
providing initial data and outcomes from the
service to date (August 2010 – December 2013)
while at the same time serving as a springboard
for the initiation and development of further
research across a wide range of important areas
as the service provision continues.

Evaluation Design
This evaluation has tracked the progress of the
service and has also sought to determine its
impact in order to inform future improvement
in service quality. The current audit comprises

the following components, which were deemed
necessary to provide a full service evaluation2:
l

A Service overview to assess number of
referrals, demographic data, homicide
characteristics and engagement in the
service, including drop-out rates.

l

Discussion of the impact of homicide on the
service user, i.e. PTSD, depression, anxiety,
complicated grief.

l

An overview of client needs to establish
proportion of clients displaying different
symptoms, and also pre-existing
psychological problems.

l

An Evaluation of treatment effectiveness
using psychometric outcome measures and
also considering a range of variables.

l

Consideration of qualitative data in the form
of post-therapy feedback.

Literature review
The literature review discussed above has
enabled a focus to assist current research and a
structure from which to guide the direction of
data collection. It should be noted, however,
that research studies to date in this area are
sparse, particularly in the UK. This is partly due
to challenges in accessing victims and to the
sensitivities involved.

Data Collection
Psychometric Outcomes
Psychometric scores were collected pre and
post-therapy as part of the service data
collection process. It was unfortunately not
possible to collect scores from every client for
reasons such as disengagement or refusal to
participate in data collection. Full sets of data
that consisted of both pre and postpsychometric scores were collated for analysis.
Psychometrics included The Impact of Events
Scale, The Complicated Grief Scale, PHQ-9, and
GAD-7. There were varied data set totals for
each psychometric scale used for this phase of
the evaluation and these are detailed in this
report.

2 Details of evaluation design and methodological challenges are detailed in Appendix 3.

Data Collection
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Interviews with Therapists
Semi-structured interviews were carried out
with 12 ASSIST staff members who took part in
either a focus group or an individual interview.
Staff members included those who had been
employed with the service for at least 6 months
and were qualified psychotherapists, clinical
and counselling psychologists. Participants
were asked about their views on the
effectiveness of service provision as well as
factors that might hinder positive outcome
results as measured by psychometric scoring.

Client Feedback Questionnaires
Bespoke Feedback Questionnaires (Appendix 1)
are sent to all service users following the ending
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of therapy. Service Users are requested to
return these with the knowledge that they are
able to decline this request if they so wish. The
overall return percentage of questionnaires by
December 2013 was 45%. Those questionnaires
returned were used to extract both quantitative
and qualitative data on each client’s experience
of the Homicide Bereavement Therapeutic
Service. Data gathered included subjective
opinions of the client’s therapist, in respect for
example of their understanding, knowledge and
reliability. Qualitative data was also used to
investigate whether there were factors that
impacted on each client’s ability to benefit from
therapy as well as to gather views on aspects of
the service that could be improved.

Data Collection

H O M I C I D E B E R E AV E M E N T S E R V I C E E VA L U AT I O N

Section 2: Engagement in the
Homicide Bereavement Therapeutic
Service
This section contains information on the following aspects of the ASSIST Therapeutic Service:
1. Referral to the Service
2. Clients who engaged in Trauma-focussed therapy
3. Clients who participated in Early Intervention only
4. Clients who failed to engage with the Service.

Referral to the Service
ASSIST’s performance management data shows that between August 2010 and December
2013, 1253 individuals (717 families) were referred to ASSIST following the homicide of a loved
one. Of these, 797 individuals had completed contact with the service by late December 2013
and it is data from this sample that has been used in the current analysis. The remaining 456
individuals were still in therapy as at December 2013 and their data has not yet been analysed.
Analysis of this data will form the next stage of the evaluation project, at which stage it will be
added to the current evaluation.
The data collected from the 797 individuals who had completed contact with ASSIST by
December 2013 has been further broken down into different categories so that age, gender
and ethnicity factors can be analysed to extract possible variables:

Age categories:
l

0–12 – Child

l

13–19 – Teen

l

20–24 – Young Adult

l

25+ – Adult

The categories of child, teen and adult are self-explanatory. However it was considered that a
separate age group of ‘young adult’ might be necessary in order to recognise the differing life
experience and cognitive abilities of those aged 20-24 as compared with older adults.
Different coping strategies are often evident in this group, based on their life experience, and
this has been apparent in the way they engaged in therapy following homicide.

Referral to the Service
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Referral by Age
The number of referrals received in each age group, who had completed therapy by
December 2013 and whose data is therefore used in this analysis, are detailed in Figure A2:

Number of referrals by age

Number of referrals

600

582

500
400
300
200

104

100
0

Adult

61

50

Young
adult

Teen

Child

Figure A2: Number of referrals by age (total = 797)

Referral by Gender
Referral has also been analysed by gender (Figure A3):

Number of referrals by gender

Number of referrals

600

548

400
249

200

0

Male

Female

Figure A3: Number of referrals by gender (total = 797)

Overall statistics show that there were many more women accessing the service than men.
This is consistent with other findings nationally, in that it is widely recognised that more
women access support for mental health difficulties generally than do men. Since referrals to
the Homicide Bereavement Therapeutic Service do not originate with ASSIST but with Victim
Support we have not been able to consider possible reasons for this difference in more detail,
but it seems likely that factors could involve both clients and referrers. This remains a further
area for investigation in the future, in that it raises wider questions around gender and
victimisation in general.
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Referral by Age and Gender combined:

Number of referrals

Total referrals by age and gender

500
441

Male
Female

400
300
200
141

100
0

Adult

29 32

23 27

Young
adult

Teen

56 48
Child

Figure A4: Total number of referrals by age and gender

Figure A4 indicates overall referrals by age and gender. This is an extremely interesting
finding, in that it supports the general finding (discussed above) that significantly more
females are referred into therapy than males, but supports this only in the adult category. In
the Young Adult and Teen categories the difference is only slight and is probably not
significant. In the child category more boys were referred into the service than girls. While
this difference is also small it is interesting that the trend is reversed. This finding with regard
to children is consistent with statistics relating to other non-homicide referrals made to ASSIST
by schools and Social Services. It is possible that boys and girls suffering with psychological
difficulties present differently, with boys exhibiting difficult behaviour whilst girls often
become quiet and subdued and by so doing attract less notice. Discussions with families of
homicide survivors support this suggestion and indeed we are aware of several cases where
the young boy in a bereaved family was initially referred while the young girl was not. This is
an important area for further research, in order to determine whether or not validated data
supports a significant trend in this respect, since it carries important implications in relation to
age, gender and victimisation. Such analysis will be considered once the current evaluation
project is complete.

Referral by Age and Gender
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Referral by Ethnicity
The following chart (Figure A5) shows the number of referrals made to the service by ethnicity.
It is immediately clear that the greatest percentage of referrals (81 %) were White British. The
category ‘Other White’ refers mostly to European clients although there were also a small
number of American and Australian service users. Combining these two categories together
with the ‘White Irish’ category shows that altogether 85.5% of service users were white.

Number of referrals by ethnicity
5 32 10
235
15
22
6
31
15
2
5

644

White Irish (0.5%)

Pakistani (3%)

Other White (4%)

Other Asian (0.75%)

White & Black Caribbean (1%)

Black Caribbean (4%)

White & Black African (0.25%)

Black African (2%)

White & Black Asian (0.25%)

Other Black (0.25%)

Other mixed (0.5%)

Other ethnicity (0.5%)

Indian (2%)

White British (81%)

Figure A5: Number of referrals by ethnicity

The Office for National Statistics divides the ethnicity of homicide victims 2010–2013 into
four categories according to their “appearance”. These are:
l

White

l

Asian

l

Black

l

Other

Comparison between these statistics and the number of referrals received by ASSIST by
ethnicity (translated into Statistics Office categories) is shown below in Table 1:

Category

National statistics
(% of homicides)

Percentage of
referrals to ASSIST

White
Black
Asian
Other

80.5%
9%
7.5%
3%

85.5%
7.5%
5.8%
1.2%

Table 1: Comparison of number of referrals by ethnicity with national homicide statistics
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The percentage of referrals to ASSIST divided according to ethnicity differs slightly from
national statistics regarding homicide, in that the percentage of ‘White’ referrals is higher and
the percentage from other ethnic groups slightly lower. This raises questions in itself regarding
the needs presented by families of differing ethnicities and the provision of therapeutic help.
Further research should be focused on this area in the future and it is recommended that the
factor of socio-economic class also be considered in such analysis since, as Casey recognised:

“ ….bereavement by homicide falls disproportionately on poorer sections of society”.
(Casey, 2011, pg. 10)

However it can be seen from ASSIST figures and those from the Office of National Statistics
that the general trend is similar.

Engagement in the Homicide Bereavement Therapeutic Service
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Engagement in the Homicide Bereavement Therapeutic Service
Not all homicide victims engaged in therapy following referral to the ASSIST service, for a
variety of reasons.
Of the 797 clients whose data has been analysed for the purpose of this evaluation:
l

455 engaged in therapy

l

137 received Early Intervention

l

205 did not engage (including some considered not suitable for therapy),

Overall Service Intervention (797 Clients)

26%

Therapy (455)
57%

17%

Early intervention (137)
Did not engage (205)

Figure B1: Overall service intervention: ‘therapy’, ‘earlyintervention’ and ‘non engagement’

Reasons for allocation to the different groups are detailed below, but briefly the Early
Intervention and Did not Engage groups differed from each other not by number of sessions
received but by the type of intervention employed and by the client’s response to this
intervention. Those allocated to the Early Intervention group received positive although
limited input, which met their needs at the time and enabled them to move forward in some
way. Either the clients themselves or client and therapist jointly felt that they did not need to
continue with a full course of therapy at this point in time. Those in the Did not Engage Group
either dropped out of therapy early on (for a range of reasons which will be discussed below)
or continued with therapy intermittently but never really engaged with the process.
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Clients who Engaged in Trauma-focused Therapy
Engagement by Age
Figure B2 shows differences in level of engagement by age. This chart does not illustrate
client numbers (which are shown in brackets), but the percentages of those initially referred in
each category who undertook a full course of trauma-focused therapy.
It was found that overall a higher percentage of referred children engaged in therapy, which
may be due to parental concern for their children and oversight of sessions. Teens were found
to be less inclined to engage which is consistent with previous literature on this age group.
The engagement of young adults was only slightly higher than that of teens.
Engagement by age
68%
(70)

70

58%
(338)

Percentage

60
50

43%
(26)

42%
(21)

Young
adult

Teen

40
30
20
10
0

Adult

Child

Figure B2: Engagement by age

Engagement by Gender
When factoring gender into levels of engagement and given that the number of male and
female referrals initially received were so different, there was no significant difference
between levels of engagement as related to gender. Just over half of both genders as initially
referred engaged in therapy (see Figure B3).
Engagement by gender
70

Percentage

60

55%
(138)

58%
(317)

Male

Female

50
40
30
20
10
0

Figure B3: Engagement by gender

Clients who Engaged in Trauma-focused Therapy
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Engagement by Ethnicity
There was some variation in engagement when analysed according to ethicity (see Figure B4),
with 59% engagement in the White British group as compared with 33% engagement in the
Indian Asian group. There were much higher levels of engagement shown for some ethnic
groupings, even up to 100%. However as the numbers concerned (shown in brackets above
each column) were so small any analysis would not be significant and results cannot be
generalised from these findings. As the service continues and more data is added it will
hopefully be possible to establish a trend in this respect.

Engagement by ethnicity
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Figure B4: Engagement by ethnicity

The majority of data used in the current evaluation was obtained from this client population
who participated in the ASSIST therapeutic service by engaging in a course of trauma-focused
therapy. It is the outcome data from these clients which forms the basis for the current
evaluation of service effectiveness. This data will be analysed in detail in the following section
– The Impact of the Homicide Bereavement Service.
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Engagement in Early Intervention
(i) What is Early Intervention
As discussed above, the clients allocated to the Early Intervention category differed from those
considered not to have engaged in that it was clear from the outset that they did not wish to
be involved in trauma-focused therapy, or alternatively it became clear at assessment that
they did not need to. However, these clients were looking for some therapeutic input and
they were therefore offered and engaged in usually just a small number of Early Intervention
sessions. These provided them with supportive psycho-education, helping them to
understand their symptoms and providing them with coping strategies, but did not go to the
extent of providing trauma-focused therapy. These sessions were deemed by the clients to
have been beneficial and as such individuals were provided with a service that met their
needs, which at the time did not indicate provision of a full course of therapy. Early
Intervention should therefore be considered a positive therapeutic service provision.
Many clients participated in just one session of Early Intervention, with the majority
participating in between one and four sessions. Occasionally a larger number of Early
Intervention sessions were provided in order to provide therapeutic support around complex
legal proceedings (see Figure C1).

Number of sessions
Early intervention provided to each Client

Number of clients

50
40
30
20
10
0

1

2

3

4

5
6
7
Number of sessions

8

9

10

11

Figure C1: Number of ‘Early Intervention’ sessions provided to each client

Early Intervention – Age and Gender
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Engagement in Early Intervention by category:
Figures C2 and C3 show the percentage of each category referred to ASSIST who chose to
engage solely in the Early Intervention service (actual numbers also shown):
There was no significant difference between percentages of men and women who chose to
engage in Early Intervention, with just a slightly higher percentage of referred men engaging
in this therapeutic intervention than women (although actual numbers were much higher for
women than men, reflecting original referral numbers).
Percentages engaging were also very similar across the Adult and Child categories. However a
higher percentage of referred Teens/Adolescents and Young Adults engaged in Early
Intervention. While more research is necessary to determine reasons for this, it may be that
this type of short intervention suits this age group better than does a longer therapeutic
intervention.

Early Intervention by gender

Early Intervention by age

30

20

19%
(47)

16%
(90)

10

0

21%
(13)

20

Male

Female

22%
(11)

16%
(96)

16%
(17)

10

0

Figure C2: ‘Early intervention’ by gender
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Percentage of clients
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Figure C3: Early Intervention by age

Early Intervention by Ethnicity

Child

Section 2

Early intervention by ethnicity
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Figure C4: ‘Early Intervention’ by ethnicity

There is again considerable variation between ethnic groups with regard to percentage
engagement in this category (see Figure C4). However, as with the data for therapeutic
engagement, the numbers are too small for this data to be considered significant. As more
data is added it will hopefully be possible to consider whether this type of intervention is
more suited to some ethnic groups than others.

Clients who Did Not Engage
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Clients who Did Not Engage
Altogether 205 (26%) clients did not engage in the therapeutic service offered to them, for a
range of different reasons. Clients who did not engage have been divided into four categories
(Table 2):
1. Those whom the therapist decided were not suitable to engage in therapy for a range of
reasons, including severe pre-existing mental health difficulties or excessive use of alcohol.
16 clients fell into this category.
2. Those who chose not to engage in even the first session offered. This category formed the
highest number of individuals in this grouping (80). In some cases these clients had
changed their minds subsequent to referral; in others the referrer is likely to have
misunderstood the client’s wishes.
3. Those who engaged in one, two or three sessions but decided not to engage thereafter.
These clients provided various reasons for their decision to decline therapeutic
intervention. As Figure D5 (p %%%% below) indicates, the majority of those in this
category who did not engage were avoidant of thinking about the homicide. The very
nature of (evidence-based) trauma-focused therapy involves the gradual processing of
what has occurred. Some clients make an understandable choice not to do this but to
instead avoid thinking about it altogether because of the emotion it evokes. This has
implications perhaps for better explanation of trauma-focused therapy by the referrer,
including better provision of information on the effects of traumatic bereavement and how
avoidance behaviour can maintain symptoms of traumatic-stress. However, it is also
important that each individual is given permission to choose to avoid if this remains their
informed choice. It can be argued that such a choice is a valid one.
Other reasons for early drop-out are one of the focuses of the current evaluation.
4. Those who engaged in a reasonable number of sessions but were still considered not to
have engaged in the therapeutic process. The majority of clients who fell into this category
made multiple cancellations of sessions or made themselves absent for sessions without
warning. Others did attend sessions but were never really willing to engage in the process.
In both such cases the therapist continued to attempt to engage the client either at the
referrer’s request, at the client’s own request or at the request of concerned family
members. Ultimately however the intermittent or inconsistent engagement rendered
progress in therapy not possible.

Categories of non-engagement
Not suitable for therapy
No sessions engaged in
Dropped out after a few sessions
Multiple sessions but never fully engaged

16
80
62
47

Total

205

Table 2: Categories of non-engagement

20

No of clients

Clients who Did Not Engage

Section 2

The following Figure (D1) illustrates the range of session numbers which were participated in
by clients who ‘did not engage’, and clearly shows the large number of clients who did not
engage in any sessions at all, despite having apparently asked for or consented to referral to
the service.

No of sessions – Did not engage
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Figure D1: Clients who ‘Did not Engage’ by number of sessions

Percentages of clients from each category originally referred who did not engage have also
been analysed and are shown in Figures D2 and D3:

Did not engage by gender

Did not engage by age
36%
(22)

30

25%
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(141)
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Figure D2: ‘Did not Engage’ by gender
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Figure D3: ‘Did not Engage’ by age

As these charts show there was no difference in percentages of referred males and females
who did not engage, despite larger actual numbers of females in this category.

Clients who Did Not Engage
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The percentage of children who did not engage is significantly lower, this being the counter to
the higher percentage of children who did engage in therapy. This outcome may be due to
parental influence. It may also relate to the fact that many children’s therapy sessions were
held at school during school hours, so that children had less choice not to engage, although
qualitative feedback does show that the great majority of children looked forward to their
therapy sessions.
Teens and young adults were by far the largest categories who did not engage, with
percentages coming out exactly the same, despite the fact that for teens many appointments
were made at school during school hours. Engaging the teen/adolescent age group in
therapy is generally recognised to be a challenge across different counselling services
nationally, and it seems that even following close family homicide this reluctance to engage in
therapy persists. These results also suggest that this reluctance to engage continues into
young adulthood. This is an important area for further research, which should consider both
the reasons behind this reluctance and also possible ways to overcome resistance to therapy,
so that an intervention can be provided that teens and young adults can better engage with
and which meets their needs. Interestingly, while teen engagement in therapy was low, their
engagement in Early Intervention was higher than for other ages groups and this was
duplicated in the young adult group, as discussed above. The possibility that a briefer type of
intervention is more suiting to this age group is something that should be considered further.
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Figure D4: ‘Did not engage’ by ethnic grouping

When considered by ethnicity (Figure D4), percentages of those who failed to engage vary
between 18% (Pakistani) and 42% (Black Caribbean). The White British grouping is about the
middle of this range. The exception is the “Other Asian” group, which showed 100% failure to
engage. Unfortunately no conclusions can be drawn from this data as numbers are too small
for findings to be significant. Additional qualitative findings do suggest that there may well
be important reasons for the variation in engagement between different ethnic groups, for
example several West Indian men did explain to their therapists that engagement would be
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counter to their cultural norms and certainly from figures to date Black Caribbean people do
seem disproportionately more likely to fail to engage. As additional data becomes available
and is added to this evaluation it is to be hoped that significant patterns will emerge, which
will then provide the basis for further research into the needs of different ethnic groups with
regard to therapy and possible ways in which these needs could be better met.

Reasons for Non-engagement
Wherever possible when clients ‘did not engage’ reasons were obtained and these are detailed
below (Figure D5):

Reasons for non-engagement

55

Number of clients

45
35
25
15

Relationship with with therapist
Did not want
Other commitments
Prison
Overseas
Other therapy
Work commitments
Bad timing
Mental health
Parental refusal
Feeling better
Complex issues
Cultural issues
Physical health
Too much emotion
Decided to move on
Did not feel would help
Justice preoccupation
Preoccupation with other issues
No trauma
Suicide
Addiction
No commitment
Too soon
Unable to contact
Other

0

Avoidant

5

Figure D5: Reasons for non-engagement

In many cases these reasons are totally valid and in such cases information was provided to
individuals as to how they could access the service in the future if circumstances should
change and if they so wished. In fact many have done so, returning to therapy at a later date.
In the few cases where clients did not feel able to relate to the allocated therapist the offer of
an alternative therapist was made. In cases where assessment showed that the client was not
suitable for trauma-focused therapy (use of drugs or alcohol, severe mental health difficulties)
referral on was made to another suitable service, usually involving the Community Mental
Health Service or substance abuse services. Discussion between ASSIST and the Victim
Support Homicide Service concluded that this was the best route to take in helping these
clients, since the NHS substance abuse and severe mental health services are well developed
and provide timely interventions across England and Wales. Following referral, contact was
maintained with each client’s GP, so that a client could return to access trauma services once
they were ready to do so.

Reasons for Non-engagement
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The majority of clients who disengaged in the service did so for reasons of avoidance. As
discussed above, this is a difficult issue, since avoidance of thinking about the trauma
following the murder of a loved one is totally understandable and to be expected. However
avoidance is both a symptom and a cause of PTSD and unfortunately treatment does involve
some level of focus on the trauma. Recommendations for better engagement of this group
involve focus on psycho-education, both by the therapist at initial contact and also by the
referring caseworker, prior to referral, to explain why focus on the trauma is a necessary part of
therapy. In the end, every individual has the right to choose how they will personally cope
with the aftermath of a homicide. Some may choose to avoid thinking about the event for
their entire lives. For many there may be cultural influences in this respect. For others it may
simply be too early for therapy, in which case this should be offered again at a later date when
the client is more ready to work with the trauma.
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Summary of Therapeutic Engagement of Clients referred to the
Service
The following charts summarise client engagement in all three categories:

Engagement by age
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Figure E1: Engagement by age
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Figure E2: Engagement by gender

Summary of overall Therapeutic Engagement or otherwise
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White British Engagement

Early intervention
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Figure E3: White British engagement

Engagement by other ethnicity
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Figure E4: Engagement by ethnicity
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Overall Demographics

Total sample

Therapy

Did not
engage

Early
intervention

Gender
Male
Female
Missing data

249
138
548
317
456 (total sample)

64
141

47
90

Age
Adult
Young adult
Teen
Child

582
61
50
104

338
26
21
70

148
22
18
17

96
13
11
17

Ethnicity
White British
644
White Irish
5
Other White
32
White & Black Caribbean 10
White & Black African
2
White & Asian
3
Other mixed
5
Indian
15
Pakistani
22
Bangladeshi
0
Other Asian
6
Black Caribbean
31
Black African
15
Other Black
2
Chinese
0
Other ethnic group
5

379
2
16
6
2
2
4
5
13
0
0
14
7
2
0
3

156
1
12
2
0
1
1
3
4
0
6
13
5
0
0
1

109
2
4
2
0
0
0
7
5
0
0
4
3
0
0
1

Table 3: Overall demographic data

Overall Demographics
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Section 3 – The Impacts of the
Homicide Bereavement Service
This section offers findings that explore the effects of the therapy provided by the Homicide
Bereavement Therapeutic Service for service users who did engage in therapy. Data will be
presented from psychometric measures used pre and post-therapy in addition to qualitative
feedback from client feedback forms. It should be noted that the data sourced for this phase
of the research is in respect of clients who had completed therapy and completed both pre
and post psychometric measures. Requests for feedback were sent to each of these clients.
Findings suggest that the majority of clients benefitted significantly from engagement in
therapy and also that there was an overall satisfaction with the service, both with the
effectiveness of the intervention type and also with the assigned therapist.
Future research and data collection will endeavour to gain data from those who did not
engage in therapy, to produce validity and generalisation of results. We also plan to conduct
further investigation into obstacles that prevent service engagement and to research which
clients benefit from therapy and possible reasons why others manage the experience of
bereavement by homicide without therapy.

(i) Therapy participation by category:
Altogether 455 homicide victims engaged in and completed a course of trauma-focused
therapy between August 2010 and December 2013. Figures F1, F2 and F3 below show the
span of participation, sub-divided according to age, gender and ethnicity:

Therapy participation by gender

30%
70%

Male (138)
Female (317)

Therapy participation by age

15%
5%
6%

Child (70)
Teen (21)
74%

Young adult (26)
Adult (338)

Figure F1: Therapy participation by gender

Figure F2: Therapy participation by age

Therapy Participation by Category

29

Section 3

Therapy participation by ethnicity
2 16

6 22 4

5

13
14
7

2
3

379

White Irish (0.5%)

Pakistani (3%)

Other White (4%)

Black Caribbean (3%)

White & Black Caribbean (1%)

Black African (2%)

White & Black African (0.5%)

Other Black (0.5%)

White & Black Asian (0.5%)

Other ethnicity (0.5%)

Other mixed (0.5%)

White British (83%)

Indian (1%)

Figure F3: Therapy participation by ethnicity

Participation in the service by these different groups is reflective of numbers initially referred
to the service.
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(ii) Symptoms treated by the ASSIST Homicide Bereavement
Service
The focus of the ASSIST service is to treat the after-effects of traumatic experience, particularly
in respect of Post-traumatic Stress. In the case of homicide survivors there is evidence to
suggest that many are at risk of developing PTSD (Zinzow, Rheingold, Byczkiewicz, Saunders &
Kilpatrick, 2009; Zinzow, Rheingold, Byczkiewicz, Saunders & Kilpatrick, 2011).
Armour (2006), who studied the experience of traumatic-grief following violent death, has
also suggested that the range of post-trauma reactions experienced by homicide survivors
can interfere with their ability to grieve and in consequence delays their recovery as compared
with other significantly bereaved. This concern is picked up by Casey:

“We also know that PTSD and its range of symptoms blocks and interferes with
the grieving process, isolates the families from the world, makes it difficult to have
other relationships and to hold down a job.” (Casey, 2011, pg. 15).
The ASSIST Homicide Bereavement Service has therefore continued to focus primarily on the
treatment of traumatic-stress symptoms and to measure outcome results in this respect.
However, research has also indicated that other major mental health disorders, in particular
depression and anxiety, are co-morbid with Post-traumatic Stress and that homicide survivors
are also at significant risk of developing symptoms in these areas (Zinzow, Rheingold,
Byczkiewicz, Saunders & Kilpatrick, 2009). This is also emphasised by Casey:

“In addition to trauma symptoms three quarters of respondents reported
depression.” (Casey, 2011, pg. 14).
A secondary focus of the Homicide Bereavement Service has therefore been to treat these
disorders alongside treatment of traumatic-stress symptoms, and outcome measures to date
indicate the results of such treatment to be very successful. This data is discussed below.

(iii) Clients with Complex Histories and resulting Complex
Symptoms
Many homicide victims have complex histories and as a result suffer a range of difficulties
which pre-date the homicide. Complex histories include suffering abuse in childhood and/or
domestic violence in adulthood. Many such clients have developed their own coping
strategies over time, which can involve alcohol or substance abuse as well as extreme
avoidance. This particular client population is well recognised by psychology professionals, as
symptoms are often treatment resistant. Individual clients often suffer mental health
difficulties, including long term clinical-depression, and have a history of involvement with
mental health services.
Sadly, clients with complex histories often go on to experience further trauma in their lives,
including loss of family members by homicide. Louise Casey, in her report, noted that:

“…bereavement by homicide falls disproportionately on poorer sections of
society”. (Casey, 2011, pg. 10)
The same is also often true for those members of society with complex histories. In working
with such clients, therapists need to take into account not only the effects of the homicide but
also the cumulative effect of earlier life trauma. The two can be difficult to disentangle, the
result being that clients with complex histories have particular needs which need to be
considered in respect of therapeutic provision. Throughout this section we consider the effect
that complex histories have on therapy engagement and on outcomes achieved.

Symptoms Treated
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(iv) Therapeutic Outcomes
Psychometric outcome measures
Throughout the therapeutic process, psychometric measures are used to establish particular
symptoms which are causing the client difficulty, as well as to track progress with regard to
symptom reduction. The psychometrics are self-report measures that are filled in by the client
in discussion with the therapist, at therapy onset and then again at the end of therapy, in
order to ascertain progress made. If indicated the measures are also taken mid-point to
enable awareness of progress and persistent symptoms. The psychometrics used are as
follows:
l

Horowitz Impact of Event scale – indicative of Post-traumatic Stress symptoms

l

PHQ-9 – used to measure depression

l

GAD-7 – used to measure anxiety

l

The Inventory of Complicated Grief – indicative of severe and prolonged intense grief

Validation evidence for these measures is provided by Horowitz et al. (1979); Joseph, S. (2000);
Kocalevent et al. (2013), Lowe et al, (2008) and Prigerson et al, (1995) respectively. (See
Appendix 4)
The aim of using these psychometric measures pre and post-therapy is to evidence whether or
not service users show demonstrable change in terms of symptom reduction as a result of
therapy. Overall, analysis of these scores shows the outcome of treatment to be positive, with
most service users demonstrating a reduction (an improvement) in their score. The rates of
improvement were higher for those presenting with higher pre-treatment scores (‘worse’ prior
to starting treatment). Within each psychometric measure, the reduction in score is provided
and discussed below.
Unfortunately complete outcome data sets are not available from every client engaging in
therapy. In some cases therapists have failed to collect the relevant information. At other
times clients have declined to provide it or have been too distressed to do so. However,
sufficiently large samples are available for each psychometric measure to provide valid
outcome data and this data will continue to build as the service continues.
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A. Post-traumatic-Stress Symptoms
– as indicated by the Impact of Event Scale (Horowitz, Wilner & Alvarez, 1979)
The Horowitz Impact of Event scale is a 15-item self-report questionnaire designed to measure
the frequency of 2 key factors of PTSD: avoidance and intrusion. The IES is the most
commonly used psychometric measure of Post-traumatic Stress. It is not designed to provide
a diagnosis of PTSD, however it has been found to have good psychometric properties
(Joseph, 2000; Weiss, 2007) and is therefore widely used to indicate PTSD.
From the Homicide Bereavement Service to date, IES data is available from 385 clients who
engaged in trauma-focused therapy. This section considers the following factors in respect of
this client population:
l

Client population by gender, age and ethnicity

l

Clients with complex histories

l

Severity of PTSD symptoms

l

Severity of symptoms by gender, age, ethnicity and complexity

The following charts (Figure G1 and G2) indicate numbers engaging for whom there is data
available in each category:

Total IES – Age

Total IES – Gender

250
200
150

109

100

286

250
200
150
100

58

50

50
0

300

276

Number of clients

Number of clients

300

0
Male

Female

Figure G1: Total IES – gender

33
8

Adult

Young
adult

Teen

Child

Figure G2: Total IES – age

The large difference between numbers of males and females referred to the service and
engaging in therapy, and also the ratio across the different age groups participating, has
already been discussed in the previous section. This is particularly important in respect of
outcome data significance, as lower data numbers, particularly in respect of the teen group,
will not yield the same outcome validity.

Post-traumatic-Stress Symptoms by Gender and Age
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Total IES by Ethnicity
Ethnicity

No of clients

White British
White Irish
Other White
White & Black Caribbean
White & Black African
White & Asian
Other mixed
Indian
Pakistani
Black Caribbean
Black African
Other Black

325
2
12
3
2
2
1
5
11
14
7
1

Total

385

Table 4: Total IES Data by Ethnicity

In the ethnicity category also, small numbers mean that data analysis will inevitably not yield
significant results (Table 4). However, this data will continue to build as the service continues,
enabling valid data analysis in the future.
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Clients with Complex Histories

Total IES – Client history: Complex or Non-complex

No of clients

250

233

200
152

150
100
50
0

Complex

Non-complex

Figure G3: Total IES – client history: complex or non-complex

As Figure G3 indicates, 40% of those clients for whom PTSD data is available had complex
histories. This is an important factor with regard to both therapy provision and data analysis
and will be discussed in more detail in this chapter. Of those clients with complex histories
129 were female and 23 were male, which denotes a smaller percentage of male than female
clients with complex histories (see Table 5).

IES data – Complex/Non-complex

Overall clients
Clients with complex histories

Female

Male

276 = 72%

109 = 28%

129 = 85% of
complex group

23 = 15% of
complex group

Table 5: Overall IES data – Complex/Non-complex

Severity of PTSD Symptoms
Not all clients with Post-traumatic stress Symptoms met the full diagnostic criteria for PTSD,
although a significant number did. The Homicide Bereavement Therapeutic Service has
always taken the view that treatment is warranted where some PTSD symptoms exist, even if
the full diagnostic criterion has not been reached. This is because those symptoms which do
present still affect homicide survivors considerably, and also because one aim of therapy is to
prevent the development of further symptoms. It should be noted that results from
psychometrics used are indicative only, the aim of the service being to treat client symptoms
rather than to provide validated diagnosis for legal purposes.

Clients with Complex Histories
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Research for the Canadian Department of Health (Beaton et al, 1999) suggests that the IES can
be interpreted according to the following dimension:
l

0–8

Subclinical range

l

9 – 25

Mild range

l

26 – 43

Moderate range

l

44 +

Severe range

If this scoring guide is followed, clients treated by the Homicide Bereavement Service for
whom data is available presented symptoms which fell into the following categories (Table 6):

Symptom category

No of clients

Severe symptoms
Moderate symptoms
Mild symptoms
Sub-clinical symptoms

254
109
20
2

Total

385

Table 6: Trauma Symptom categories

With regard to actual diagnosis of PTSD, research suggests that a score of 30 or more is
indicative of PTSD diagnosis. (Horowitz, M., Wilner, N., & Alvarez, W., 1979). If this score is used
as a cut off, this would suggest that 337 of the clients treated by the service (for whom IES
data is available) met the diagnostic symptom criteria for PTSD (all clients in the severe
category and 83 clients in the moderate category).
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The following charts (Figures G4-G9) illustrate the severity of Post-traumatic Stress symptoms
at the start of therapy for the 385 homicide survivors treated, shown as a percentage of age,
gender and ethnicity groupings. It will be noted that a significantly greater percentage of
females experienced severe symptoms, when compared to males, which is likely to be related
to the greater number of female clients with complex histories.

PTSD Severity by Gender – Male

3%

11%

1%

26%
53%

35%

PTSD Severity by Gender – Female
3%

Severe (58)
Moderate (38)
Mild (12)
Sub-clinical (1)

0.5%

25.5%
71%

Severe (196)
Moderate (71)
Mild (8)
Sub-clinical (1)

71%

Figure G4: PTSD Severity by Gender – Male

PTSD Severity by Age – Adult
2%
11%
27%
35%

26%
53%
71%

Severe (204)
Moderate (76)
Mild (6)
Sub-clinical (0)

Figure G5: PTSD Severity by Gender – Female

PTSD Severity by Age – Young Adult
11%
27%
27%
35%

53%
71%
73%

Severe (24)
Moderate (9)
Mild (0)
Sub-clinical (0)
71%

Figure G6: PTSD severity by Age – Adult

PTSD Severity by Age – Teen
11%
12.5%
27%
27%
12.5%
35%

Figure G7: PTSD severity by Age – Young Adult

PTSD Severity by Age – Child
3%

53%
71%
75%
73%

Severe (6)
Moderate (1)
Mild (1)
Sub-clinical (0)

Figure G8: PTSD severity by Age – Teen

22%

35%

40%

Severe (20)
Moderate (23)
Mild (13)
Sub-clinical (2)

Figure G9: PTSD severity by Age – Child

As these charts illustrate, the majority of clients overall (254) were experiencing severe PTSD
symptoms at the commencement of therapy. This is the largest symptom group across every
category except the child category, where there were more children with moderate symptoms
(23), 20 children with severe symptoms and a good number (13) with mild symptoms. Only
two clients presented with no symptoms at all (sub-clinical group), both of these being
children. In these cases the children were in therapy because of the symptoms suffered by
their wider families and to help them with consequent and bereavement issues.

Severity of Symptoms by Gender and Age
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PTSD symptoms by Ethnicity
The following table shows severity of symptoms in referred clients analysed by ethnicity:

Symptoms
Severe

Ethnicity
White British
White Irish
Other White
White & Black Caribbean
White & Black African
White & Asian
Other mixed
Indian
Pakistani
Black Caribbean
Black African
Other Black

220
2
5
3
1
1
0
3
4
11
3
1

(68%)
(100%)
(42%)
(100%)
(50%)
(50%)
(60%)
(36%)
(79%)
(43%)
(100%)

Moderate
86 (26%)
0
7 (58%)
0
1 (50%)
1 (50%)
1 (100%)
2 (40%)
6 (55%)
1 (7%)
4 (57%)
0

Mild
17 (5%)
0
0
0
0
0
0
0
1 (9%)
2 (14%)
0
0

Sub-clinical
2 (1%)
0
0
0
0
0
0
0
0
0
0
0

Table 7: PTSD Symptoms by Ethnicity

As discussed previously in this evaluation, numbers in the ethnicity category are not large
enough to yield significant data. However, as this table illustrates, numbers of clients from all
ethnic groups are spread across all symptom levels, with most describing either mild or
moderate symptoms and with possibly a significantly greater number of Black Caribbean
clients experiencing severe symptoms. As data builds within the Homicide Bereavement
Service, these results will begin to show more significant data.
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Clients with Complex Histories
An important additional finding from the data analysed is the large number of clients with
complex histories who were found to be suffering severe PTSD symptoms. Although 40% of
clients had complex histories, a much greater percentage of these were found to be suffering
severe PTSD symptoms than for those without complex histories. This is important because it
is a significant indicator of the risk factor with regard to development of PTSD following
homicide, as well as having major implications for therapy. Throughout this outcome
evaluation particular note will be taken of findings with regard to clients presenting with
complex symptoms.

PTSD Severity –
Clients with Complex Histories
1%
23% 22%
75.5%
40%

Severe (115)
Moderate (35)
Mild (2)
Sub-clinical (0)

PTSD Severity –
Clients with Non-Complex Histories
1%
7.5%
23% 22%
32%

59.5%
75%
40%

Figure G10: PTSD Severity – clients with
Complex Histories

Severe (139)
Moderate (74)
Mild (18)
Sub-clinical (2)

Figure G11: PTSD Severity – clients with NonComplex Histories

75.5% of clients with complex histories were experiencing severe PTSD symptoms, as opposed
to 59.5% of those without complex histories (Figures G10 and G11).

Severity of Symptoms by Complexity
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Outcome Data – Reduction in PTSD Symptoms
(i) The effects of therapy for Clients with severe traumatic-stress symptoms
Analysis of pre and post-therapy data (385 clients) indicates that most of those who presented
with severe symptomology at the beginning of therapy (254 clients) had scores reduced
significantly by the end of therapy. Of these 254 clients who presented with severe symptoms
115 had complex histories. The majority of severe pre-scores (110) were reduced to mild
levels, with 41 client scores reducing to sub-clinical levels. For some clients, while there was
symptom reduction this was only to moderate levels, whilst for 15% of clients scores remained
in the severe category. Possible reason for this continuation of high scores in some cases will
be considered further in this evaluation.
The reduction of symptoms over the course of therapy is illustrated on graph 1 below:

Levels of trauma sympton scores

Reduction in severe PTSD symptoms over the course of therapy (254)

Severe remained (40 clients)

Severe

Severe to moderate
(63 clients)

Moderate

Severe to mild
(110 clients)

Mild
Severe to sub-clinical
(41 clients)

Sub-clinical
0

10

20 30

40

50

60 70

80

90 100 110

Number of clients
Graph 1: Reduction in Severe PTSD Symptoms

40

l

The majority (110) of severe pre-scores were reduced to mild levels, including 43 clients
with complex histories.

l

41 client scores were reduced to sub-clinical levels, including 9 clients with complex
histories.

l

63 client scores reduced from severe to moderate levels, including 35 clients with complex
histories.

l

40 clients presenting with severe scores continued to experience severe symptoms,

Outcome Data – Reduction in PTSD Symptoms
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including 28 clients with complex histories.

(ii) The effects of therapy for Clients with moderate traumatic-stress symptoms
A lesser number of clients (109) presented with moderate PTSD symptoms at the
commencement of therapy, of whom 35 were clients with complex histories. Of this group 88
(80%) experienced symptom reduction to mild or sub-clinical levels by the end of therapy. For
a smaller number moderate symptoms remained and in four cases symptoms increased.
The reduction of symptoms over the course of therapy is illustrated in graph 2 below:

Levels of trauma sympton scores

Reduction in moderate post-traumatic symptom scores
over the course of therapy (109)
Moderate to severe
(4 clients)

Severe

Moderate remained
(17 clients)

Moderate

Moderate to mild
(56 clients)

Mild
Moderate to sub-clinical
(32 clients)

Sub-clinical
0

10

20 30 40 50
Number of clients

60

Graph 2: Reduction in Moderate PTSD Symptoms

Clients who presented with moderate PTSD symptoms at commencement of therapy
l

The majority of moderate pre-scores (56) were reduced to mild levels, including 13 clients
with complex histories.

l

32 clients symptoms reduced to sub-clinical levels, including 6 clients with complex
histories.

l

17 clients with moderate PTSD symptoms continued to suffer these symptoms, including
13 clients with complex histories.

l

In 4 cases PTSD symptoms increased from moderate to severe levels, three of whom were
clients with complex histories.

Outcome Data – Reduction in PTSD Symptoms
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(iii) The effects of therapy for Clients with mild traumatic-stress symptoms
Of the 385 clients for whom IES data is available, only 20 presented with mild PTSD symptoms
when they first started therapy. Only two of these clients had complex histories /
symptomatology. The reduction in symptoms over the course of therapy is illustrated in graph
3 below:

Levels of trauma-sympton score

Reduction in mild post-traumatic symptom scores over the course of therapy (20)

Mild remained (11 clients)

Mild

Mild to sub-clinical
(9 clients)

Subclinical

5
10
Number of clients
Graph 3: Reduction in Mild PTSD Symptoms

l

9 client scores reduced to sub-clinical levels by the end of therapy, of whom none had
complex histories.

l

For the remaining 11 clients symptoms remained at mild level. Two of these had complex
histories.

l

There were no increases in scores.

(iv) Sub-Clinical scores
As noted above, the remaining two clients (both children) for whom data is available did not
present with traumatic-stress symptoms when they entered therapy (sub-clinical scores) and
this symptom presentation had not changed by the end of therapy. Neither of these had
complex histories. Both had been referred into therapy not because of their own symptoms
but because of the high level of symptoms presented by family members and the effect that
this was having on these children’s lives. They were provided with sessions to help them cope
in this respect, with work focussing on understanding the emotions of family members as well
as on their bereavement.
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(v) Discussion
“66% of clients presenting with
The IES measures the intrusive and avoidance
severe or moderate post-traumatic
symptoms associated with PTSD. Given that the
stress symptoms experienced a
clients in this study had all suffered bereavement
reduction to mild or sub-clinical
by homicide it is to be expected that such
levels by the end of therapy.”
symptoms will continue for some time, at least at
a mild level. Total elimination of such symptoms
through therapy would not be a realistic aim in
most cases. The aim of therapy is rather to reduce such symptoms, so that they do not
interfere with the grieving process and the client is able to grieve for their loved one. These
results indicate that in the majority of cases (66%), for those presenting with severe and
moderate symptoms this outcome was achieved. For a further 17.5% there was some
reduction in symptoms, although this reduction was not as marked. For the remaining 16.5%
(61 clients) for whom there was no evident reduction in Post-traumatic Stress symptoms more
than two thirds of these (43 clients) had complex histories.
Data analysis thus shows that the experience of a complex history is a very significant factor
affecting therapeutic outcomes and the symptom reduction obtained. The chart below
(Figure G12) illustrates, in each category of symptoms (severe, moderate, mild), how
significantly more clients with non-complex histories experienced reduction to either mild or
sub-clinical levels; with significantly more clients with complex histories seeing scores
reducing to a lesser extent, remaining at pre-therapy levels or even increasing in severity.

IES reduction – complexity

60

Non-complex

Complex

Percentage of clients

50
40
30
20

Mild to severe

Mild to moderate

Mild remained

Mild to sub-clinical

Moderate to severe

Moderate remained

Moderate to mild

Moderate to sub-clinical

Severe remained

Severe to moderate

Severe to mild

0

Severe to sub-clinical

10

Figure G12: IES reduction by complexity
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What this data suggests is that if all the clients treated had been without complex histories,
outcome rates, while already very positive, will have been further improved. It is positive in
itself that so many clients with complex histories did experience significant symptom
improvement as a result of therapy, but achieving symptom reduction is clearly more difficult
for this group and in many cases further reduction would have required a greater number of
sessions than was generally available. (See discussion p %%%).
However it must also be noted that not all those whose symptoms did not reduce had
complex histories. For those clients with severe symptoms at the start of therapy, 12 (just less
than 1%) of those without complex histories continued to experience severe symptoms at the
end of therapy, while for those with moderate symptoms at the start 4 (3.5%) continued to
experience moderate symptoms at the end of therapy, and for one client symptoms had
increased to severe. Further research is necessary to determine whether there were specific
factors (for example the court case) which led to these retained or increased symptoms. This
research, which ASSIST hopes to conduct in due course, will provide better information as to
the needs and difficulties experienced by clients who to date have not responded to
therapeutic intervention.
Analysis has also been made of symptom reduction across gender, age and ethnicity
categories. In the case of gender the chart below shows a similar pattern as with client
complexity, in that in most cases there is greater symptom reduction for males than for
females, although this reduction is not totally consistent across every symptom level (ie
reversed moderate to mild). It is likely that the complexity factor influences gender outcomes
to some extent, since a larger percentage of female clients had complex histories than did
males. More detailed analysis is needed to extract valid outcome data in this respect.
However, as a general overview, more females were referred to the service than males, a
higher percentage of females exhibited severe symptoms than did males, but on average
males achieved a higher rate of symptom reduction than did females (see Figure G13).
IES Trauma Symptom reduction – gender

70

Male
Female

Percentage of clients

60
50
40
30
20

Figure G13: IES Trauma Symptom reduction – gender
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Mild remained

Mild to sub-clinical

Moderate to severe

Moderate remained

Moderate to mild

Moderate to sub-clinical

Severe remained

Severe to moderate

Severe to mild

0

Severe to sub-clinical
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In the age category it has already been discussed that children showed significantly better
engagement in therapy than did teens or young adults and slightly better engagement than
adults. In the case of PTSD, the children treated generally exhibited less severe symptoms and
also achieved greater symptom reduction than did adults, however smaller numbers make a
valid comparison difficult. In the case of teens and young adults numbers are too small for
any analysis to be significant.
In the ethnicity category numbers of clients has also been too small for significant data to be
produced. However, just as symptom severity appears to be spread across all ethnic groups,
reduction in symptoms appears similarly spread. As more data is collected it is hoped that it
will be possible to carry out valid data analysis.

Discussion
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B. Depressive Symptoms
– as indicated by the Patient Health Questionnaire (PHQ-9)
The nine-item depression module known as the Patient Health Questionnaire (PHQ-9) is
widely used as an open access screening instrument for depression in different health care
and community settings (see Appendix 4). Evidence supports reliability and validity of the
uni-dimensional PHQ-9 as a measure of depression in the general population (Kocalevent.,
Hinz, & Brähler, 2013). The Homicide Bereavement Therapeutic Service took the decision to
employ this widely used measure to assess levels of depression in homicide survivors, as it is
recognised and understood by GPs and other health professionals and therefore is likely to be
helpful in enabling “shared care.”
Of the 455 clients who participated in trauma-focussed therapy, data on depression is
available for 285 clients. For those for whom data is not available, 65 are children, as the PHQ9 is not generally used to assess children under the age of 11. Where this screening tool has
been used with children this has been at the therapist’s judgement, where the child is
showing clear signs of depression and they are either old enough or considered to be mature
enough to work with this screening tool. The data we have available regarding depression in
children is therefore minimal.
This section considers the following factors in respect of the client population screened for
depression:
l

Client population by gender, age, ethnicity and complex history

l

Severity of depression

l

Severity of depressive symptoms by gender, age, ethnicity and complex history

Clients for whom data on depressive symptoms has been analysed fell into the following
categories at commencement of therapy (Figures H1 and H2):

Total Depression Data by Gender

250

250

212

No of clients

No of clients

200
150
100

Total Depression Data by Age

73

200
150
100

50

50

0

0
Male

Female

Figure H1: Total depression data by gender

243

30

Adult

Young
adult

7

5

Teen

Child

Figure H2: Total depression data by age

This data is in line with numbers of referrals to the service, with the exception of child clients
who were generally not screened for depression.
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Table 8 shows numbers of clients for whom data on depression is available, analysed by
ethnicity:

Depression Data by Ethnicity
Ethnicity

No of clients

White British
White Irish
Other White
White & Black Caribbean
White & Black African
White & Asian
Indian
Pakistani
Black Caribbean
Black African
Other Black

240
2
11
1
1
2
5
4
14
4
1

Total

285

Table 8: Total depression Data divided by ethnicity

Data according to Complex History

Total Depression Data

No of clients

200
150

165
120

100
50
0

Complex

Non-complex

Figure H3: Depression by Complexity

The data shown in Figure H3 is very important, showing as it does that 42% of clients who had
symptoms of depression at the outset of therapy also had complex histories. In many cases
these histories included long term clinical depression. Of the clients with complex histories 99
(83%) were female and 21 (17%) were male.
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Severity of Depression at Commencement of Therapy
The following interpretation of PHQ-9 scores has been adopted (Pfizer Practice Guidelines):
l

20 or more = severe

l

15–19

= moderately severe

l

10–14

= moderate

l

5–9

= mild

l

0–4

= sub-clinical

(Total score ranges from 0 to 27)
For the 285 clients for whom data on depression is available, analysis shows that the following
levels of severity were evident at commencement of therapy (see Table 9):

No of clients

Severe

Moderately
Severe

Moderate

Mild

SubClinical

Total

117

72

50

31

15

285

Table 9: Depression symptom categories

The following charts (Figure H4 and H5) illustrate the percentage of clients in each category
who described the different levels of depression:

Depression Severity by Gender – Female

Depression Severity by Gender – Male

4%

8%

10%
16%

22%
22%75%
40%

44%
35%

Severe (91)
Moderately severe (56)
Moderate (34)
Mild (22)
Sub-clinical (9)

Figure H4: Depression Severity by Gender – Female

12%
36%
22%

35%

22%
22%75%

Severe (26)
Moderately severe (16)
Moderate (16)
Mild (9)
Sub-clinical (6)

Figure H5: Depression Severity by Gender – Male

This data shows a greater level of severe and moderately severe depression among females
than among males, with a higher percentage of men displaying moderate symptoms.
This is similar to findings in respect of PTSD, and once again the greater historical complexity
among female clients than among males accounts at least in part for this finding.

48

Severity of Depression at Commencement of Therapy

Section 3

Depression Severity by Age – Adult

Depression Severity by Age – Young Adult

6%
11%
17%
24%
22%
75%

36%
42%
35%

10%

Severe (102)
Moderately severe (57)
Moderate (42)
Mild (27)
Sub-clinical (15)

Figure H6: Depression Severity by Age – Adult

20%

43%
27%

Severe (13)
Moderately severe (8)
Moderate (6)
Mild (3)
Sub-clinical (0)

Figure H7: Depression Severity by Age – Young Adult

Severity of Depression by Age
Severity of symptoms
Severe
Moderately Severe
Moderate
Mild
Sub-clinical

Teen

Child

1
5
1
0
0

1
2
1
1
0

Table 10: Severity of Depression by Age

This data shows similar levels of symptom severity among adults and young adults (Figures H6
and H7). Children’s symptoms are spread across all categories, whereas for teens most clients
display severe symptoms (Table 10). However, small numbers in these two categories mean
that data cannot be considered to be significant.
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Severity of Depression Symptoms by Ethnicity
Symptoms
Ethnicity

Severe

Moderately
severe

Moderate

Mild

61 (26%)
1 (50%)
4 (36%)
0
0
1 (50%)
1 (20%)
1 (25%)
1 (7%)
1 (25%)
1 (100%)

41 (17%)
0
3 (28%)
1 (100%)
0
0
0
0
5 (36%)
0
0

26 (11%)
0
0
0
0
0
1 (20%)
1 (25%)
2 (14%)
1 (25%)
0

White British
99 (41%)
White Irish
1 (50%)
Other White
4 (36%)
White & Black Caribbean 0
White & Black African
1 (100%)
White & Asian
1 (50%)
Indian
3 (60%)
Pakistani
2 (50%)
Black Caribbean
5 (36%)
Black African
1 (25%)
Other Black
0

Sub-clinical
13 (5%)
0
0
0
0
0
0
0
1 (7%)
1 (25%)
0

Table 11: Severity of Depression by Ethnicity

When considering ethnicity, again data is widely spread (see Table 11), which suggests that a
person’s ethnicity is not relevant to their levels of depression. However, once again a larger
dataset is required for these findings to be considered significant.

Severity of Depression for Clients with Complex Histories
Severity of Depression –
Clients with Complex Histories

8%

5% 1.5%
16%
48.5%
29%

Severity of Depression –
Clients with non-Complex Histories

Severe (58)
Moderately severe (35)
Moderate (19)
Mild (6)
Sub-clinical (2)

Figure H8: Severity of Depression – Clients with
Complex Histories

15%

36%

19%
22%

Severe (59)
Moderately severe (37)
Moderate (31)
Mild (25)
Sub-clinical (13)

Figure H9: Severity of Depression – Clients with nonComplex Histories

The most significant finding from this data is again in respect of clients presenting with
complex histories (Figures H8 and H9). As with severe PTSD symptoms, it can be seen that a
significantly higher number of clients with complex histories were experiencing severe and
moderately severe levels of depression at commencement of therapy. This is generally
evidenced by professionals in a range of clinical settings and is to be expected, since
assessment interviews showed that many of these clients had a history of clinical depression
that pre-dated the homicide. However this finding does carry implications both regarding the
risk of severe depression following homicide and also for the therapy itself. It should also be
taken into account when analysing symptom reduction as a long term history of clinical
depression can be expected to affect therapeutic outcomes.
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Therapeutic Outcomes – Reduction in Depressive Symptoms
Analysis of results indicates that depression scores overall were reduced significantly over the
course of therapy with many of those presenting with severe levels of depression reducing to
sub-clinical levels by the end of therapy. This level of reduction in scores to sub-clinical level
was also found across the moderate/severe, moderate and mild pre-therapy scores.

Symptom Reduction for Clients Presenting with Severe
Depression
As discussed above, 117 clients (41% of clients in the ‘depression dataset’), presented with
severe depression at the commencement of therapy.
The reduction in symptoms over the course of therapy is illustrated on graph 4 below:

Reduction in severe depression scores over course of therapy (117)
Severe remained
(16 clients)

Levels of depression

Severe

Severe to moderate/severe
(13 clients)

Moderate/
severe

Severe to moderate
(27 clients)

Moderate

Mild
Severe to mild
(25 clients)

Sub-clinical
0

10

20

30

Severe to sub-clinical
(36 clients)

40

50

60

Number of clients

Graph 4: Reduction in severe depression symptoms

l

36 severe pre-scores were reduced to sub-clinical levels, of whom 8 had complex histories.

l

25 severe client scores were reduced to mild levels, of whom 10 had complex histories.

l

27 client scores reduced from severe to moderate levels, of whom 18 had complex
histories.

l

13 client scores reduced from severe to moderate/severe levels, of whom 10 had complex
histories.

l

16 clients presenting with severe scores continued to experience severe symptoms, of
whom 12 had complex histories.
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Reduction in Moderately Severe depression following Therapy
Of the 285 clients for whom data on depressive symptoms is available, 72 presented with
moderately severe symptoms when they first started therapy. Of these 35 were clients with
complex histories.
The reduction in symptoms over the course of therapy is illustrated on graph 5 below:

Reduction in moderate/severe depression scores over course of therapy (72 total)

Moderate/severe to severe
(4 clients)

Levels of depression

Severe

Moderate/severe remained
(9 clients)

Moderate/
severe

Moderate/severe to moderate
(12 clients)

Moderate

Mild
Moderate/severe to mild
(14 clients)

Sub-clinical
Moderate/severe to sub-clinical
(33 clients)

0

10

20

30

40

50

60

Number of clients

Graph 5: Reduction in moderate/severe depression symptoms
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l

33 moderate/severe pre-scores were reduced to sub-clinical levels, of whom 10 had
complex histories.

l

14 moderate/severe client scores were reduced to mild levels, of whom 8 had complex
histories

l

12 client scores reduced from moderate/severe to moderate levels, of whom 7 had
complex histories

l

9 clients presenting with moderate/severe scores continued to experience
moderate/severe symptoms, of whom 6 had complex histories

l

4 clients showed symptoms that had increased from moderate/severe to severe by the end
of therapy, all 4 of whom had complex histories
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Reduction in moderate depression following Therapy
Of the 285 clients for whom data on depressive symptoms is available, 50 presented with
moderate symptoms when they first started therapy. Of these 19 were clients with complex
histories.
The reduction in symptoms over the course of therapy is illustrated on graph 6 below:

Reduction in moderate depression scores over course of therapy (50 total)

Moderate to severe
(1 client)

Severe

Moderate to moderate/severe
(1 client)

Levels of depression

Moderate/
severe

Moderate remained
(7 clients)

Moderate

Moderate to mild
(16 clients)

Mild

Moderate to
sub-clinical
(25 clients)

Sub-clinical

0

10

20

30

40

Number of clients

Graph 6: Reduction in moderate depression symptoms
l

25 moderate pre-scores were reduced to sub-clinical levels, of whom 4 had complex
histories.

l

16 moderate client scores were reduced to mild levels, of whom 8 had complex histories.

l

7 clients presenting with moderate scores continued to experience moderate symptoms,
of whom 5 had complex histories.

l

1 client showed symptoms that had increased from moderate to moderate/severe by the
end of therapy. This client had a complex history.

l

1 client showed symptoms that had increased from moderate to severe by the end of
therapy. This client had a complex history.
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Reduction in Mild depression following Therapy
Of the 285 clients for whom data on depressive symptoms is available, 31 presented with mild
symptoms when they first started therapy. Of these, only 6 had complex histories.
The reduction in symptoms over the course of therapy is illustrated on graph 7 below:

Levels of depression

Reduction in mild depression scores over course of therapy (31 total)

Mild to moderate/severe
(2 clients)

Moderate/
severe

Mild remained
(2 clients)

Mild

Subclinical

Mild to sub-clinical
(27 clients)

0

10
20
30
Number of clients

Graph 7: Reduction in mild depression symptoms

l

27 mild pre-scores were reduced to sub-clinical levels, of whom 4 had complex histories.

l

2 clients presenting with mild scores continued to experience mild symptoms, 1 of whom
had a complex history.

l

2 clients showed symptoms that had increased from mild to moderate/severe by the end
of therapy, one of whom had a complex history. The other was strongly avoidant and took
the decision to discharge himself from therapy early.

Subclinical levels at assessment
There were 15 clients who presented with sub-clinical levels of depression at initial
assessment. Of these, 13 remained the same, 2 clients with complex histories increased to
mild levels by the end of therapy.
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Discussion
Depression is a common and understandable reaction
following homicide. This experience was complicated for
some of the clients treated, by the fact that they were
already depressed and in some cases had a history of
clinical depression before the homicide occurred.

“63% of clients who started
with severe, moderately
severe or moderate levels
of depression saw scores
reduced to mild or subclinical levels by the end of
therapy.”

Analysis of this data shows that of the 239 clients who
started therapy with severe, moderately severe or
moderate levels of depression 149 (63%) saw symptoms
reduced to mild or sub-clinical levels by the end of therapy.
This is a very positive outcome. In addition, 48 of these 149 clients had complex histories,
including a history of clinical depression, which is particularly encouraging as it indicates that
the service was able to provide benefit to clients with difficulties which preceded the
homicide, even though this was not its initial aim. An additional 39 clients (16%) experienced
a reduction in depression from severe or moderately severe to moderate symptoms.
Of the 34 clients across all categories of symptom severity who showed no reduction in
symptoms 24 (71%) had complex histories. Of the 10 clients who actually presented with an
increase in depressive symptoms by the end of therapy, 9 had complex histories. (The
remaining client was strongly avoidant and took the decision to discharge himself from
therapy early.)

The chart below (Figure H10) illustrates the reduction in depressive symptoms over the course
of therapy, with comparison according to the complexity of client history:

Depression reduction – Complexity

Percentage of clients

100
90

Complex

80

Non-complex

70
60
50
40
30
20
10
Mild to
moderate/severe

Mild to moderate

Mild remained

Mild to sub-clinical

Moderate to
moderate/severe

Moderate remained

Moderate to mild

Moderate to
sub-clinical

Moderate/severe
to sub-clinical
Moderate/severe
to mild
Moderate/severe
to moderate
Moderate/severe
remained

Severe remained

Severe to
moderate/severe

Severe to moderate

Severe to mild

Severe to sub-clinical

0

Figure H10: Depression reduction – Complexity
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It is clear from this data analysis that many of the clients whose depressive symptoms were
most persistent and resistant to therapy had complex histories. A lower percentage of this
client group experienced symptom reduction from a more severe level to mild or sub-clinical
than did those with non-complex histories, with a higher percentage of these complex clients
only experiencing reduction to moderate depression, or remaining unchanged.
However, overall the therapy provided to homicide victims resulted in a significant reduction
in depressive symptoms. This was particularly true for clients with non-complex histories but
also held true for many of those who did have complex histories, which is encouraging. Where
symptoms did remain for clients without complex histories, this was generally found to be due
to factors regarding the criminal justice system which had coincided with therapy and had a
negative effect on the client, although there may also be other factors involving complex
homicide cases, for example when there is excessive media interest. Further research is
recommended in respect of this area.

100

Depression Sympton Reduction – Gender

Male

90

Female

Percentage of clients

80
70
60
50
40
30
20
10

Figure H11: Depression Sympton Reduction – Gender

These findings relating to symptom reduction by gender are interesting in that they show a
similar pattern to that regarding complex clients (Figure H11). While there is a significant
reduction in depressive symptoms for both genders and across all levels of severity, higher
percentages of men than women show symptom reduction from higher levels to mild or subclinical, with higher percentages of women than men continuing to experience depression or
only reducing slightly. The reason for this is to a great extent due to the higher levels of
complexity among women than men although there may also be multi-factorial aspects
involved.
Symptom reduction has not been compared according to age or ethnicity, as the low numbers
involved would not yield significant data.
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Anxiety Symptoms
– as indicated by the Generalized Anxiety Disorder Scale (GAD-7)
The GAD-7 is a practical self-report anxiety questionnaire that has proven valid and is widely
used in primary care (see Appendix 4).
Evidence supports reliability and validity of the GAD-7 as a measure of anxiety in the general
population (Lowe, et al, 2008). The ASSIST Homicide Bereavement Therapeutic Service took
the decision to employ this measure as an indication of anxiety levels since, as with the PHQ-9,
it is recognised and easily understood by GPs and other health professionals and therefore is
likely to be helpful in enabling ‘shared care.’
Of the 455 clients who participated in trauma-focussed therapy, data on anxiety is available
for 213 clients. As with the PHQ-9, the GAD-7 is not generally used to assess children and as a
result there are very few children and young teens in this dataset. Where this screening tool
has been used with children this has been at the therapist’s judgement, where the child is
showing clear signs of anxiety and they are either old enough or considered to be mature
enough to work with this screening tool. In general ASSIST data on anxiety in children is more
readily available from IES measurements.
This section considers the following factors in respect of the client population screened for
anxiety:
l

Client population by gender, age, ethnicity and complex history

l

Severity of anxiety

l

Severity of anxiety symptoms by gender, age, ethnicity and complex history

Clients for whom data on anxiety symptoms has been analysed fell into the following
categories at commencement of therapy (see Figures J1, J2 and Table 12):

Total Anxiety data – by Gender

Total Anxiety data – by Age

200

200

181

150

No of clients

No of clients

161

100
50
0

52

150
100
50
23

0
Male

Female

Figure J1: Total Anxiety data – by Gender

Adult

Young
adult

6

3

Teen

Child

Figure J2: Total Anxiety data – by Age
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Total Anxiety Data by Ethnicity
Ethnicity

No of clients

White British
White Irish
Other White
White & Black Caribbean
White & Black African
White & Asian
Other mixed
Indian
Pakistani
Black Caribbean
Black African
Other Black

174
2
12
1
0
2
0
5
2
11
3
1

Table 12: Total Anxiety data by ethnicity

Clients with Complex Histories

Total Anxiety data –
by complexity of history

No of clients

150
120

100

93

50
0
Complex

Non-complex

Figure J3: Total Anxiety data – by complexity of history

Of the 93 clients with complex histories, 80 were female and 13 were male.
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Severity of Anxiety
The following interpretation of GAD-7 scores has been adopted (Spitzer, Kroenke, Williams,
and Löwe, 2006):
Total score ranges from 0 to 21
l
l
l
l

15 or more
10–14
5–9
0–4

=
=
=
=

severe
moderate
mild
sub-clinical

The following charts illustrate the percentage of clients in each category who described the
different levels of anxiety:

Anxiety Severity by Gender – Female

11%

Anxiety Severity by Gender – Male
6%

4%

55%

30%

Severe (88)
Moderate (48)
Mild (18)
Sub-clinical (7)

21%

38%

35%

Severe (20)
Moderate (18)
Mild (11)
Sub-clinical (3)

Figure J5: Anxiety by gender – male

Figure J4: Anxiety by gender – Female

These percentage figures show a higher level of severe anxiety in females than in males, with a
higher percentage of males coming into the moderate and mild categories (see Figures J4 and
J5). This is likely to reflect, in part, the higher percentage of females with complex histories,
but further research will be needed to substantiate this.

Anxiety by Age – Young Adult

Anxiety by Age – Adult
6%
13%
50%
31%

22%

Severe (91)
Moderate (57)
Mild (23)
Sub-clinical (10)

Figure J6: Anxiety by age – Adult

43%
35%

Severe (10)
Moderate (8)
Mild (5)
Sub-clinical (0)

Figure J7: Anxiety by Age – Young Adult
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Severity of Anxiety by Age
Severity of symptoms
Severe
Moderate
Mild
Sub-clinical

Teen

Child

5
0
1
0

2
1
0
0

Table 13: Severity of anxiety by age – Teen and child

Data for young adults shows a lower percentage of severe anxiety and higher moderate and
mild anxiety than for adults, with 50% of adults suffering severe anxiety. The data in Table 13
also shows severe anxiety as being higher in teens and children, but again numbers involved
are too low for this figure to be significant; indeed given that children are not usually screened
for anxiety it may well have been a high level of anxiety in their presentation which led to their
inclusion in anxiety screening.

Severity of Anxiety Symptoms by Ethnicity
Symptoms
Ethnicity

Severe

Moderate

Mild

Sub-clinical

White British
White Irish
Other White
White & Black Caribbean
White & Asian
Other mixed
Indian
Pakistani
Black Caribbean
Black African
Other Black

91 (52%)
2 (100%)
8 (67%)
0
1 (50%)
0
3 (60%)
1 50%)
3 (27%)
1 (33.3%)
0

55 (32%)
0
1 (8%)
1 (100%)
1 (50%)
1 (50%)
2 (40%)
1 (50%)
5 (46%)
1 (33.3%)
0

20 (11%)
0
3 (25%)
0
0
0
0
0
2 (18%)
0
1 (100%)

8 (5%)
0
0
0
0
0
0
0
1 (9%)
1 (33.3%)
0

Table 14: Severity of anxiety sypmtoms by ethnicity

As with depression, levels of anxiety vary widely across all ethnic groups. Data from ethnicity
groups is too minimal for findings to be of significance, but nonetheless does suggest to date
that ethnicity and anxiety levels are not linked.
As this data builds it will be possible to draw more significant conclusions.
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Clients with Complex Histories

Anxiety – Non-Complex

Anxiety – Complex
3%
11%
25%

6%

61%

Severe (57)
Moderate (23)
Mild (10)
Sub-clinical (3)

Figure J8: Severity of Anxiety – Complex

16%
42%
36%

Severe (51)
Moderate (43)
Mild (19)
Sub-clinical (7)

Figure J9: Severity of Anxiety – Non-Complex

Analysis of this data shows that, as with depression, there is a significantly higher level of
severe anxiety in clients with complex histories than in those in the non-complex category
(see Figures J8 and J9).
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Therapeutic Outcomes – Reduction in Anxiety symptoms
As with previous findings regarding traumatic-stress symptomology and depression, many
anxiety scores were found to have reduced to the sub-clinical level by the end of therapy
across all pre-therapy scores:-severe, moderate and mild.

Reduction in Severe Anxiety
Of the 213 clients for whom data on anxiety symptoms is available, 108 presented with severe
symptoms when they first started therapy. Of these more than half (57) had complex histories
/ symptoms.
The reduction in symptoms over the course of therapy is illustrated on graph 8 below.

Reduction in severe anxiety scores over course of therapy (108 total)
Severe remained
(12 clients)

Levels of anxiety
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Severe to moderate
(20 clients)

Moderate

Severe to mild
(35 clients)
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Severe to sub-clinical
(41 clients)

Sub-clinical
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20
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50

Number of clients

Graph 8: Reduction in severe anxiety symptoms
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l

41 severe pre-scores were reduced to sub-clinical levels, of whom 7 had complex histories.

l

35 severe client scores were reduced to mild levels, of whom 23 had complex histories.

l

20 client scores reduced from severe to moderate levels, of whom 16 had complex
histories.

l

12 clients presenting with severe scores continued to experience severe symptoms, of
whom 11 had complex histories.
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Reduction in Moderate Anxiety
Of the 213 clients for whom data on anxiety symptoms is available, 66 presented with
moderate anxiety when they first started therapy. Of these 23 had complex histories. The
reduction is symptoms over the course of therapy is illustrated on graph 9 below.

Reduction in moderate anxiety scores over course of therapy (66 total)

Levels of anxiety
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Moderate to severe (1 client)
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Graph 9: Reduction in moderate anxiety symptoms

l

35 moderate pre-scores were reduced to sub-clinical levels, of whom 6 had complex
histories.

l

20 moderate client scores were reduced to mild levels, of whom 9 had complex histories.

l

10 clients presenting with moderate scores continued to experience moderate anxiety
symptoms, of whom 7 had complex histories.

l

1 client who had initially presented as suffering moderate anxiety was showing severe
anxiety at the end of therapy. This client had a complex history.
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Reduction in Mild Anxiety
Of the 213 clients for whom data on anxiety symptoms is available, 29 presented with mild
anxiety when they first started therapy. Of these, 10 clients had complex histories. The
reduction of symptoms over the course of therapy is illustrated on graph 10 below.

Levels of anxiety

Reduction in mild anxiety scores over course of therapy (29 total)

Mild remained (8 clients)

Mild

Mild to sub-clinical
(21 clients)

Subclinical
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20
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40

Number of clients

Graph 10: Reduction in mild anxiety symptoms

l

21 mild pre-scores were reduced to sub-clinical levels, of whom 7 had complex histories.

l

8 clients presenting with mild scores continued to experience mild anxiety symptoms of
whom 3 had complex histories.

l

No clients experienced an increase in symptoms.

Clients who presented with sub-clinical anxiety symptoms at commencement of therapy
10 clients presented with sub-clinical anxiety symptoms at the beginning of therapy, of whom
3 had complex histories. Analysis of data regarding these clients showed that:
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l

8 sub-clinical pre-scores remained at sub-clinical levels, of whom 1 had a complex history.

l

1 client presenting with sub-clinical scores pre-therapy was found to be experiencing mild
anxiety at the end of therapy. This client had a complex history.

l

1 client presenting with sub-clinical scores pre-therapy was found to be experiencing
severe anxiety at the end of therapy. This client had a complex history.
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Discussion

“75% of clients who started with
symptoms of severe or moderate
anxiety saw symptoms reduce to
mild or sub-clinical levels by the
end of therapy”

Analysis of this data shows that of the 174 clients
who started therapy with symptoms of severe or
moderate anxiety 131 (75%) had seen symptoms
reduce to mild or sub-clinical levels by the end of
therapy. This is again a very positive outcome. Of
the 43 clients whose severe or moderate anxiety
symptoms had not reduced as significantly (or in one case had even risen) 35 had complex
histories including diagnoses of Generalised Anxiety Disorder and/or Panic Disorder.

The following chart shows that, as with data on depressive symptoms there was a lower level
of symptom reduction to sub-clinical levels for those clients with complex histories than for
those with non-complex histories. However, the same does not hold true for reduction to
moderate and mild symptom levels. In these instances data analysis shows a greater
percentage of clients with complex histories experiencing symptom reduction than those
with non-complex histories. This is a very interesting finding in that it suggests a difference in
the way anxiety is generated and experienced by each client group, as compared with
depression. For clients with complex histories, it does appear that while depression is often
treatment-resistant this population may have developed some level of resilience to anxiety.
Further research will of course be needed to further explore these initial findings.

Anxiety by Complex/Non-complex

100
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Non-complex

Percentage of clients

80

60

40

Sub-clinical to severe

Sub-clinical to mild
Sub-clinical to
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Mild to sub-clinical

Moderate to severe

Moderate remained

Moderate to mild

Severe remained
Moderate to
sub-clinical

Severe to moderate

Severe to mild

0

Severe to sub-clinical

20

Figure J10: Anxiety symptom reduction by Complexity
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With regard to the 25% of clients whose anxiety symptoms had not reduced significantly by
the end of therapy, clients with complex histories again feature strongly in this group. Once
again this outcome is likely to be multi-factorial and further investigation will be needed to
understand the factors involved.
With regard to gender comparison, the following chart is interesting in that, as with
depressive symptoms, a higher percentage of males than females show significant symptom
reduction (see Figure J11). However, in the case of anxiety this data does not so closely mirror
that relating to client complexity than does the depression data, suggesting that there are
wider factors at play here.

Anxiety symptom reduction – Gender

100
Male
Female

Percentage of clients

80
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40

Figure J11: Anxiety symptom reduction by Gender
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The Inventory of Complicated Grief (ICG)
This Inventory was designed to assess a distinct cluster of symptoms found to predict longterm dysfunction following bereavement. Research indicates that the ICG total score both
provides a general measure of grief and also measures severity of depressive symptoms,
suggesting that it is a valid, distinct tool for assessment of emotional distress (Prigerson, et al,
1995). Complicated Grief does not only occur in homicide survivors, but has been found to
affect people following normal bereavement, with the prevalence of Complicated Grief in the
general population estimated at 3.7% and the prevalence of developing Complicated Grief
after major bereavement estimated to be 6.7% (Kersting et al, 2011). However it is widely
recognised that traumatic loss is particularly predictive of problematic grief (Stroebe, Scutt,
Boelen and Van der Bout, 2012).
Some research suggests that the development of Complicated/Traumatic Grief following a
death may be related to earlier life experiences with childhood trauma, factors ranging from
the death of a parent to abuse in childhood seeming to produce more vulnerability to
Complicated Grief (Silverman, Johnson et al. 2001; Lanius, Vermetten and Pain, 2010).
Statistics suggest that Complicated Grief is associated with poorer long-term outcome than
either PTSD or post-bereavement depression and there is some evidence that it can lead to
the development of physical illness (Shear, Ghesquiere, Gorscak, Clayton, Ito, Nakajima &
Sung, 2011). It is therefore important that help be offered to people shown to be suffering
from Complicated Grief if this is at all possible.
While a score of 32 or more on the ICG is considered to be high six months or more after a
bereavement, in the first few months following bereavement it can be considered normal.
Clients are therefore only screened for Complicated Grief six months or more after the death
of a loved one. Therapy is recommended if a person scores 24 or more on the ICG at this stage.
In line with these recommendations, assessment for Complicated Grief was only made by the
ASSIST Homicide Bereavement Service if the client presented for therapy six months or more
after the homicide. Of the 161 pre-therapy scores collected from clients who fitted this
criteria, 81% (131 clients) presented with high scores on the ICG, suggesting that they should
be offered therapy for Complicated Grief. 30 Clients (19%) were not showing signs of
complicated grief on referral 6 months or more after the homicide.
Clients for whom data on complicated grief symptoms has been analysed can be separated
into the following categories: (Figures K1 and K2):

Total CG – Gender

Total CG – Age

No of clients

125

108

100
75
50
25
0

23

Male

Number of clients

125

112

100
75
50
25
5

0

Female

Figure K1: Complicated Grief by gender

Adult

Young
adult

14

Teen

Figure K2: Complicated Grief by age
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This data shows that significantly more females than males were suffering from Complicated
Grief. It also shows that the greater majority of this group were adults, with a small number of
young adults, a significant number of teenagers but no children suffering in this way.
Table 15 shows numbers of clients for whom data on complicated grief is available, analysed
by ethnicity:

Total Complicated Grief Data by Ethnicity
Ethnicity

No of clients

White British
White Irish
Other White
White & Black Caribbean
White & Black African
White and Asian
Other mixed
Indian
Pakistani
Black Caribbean
Black African
Other Black

106
0
8
2
0
1
1
2
3
6
1
1

Table 15: Complicated Grief by ethnicity

As with data for other symptoms, data for Complicated Grief divided according to ethnicity
showed symptoms widely spread across all ethnic groups, with numbers in line with referrals
for each particular group. Numbers to date are not large enough to produce significant
findings, however the indication is that individuals from every ethnic group can be equally
affected by the difficulties associated with Complicated Grief.

Total CG – Complex

No of clients

100

93

75
50

38

25
0

Complex Non-complex

Figure K3: Complicated Grief – complex
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“66.5% of clients no
longer met criteria for
Complicated Grief by the
End of Therapy.”

Level of Complicated Grief

Reduction in Complicated Grief scores over the course
of therapy (131 total)

High
High remained (44 clients)

High to low
(87 clients)

Low
0

20

40

60

80

100

Number of clients

Graph 11: Reduction in Complicated Grief scores

This graph reveals very important data in respect of clients found to be suffering from
Complicated Grief, in so far as the significant majority (71%) of these clients also had complex
histories. This is very important information with regard to the development of Complicated
Grief following traumatic bereavement. It is also an important consideration with regard to
therapeutic approach with these clients and can be expected to affect therapy outcomes.
l

66.5% of those scores had reduced to low over the course of therapy (87 clients).

l

The remaining 44 clients, although they showed a slight reduction in scores, remained in
the high score category. All of these clients whose scores remained high were female
adults who also had complex histories.

Analysis of this data provides very significant information with regard to the background,
development and treatment of Complicated Grief. It is extremely encouraging that all clients
who had not experienced complex histories prior to the homicide did respond to treatment
and by the end of therapy no longer met the criteria for Complicated Grief, although of course
they were still grieving for their loved ones. It is also encouraging that those teenagers and
young adults who were showing signs of Complicated Grief prior to therapy all responded to
treatment.
It must also be considered encouraging that more than half of those clients who presented
with symptoms of Complicated Grief and also had complex histories did nonetheless respond
to therapy and see symptom improvement.
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For those clients whose symptoms proved to be treatment-resistant, it is clear that this failure
to respond is likely to be multi-factorial. The indication was that these clients would continue
to suffer a long-term condition and would need long term help for this from their Community
Mental Health Teams. Ongoing referrals were made in this respect if the client gave consent.
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Summary of Impacts and Outcomes
In delivering a service to homicide survivors ASSIST has targeted symptoms of PTSD,
depression, anxiety and Complicated Grief. In each symptom cluster significant symptom
reduction has been achieved:

3 In the case of PTSD 66% of clients with severe or moderate symptoms experienced a
symptom reduction to mild or sub-clinical levels by the end of therapy. A further 26%
experienced a lesser but still significant symptom reduction.

3 In the case of depressio, 63% of clients with severe or moderately severe or moderate
symptoms experienced a symptom reduction to mild or sub-clinical levels by the end of
therapy. A further 28% experienced a lesser but still significant symptom reduction

3 In the case of anxiety, 75% of clients with severe or moderate symptoms experienced a
symptom reduction to mild or sub-clinical levels by the end of therapy. A further 19%
experienced a lesser but still significant symptom reduction.

3 In the case of Complicated Grief, 66.5% of clients no longer met the diagnostic criteria by
the end of therapy.
These symptom reductions were achieved as a result of a short course of trauma-focused
therapy (average = 13.5 sessions) in the aftermath of homicide. These results are very
encouraging in that for PTSD, depression and anxiety only a small minority of homicide
survivors did not evidence a benefit from therapeutic intervention in terms of symptom
reduction. It is important that qualitative analysis of therapeutic benefits also be considered
alongside this quantitative data, and this is examined in the next section of this evaluation.
Data analysis also shows that the majority of clients whose symptoms did not reduce also had
complex histories, although significant numbers of those with complex histories did also
experience symptom reduction. Further research and analysis is now planned regarding the
needs of those individuals who did not respond to therapy, including possible barriers to
response and how best to help these homicide survivors.

Summary of Impacts and Outcomes
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Section 4 – Qualitative Analysis
Interviews with therapists
A focus group was conducted with 6 ASSIST
therapists to ascertain factors that both
facilitate and hinder service provision and use.
In addition, 6 individual interviews were
conducted. Themes were extracted from all
interviews, analysed according to thematic
analysis methodology, and grouped into
question-specific responses which are detailed
below.
Question 1: What is your opinion on the
provision of the Homicide Bereavement
Therapeutic Service, i.e. is it necessary?
Staff members felt that bereavement following
homicide was a specialist area that required
specialist support. They described this
experience as unique, complex and
longstanding, impacting on many family
members, friends and relationships. These
factors were not believed to be addressed by
other public services such as the NHS. It was
assumed that prior to the development of the
current service, individuals had been sent to a
bereavement service which had probably not
enabled the trauma of the experience to be
explored. The recognition and management of
trauma was felt to be crucial in an individual’s
shift towards what may be considered ‘normal’
grief processes. One therapist noted a particular
client who had been ‘stuck’ in the trauma of
homicide for 10 years before finding specialist
support. Overwhelmingly the responses
recognised that ASSIST offers specialist support
which encompasses the traumatic nature of
bereavement by homicide.
Question 2: How do you feel service users
experience the Homicide Bereavement Service?
It was felt that the majority of individuals
embraced the intervention. Particular factors
suggested that need to be considered were the
timing of the intervention (related to criminal
proceedings) which requires flexibility, and

awareness of external factors that may impinge
on the intervention. A multi-agency,
longitudinal approach that ensures focus on the
client was deemed to be important, and it was
also considered that follow-up contact for those
who do not engage as well as for those who do
might be beneficial. Suggestions for
improvement included incorporation of a care
plan for both families and individuals. This
would avoid flooding of services in the early
stages of the client’s bereavement, and would
also provide the client with information on the
range of available services and what each
provides. It was emphasised that the
opportunity to make informed choices is
important for every client.
Question 3: What factors impede service use in
your opinion?
There was a concern that during the early stages
following bereavement too many services are
involved. This is unavoidable to some extent
due to criminal investigations, but must be
taken into consideration in respect of the timing
of therapeutic interventions. It was also
suggested that a lack of information about the
nature of traumatic experience may impede
service engagement. It was felt that the
provision of information regarding natural
responses to traumatic bereavement, such as
avoidance, may enable better engagement in
the service, particularly by men and adolescents
who have been less inclined to seek therapy.
Question 4: What factors facilitate service use in
your opinion?
Staff members felt strongly that trust and
confidentiality facilitate engagement at a time
when clients feel overwhelmed both by their
horrendous experience and also by factors such
as court proceedings. Therapists felt that initial
intervention which focusses on psychoeducation relating to the nature of traumatic
bereavement and on normalising responses
enables a firm framework for effective therapy
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to take place. Flexibility by the therapist was
also deemed important in maintaining the
therapeutic intervention at a time when a
combination of court hearings and related
family issues may well render the client’s life
topsy-turvy.
Question 5: What is your opinion on the type of
intervention used with this population, i.e. does
it fit?
It was suggested that it is very difficult to deliver
a purist form of Cognitive Behavioural Therapy
to homicide survivors and that an overly
structured approach can stifle the client’s need
to express what they are experiencing. While
some clients respond very well to a structured
intervention, it was emphasised that ‘one size
does not fit all’ and again, flexibility of approach
was stressed as being important. There was
general agreement that the relational aspect of
the therapeutic encounter is paramount, and
also that the holistic nature of bereavement by
homicide must be accommodated. While the
use of evidence-based therapy models is very
important in order for outcomes to be achieved,
these must be delivered in a person-centred
way.
Question 6: How do you think interventions may
be improved?
It was considered that working with homicide
bereavement is a very specialised area and that
therapist training must be continually updated
as new research becomes available. In
particular, it was repeated that interventions
must accommodate the holistic nature of
bereavement by homicide. It was also
suggested that new psychometric measures
need to be developed for use with this
population in order to better capture their
unique experience. Such measures would need
to be developed in conjunction with ongoing
research.
Question 7: How would you describe a
‘successful outcome’?
Therapists agreed that it is difficult to determine
what a ‘successful outcome’ is as this will be
different for each client. Outcomes are always
influenced by the individual client’s personal
history and any difficulties they had prior to the
homicide, and must be considered in this

74

context. For some clients, engaging back into
work and social life can be deemed as a success.
For others it can be something as simple as their
being able to leave their house. Moving forward
following homicide bereavement must always
be seen as the work of a lifetime and not
something that can be achieved within a
defined period of time. Most homicide
survivors will not get back to how they were
before the homicide and at best can only adjust
to their traumatic experience and horrendous
loss. There is an important consideration
needed here as to how the term ‘recovery’ is
understood.
One goal of therapy is to make meaning of the
client’s experience, something which is both
difficult and also important in terms of a
successful outcome. There is a body of research
which does suggest that victims cope better
once they have managed to find some meaning
out of what has happened to them (Spalek, B.,
2006). In addition, any small steps forward or
improved ability to cope can be considered as
successful outcomes, as these are important first
steps which clients can continue to build on. In
the end it is the clients themselves who must
determine whether or not their therapy has
been helpful and therefore the best way to
determine ‘successful outcomes’ may be from
client feedback.
Question 8: What factors hinder successful
outcome for service users in your opinion?
Drugs and alcohol were considered to be major
factors affecting outcomes. In cases where
clients are affected by these difficulties
partnerships with GPs and NHS services are of
paramount importance. Another difficulty
involves pressures from the community and
social structure around the client. Expectations
regarding returning to work and ‘behaving’ or
achieving in class were all described as
hindering successful outcome. For example,
one bereaved child had been told to ‘leave it at
the school gate’. It was suggested that more
information, for example psycho-education
packs about the impacts of homicide and
traumatic bereavement, be provided to schools,
work places etc to enable other professionals to
understand the enormity of the client’s
experience. The correct timing of therapeutic
provision following homicide was also deemed
important in terms of successful outcome.
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Question 9: What factors facilitate successful
outcome for service users in your opinion?

Question 10: What improvements could be
made to the Homicde Bereavement Service?

Good communication was thought to be vital in
achieving successful outcomes and it was
considered that this communication should be
extended to the client’s wider family and
throughout their community, for example
informing schools when the trial is occurring so
that they may understand possible changes in
behaviour in children and young people. This
must, of course, be done within the parameters
of confidentiality. Therapists also considered
that it was important to communicate hope and
reduce the isolation many feel following the
harrowing experience of homicide.

The therapists in this group considered that
ASSIST is undertaking pioneering work in the
field of bereavement by homicide, and the hope
is that future research into this area will facilitate
its growth. As the service has developed, much
learning has been taken on board, particularly
as a result of client feedback, and improvements
are already being made and will continue to be
made in response. Increased provision of
information was particularly considered to be
important.
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Client Feedback
Data obtained from client feedback questionnaires
Feedback forms were sent out to every homicide victim who had engaged and completed a
course of trauma-focussed therapy. In total, 455 forms were sent out by December 2013 and,
to date, 204 have been returned. This is equivalent to a 45% return which can be considered
high by national standards.
Data from the feedback forms returned was used to assess and evaluate both qualitative and
quantitative feedback. Themes were extracted from the qualitative feedback and assigned
into categories as detailed below. Data obtained is therefore from the subjective viewpoints
of service users. Overall, those who responded reported a significantly positive response to
therapeutic intervention and to the service generally.

Overall service impact
Several participants talked about the positive impact of the therapy on their symptoms,
including anxiety, depression and behavioural symptoms such as sleep. Improvements
described were generally related to increased ability to cope and to having learned
techniques that proved to be helpful in everyday functioning despite their significant
bereavement and grief.
The questions asked in the questionnaires that translated into quantitative outcome data
were as follows:
l

Quality of Service?

l

Was the service helpful to you?

l

Did the service help you to move forward in any way?

l

Was the number of sessions adequate?

l

Was the length of sessions adequate?

l

Were there any obstacles, either practical or personal that prevented you from moving
forward?
Did you find your therapist:
m Empathic?
m Caring?
m Knowledgeable?
m Reliable?

l

Satisfaction with the service
Overall, service users were very satisfied, with 80% of those who returned the questionnaires
rating the quality of service as ‘excellent’, and 96% rating the service either ‘excellent’ or ‘good’.
There were zero responses in the ‘poor’ rating (Figure L1).
In response to whether the service was helpful in any way (Figure L2), 65% suggested it was
definitely helpful, 18% found that it had helped a lot, 14% found it helped a little, while 3%
suggested the service had not helped them at all.

76

Overall Service Impact

Section 4

Was the Service Helpful?

Quality of Service?

3%

4%

Poor (0 responses)
Fair
Good
Excellent

16%
80%

Figure L1: Quality of service

14%
65%

18%

Not at all
A little
A lot
Yes, definitely

Figure L2: Was the service helpful?

“ASSIST service was brilliant!”
“The service was tailored to my needs and helped me enormously.”
“I would not be here to write this without your help.”
“The counselling has helped me…I thank ASSIST for the support you have given
which has made a huge difference in my life.”
“Thank you doesn’t quite cover it all. I cannot really express enough how much it
has helped me to come to terms with what has happened.”
“Please continue the good work…it was a great help.”
91% of those who returned the questionnaires proposed that the service had helped them
move forward in some way following their traumatic experience (50% – “a lot”, 41% – “a little”
and 9% – “not really”) (Figure L3). The question of being able to move forward after homicide
is of course a very difficult one as moving forward is in itself the work of a lifetime. It can
therefore be considered that being able to move forward “a little” equates to a positive
outcome and is the first step in a long process.

Did the Service Help you to
Move Forward?

9%

50%

41%

Not really
A little
A lot

Figure L3: Did the service help you move forward?

“I no longer fear getting up in the morning
and have taken back control of my life.”
“All my needs were met…I can never
have the life I had before, I can only
adjust to the life I have now.”
“I don’t think I would be this far without
your service.”
“The therapist helped me realise that I
was in control when I thought all control
was lost. I can’t thank her enough.”
“I am trying to move on. The coping skills
[my therapist] has taught me really help.”
“I have a long history of depression +
anxiety. Given the circumstances it
would be unrealistic to expect me to
move on a lot so quickly.”

Satisfaction with the Service
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Session length and quantity
The number of therapy sessions provided and the length of these sessions have been
recurring questions since the ASSIST Homicide Bereavement Service was first formed. The
initial decision to provide approximately 15 sessions, which was taken jointly between ASSIST
and Victim Support, was based on the NICE guidelines recommendation that 8–12 sessions of
1.5 hours duration should be provided to sufferers of PTSD. The agreement to increase session
numbers to 15 was based on the fact that this client population was not only traumatised, but
also significantly bereaved.
However as the service has progressed, it became clear that 15 sessions is not long enough for
clients with more complex needs. The service has sought to be flexible in this respect and
additional sessions have always been provided when deemed clinically necessary. However
funding does not permit this therapy to be long-term or to address complex needs that predate the homicide and therefore therapy has sometimes had to be ended earlier than the
client would have wished.
Another reason why 15 sessions might not be long enough involves the timing of the court
case which is frequently subject to delays and even to appeals and re-trials. In the case of
murder abroad these delays can last for several years. The Homicide Bereavement Service has
always sought to extend the numbers of sessions in these cases and, at times, therapy has
been put on hold and then restarted in response to client need in this respect, although from
the point of view of client continuity this is not ideal. Session length has always remained
flexible, from 45 minutes to one and a half hours or even longer as the need has presented at
the time. However, an analysis of the number of sessions provided overall across the service
indicates that an average of 13.5 sessions per client has been provided.
Given these factors, it was considered important to establish client feedback on the number
and length of sessions allocated by the service to each homicide victim. Data in this respect is
interesting, with 71% (145 clients) suggesting that the number of sessions was “about right”,
while 14% (29 clients) described this as “not enough”, 7% (14 clients) described it as “not nearly
enough”, but 8% (16 clients) answered “more than enough” (Figure L4). In respect of session
length, 92.5% (188 clients) responded that this (average 1 to 1.5 hours) was “about right”, while
7% (14 clients) found it “too short”, and one client suggested it was “too long” (Figure L5).

Number of sessions?
8% 7%
14%

71%

Not nearly enough
Not enough
About right
More than enough

Figure L4: Number of sessions?

Length of sessions?
0.5%
7%

92.5%

Too short
About right
Too long

Figure L5: Length of sessions?

“The only thing is I felt I needed more sessions.”

The question of session numbers was raised again in the qualitative feedback and is discussed
in more detail on page %%%%.

78

Session Length and Quantity

Section 4

Service users’ satisfaction with therapist
Important questions asked on the feedback forms involved the client’s satisfaction with the
therapist assigned to them. Responses here were for the most part very positive, and are an
indication of positive therapeutic relationships built between therapist and client. Reponses
to each question are detailed in the following charts:

Empathetic therapist?

0.5%
17.5%

82%

Very
Yes
Not at all

“My therapist was wonderful and I felt very
comfortable opening up to her.”
“[My therapist] became a friend who I could
cry, laugh and confide in. Without her, I don’t
know how I would of come this far. I still use
the methods she taught me.”
“I would have preferred a therapist who had
gone through a similar situation as me.”

Figure L6: Empathetic therapist?

Research studies focussing on the ‘therapeutic relationship’ between therapist and client
concluded that empathy is a vital ingredient, enabling positive progression through treatment
(Lambert & Barley, 2001). It is encouraging, therefore, that feedback received regarding
empathy indicated an extremely high prevalence of positive opinion, with 99% of clients
responding positively and 82% suggesting they found their therapist to be “very empathic”
(Figure L6). Only one Service User said that they had found the therapist to have no empathy.
This is a reminder to the service that not all relationships work and it is therefore important to
inform service users of their option to change therapist should they so wish.
The desire to speak to someone who has experienced a trauma is, however, a regularly
expressed one, and although it did not feature frequently on these feedback forms it was
often expressed verbally to the therapists. While it is generally not a practical suggestion that
therapists can be provided who have themselves experienced homicide, the desire for peer
support amongst homicide survivors is apparent and something which must be taken into
account when planning services. The aspect of service provision is discussed further on page
%%%%.
When asked whether they considered their therapist to be caring, 97% responded positively,
with 83% recording that they were “very caring”, and only 3% responding “somewhat” (Figure
L7). There were no returned responses to suggest any therapist was not at all caring:

Empathetic and Caring Therapist?
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“The service provided was
excellent. [The therapist] was
sensitive to my needs and
feelings.”

Caring therapist?
3%
14%

Very
Yes
Somewhat
Not at all (0 responses)

83%

“My therapist is fantastic.
During a very bad time she
became a strong figure I could
pour my heart out to and
make sense of things that
didn’t make any sense at all.”

Figure L7: Caring therapist?

Service users were also asked whether their therapist was knowledgeable and reliable. 98% of
clients responded positively to “knowledgeable” and 99% to “reliable” (“very” or “yes”). 83% and
82%, respectively, suggested “very”; while in response to both questions, only 1% suggested
“somewhat”. There were no ‘not at all’ ratings for the reliable therapist category, and only one
person replied “not at all” regarding knowledgeable (Figures L8 and L9).

Reliable therapist?

Knowledgeable therapist?
1%
15.5%

1%
0.5%

83%

Very
Yes
Somewhat
Not at all

Figure L8: Knowledgeable therapist?

17%

82%

Very
Yes
Somewhat
Not at all (0 responses)

Figure L9: Reliable therapist?

“ASSIST is a much needed service as normal counselling cannot
comprehend what we go through.”
“Working round my job, coming to my home at times that fitted with
me, that was a great help.”
“Exceptional – having seen many people over the years due to my
background she is by far the best.”
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Qualitative Feedback
As part of the feedback requested, service users were asked three different questions:
l Were there ways in which the service could have met their needs better?
l Were there obstacles in an individual’s particular circumstances which prevented them from
moving forward in any way?
l Any other comments which could help improve the service?
Feedback in response to these questions has been analysed according to themes.

Ways in which the service can meet the needs better
Four separate themes emerged in response to this question:
l More sessions
l More appropriate timing of sessions
l Better provision of information
l Peer Support

Theme 1 – More sessions
22 out of 204 respondents commented that they had really needed more sessions than were
available. This equates to roughly half of the 21% of respondents who had replied “not
enough” or “not nearly enough” to the question about the number of sessions needed earlier in
the questionnaire.

“The only thing is I felt I needed more sessions.”
“More sessions were needed really, as my situation is very complex
and is still ongoing.”
“I would have found more sessions helpful as I am still very fragile.”
“My son needed extra sessions. Fortunately the therapist was able to
secure this, otherwise I don’t think he would have progressed so well.”
“I fully appreciate that the number of sessions allowed have to be
limited but I personally think I could have benefitted from having a bit
longer, although I am so grateful just to have been given the help
provided.”
“The amount of sessions received needs to be individual and not
based on a criteria. If [my therapist] had not intervened and asked for
more sessions I would be in a very different place now.”
“To be able to continue sessions over a longer time span, i.e. a year.”
“Just more sessions really.”
This is a concern that has already been discussed (see p %%%) and one which is regularly
raised by the therapists themselves (see p %%%). Certainly, whenever a client is assessed as
have ongoing clinical needs which relate to the homicide, more sessions are agreed, and some
of the feedback received refers to this agreement. However, it is possible that this option was
not always clear to clients and there is learning to be gained here with regard to clarity of
information. The majority of clients who responded in this way were those who had complex
needs dating from before the homicide. The question as to how far these can be met within
the remit of this service remains a matter for ongoing consideration within the service
including discussion with funders.

Qualitative Outcome Themes – More Sessions
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Theme 2 – More appropriate timing of sessions
In addition to commenting on numbers of sessions available, 18 out of 204 responses referred
to the timing of sessions, suggesting that either the therapy was made available too late, or
alternatively that it was too soon.

“The service was excellent although I wish I had been referred earlier as my
symptoms were very bad at the time.”
“I wish I had known about the service earlier.”
“I wish I could have had this help from the very beginning.”
“The only way the service could have met my needs better would have been if it
had been available sooner.”
“My son was murdered 21 years ago. I feel the therapy has come too late for me,
although I do now recognise where the problems are.”
“Sessions were a little too soon after the death of my son.”
“The event was so big that it only started hitting me recently. The service was
great – I just didn’t need it straight away.”
“I couldn’t bury my son for a long time…I would have liked therapy after the burial.”
“For me I don’t feel I needed the help in the beginning as the event hadn’t hit home.
One year on, I feel I need it more, but I know this would be difficult to sort as
everyone reacts differently.”
“I would like to use the service at a later date when we have reached a conclusion
and I would then be ready to move on.”
“It was good to be able to have counselling after the trial.”
“It is a really good service but maybe ask if the person needs it immediately or
further down the line.”
This feedback provides evidence that while many respondents stated that they wished
therapy had been available sooner, others wished in retrospect that their therapy had started
later when they were more ready to work with the therapeutic process, with perhaps fewer
issues to focus on, such as the court case. It is interesting that this need for total flexibility was
also picked up by Louise Casey in her report:

“The assessment for the presence of trauma and PTSD symptoms should
happen early on after the loss of a loved one and appropriate support needs to
be available within the early months of the bereavement.” (Casey, 2011, p.52)
“The impact of this type of bereavement is such that many individuals will need
support (particularly emotional and therapeutic) for the rest of their lives in
varying degrees of intensity and regularity.” (Casey, 2011, p.53)
The fact that feedback to the Homicide Bereavement Therapeutic Service confirms Casey’s
original findings suggests that further research is needed into the timing of service provision,
with the emphasis remaining on flexibility throughout and on treating every victim as an
individual with different needs. There is also learning to be taken here in terms of provision of
information, so that clients are both informed of the availability of the service as early as
possible, but also enabled to understand that they may choose to engage in therapy at a later
date if this suits their needs better.
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Theme 3 – Better provision of information
Another key point emerging from the feedback is the lack of timely information and therefore
earlier access to the Homicide Bereavement Service. 12 out of 204 respondents commented
on having experienced this difficulty. In most cases, this response came from victims where a
homicide occurred before 2010 (when the service was first available), although in some cases,
survivors’ needs had slipped through the net and were not picked up soon enough. Within
the general theme of ‘information giving’, it is also apparent that not all service users were
provided with sufficient information at the outset, before therapy commenced, to enable
them to understand what it would involve.

“A more rounded explanation of what you could offer and the
differences between services would be helpful.”
“Better promotional information about the service to families that
have experienced trauma is needed.”
“I wish I could have had this help from the very beginning. It was
months later through my sister contacting different people I
received the help I needed.”
“Better promotional information about the service given to families
through the family liaison officer.”
“I think ALL the courts and police forces should be aware of your
service so that they can be accessed sooner. I went through hell
with my son’s flashbacks and nightmares until you started working
with him.”
“Support could have been more timely as we only hear about [your
service] though our friend who recommended your service.”
“You should raise your profile. I had no idea you existed prior to my
incident. I cannot praise [my therapist] highly enough.”

These comments raise questions regarding the type of information about the Homicide
Bereavement Therapeutic Service that had been given to the client by the referrers before the
referral was made, and also perhaps by the therapist at the assessment stage. It also suggests
that it might be helpful for ASSIST to provide more extensive literature about the Homicide
Bereavement Therapeutic Service and service provision.

Theme 4 – Peer support
The question of the need and desire for peer support is one that is frequently discussed within
the Homicide Bereavement Service and with different victims’ groups. It was also raised by
Louise Casey in her report:

“It is hard to overplay the importance that families attach to finding others who
have also been bereaved by homicide.” (Casey, 2011 p. 53)
It was therefore a surprise that only 6 out of 204 respondents raised this issue in the feedback
provided. However, those who did were very clear as to the need they felt:
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“I would have preferred a therapist who had gone through a similar
experience to me.”
“I don’t think even the most qualified person can understand just what a
parent is going through.”
“I would like to meet as a group with other people who have gone
through the same thing as us.”
“Provision of an opportunity to meet with someone who had overcome a
similar tragedy.”
“I wish there would have been a group meeting to meet and listen to
other people who unfortunately have found themselves in the same
situation. You feel so alone and isolated and think you’re the only person
this has happened to. Just to know your not is support on its own.”

This is a recurring theme and one which must be addressed by the wider Homicide Service.
Different peer support groups do exist across the UK, and discussion is already ongoing as to
how best to put this provision in place.
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Obstacles to Moving Forward
Regarding obstacles which clients felt prevented them from moving forward, the key themes
which emerged were:
l
l
l

The impossibility of accepting what had happened
The criminal justice system
Continual family issues

Theme 1 – Impossibility of acceptance
The issue of acceptance was a very common one raised by 27 out of 204 respondents. It is
also a totally understandable response given that respondents are victims of homicide. There
is a very real sense in which no one should have to accept the crime of homicide, and ASSIST
therapists often suggest to clients that they do not need to accept but rather to ‘move on with’
the homicide. However, the difficulty in accepting the death and how it happened is often
closely linked with avoidance which, as previously discussed (page %%%.) is a complicating
factor in respect of maintenance of PTSD symptoms. From this viewpoint clients have rightly
identified the inability to accept as an obstacle to their moving forward in any way.

“Yes, a lack of willingness to accept what had happened.”
“My fear of accepting what had happened.”
“I will never accept or come to terms with what happened to my daughter.”
“Probably my non-acceptance fully emotionally of my son’s death. Maybe
(hopefully) I now have the tools (provided by the sessions’ outcomes) but
need time to put them to use.”
“I am still finding it hard to move forward, probably because I still can’t
believe its true. I am waiting and expecting my son to come home.”

Comments such as these are an important reminder to all who work in this field of the
enormity of homicide.

Theme 2 – The Criminal Justice system
The next most frequently mentioned obstacle identified by clients concerns ongoing
involvement with the criminal justice system. 16 out of 204 respondents raised this issue as a
major obstacle that was interfering with their progress in therapy. This same issue is also
identified in Louise Casey’s 2011 report: Review into the Needs of Families Bereaved by Homicide:

“The trauma of bereavement can be compounded or exacerbated by criminal
justice involvement, preventing the natural grieving process and, at certain points,
re-traumatising families.” (Casey, 2011, p.32)

Obstacles to Moving Forward – The Impossibility of Acceptance
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Client comments received included the following:
“I found it hard to move on until the trial was over.”
“I was constantly worried about how the trial would affect the children.”
“Things like the court case prolonged me from moving on.”
“Court case lasted too long and the sessions got split. Police not
informing me of the goings on in the case. Felt let down.”
“My anger – no one has been charged.”
“The totally inadequate sentence – an insult.”
“The judicial process plus mental health review in regard to the
offender rendered me more imprisoned than the offender.”
“The system failed our family.”
“I found it hard to move on til the trial was over.”
“The cancellation of the trial and release of the chief suspect were my
main issues at the start, though with [the therapist’s] help I worked
through these issues.”
“The first trial collapsed after a guilty plea during it. So there was a
second one about 6 months later involving much legal argument. The
collapse of the first trial set me back almost 100%.”
“It was good to be able to have counselling after the trial.”
“I found it hard to move on til the trial was over – and a good result,
jailed indefinitely – GREAT!”

Since 2010, Victim Support caseworkers have been available to support victims through the
judicial process. Yet even with this support, comments such as these are evidence that the
trial is still re-traumatising victims. The difficulties presented by the criminal justice system are
generally outside the power of ASSIST to address, but it remains important that they are
recognised and that help in coping during the process is included in therapeutic provision.

“Trauma counselling…should be available to meet their changing needs from the
immediate aftermath, through the criminal justice process and in the years after
for as long as it is needed.” (Casey, 2011, p.7)
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Theme 3 – Family issues
12 out of 204 respondents raised the issue of difficulties within the family as an obstacle that
interfered with their progress in therapy.

“Other issues have unravelled within my family.”
“Personal issues with my other adult children have
prevented me from moving on.”
“My family life was a little unstable. However the
sessions I had have had a positive impact on this as well
and have been far reaching.”
“We widened the original brief to include wider family
issues. This did help to put things into perspective.”

This is a well-recognised issue affecting many families following trauma, since a family is made
up of individuals and each will respond to what has happened in their own way and deal with
traumatic bereavement differently. For this reason ASSIST has always sought to bring families
together whenever possible, offering group as well as individual therapy sessions and in this
way seeking to help each family member understand the reactions of other members and to
accept these as valid. This approach has proven to be very successful in preventing the
breakdown of family relationships following homicide and is something that should always be
considered as part of therapeutic provision.

Other obstacles preventing progress in therapy
Other obstacles raised in feedback by only one or two respondents are nonetheless worthy of
mention to complete a full picture of the difficulties experienced by victims, which they
themselves felt had interfered with their progress in therapy.
These were:
l Difficulties with employment
l Problems with the media
l Financial issues
l Resentment against people groups

“My employer was not at all helpful.”
“As I started to feel I was making progress something, usually the media, would
come and cause setbacks. No one I have dealt with understands the trauma
that media attention can cause.”
“Financial and awaiting the criminal compensation decision. It took a long time
and I couldn’t focus on moving forward.”
“I am getting better but I can’t cope with seeing people of HIS nationality. I will
never forgive him for killing my son.”
“Families should be warned of the impact of the media and the judicial system.”

Family Issues and Other Obstacles
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Most of these difficulties are easily recognised and therapists have sought to help victims deal
with them, particularly in the case of media intrusion and even to the extent of contacting
employers if deemed necessary and helpful. The comment about difficulties with a particular
race is especially interesting as this is something that has been picked up by previous research
(see page %%%%).

Other ways in which the service could be improved?
There were very few improvements noted in this section, other than to emphasise comments
which had already been made in response to previous questions. Generally, comments in this
section were extremely positive. (All feedback forms have been anonymised and are available
to be viewed at the ASSIST office.)

“I have no comments to improve your service, this is a marvellous service.”
“The service was fine and has helped me a lot.”
“For me the service worked perfectly, just keep doing it.”
“I think your service has been excellent.”
“The service was tailored to my needs and helped me enormously.”
“What you do is fantastic. More than I got from my own GP. Without ASSIST I
think most of us would still be left in this black hole.”
“All in all a very positive experience for me.”
“The service I received could not be improved on, I was treated as an individual.
The only way improvement could and should be made is for other professionals to
learn, grow and deliver, plus understand that homicide victims are on a unique
journey.”
“My circumstances and needs adhered to and met. My living now has life in it,
thank you.”
“[My therapist] is an unsung hero on the front line…I will be forever grateful.”
“I have been very impressed and cannot praise the service enough! I am so
grateful to have been referred and the holistic approach was perfect (something
the NHS couldn’t offer).”
“I feel very strongly about the support people receive after a murder, especially
abroad, and would like everyone to have access to your invaluable service.
Please keep going.”
“Such a vital and priceless service.”
“I would say change nothing.”
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Conclusions and Recommendations
The findings of this evaluation show high levels
of satisfaction with the Homicide Bereavement
Therapeutic Service in terms of process and
effect. Psychometric outcome measures also
indicate significant symptom reduction in
respect of PTSD, Depression, Anxiety and
Complicated Grief. The majority of clients who
expressed an opinion were happy both with the
therapy and with their therapist and were able
to point to a direct, positive impact of the
service on their day-to-day lives. Their
constructive feedback has also provided clear
indication of factors that both facilitate and
hinder positive service experience. This
feedback is already guiding service
improvement, while individual negative
feedback has always been acted on
immediately. In addition, the extensive data
collected has and will continue to provide an
increased broad understanding of the needs of
those bereaved by homicide, which has not
previously been available.
Analysis of therapeutic outcomes has been
considered in respect of both client age and
gender, with discussion provided regarding the
impact of these different variables. Data
collected is not yet sufficient to analyse any
possible link between ethnicity and either
engagement factors or symptom outcomes, but
as data continues to build this analysis will
potentially be possible and this will also enable
further specific research.
While the scope of the current evaluation has
not allowed detailed exploration of reasons for
drop out from the service, there is exploration
included of the types of barrier that have led
clients to either leave the service or not to
engage at all. These factors have indicated both
areas for improvement and factors requiring
further research.

Therapy Models Used
ASSIST has always been committed to using
evidence-based therapeutic models, which in

the case of Post-traumatic Stress Disorder are
currently Trauma-focussed CBT and EMDR. (NICE
guidelines for PTSD, 2005 revised 2012). In
working with homicide victims it has again been
clear that use of evidence-based techniques is
essential if the client is to be helped to move
forward and positive therapeutic outcomes are
to be generated. However, both therapist and
client feedback has indicated that very rigid
adherence to these models is not helpful to this
client population. While it is clear that CBT
approaches have provided clients with the skills
to better function in daily life, as well as
facilitating symptom reduction, the overriding
need evidenced by clients is for their therapist
to understand their emotions and reactions in
respect of the horrendous trauma they have
suffered. While the majority of clients have
benefitted greatly from the evidence-based
techniques used, they have needed first to feel
comfortable with and understood by their
therapist, in order to enable them to benefit
from the service provided. CBT approaches
were often initially too restrictive for acutely
bereaved and traumatised clients. Some were
unable to work with the structured approach
and, for example, were unable to complete
homework tasks. Every client has needed to be
treated as an individual and every therapist has
needed to remain totally flexible in delivering
the therapy. Initial and ongoing training has
been provided to the ASSIST Therapeutic Team,
in this respect and ASSIST has developed a
combination therapeutic model which we have
termed “Person-centred CBT.”

Symptom Reduction Outcomes
Validated psychometric scoring is used
throughout the service to measure before and
after symptoms for all clients engaging in
therapy. Significant reduction in symptoms was
evidenced by this evaluation across all client
populations in respect of PTSD, depression,
anxiety and complicated grief, with the majority
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of client symptoms reducing from severe to
mild or sub-clinical.
Overall more women were referred into the
service than men, but in percentage terms
engagement was very similar for both genders
and in recovery terms men did better than
women. Across the age span, more adults were
referred into the service than young adults,
teenagers or children, with young adults and
teens proving more difficult to engage and
children showing better recovery rates than
adults. In respect of ethnicity, data numbers
were not sufficient for detailed analysis but
initial findings did not pick up significant
differences across ethnic groups. As this data
builds, more detailed analysis will be possible
resulting in more significant findings.
The most important finding in respect of
outcome data analysis to date is regarding
those clients whose symptoms did not respond
to therapy, in so far as the majority of these
clients had complex histories. This information
will aid decision making with regard to what
further can be done to help this client
population. Other reasons why some clients
either dropped out of therapy or failed to
respond to treatment will now become the
subject for further research.

clients needing intervention sooner while
others have felt they would have benefitted
from leaving therapy until later. The
importance of this finding is that it further
evidences the need to treat every client as an
individual and to vary service provision
accordingly.
l

Findings indicate that this client population
differs from others in respect of both
therapeutic engagement and outcomes.
Further consideration is therefore required as
to how the needs of this population can best
be met.
l

l

l

l

The need for flexibility in terms of numbers of
sessions provided.

The need for flexibility in the timing of service
provision.
Clients’ needs have been evidenced to vary
considerably in this respect, with some
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The impact on family relationships.
Every individual reacts differently to loss by
homicide and this in turn has a huge impact
on family relationships. An important
finding from this evaluation is the need to
give time to bringing the family together,
assisting them in mutual understanding and,
where wanted, providing some family
therapy sessions.

The following themes emerged from client
feedback, which now need to be considered in
respect of future service implementation:

This is shown to be particularly important in
respect of clients with complex histories,
although also relevant in respect of timing of
legal proceedings and other issues. In
particular legal proceedings are prolonged
when a homicide has occurred overseas.
Flexibility has been in place since the
inception of the service, but this needs to be
constantly reviewed and may need to be
broadened.

The Impact of the Legal Process.
This is clearly something that impacts hugely
on homicide survivors and on their response
to therapy. This must be taken into
consideration both in respect of timing of
therapy and also changes in therapy
direction – for example if the trial is delayed
or the verdict is distressing for the client.

Further Findings evidenced from Client
Feedback

l

Awareness of the particular needs of clients
with complex histories.

The Impact on family finances.
Financial loss in the aftermath of homicide
can be an overriding concern for individual
clients, which can in turn prevent their full
engagement in therapy. The working
partnership with Homicide Caseworkers has
been vital in this respect, enabling the whole
spectrum of client needs to be met rather
than restricting the focus to therapeutic
needs.

l

The need for more extensive web-based and
printed information and publicity.
In the aftermath of homicide most survivors
are not in a position to take on board
information provided, with the result that
this is often either not understood or is
forgotten. Detailed information needs to be

Conclusions and Recommendations

Conclusions and Recommendations

available on an ongoing basis, so that clients
can be fully aware of the help and options
available to them.

Recommendations for further
Research
In the course of providing a homicide
bereavement therapeutic service, ASSIST has
collected a significant amount of outcome data,
far more extensive than that analysed to date in
the current evaluation. This data relates to
symptom reduction outcomes not only in
respect of age, gender and ethnicity but also
according to type of homicide, relationship of
survivor to victim, timing of legal proceedings
and length of time between the homicide and
the commencement of therapy. In addition to
revising the current evaluation as further data
becomes available, we will be seeking to
conduct further analysis in respect of all these
variables. We would also like to invite other
research psychologists or institutions who
would like to partner with us in this area to
undertake specific research projects.
Particular areas to have emerged from the
evaluation to date where further research is
needed include:
l

Reasons for dropout from or failure to
engage in therapy across different client
groups.

l

Differing therapeutic outcomes between
genders and across the age span.

l

The particular needs of homicide survivors
with complex histories. What enables
therapy engagement and symptom
reduction?

l

Treatment resistance in homicide survivors
without complex histories. Are there
common reasons for failure to respond?

l

The positives and negatives of ‘avoidance’
following homicide.

l

Creative ways of engaging adolescents,
teenagers and young adults following
bereavement by homicide.

l

The implications and pros and cons of
therapy in the home environment.

In summary, the first three years of the
Homicide Bereavement Therapeutic Service can
be considered to have been very successful
both in terms of achieving positive therapeutic
outcomes and also in respect of the extent to
which it has been valued by service users. A
great deal of learning has taken place as the
service has developed, which has been used to
guide service improvement; and extensive data
has been collected which will further inform
and enable future research. The task now is to
continue to build on this positive foundation, in
order to better help and support those in our
society who are unfortunate enough to suffer
the trauma of close family homicide.

Recommendations for Further Research

91

Conclusions and recommendations

92

Conclusions and Recommendations

H O M I C I D E B E R E AV E M E N T S E R V I C E E VA L U AT I O N

References

References

93

References

References
Archer, J. (2000), ‘Sex differences in aggression
between heterosexual partners: A meta-analytic
review’, Psychological Bulletin, vol. 126, pp. 651–680.
Armour, M. (2006), ‘Violent death: Understanding the
context of traumatic and stigmatized grief’, Journal of
Human Behavior in the Social Environment, vol. 14, no.
4, pp. 53–90.
Beaton, R., Murphy, S., Johnson, C., Corneil, W. and
Pike, K. (1999), ‘Coping responses and post-traumatic
stress symptomatology in urban fire service
personnel’, Journal of Traumatic Stress, vol. 12, issue 2.
Casey, L. (2011), Review into the Needs of Families
Bereaved by Homicide, London: Ministry of Justice.
Clements, P. T. and Burgess, A. W. (2002), ‘Children’s
responses to family member homicide’, Family and
Community Health, vol. 25, pp.1–11.
Coleman, H. L. K., Wampold, B. E. and Casali, S. L.
(1995), ‘Ethnic minorities’ ratings of ethnically similar
and European American counsellors: A metaAnalysis’, Journal of Counselling Psychology, vol. 42,
pp. 55–64.
Finkelhor, D. (1995), ‘The victimization of children in a
developmental perspective’, American Journal of
Orthopsychiatry, vol. 65, no. 2, pp. 177–193.
Flaskerud, J. H. (1991), ‘Effects of an Asian clienttherapist language, ethnicity and gender match on
utilization and outcome of therapy’, Community
Mental Health Journal, vol. 27, pp. 31–42.
Groot-Alberts. L. (2012), ‘The lament of a broken
heart: mourning and grieving in different cultures.
How acceptance of difference creates a bridge for
healing and hope’, Progress In Palliative Care, vol.
20, no. 5, pp. 158–162.
Horowitz, M., Wilner, N. and Alvarez, W. (1979),
‘Impact of event scale: a measure of subjective stress’,
Psychosom Med, vol. 41, no. 3, pp. 209–18.
Joseph, S. (2000), ‘Psychometric evaluation of
Horowitz’s Impact of Events Scale: a review’, Journal
of Traumatic Stress, vol. 13, pp. 101–113.

94

Kelley, B. T., Thornberry, T. P. and Smith, C. A. (1997), ‘In
the wake of childhood maltreatment’, US Department
of Justice, Office of Justice Programs, Office of
Juvenile Justice and Delinquency Prevention.
Kersting, A., Brähler, E., Glaesmer, H. and Wagner, B.
(2011), ‘Prevalence of complicated grief in a
representative population-based sample’, Journal of
Affective Disorders, vol. 131, no. 1–3, pp. 339–343.
Kocalevent, R., Hinz, A. and Brähler, E. (2013),
‘Standardization of the depression screener Patient
Health Questionnaire (PHQ-9) in the general
population’, General Hospital Psychiatry, vol. 35, no. 5,
pp. 551–555.
Lambert, M. J., Barley and D. E. (2001), ‘Research
summary on the therapeutic relationship and
psychotherapy outcome’, Psychotherapy: Theory,
Research, Practice, Training, vol. 38, no. 4, pp. 357–361.
Lanius, R., Vermetten, E. and Pain, C. (eds), (2010), The
Impact of Early Life Trauma on Health and Disease: The
Hidden Epidemic, New York, Cambridge University
Press.
Levers, L., Ventura, E. M. and Bledsoe, D. E. (2012),
‘Models for trauma intervention: integrative
approaches to therapy’, L. Lopez Levers (ed.), Trauma
Counseling: Theories and Interventions, New York, NY
US: Springer Publishing Co., pp. 493–503.
Löwe, B., Decker, O., Müller, S., Brähler, E., Schellberg,
D., Herzog, W. and Herzberg, P. (2008), ‘Validation and
standardization of the Generalized Anxiety Disorder
Screener (GAD-7) in the general population’, Medical
Care, vol. 46, no. 3, pp. 266–274.
Lynskey, M. T. and Fergusson, D. M. (1997), ‘Factors
protecting against the development of adjustment
difficulties in young adults exposed to childhood
sexual abuse’, Child Abuse and Neglect, vol. 21, no. 12,
pp. 1177–1190.
Mezey, G., Evans, C. and Hobdell, K. (2002), ‘Families
of homicide victims: psychiatric responses and helpseeking’, Psychology and Psychotherapy: Theory,
Research and Practice, vol. 75, no. 1, p. 65.

References

References

National Institute for Health and Care Excellence
(2005), ‘Post-traumatic stress disorder (PTSD): The
management of PTSD in adults and children in
primary and secondary care’, London, National
Institute for Health and Care Excellence,
www.nice.org.uk.
Olff, M., de Vries, G., Güzelcan, Y., Assies, J. and
Gersons, B. (2007), ‘Changes in cortisol and DHEA
plasma levels after psychotherapy for PTSD’,
Psychoneuroendocrinology, vol. 32, no. 6, pp. 619–626.
Quisenberry, C. E.(2009), ‘Murder, mayhem, and
mourning: a qualitative study of the experiences,
reactions, and coping mechanisms of homicide
survivors’, Doctoral dissertation, Texas A&M
University.
Prigerson, H. G., Macieiewski, P. K., Reynolds, C.,
Bierhals, A. J., Newsom, J. T., Fasiczka, A. and Miller, M.
(1995), ‘Inventory of complicated grief: a scale to
measure maladaptive symptoms of loss’, Psychiatry
Research, vol. 59, no. 1, pp. 65–79.
Rando, T. A. (1993), Treatment of Complicated
Mourning, Champaign, IL: Research Press.
Salloum, A. and Overstreet, S. (2012), ‘Grief and
trauma intervention for children after disaster:
exploring coping skills versus trauma narration’,
Behaviour Research and Therapy, vol. 50, no. 3, pp.
169–179.

Streets, M. D. and Gerald, M. (1990), ‘The homicide
witness and victimization – PTSD in civilian
populations: a literature review,’ Jefferson Journal of
Psychiatry, vol. 8.
Stroebe, M., Schutt, H., Boelen, P. and van den Bout, J.,
(eds), (2012), Complicated Grief: Scientific Foundations
for Health Care Professionals, New York, Routledge.
Tolin, D. F. and Foa, E. B. (2006), ‘Sex differences in
trauma and post-traumatic stress disorder: a
quantitative review of 25 years of research’,
Psychological Bulletin, vol. 132, no. 6, p. 959.
Weiss, D. S. (2007), ‘The impact of event scale: revised’,
J. P. Wilson and C. S. Tang (eds.), Cross-cultural
Assessment of Psychological Trauma and PTSD, New
York, Springer, pp. 219–238.
World Health Organization (1977), Manual of the
International Statistical Classification of Diseases,
Injuries and Causes of Death, based on the
recommendations of the Ninth Revision Conference,
1975, Geneva, Switzerland, World Health
Organization.
World Health Organization (2013), Guidelines for the
Management of Condition Specifically Related to Stress,
www.who.int/entity/mental_health/emergencies/str
ess_guidelines.

Shear, M. K., Ghesquiere, A., Gorscak, B., Clayton, P.,
Ito, M., Nakajima, S. and Sung, S. (2011), ‘Complicated
grief and related bereavement issues for DSM‐5’,
Depression and Anxiety, vol. 28, no. 2, pp. 103–117.

Zinzow, H. M., Rheingold, A. A., Byczkiewicz, M.,
Saunders, B. E. and Kilpatrick, D. G. (2011), ‘Examining
post-traumatic stress symptoms in a national sample
of homicide survivors: prevalence and comparison to
other violence victims’, Journal of Traumatic Stress, vol.
24, pp. 743–746.

Silverman, G. K., J. G. Johnson, et al. (2001),
‘Preliminary explorations of the effects of prior
trauma and loss on risk for psychiatric disorders in
recently widowed people’, Israeli Journal of Psychiatry
and Related Sciences, vol. 38, no. 3–4, pp. 202–15.

Zinzow, H. M., Rheingold, A. A., Hawkins, A. O.,
Saunders, B. E. and Kilpatrick, D. G. (2009), ‘Losing a
loved one to homicide: prevalence and mental health
correlates in a national sample of young adults’,
Journal of Traumatic Stress, vol. 22, pp. 20–27.

Spalek, B. (2006), Crime Victims: Theory, Policy and
Practice, Basingstoke, Palgrave Macmillan.
Spitzer, R. L., Kroenke, K., Williams, J. B. and Lowe, B.
(2006), A brief measure for assessing generalized
anxiety disorder: the GAD-7’, Arch. Intern. Med., vol.
166, no. 10, pp. 1092–1097.

References

95

References

96

References

H O M I C I D E B E R E AV E M E N T S E R V I C E E VA L U AT I O N
Appendix 1

Appendices

xxxxx
Appendices

97

Appendix 1

Homicide Bereavement Service adult
feedback questionnaire
ASSIST Trauma Care
11 Albert Street
RUGBY
Warwickshire
CV21 2RX
Office: 01788 551919
Fax: 01788 553726

ASSIST Homicide Service
You have recently finished working with one of the ASSIST trauma therapists. We shall be
grateful if you will help us to improve our service by answering some questions about the
service you have received from us. We are interested in your honest opinions, whether
they are positive or negative. If you consider any of the questions too difficult or
distressing to complete, please leave them unanswered, but we would like you to
complete as many as possible. We welcome your comments and suggestions.
Thank you very much
Your Name (optional):
Therapist Name:
Please circle the number for your answer
1. Did you find the ASSIST therapist
Not at All

Somewhat

Yes

Very

Empathic / Understanding

1

2

3

4

Caring

1

2

3

4

Knowledgeable

1

2

3

4

Reliable

1

2

3

4

2. How would you rate the quality of service you received?
Poor
Fair
Good
1

2

Excellent

3

4

3. Was the service you received helpful to you?

98

It has not helped
at all

It has helped
a bit

It has helped
a lot

Yes,
definitely

1

2

3

4
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4. Was the length of sessions sufficient?
Too short

About right

Too Long

1

2

3

Were the number of sessions provided sufficient?
Not nearly
enough

Not enough

About right

More than
enough

1

2

3

4

5. If something about the service could have met your needs better, what would this be?

6. Did the service provided help you to move forward in any way from what had
happened?
No, not really

Yes, a bit

Yes, a lot

1

2

3

7. Were there any obstacles in your particular circumstances, either practical or personal,
that prevented you from moving on?

8. Do you have any other comments which could help us to improve the service?

Thank you
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List of referrers

Victim Support Homicide Service
Advocacy After Fatal Domestic Abuse (AAFDA)
Disaster Action (DA)
Escaping Victimhood
JAGS Foundation
Justice after Acquittal
KnifeCrimes.org
MAMMA
National Victims Association
SAMM National
SAMM Merseyside
Through Unity
Winston’s Wish
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Mixed method design and
methodological challenges
This area of research raises issues of difficulty
due to the sensitive nature of the experience of
bereavement by homicide. Throughout the
development and analysis stages of the
research, we were mindful that ideally it would
be the service users who would provide the
most informative and unique knowledge
regarding service provision. In order to harness
this information anonymised feedback
questionnaires were sent out to all clients
completing therapy and those returned have
been carefully analysed as part of the service
outcome measurement process. This has
provided a direct, subjective viewpoint and
resulted in a robust source of data collection.
However the ASSIST therapeutic team was
aware that seeking to engage this particularly
vulnerable population additional research once
they have completely therapy raises ethical
challenges. It was concluded that to seek to do
this could pose difficulties for service users once
therapy had ended and exits been made. It was
therefore decided that rather than service users
themselves the therapists themselves, having
worked alongside the service users, should be
asked to form a focus group and to extract
certain themes from their subjective viewpoints
of a client’s experience.

Advisory panel
discussion and development
of broad research questions

Focus group
discussion of service user experience
Therapist and head office staff viewpoints

Advisory panel
development of more focussed
questions for interviews

Analysis
interviews ~ psychometrics ~ feedback
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Validation of Psychometric Measures
Impact of Event Scale (IES)
(Horowitz et al., 1979)
Summary: Psychometrics of The Impact of
Event Scale (IES; Horowitz et al., 1979)
The IES is a 15 item questionnaire evaluating
experiences of avoidance and intrusion which
attempts to "reflect the intensity of the posttraumatic phenomena". Both the intrusion and
avoidance scales have displayed acceptable
reliability (alpha of .79 and .82, respectively),
and a split-half reliability for the whole scale of
.86 (Horowitz et al., 1979). The IES has also
displayed the ability to discriminate a variety of
traumatised groups from non-traumatised
groups (see Brier, 1997 for review).

Reliability:
Corcoran and Fischer (1994) found that the
subscales of the IES show very good internal
consistency based on 2 separate sample groups.
The coefficients ranged from .79 to .92, with an
average of .86 for the intrusive subscale and .90
for the avoidance subscale. In Horowitz' original
study (Horowitz et al, (1979), their calculations
on the data of 66 subjects with stress response
symptoms on the 15-item IES gave a mean total
stress score of 39.5 (SD=17.2, range 0-69). The
mean intrusion subscale score (items 1, 4, 5, 6,
10, 11, 14) was 21.4 (SD = 9.6, range 0-35). The
mean avoidance subscale score (items 2, 3, 7, 8,
9, 12, 13, 15) was 18.2 (SD = 10.8, range 0-38).

Validity:
Criterion (or Predictive) Validity: The IES is
found to be sensitive to change, in terms of
detecting changes in clinical status over time,
and in terms of detecting the relevant
differences in the response to traumatic events
of varying severity by different groups (Corcoran
& Fischer, 1994; Weiss & Marmar, 1997). Corcoran
and Fischer (1994) noted the significant changes
in the IES subscales scores of outpatients being
treated for bereavement over the course of
treatment. This sensitivity to movement was
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reported by Horowitz et al (1979) in their study
of 32 subjects with stress response syndromes.
The IES was administered twice to each subject
with a mean time of 11 weeks between first and
second administration. The significant change in
the scores on the IES confirmed the prediction
of a marked decline in item, subscale, and
overall scores; and supports its validity as a
sensitive reflection of change.
It is acknowledged that the 15 items of the IES
capture the level of intrusive and avoidance
symptomatology in response to a specific
stressor as manifest in the past 7 days (Briere,
1997; Weiss & Marmar, 1997); however, Briere
(1997) suggests that the brevity of the scale, its
potentiality limited content domain, and its
nonclinical focus renders it useful only as a
screen for the presence of non-arousal-related
posttraumatic stress, especially if used in
isolation from other, more fully validated
instruments.
The Impact of Events Scale (IES) is the IAPT
recommended measure for PTSD, developed by
Horowitz et al. in 1979.

References:
Corcoran, K. & Fischer, J. (1994), ‘Measures for
clinical practice’, A Sourcebook, (3rd edition), vol.
2, Adults, New York: The Free Press.
Briere, J. (1997), Psychological Assessment of
Adult Posttraumatic States, Washington, D.C.,
American Psychological Association.
Horowitz, M., Wilner, M. and Alvarez, W. (1979),
‘Impact of Event Scale: A measure of subjective
stress’, Psychosomatic Medicine, vol. 41, pp.
209–218.
Weiss, D. & Marmar, C. (1997), ‘The Impact of
Event Scale – Revised, J. Wilson & T. Keane (eds),
Assessing Psychological Trauma and PTSD, New
York, Guildford.
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PHQ-9 Validity

Complicated Grief Scale Validity

http://www.med.umich.edu/1info/FHP/practice
guides/depress/score.pdf

Certain symptoms of grief have been shown (a)
to be distinct from bereavement-related
depression and anxiety, and (b) to predict longterm functional impairments. Exploratory factor
analyses indicated that the ICG measured a
single underlying construct of complicated
grief. High internal consistency and test-retest
reliabilities were evidence of the ICG's reliability.
Respondents with ICG scores > 25 were
significantly more impaired in social, general,
mental, and physical health functioning and in
bodily pain than those with ICG scores < or = 25.
Thus, the ICG, a scale with demonstrated
internal consistency, and convergent and
criterion validity, provides an easily
administered assessment for symptoms of
complicated grief.

http://www.nriinc.org/projects/SDICC/WorkGroups/PHQ-9gen
pop.pdf
The score suggests whether the patient may
need depression treatment. Physician uses
clinical judgment about treatment, based on
patient's duration of symptoms and functional
impairment.
* The PHQ-9 is described in more detail at the
Pfizer website: http://www.phqscreeners.com/

GAD-7 Validity
The GAD-7 has been shown to be a valid and
efficient tool for screening for GAD and
assessing its severity in clinical practice and
research.
Robert L. Spitzer, MD; Kurt Kroenke, MD; Janet B.
W. Williams, DSW; Bernd Lowe, MD, PhD, ‘A Brief
Measure for Assessing Generalized Anxiety
Disorder - The GAD-7’

‘Inventory of Complicated Grief: a scale to
measure maladaptive symptoms of loss.’
Prigerson HG1, Maciejewski PK, Reynolds CF 3rd,
Bierhals AJ, Newsom JT, Fasiczka A, Frank E,
Doman J, Miller M, Psychiatry Res. 1995 Nov
29;59(1-2):65-79
www.ncbi.nlm.nih.gov/pubmed/8771222

http://psychres.washington.edu/clinicaltools/gad7
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