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Abstract
Objective: Poverty is related to increased grief-related mental health problems, leading some to suggest bereavement
counseling should be tailored to income. However, information about accessibility and effectiveness of such counseling
programs serving low-income households is scarce. This longitudinal study therefore investigated the association between
poverty and complicated grief (CG), and the effectiveness of a community-based bereavement counseling program in
serving low-income households. Methods: Two hundred eighty-eight participants (75% female) were enrolled. Lossrelated and demographic variables were assessed at baseline. Regression analyses were used to investigate household
income as a predictor of CG, and examine bereavement counseling effectiveness by comparing CG symptom change
across three household income categories across three time-points: baseline (T1), T1 + 12 months (T2), and T1 + 18
months (T3). Results: Of all participants, 35.8% reported below poverty-threshold income, twice the general population’s
rate. Multiple regression analysis indicated poverty-threshold income was a predictor of CG symptoms over and above
demographic and loss-related characteristics. Three-way interaction analysis detected a significant treatment effect for
study condition across time, but no differences in treatment effects across income. Conclusion: Lower household income
was associated with higher CG symptoms. Since income did not predict differential treatment response, community-based
bereavement counseling appeared no less efficacious for members of low-income households.
Keywords: bereavement; grief; poverty; counseling; effectiveness
Clinical or methodological significance of this article: While previous research has indicated low income may be a risk
factor for mental health problems after bereavement, and it has therefore been suggested bereavement counseling should be
tailored to income, no study to date has investigated the need for such tailoring. This controlled, longitudinal treatment study
fills this gap in knowledge. Main findings are that low income is a key predictor of complicated grief symptoms. The study also
shows that the effectiveness of one-to-one bereavement counseling does not appear to differ according to income level.

The role of poverty as a risk factor for complicated
grief (CG) has been the subject of debate. Some
research into responses to bereavement has associated low income with higher levels of grief-related
symptoms (Burke & Neimeyer, 2013). Generally,
lower absolute incomes correspond with greater

psychological distress (Garratt, Chandola, Purdam,
& Wood, 2016), and an increased likelihood of
experiencing mental and physical health problems
(Robson & Gray, 2007; Santiago, Kaltman &
Miranda, 2013). Notably, Cacciatore, Killian, and
Harper (2016) showed that low income had a
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stronger correlation with symptoms of depression,
anxiety, and posttraumatic stress than recognized
loss-related and demographic predictors of grief
symptom complexity in parents bereaved of a child.
This has led these authors to suggest that bereavement counseling programs should be tailored to
income, by countering structural and attitudinal barriers to counseling uptake. To assess the need for
such tailoring, the present study aims to investigate:
(i) the relationship between income and grief
symptom severity in a counseling-seeking sample;
and, equally important; (ii) if the effectiveness of a
community-based bereavement counseling intervention is influenced by participants’ income levels.
Given that low income has been identified as a risk
factor for mental health problems, there are good
reasons to seek to clarify the impact of poverty on
adaptation to bereavement (Burke & Neimeyer,
2013). One major concern is whether low-income
bereaved people are able to receive healthcare if and
when they need it: do they, for example, have as
easy access to professional services as people in
higher income groups? This may not be the case.
Living in poverty can limit an individual’s ability to
access psychological support or practice psychological self-care (Thompson, 2002; Doornbos, Zandee,
de Groot & Warpinski, 2013). One reason for this
may be that people living in low-income households
hold negative attitudes toward help-seeking. This
reluctance to seek help may partly stem from a prevailing social norm that one should simply be
“getting on with it” (Allen, 2007, p. 80). Additionally, structural barriers to receiving care may also
play a part. First, service accessibility may be lower
for the people from low-income households, that is,
reflecting a lack of equitable distribution of services
vis-à-vis the population they are intended to serve.
Second, service acceptability may be inadequate for
lower-income bereaved people, if for example the
program and its providers are inappropriate to the
population they serve (WHO, 2017).
An additional challenge to evaluating the accessibility and acceptability of care to low-income
bereaved people is the lack of basic information concerning the proportion of this group wishing to
receive support, and the extent to which interventions
for bereavement-related grief are currently available
(Stephen et al., 2009). The present research took
place in the UK, where all residents have full
medical coverage through a state-supplied healthcare
system, the National Health Service (NHS). (A
similar degree of nearly universal medical coverage,
independent of financial status, exists in most developed countries.) Pathways to bereavement care
through biomedical resources such as the NHS in
the UK remain largely uncharted. To date, NHS

recordkeeping generally does not collect data on
bereavement-related patient health visits, leaving
little opportunity to document any grief support services delivered (Stephen, Wilcock, & Wimpenny,
2013). It is currently estimated that between 70%
and 90% of bereavement support in the UK is delivered through the non-profit sector, with similar estimates for care provision through non-profit
hospices and palliative care organizations in Australia, Japan, and the US (Breen, Aoun, O’Connor &
Rumbold, 2013). Whether such care is accessible,
acceptable, and indeed efficacious for people living
in relative poverty remains largely unexplored.
There are reasons to believe that an approach to
bereavement intervention offering appropriate
degrees of accessibility and accessibility for people
from low-income households might be effective. For
example, positive outcomes have been demonstrated
for people from low-income households who received
interventions tailored to increase acceptability and
accessibility of therapy for other psychiatric disorders,
including PTSD (Krupnick, 2002) and panic disorder (Roy-Byrne et al., 2006). In a review of successful, evidence-based psychotherapeutic interventions
designed to support people from low-income households, Santiago et al. (2013) list a number of practices
that have been shown to increase uptake of services
among low-income study participants. These
include the provision of practical support, such as
childcare and food, and additional outreach steps to
encourage retention and participation. These recommendations, however, are at odds with another
practice that has been shown to improve bereavement
intervention outcomes, namely the provision of care
on an in-reaching basis (i.e., bereaved people actively
seek bereavement intervention themselves, instead of
being contacted by the bereavement support organization (Schut et al., 2001). It would seem that while
facilitating uptake of bereavement support—making
it possible for people to attend sessions—might be
beneficial, incentivizing uptake in such a way that
encourages use of services where they may not actually need them could be unhelpful or even detrimental. (Incentivizing use of counseling services in this
context might consist of offering users certain
benefits, such as free childcare or snacks during
visits.) Efforts to tailor bereavement support services
to increase acceptability and accessibility among
people from low-income households must, therefore,
keep a delicate balance between facilitating but not
incentivizing support.
With these considerations in mind, the present
study sought to address the gaps in knowledge
noted above by examining the uptake and effectiveness of bereavement support among bereaved
people from households from below the poverty
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threshold. Specifically, we looked at a model of
bereavement counseling offered nationwide through
a community-based non-profit organization that
operates to professional standards. Working with
longitudinal data from a larger research project,
“Coping with Bereavement in Scotland,” the study
featured a naturalistic, controlled design, and compared outcomes for participants across income levels.
The investigation had three primary objectives.
First, we aimed to establish a preliminary indication
of the percentage of help-seeking bereaved people
who were living in relative poverty. Specifically, we
calculated which proportion of our naturalistic
sample (comprised of people who had contacted a
national community-based bereavement support
organization in Scotland) represented people living
at or below the poverty threshold. Although the
non-profit organization offers services free of charge
and with extended hours, no specific strategies had
been implemented to make the service available to
people from low-income households. We therefore
expected the proportion of participants living at or
below the poverty threshold to be underrepresented.
Second, following indications from Cacciatore
et al. (2016) that income is a strong predictor of
loss-related depression, anxiety, and posttraumatic
stress symptoms, we examined the association
between income and grief levels among helpseeking bereaved adults. We expected to find a
strong effect of poverty on CG symptoms even compared to other recognized predictors of CG, including cause of death and gender. In line with
Cacciatore et al.’s (2016) suggestion that the ability
to provide effective self-care is lower among people
with lower incomes, we expected to find an inverse
relationship between income and CG levels. For the
purposes of this study, CG was defined as “[a] deviation from the normal (in cultural and societal
terms) grief experience in either time course or intensity of specific or general/reactions or symptoms of
grief” (Stroebe, Schut & Boerner, 2017, p. 3).
Third, we examined the effectiveness of a community-based bereavement counseling program in supporting bereaved adults living at or below the
poverty threshold. In a quasi-randomized controlled
effectiveness investigation, we used three-way multilevel regression interaction analysis to examine the
effect of household income (poverty threshold and
below, low to below median, and median and
above) and study condition (bereavement counseling
vs. no intervention) on CG levels over an 18-month
study period. While previous research has demonstrated the effectiveness of the same counseling intervention in reducing CG symptoms as compared to a
no-invention control condition (Newsom et al.,
2017), income had not yet been examined as a
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moderator of treatment effects. Though the intervention was community based, it was not tailored specifically toward supporting people with low-income
levels. Following Cacciatore et al. (2016), this could
mean that it would be less effective for people from
low-income households. We therefore expected to
see a smaller magnitude of change in CG means
between treatment conditions over time among the
low-income group, compared to higher income
groups.

Method
Two hundred eighty-eight residents of Scotland (age
18+) who had been bereaved for at least six months
and requested support from Cruse Bereavement
Care Scotland (CBCS) participated in the study.
People requiring specialized support (language
interpretation, support for cognitive impairment)
were excluded from the study, as were people who
were already receiving outside professional help for
grief or other/additional psychiatric conditions or
diagnoses at baseline (e.g., substance abuse, psychosis, schizophrenia). All participants had received an
intake assessment result of 18 or higher on the Indicator of Bereavement Adaptation—Cruse Scotland
(IBACS) (Newsom et al., 2016), indicating that
intervention would be appropriate.

Sample Characteristics
Table I presents details of participants’ baseline
characteristics. The majority (78%) of participants
were female, with a mean age of 49.2 years (SD =
13.35), and were bereaved of a parent (37%) or
spouse (37%). Sixty-three percent of participants
had been bereaved within the previous 12 months,
and 92% within the last 3 years. Forty-three percent
reported taking anti-anxiety or anti-depressant medication at baseline. Participants showed a range of
income levels, with approximately a third (35.8%)
from households at or below the poverty threshold;
27.8% from below-median income households, and
36.5% from households at median income and
above. As residents of Scotland, all participants
were entitled to full-service medical care from the
NHS, including any prescription medication, at no
cost to themselves.
Sampling Procedure
Participants for the present study were drawn from a
larger efficacy study “Coping with bereavement in
Scotland” (cf., Newsom et al., 2017). Of the 344 participants enrolled in that study, the 84% who provided
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Table I. Baseline personal characteristics by study condition and income group.

Study condition: Intervention∗
Demographic characteristics
Age in years∗ (Mean [SD])
Gender: female
Use of medication: anti-anxiety/anti-depressants∗
Work status: unemployed (includes retired, medical leave)∗∗
Loss-related characteristics
Time since loss: 6 months
Time since loss: between 6 and 12 months ago
Time since loss: 1–2 years ago
Time since loss: 2+ years
Kinship of deceased
Kinship of deceased: partner
Kinship of deceased: parent
Kinship of deceased: sibling
Kinship of deceased: child
Kinship of deceased: other friend /relative
Grief symptom levels at T1
Inventory of Complicated Grief—Revised (unadjusted means)∗ (Mean [SD])

Lowest income

Low-median
income

Median-high
income

n = 103

n = 80

n = 105

40

38.8%

46

57.5%

51

48.6%

50.30
n
77
56
82

[13.88]
(Valid %)
74.8%
55.4%
80.4%

51.35
n
59
28
31

[12.86]
(Valid %)
73.8%
35.4%
38.8%

46.59
n
89
38
20

[12.86]
(Valid %)
84.8
36.2%
19.2%

21
36
19
24

21.0%
36.0%
19.0%
24.0%

22
31
15
12

27.5%
38.8%
18.8%
15.0%

21
47
25
10

20.4%
45.6%
24.3%
9.7%

37
44
8
11
3

35.9%
42.7%
7.8%
10.7%
2.9%

39
20
6
9
5

49.4%
25.3%
7.6%
11.4%
6.3%

29
42
13
12
8

27.9%
40.4%
12.5%
11.5%
7.7%

75.06

[25.15]

64.51

[22.90]

58.75

[23.01]

Note. ∗ p < .05.
p < .001.

∗∗

household income details (N = 288) comprised the
sample for the present study. There were no differences between study accepters and decliners (i.e., participants who did and did not provide income
information, respectively) on age, gender, risk of complications, and severity of grief symptoms (as indicated
by IBACS intake assessment results—see next paragraph), use of medication or CG symptom levels as
measured by the Inventory of Complicated GriefRevised (ICG-R; Prigerson & Jacobs, 2001).
An institutional ethics review was conducted with
approval granted by the NHS Tayside Research
Ethics Committee 1 (IRAS project ID 56758) in
November 2010. Recruitment for the larger study
was conducted between January 2011 and September
2011. Prior to enrollment, participants received a
written description of the research study and
informed consent statements to sign and return. Participants also received informational materials from
CBCS providing basic information about coping
with grief, and spoke over the phone with a CBCS
staff member or trained volunteer to provide details
concerning the circumstances surrounding their
bereavement, and contact and scheduling information. All participants also completed the IBACS,
a semi-structured intake assessment for bereavement
intervention, which was delivered either in person or
over the telephone (Newsom et al., 2016).

Intervention Model
Organizational setting. CBCS is a non-profit
organization that provides counseling and informational support services to bereaved people. CBCS
provides 55,000 hours of support each year and
responds to over 12,000 requests for help. Helpseeking people contact CBCS via a national phone
line and are then directed to their nearest service
location. The national telephone line operates
throughout the week, days, and evenings. CBCS
service locations are distributed throughout Scotland
across rural and urban settings. Local services contact
clients by telephone, or receive calls from them, to
schedule sessions at mutually agreeable times. Sessions are available days and evenings during the
week, and, in many locations, during the daytime
on weekends. No fees are charged for CBCS services,
but clients are informed of how donations can be
made to CBCS if they wish.
Counselors are volunteers who have been professionally trained at a minimum to the standards of
Scotland’s professional body for counseling and psychotherapy (COSCA), and have completed a
bereavement-specific training module. CBCS
recruits volunteer counselors on a semi-annual basis
from within the communities that the organization
serves. A local selection committee works with
national training staff to select volunteers for training,
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which takes a year (for volunteers who are not counselors or psychologists by profession). Certification is
transferrable and is paid for by CBCS. All counselors
receive regular professional supervision, and fulfill a
minimum continuing professional development
commitment of a minimum of 11 hours per year.
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Sessions were held on a weekly basis, and participants
met the same counselor at each session. Participants
attended an average of 6 sessions (M = 5.80, SD =
2.95).

Measures
Counseling model. The CBCS model for
bereavement counseling is a hybrid approach, combining elements of the cognitive behavioral, personcentered and psychodynamic traditions (see
Newsom et al., 2017; Simonsen & Cooper, 2015).
Following standard CBCS practice, bereaved
people who have contacted the organization seeking
support—and who have been bereaved for at least
six months, a point by which time the intensity of a
typical bereavement response tends to subside (see
Shear, 2015)—will participate in an intake process
either in person or over the telephone. This intake
process entails the use of the Indicator of Bereavement Adaptation Cruse Scotland (IBACS; see
Newsom et al., 2016) to assess the risk and magnitude of the bereaved person’s difficulties coping
with grief. IBACS scores indicating that the bereaved
person is coping successfully result in a recommendation for watchful waiting, whereas indications that
the bereaved person would benefit from intervention
result in an allocation to a counselor. Allocation to
counselors is based primarily on the level of symptoms and risks of developing complications at
intake. Bereaved people with IBACS results >18 are
assigned to counseling, and those with higher
symptom levels (IBACS > 29) are assigned to more
experienced counselors. Scheduling compatibility is
a secondary factor in allocation to a counselor.

Procedure
A quasi-randomized approach was used to assign participants to study conditions. Following the naturalistic design of the larger study, participants who were
allocated to a counselor and attended sessions were
assigned to the intervention category. Participants
were assigned to the control condition when they
were unable to receive intervention due to personal
scheduling conflicts, found their local service location
was too distant or inconvenient to attend, or were on
a waiting list at their local service location.
In the present investigation, intervention participants were assigned to counselors following standard
CBCS procedure (as described above in the “Counseling model” section), with sessions were delivered
on a one-to-one basis at CBCS service locations.
Meeting rooms were simply and comfortably furnished and provide a quiet, private space for discussion.

Data collection was completed using postal questionnaires distributed at three time-points: baseline (T1),
12 months later at post-measure (T2), and 18 months
after baseline at follow up (T3). Participants who did
not respond to a questionnaire were sent a reminder
letter. If they did not respond to this second communication, they were considered to have dropped
out of the study.
Complicated grief. The Inventory of Complicated Grief-Revised (ICG-R, Prigerson & Jacobs,
2001), a 30-item questionnaire, was used to assess
symptoms of CG. The ICG-R is widely used and
has demonstrated strong internal consistency (Cronbach’s α = .94) (Prigerson & Jacobs, 2001). Construct validity for the ICG-R has also been
demonstrated through convergence with the Traumatic Grief Evaluation of Response to Loss (Prigerson & Jacobs, 2001). Excellent reliability, α = .95,
was demonstrated at baseline, and increased slightly
at post-measure and follow-up, α = .96.
Demographic
and
bereavement-related
characteristics (including income). A bespoke
questionnaire was designed to assess demographic
details (age in years, gender, medication use)
including household income (“What is your yearly
household income?”); and bereavement-related
characteristics (cause of death, kinship of the
deceased person, time since loss).
Gross household income was measured using a
scale of six categories in addition to a seventh nonresponse option (“under £10,000; from £10,000–
£19,999; from £20,000 to £29,999; £30,000 to
£39,999; £40,000 to £49,999; £50,000 and above;
prefer not to say”). The relative poverty metric, a
widely used approach for assessing household
poverty in the UK, was applied to identify participants living in deprived circumstances. Following
this approach, people whose household incomes are
at least 60% less than the national median are considered to live in relative poverty (see Mack, 2016).
Guidelines from the Scottish Government (2012),
which were developed on this basis, indicated that
the period of baseline data collection (2010–2011),
one-person households reporting an income below
£10,000 fell below the poverty threshold; those
reporting £10,000–19,999 and £20,000–29,999
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were below median; and those reporting £30,000 and
above were at or above the median income level. In
the present study, because in certain cases it was
unclear how many people lived in participants’
households, all participants were treated as singleperson households. Applying the highest cut-offs for
income groups reduced the risk of false positives for
poverty-level households; however, participants in
the lowest and middle categories who had additional
household members may, therefore, have experienced more deprivation than the income variable
indicates. (Notably, Stephen et al. (2013) demonstrated that equivalised income (i.e., household
income that has been recalculated to take into
account differences in household size and composition) remained the same before and after
bereavement.)
After data collection was completed, self-reported
household income data were used to assign participants to one of three income categories:
(1)
(2)

(3)

Lowest, whose income levels were at or below
the poverty threshold;
Low-median, whose income levels were above
the poverty threshold but below the median,
and still including households at risk of real
deprivation; and
Median-high, whose income levels were
median and above median.

For the 2010–2011 period, which corresponds with
data collection at baseline (including household
income data) it was estimated that 14% of workingage adults and 16% of pensioners in Scotland lived
in relative poverty (Scottish Government, 2012).
Research Design/Analyses
Analyses for the present study were divided into three
sets. First, to establish an indication of the percentage
of help-seeking bereaved people who are living in
relative poverty, a cross-sectional analysis was conducted to calculate the proportion of participants in
our sample who were living at or below the poverty
threshold. To provide an initial indication of the
degree of the intervention program’s accessibility
and acceptability for people from low-income households, we compared the proportion of participants in
the “poverty” group to this proportion of the Scottish
general population.
Second, to test the predictive value of income on
CG at baseline, a multiple regression model was
developed. Seven independent variables were
entered into the model as predictors. These included
demographic characteristics: (i) participant’s age; (ii)
gender; (iii) income group (three categories: lowest,
low-median, median-high); (iv) use of anti-

depressant/anxiolytic medication at baseline (yes,
no) and bereavement-related characteristics; (v)
cause of death (illness/health problem, accident,
suicide, homicide, other/unknown); (vi) kinship of
the deceased (partner, parent, child, sibling, other
relative/friend); and (vii) time since bereavement
(five categories: 6 months; between 6 and 12
months; between 1 and 2 years; between 2 and 5
years; 5 years or more). Following indications from
Cacciatore et al. (2016), we expected income to
demonstrate the strongest effect on CG symptoms.
Third, to determine whether study condition and
income interacted to predict mean scores in participants’ CG symptom levels across time, a three-way
multilevel multiple regression model using
Maximum Likelihood estimation was developed in
SPSS (version 23). To account for high intersubject correlation (through repeated measures), a
hierarchical linear mixed-effects approach was used,
with a random effect for participant ID, and fixed
effects for the three predictor variables: income
group (three categories), study condition (two categories) and time (three categories). Preliminary analyses were conducted to ensure there was no violation
of the assumptions of linearity, an absence of multicollinearity, homoscedasticity, and normality of
residuals. Personal and loss-related characteristics
that were unevenly distributed across income
groups were added to the statistical model as covariates to control for differences and to partly account
for between-subject variability.
A significance level was established at α = 0.05
(two-sided) and would pertain to all tests conducted
in this study. To examine effect sizes within a mixed
model, R 2 is reported. Because of the presence of
random effects in the model, R 2 was computed
from the residual variance by subtracting the variance
of the model with predictors from the variance of the
null model, then dividing by the null model (Peugh,
2010; Selya, Rose, Dierker, Hedeker & Mermelstein,
2012).

Results
Participant Flow
Figure 1 describes participation across the two study
categories, including income category information.
At baseline, a total of 288 participants were enrolled.
One hundred thirty-seven participants were assigned
to the intervention condition, and 151 to the control
condition. A cumulative response rate was calculated
for the three time-points as 46%, following patterns
common to bereavement research and longitudinal
investigations using postal questionnaires (Aoun
et al., 2015).

Psychotherapy Research

485

Trial participants assessed
for eligibility
(N = 344)

Excluded (understood as
decline) due to missing
income data (n = 56)

Enrollment

Assignment
(N = 288)

Assigned to control group
(n = 151)
Income group 1 (n = 63)
Income group 2 (n = 34)
Income group 3 (n = 54)

Assigned to experimental group
(n = 137)
Income group 1 (n = 40)
Income group 2 (n = 46)
Income group 3 (n = 51)

Lost to post-measure (n = 76)

Lost to post-measure (n = 58)
Non response (n = 58)
Voluntary withdrawal (n = 0)
Excluded due to outside
intervention received (n = 0)

Post-measure
(T2)
(n = 154)

Income group 1 (n = 25)
Income group 2 (n = 16)
Income group 3 (n = 35)

Income group 1 (n = 14)
Income group 2 (n = 18)
Income group 3 (n = 26)

Lost to follow-up (n = 21)

Lost to follow up (n = 20)
Non response (n = 20)
Voluntary withdrawal (n = 0)
Excluded due to outside
intervention received (n = 0)

Follow up (T3)
(n = 113)

Non response (n = 21)
Voluntary withdrawal (n = 0)
Excluded due to outside
intervention received (n = 0)
Income group 1 (n = 7)
Income group 2 (n = 6)
Income group 3 (n = 8)

Income group 1 (n = 3)
Income group 2 (n = 10)
Income group 3 (n = 7)

Analyzed (n=137)
Study completers (n = 59)
Excluded from analysis (n = 0)

Non response (n = 75)
Voluntary withdrawal (n = 0)
Excluded due to outside
intervention received (n=1)

Analysis

Analyzed (n=151)
Study completers (n = 54)
Excluded from analysis (n = 0)

Figure 1. Flow of participants.

Attrition
Comparisons between study completers and dropouts by T3 (cumulative) showed no significant differences with respect to gender, income level, study
condition, use of anti-depressants or anxiolytics, or
CG symptoms at baseline.

Baseline Characteristics
Baseline measures of demographic and bereavementrelated characteristics by income group are presented
in Table I. A small but significant intervention group

difference, χ 2(2, N = 288) =6.36; p = .042, was
shown for income. A higher proportion of the
lowest income group participants were assigned to
the control condition (61.2%) than to the intervention condition (38.8%). No group differences were
found with respect to other personal characteristics
(age, gender, medication use or work status) or
loss-related characteristics (cause of death, kinship
to the deceased, time since loss).
Analyses also identified several differences between
the income categories. Differences in kinship to the
deceased, χ 2(6, n = 286) =13.05; p = .042, indicated
that a higher proportion of low-median income
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group participants (49.4%) were bereaved of a
partner, whereas the majority of the lowest income
group (35.9%) and median-high income group participants (36.7%) were bereaved of a parent. A difference in mean ages was detected, F(2, 285) = 3.44, p
= .033, with median-high income participants reporting the lowest average age of M = 46.6 years, SD =
12.86. The low-median income group reported the
highest mean age, M = 51.4 years, SD = 12.86,
while the lowest income group reported a mean age
of M = 50.30 years, SD = 13.88). Work status also
varied across groups, χ 2(2, n = 286) = 80.11; p
< .001, with 19.6% of the low-income group reporting employment, compared to 61.3% of lowmedian and 80.8% of the median-high income categories. Lastly, differences between income groups
were also found in their use of medication at baseline
χ 2(2, n = 288) = 10.22; p = .006), with 55.4% of the
lowest income group participants reporting medication use at baseline, compared to 35.4% and
36.2% of low-median and median-high income
groups, respectively. No differences were found
between income categories with respect to cause of
death, or time since loss.

Statistical Tests
Analysis 1: Proportion of participants living at
or below poverty threshold. Cross-sectional
analysis of baseline data showed that 103 participants
(35.8%) reported a household income in the
lowest income category. Crosstabs revealed that
this was more than twice the rate of general population living at or below the poverty threshold, χ 2
(1, N = 5,310,288) = 105.01, p < .001, which was
estimated at 14% for working-age adults and 16%
for the elderly during the study period (Scottish Government, 2012). Eighty participants (27.8%)
reported a household income in the low-median category, compared to 35% in the general population,
and 105 (36.5%) reported a median-high category
income, compared to 50% in the general population.

Analysis 2: The association of income with CG
at baseline. A multiple linear regression was conducted to examine the associations at baseline
between income and covariates (i.e., gender, age,
medication, time since bereavement, cause of death,
and relationship to deceased) on the one hand, and
CG levels on the other. Two hundred seventy-five
cases were included in the model. Preliminary tests
indicated no violation of assumptions of linearity,
homoscedasticity, lack of multicollinearity, or
normal distribution of CG residuals at baseline. Six

Table II. Variables associated with CG at baseline.

Study condition
Participant gender∗∗
Age in years∗
Use of medication∗∗
Time since loss
Cause of death: accident
(vs other)
Cause of death: suicide
(vs other)
Cause of death: unknown / other
Kinship of deceased: partner
(vs. parent)∗∗
Kinship of deceased: sibling/
friend (vs. parent)
Kinship of deceased: child
(vs. parent)∗∗
Income: Lowest
(vs. Median-high)∗∗
Income: Low-median
(vs. Median-high)

B

SE

β

.44
9.17
−.26
9.28
−.96
−10.79

2.79
3.45
0.13
2.86
1.03
5.53

.01
.15
−.14
.19
−.05
−.12

.874
.008
.042
.001
.352
.052

−3.19

5.67

−.03

.575

4.21
11.66

4.13
3.65

.06
.23

.309
.002

4.69

4.35

.07

.282

13.90

5.39

.18

.01

16.13

3.34

.32

<.001

5.34

3.51

.10

.129

p

Note. ∗ p < .05.
p ≤ .01.

∗∗

of the variables in the model demonstrated an association with CG.
Table II shows the unstandardized and standardized regression coefficients. Results show that participants in the lowest income group had
significantly higher CG levels compared to participants in the median-high income group, β = .32,
SE = 3.34, p < .001, while participants in the lowmedian income presented CG levels that did not
differ significantly from those of participants in the
median-high group, β = .10, SE = 3.51, p = .129.
Several other covariates were significantly associated
with CG at baseline, although none of the relationships were as strong as for income. Participants who
lost a partner, β = .23, SE = 3.65, p = .002, or a
child, β = .18, SE = 5.39, p = .010, had significantly
higher CG than those who lost a parent. Those who
reported use of prescription medication had significantly higher CG than those who did not report prescription medication use, β = .19, SE = 2.86, p
= .001, females had significantly higher grief than
males, β = .15, SE = 3.45, p = .008. In addition, age
was negatively associated with CG, β = −.14, SE
=.13, p = .042, indicating that lower age was associated with higher CG. The model explained 19.7%
of the total variance in CG mean scores at baseline,
F(13, 261) = 4.93, p < .001, R 2 = .20.
Because the proportion of those below the poverty
level was different between the control and intervention group, a multiple linear regression with the same
covariates was conducted, which included an interaction term for study condition and income. No
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time, F(2, 280.58) = 48.69, p < .001; use of medication at baseline, F(1, 276.95) = 11.47, p = .001,
d = 1.20; age, F(1, 277.90) = 5.70, p = .018, d = .76;
and relationship to the deceased, F(3, 275.50) =
3.86, p = .010. These significant main effects for
income, medication, and relationship to the deceased
extend the earlier, baseline-only regression results by
showing that the differences between demographic
groups persist when CG scores are evaluated at all
three time-points. Pairwise comparisons showed
large-magnitude differences between the poverty
income category and the other two income categories, with CG scores that were on average 16.58
points higher than the mid-plus income group
(p < .001, d = 1.79) and 9.47 points higher than the
low-mid income group (p = .008, d = .98) across all
three time-points. The low-median income group
also had higher mean CG scores than the medianhigh income group, with a mean difference of 7.11
points (p = .043, d = .72) and a medium effect size.
Participants who did not take anti-depressants or
anxiolytics at baseline had a mean CG score 9.67
points lower across all three time-points than those
who reported taking these medications (p = .001,
d = 1.20), a large magnitude difference. Comparisons
for time showed a large magnitude effect at two
measurement points, with a reduction of 10.82
points in CG levels between T1 and T2 (p < .001,
d = 1.78), and a cumulative reduction in CG means
(13.75 points, p < .001, d = 2.17) occurring between
T1 and T3.
Figure 2 illustrates the change in CG symptom
levels within income groups and across study conditions over time. As a next step, the three-way interaction term time × study condition × income category,
along with each of the associated two-way interactions, time × study condition, time × income category,

significant interaction was found, F(2, 259) = 1.58, p
= .207, partial eta squared = .012, indicating that
poverty was associated with CG in similar ways for
the control and experimental group at baseline.

Analysis 3: Change in CG means across
income groups and study categories over time.
Two hundred seventy-six participants were included
in the model with 529 observations. Based on degrees
of freedom, an upper limit of parameters that could
be included in the model while retaining adequate
power was set at 35.27. Due to an uneven distribution of some variables across income groups at
baseline, the following variables were added to the
model as covariates: use of medication at baseline
(yes/no), gender, relationship to the deceased
(partner, parent, child, sibling/friend/other), cause
of death (illness, accident, suicide, unknown/other).
Including covariates, the model contained a total of
18 parameters, which was within the acceptable
range. As expected with a repeated measures
design, inter-subject variance was high, 401.29,
p < .001, with an interclass correlation for participant
ID of ICC = .73, warranting the use of a hierarchical
approach.
The hierarchical model with participant ID
included as a random effect was evaluated using a
two-step process. The model was first run without
the three-way interaction in order to reveal the main
effects of the primary independent variables of time,
group, and income category, before introducing the
three-way interaction to the model and evaluating
the interaction effects. As shown in Table III, the
fixed effects model demonstrated significance for
five lower order (main) effects on CG levels:
income category, F(2, 275.53) = 12.36, p < .001;
Table III. Hypothesis tests for the significance of each fixed effect.

Main effect model

Intercept
Use of medication
Gender
Kinship of deceased
Cause of death
Age (participant)
Time since death)
Income category
Study condition
Time
Two-way interaction: Income ∗ Study condition
Two-way interaction: Income ∗ Time
Two-way interaction: Study condition ∗ Time
Three-way interaction: Income ∗ Study condition ∗ Time

Numerator df

Denominator df

F

p

1
1
1
3
3
1
1
2
1
2
2
4
2
4

284
277
274
276
274
279
290
307
304
279
306
280
279
280

107.532
10.125
4.169
3.713
1.261
4.59
0.375
11.226
0.91
46.44
2.447
0.97
4.896
1.688

<.001
.002
.042
.012
.288
.033
.541
<.001
.341
<.001
.088
.424
.008
.153
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Figure 2 Change in mean complicated grief (ICG) symptom levels by income groups and study category over time.

and study condition × income category, were added to
the hierarchical model. (All three-interaction variables—income, group, and time—were categorical
and dummy-coded for inclusion in the model.) The
omnibus test for three-way interaction of time ×
study condition × income category was not significant,
F(4, 280) = 1.69, p = .150, therefore the individual
beta coefficients are presented but not interpreted
further. Compared to the interaction term Medianhigh income × experimental condition × T3, the estimate
for Lowest income × control condition × T1 was not significant (β = 1.99, SE = 7.13, p = .781); the estimate
for Lowest income × control condition × T2 was not significant (β = 1.61, SE = 7.33, p = .826); the estimate
for Low-median income × control condition × T1 was
significant (β = −16.48, SE = 7.78, p = .035); and
the estimate for Low-median income × control condition × T2 was not significant (β = −10.55, SE =
8.03, p = .190). (Due to the dummy coding, the
other parameters were set to zero, as they were redundant to the given estimates.). The additional
explained variance of the model with the interaction
included was negligible in size (R 2 change <.01),
suggesting that income did not affect the effectiveness
of the intervention over time.
For informational purposes, the two-way interactions were also examined. The two-way interaction
of study condition × time, was significant, F(2, 279.40)
= 4.90, p = .008, R 2 = .17, indicating that there was a
difference in symptom levels between those who
received intervention compared to those who did
not over time. This conforms with the demonstration
of intervention efficacy previously reported in
Newsom et al., (2017). The two-way interaction

income category × study condition, however, was not
significant, F(2, 306.13) = 2.45, p = .088, R 2 = .18,
suggesting that overall, participants’ study condition
assignments were related to CG levels in a similar
manner across income categories. Lastly, the twoway interaction of income category × time was not
significant, F(4, 279.75) = .97, p = .424, R 2 = .18,
indicating that the degree to which CG scores
changed over time was not detectably different
between income groups.
Discussion
The goals of this investigation were to examine the
relationship between income levels and CG among
help-seeking bereaved adults, and to explore
whether income levels influence the effectiveness of
a community-based bereavement counseling intervention. Results indicated that a substantial number
of bereaved people who were struggling to cope
with grief and were seeking help were living in relative
poverty. Over a third (36%) of this study’s sample
reported living in below poverty-threshold households——more than twice the proportion of Scottish
people in this income category (estimated at 14% for
working-age adults and 16% for the elderly) during
the study period (Scottish Government, 2012).
Results of the present study also indicated an association between (low) household income and CG. At
baseline, income quite remarkably showed the strongest effect on CG levels compared to other demographic
and
loss-related
variables.
Lastly,
concerning the effectiveness of counseling for
bereaved participants from different income levels,
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the analyses detected no effect of income level on CG
levels in the intervention and control conditions over
time. In other words, it appears that income did not
influence counseling effects.
The results of this study have a number of important implications. First, the association between low
household income and CG symptoms demonstrates
the importance of low income as a potential risk
factor in the development and persistence of CG.
This association complements the study of Cacciatore et al. (2016), which demonstrated a correlation
between poverty and grief-related symptoms of
depression and PTSD in bereaved parents. In the
present analysis, these findings are extended to a
bereavement-specific outcome variable (CG),
among a more heterogeneous sample of helpseeking bereaved adults. The association between
low income and CG also appears congruent with
Lazarus and Folkman’s broader transactional
model of stress (Lazarus & Folkman, 1987). Following this model, financial instability could be
expected to (negatively) affect patterns of appraisal
and coping, and in particular hinder the use of effective strategies for coping with bereavement (see
Stroebe & Schut, 1999). Low household income
may, therefore, be an important factor to include
when assessing an individual’s risk of developing
grief complications.
Next, the substantial percentage of participants
living at or below the poverty threshold in our
sample demonstrates their wish to receive support—
and contrasts with the assumption of a “getting-onwith-it” social norm preventing people from lowincome households from accessing support services
(cf., Allen, 2007). Furthermore, this shows that the
CBCS counseling program is initially considered
acceptable as a source of support to low-income participants. Though the organization has not specifically tailored the intervention to income, certain
provisions may have contributed towards service
acceptability (e.g., providing professional training
and certification of locally based volunteers to serve
as counselors) and accessibility (e.g., not charging
fees for services, operating a national phone line,
and running local services with extended weekday
and weekend hours).
The present study also showed that despite a quasirandomized process of study condition assignment
(which was shown to be equally effective in controlling for group differences in bereavement counseling
research; Currier et al., 2008), a relatively higher percentage of low-income participants enrolled in the
control condition. In other words, more bereaved
people from below poverty-threshold households
sought help from CBCS and went through the
initial steps to receive it, but did not end up receiving
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counseling services. Reasons for not attending (when
offered) often concerned logistical difficulties with
scheduling or transport to the service location.
Further investigation is recommended to identify
any organization- or location-specific barriers to
service access. Taken together, these results suggest
the need for all bereavement support organizations
to carefully consider their strategies for making accessible and acceptable support available to members of
low-income households.
Although not the primary aim of our study, another
notable finding was that a baseline difference was
found between income categories concerning the
use of anti-depressants and anxiolytics, which was
relatively higher among the participants from lowincome households. Considering recent evidence
that anti-depressant medication did not affect CG
symptoms in a randomized controlled trial of CG
treatment (Shear et al., 2016), no impact from the
use of these medications on CG was expected in the
present study. It is nevertheless a puzzling indication
that corresponds with recent observations of higher
anti-depressant use in areas of deprivation (Gayle,
2017), and suggests the need for further
investigation.
Limitations
Several limitations in this research should be noted.
First, as is frequently the case in bereavement
research, the present study sample predominantly
consisted of women (74.8%) bereaved of a spouse
(or a parent). Future research needs to determine if
results generalize across samples with more men,
and different kinship ties to the deceased person. Participant attrition could be considered another
concern for the present study, though it conformed
with dropout patterns in bereavement research in
general and postal questionnaire research in particular (Aoun et al., 2015). Dropout analyses indicated
no detectable differences between participants who
remained in the study for all three time-points and
those who dropped out.
Another limitation is that due to a lack of detailed
information about the number of household
members, we applied poverty-threshold guidelines
for a single-person household. The incidence of
poverty and deprivation in our sample, therefore,
may be underestimated. Next, given the higher incidence of psychological health problems among
people living in poverty, excluding people with preexisting or co-existing psychiatric diagnoses may
have limited participation among the lowest income
group. Prevalence of CG in our lowest income category sample could therefore similarly underestimate
the prevalence of CG in this income category in the
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general (bereaved) population. Lastly, while people
were quasi-randomized to study conditions,
inclusion in the current investigation of household
income was conducted on an opt-in basis, since
people chose whether to provide household income
information. It may be the case that people from a
particular income group were more or less likely to
provide income information and were, therefore,
less likely to participate. While we cannot refute this
argument entirely, our analyses detected no differences on demographic and loss-related variables
(including variables that were distributed unevenly
between income categories) between people who
did and did not provide this income information.
This suggests that income differences between
study accepters and decliners are unlikely.

Conclusion
Despite indications that people from below-poverty
threshold income households generally struggle to
access services and practice self-care, approximately
a third of the participants in this naturalistic study
who had sought help from a volunteer-based counseling service came from this income category.
Though the counseling program in this study was
not tailored to income, it was community based,
and several service characteristics may have
improved its accessibility (i.e., local service
locations, no services fees, extended hours
service)—and acceptability (i.e., providing professionally trained, local volunteer counselors) to
people from low-income households. On average,
bereaved people from the lowest income households
experienced relatively higher levels of grief symptoms, yet the effectiveness of the intervention in
reducing grief levels did not appear to differ
across income groups. Taken together, these
results suggest community-based services are accessible, acceptable and beneficial to people with low
incomes.
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