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Abstract

Background. Data suggest poorer bereavement outcomes for lesbian, gay and bisexual people,
but this has not been estimated in population-based research. This study compared
bereavement outcomes for partners of same-gender and different-gender decedents.
Methods. In this population-based, cross-sectional survey of people bereaved of a civil partner
or spouse 6–10 months previously, we used adjusted logistic and linear regression to investi-
gate outcomes of interest: (1) positive screen on Inventory of Complicated Grief (ICG), (2)
positive screen on General Health Questionnaire (GHQ), (3) grief intensity (ICG) and
(4) psychiatric symptoms (GHQ-12).
Results. Among 233 same-gender partners and 329 of different-gender partners, 66.1% [95%
confidence interval (CI) 60.0–72.2] and 59.2% [95% CI (53.9–64.6)] respectively screened
positive for complicated grief on the ICG, whilst 76.0% [95% CI (70.5–81.5)] and 69.3%
[95% CI (64.3–74.3)] respectively screened positive on the GHQ-12. Same-gender bereaved
partners were not significantly more likely to screen positive for complicated grief than
different-gender partners [adjusted odds ratio (aOR) 1.56, 95% CI (0.98–2.47)], p = 0.059,
but same-gender bereaved partners were significantly more likely to screen for psychiatric
caseness [aOR 1.67 (1.02, 2.71) p = 0.043]. We similarly found no significant association of
partner gender with grief intensity [B = 1.86, 95% CI (−0.91to 4.63), p = 0.188], but
significantly greater psychological distress for same-gender partners [B = 1.54, 95% CI
(−0.69–2.40), p < 0.001].
Conclusions. Same-gender bereaved partners report significantly more psychological distress.
In view of their poorer sub-clinical mental health, clinical and bereavement services should
refine screening processes to identify those at risk of poor mental health outcomes.

Background

Compared to non-bereaved individuals, bereaved people have significantly worse health prior
to, and in the year following, bereavement and are significantly less likely to be employed up to
2 years post bereavement (Stephen et al., 2015). Those who lose a partner are less likely to
access healthcare (Prigerson et al., 2001) and have increased odds of worsened or new
onset physical illness (Thompson, Breckenridge, Gallagher, & Peterson, 1984) and death
(Elwert & Christakis, 2008). A review of health outcomes among bereaved people concluded
that in addition to affective, cognitive behavioural, physiological-somatic and immunological
reactions to bereavement there is consistent evidence for early mortality, rates of disability
mortality and hospitalisation. (Stroebe, Schut, & Stroebe, 2007)

LGBT+ people have higher smoking rates and recreational drug use, which are attributed to
the experience of discrimination (Jackson et al., 2020; Mercer et al., 2016; Shokoohi, Salway,
Ahn, & Ross, 2020). The relationship between minority stress and biological outcomes includ-
ing a higher incidence of serious physical illness has been empirically established (Flentje,
Heck, Brennan, & Meyer, 2020). Evidence suggests higher rates of certain cancers, (Quinn
et al., 2015) such as breast and oropharyngeal cancer among cisgender lesbian or bisexual
women, (Meads & Moore, 2013; Saunders, Meads, Abel, & Lyratzopoulos, 2017) cervical
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cancer among cisgender bisexual women, (Robinson, Galloway,
Bewley, & Meads, 2017) and anal and penile cancer among cis-
gender gay or bisexual men (Machalek et al., 2012; Saunders
et al., 2017). Same-sex cohabiting couples have higher mortality
rates from cardiovascular and respiratory disease (Meads,
Martin, Grierson, & Varney, 2018). Partners in same-sex relation-
ships, therefore, have a greater risk of partner bereavement and,
with higher rates of prior mental disorders, may have worse
bereavement outcomes than heterosexual bereaved partners. The
contribution of social factors to disenfranchised (i.e. unacknow-
ledged) grief has been recognised. If the deceased had a stigma-
tised death, or the relationship to the deceased was not
acknowledged, the bereaved partner’s access to support is limited
(Doka, 2002). However, the prevalence of poor bereavement out-
comes among LGB people has not been estimated in population-
based research.

Experiences of discrimination within healthcare are commonly
reported among LGB people (Sinding, Barnoff, & Grassau, 2004)
including at the end of life (Bristowe et al., 2018; Harding,
Epiphaniou, & Chidgey-Clark, 2012), resulting in a reluctance
to access healthcare and to share sexual orientation with health-
care professionals (Ramchand & Fox, 2007). A systematic review
of the bereavement experiences of LGBT who had lost a partner
(Bristowe, Marshall, & Harding, 2016) identified additional bar-
riers and stressors including homophobia, failure of professionals
and social networks to acknowledge the relationship, additional
legal and financial issues, and the shadow of prior AIDS-related
deaths.

This population-based cross-sectional survey aimed to com-
pare the outcomes of people bereaved of a same-gender and
different-gender partner.

Methods

Sampling

Sampling and invitations to participate were undertaken by the
UK Office for National Statistics (ONS) using death registration
data for England and Wales. Same-gender and different-gender
participants were identified from ONS mortality data on relation-
ship label (wife, widow, husband, widower, civil partner), gender
of a decedent (male, female) and date of death. A randomly
selected sample of potential participants was invited in five
waves, coordinated such that the death of each invitee’s partner
had occurred 6 to 10 months prior to an invitation (avoiding
both the most acute immediate bereavement period and the anni-
versary of death). Invited same-gender partners comprised all
civil partners or same-gender spouses who had registered their
partner’s death in England and Wales between 9 September
2017 and 8 January 2018 inclusive. Different-gender (male-
female) partners were randomly selected for an invitation by
ONS.

The research team sent a survey pack by post to 1380 indivi-
duals who had registered the death of a different-gender civil part-
ner or spouse and 564 individuals who had registered the death of
a same-gender spouse. Survey packs included: a personalised
cover letter detailing what participation would involve and how
the individual could opt out of future communications; a survey
booklet and freepost envelope for returning the survey; a small
opt-out form (with freepost envelope); and leaflets describing
bereavement support. Unique ID numbers were printed on the
survey booklets, opt-out forms and cover letters, so that survey

responses could be linked to further data provided by the ONS
(see below) and opt-out responses could be linked to invitees.
We provided URLs for electronic versions of the survey and opt-
out forms so that the online response option was available.
Invitees who had not participated (with the exception of those
that had opted out) were sent a single reminder letter two to
three weeks after the invitation.

Sample size calculation

To estimate the prevalence of complicated grief within each group
with a precision of ±5% and 95% confidence interval (CI), would
require a sample of 225 same-gender participants and 225
different-gender participants, assuming a conservative estimate
of 23% prevalence (Utz, Caserta, & Lund, 2011). Additionally,
for a two-tailed test to detect a conservative small effect size of
0.25 in the Inventory of Complicated Grief (ICG) score between
groups (80% power, 5% significance), we estimated that we
would require n = 225 same-gender participants and n = 287
different-gender participants. Based on common rules of thumb
for multiple linear regression (Tabachnick & Fidell, 2013), a
total sample of N = 512 would exceed that needed to detect effects
with a minimum of Cohen’s f2 = 0.02 in all other planned
analyses.

Due to a smaller number of potential same-gender partici-
pants in the sampling frame and difficulty in predicting response
rates from both groups for this novel sampling technique, the
number of invited participants from each group and number of
waves were determined on a wave-by-wave basis. To do this, we
projected the response rates broken down by partner gender
after each wave. At the next wave we then invited all potential
same-gender participants in the chosen period and then adjusted
the number of different-gender participants to ensure we reached
our minimum targets without excessive oversampling. We
determined a priori that all responses received within 56 days
(i.e. 8 weeks) of final dispatch were to be included in the final
analyses.

Measures

We collected the following self-report measures.

Outcomes
Grief intensity using the ICG (Prigerson et al., 1995), α = 0.91,
and psychiatric symptoms using the 12 item General Health
Questionnaire (GHQ-12) (Goldberg & Williams, 1988), α =
0.91. Grief intensity scores (continuous) were calculated by sum-
ming scores on the 19 items from the ICG. Psychiatric symptoms
(continuous) were calculated by summing scores on the 12 items
from the GHQ-12 using the 0-0-1-1 method (Goldberg &
Williams, 1988). Complicated grief (binary) was defined as a
score of >25 on the ICG. This is a well-validated and standardised
cutoff which indicates a high risk for requiring clinical care
(American Psychological Association, 2020; Mason &
Tofthagen, 2019). Psychiatric caseness i.e. level of psychiatric dis-
tress that if such respondents presented in general practice, they
would be likely to receive further attention (binary) was defined
as a score of >2 on GHQ-12, in line with the standard cutoff
(Goldberg & Williams, 1988). We measured partner gender con-
cordance using two items ‘What is your gender?’ and ‘What was
your partner or spouse’s gender?’ We provided the following
response options: ‘Man,’ ‘Woman,’ ‘Non-Binary (please specify
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the term they used),’ ‘None; I am agender,’ ‘Another gender not
listed (please specify the term you use)’ and ‘Prefer not to say.’
Participants were classed as part of a different-gender couple if
they and their partner were a man and a woman, and classed
as a same-gender couple if they and their partner were both
men or both women. Participants were also asked if they or
their partner considered themselves to be transgender to charac-
terise the sample.

Potential confounders
We chose the following potential confounders based on prior lit-
erature. (i) gender (binary for analysis purposes: man/woman),
(ii) age (continuous: ‘How old are you?’), (iii) partner age (con-
tinuous: ‘How old was your partner or spouse when they
died?’), (iv) length of relationship (continuous: ‘How many
years had you been in a relationship?’), (v) ethnicity [binary for
analysis purposes: minority ethnicity using categories from the
UK 2011 Census ethnicity question (Office for National
Statistics, 2012)], (vi) religion (binary: has religion/does not;
‘what is your religion?’: multiple response options), (vii) expected-
ness of death (two indicator variables: a) Less than hour’s warning
(including no warning) v. 1 h-6 months, and (b) More than 6
months’ warning v. 1 h-6 months, based on empirical cutoffs
(Carr, House, Wortman, Nesse, & Kessler, 2001); (viii) ‘How
long before your partner or spouse’s death did you realise that
they were going to die?’ (multiple response options), (ix) trau-
matic life experiences [count variable: Life Events Checklist
(Weathers et al., 2013), one count for each response endorsed],
(x) adult bereavement (count variable: number of relationship
types bereaved in adulthood); (xi) childhood bereavement (binary
variable: no childhood bereavements/at least one childhood
bereavement). The latter two variables were constructed from a
single measure that asked the types of bereavement that partici-
pants had experienced prior to the death of their partner, provid-
ing seven options under two headings: ‘As a child (under 18)’ and
‘since turning 18’.

Potential mediator variables: We measured caregiver burden
using the six item Zarit Burden Interview (ZBI-6) (Higginson,
Gao, Jackson, Murray, & Harding, 2010), α = 0.87, social support
using the Medical Outcomes Study Social Support Survey
(MOS-SS) (Moser, Stuck, Silliman, Ganz, & Clough-Gorr,
2012), α = 0.92, loneliness using the 3-item UCLA Loneliness
Scale (Hughes, Waite, Hawkley, & Cacioppo, 2004), α = 0.83,
and discrimination using the Everyday Discrimination Scale
(EDS) (Williams, Yu, Jackson, & Anderson, 1997), α = 0.91.
Each produces a continuous score. The EDS and ZBI were
recoded as binary due to non-normal distributions that could
not be transformed.

Other variables
We measured sexual orientation using a single question with five
response options, a write in (‘Other’) option and a ‘Prefer not to
say’ option. The specific response options were 1 = Completely
heterosexual, 2 =Mainly heterosexual, 3 = Bisexual, 4 =Mainly
gay or lesbian and 5 = ‘Completely gay or lesbian’.

In line with ONS confidentiality policy, we were unable to link
data to individual survey responses on the following variables, but
we have included these to characterise the sample: wave of mail-
out, month and date of death, Index of Multiple Deprivation
(IMD), cause of death, and region of registration.

Analysis

We conducted all analyses using Stata 16. We estimated preva-
lence and 95% CIs for complicated grief and psychiatric caseness,
comparing these in same-gender and different-gender partners.
We then used multiple logistic regression to test the association
of partner gender with complicated grief and psychiatric caseness
(models 1a and 1b respectively), adjusting for a set of potential
confounders agreed a priori (gender, age, partner age, length of
relationship, ethnicity, religion, religiosity of partner, expected-
ness of death, traumatic life experiences, childhood bereavement,
adult bereavement) (models 2a and 2b respectively). To avoid
information loss from using binary outcome variables, and to
complement our findings from logistic regressions, we also ran
our models as linear regressions using continuous measures of
intensity of grief and psychological distress as dependent vari-
ables. These are reported as models 1c and 1d for linear univariate
regression, and 2c and 2d for multivariate models adjusted for
confounders. In exploratory analyses (models 3a-3d), we then
added to our regression models four potential mediator variables
(caregiver burden, social support, loneliness, and discrimination)
as a block adjustment to test whether these attenuated any asso-
ciations between same-gender v. different-gender partner and
the likelihood of complicated grief or psychiatric caseness.

To inform future mediation analyses in appropriate longitu-
dinal datasets, we ran mediation models on the continuous out-
comes of grief intensity and psychological distress. We tested
whether there was evidence that caregiver burden, social support,
loneliness, and discrimination mediate any association between
same-gender v. different-gender bereavement. Bias-corrected
bootstrapping was used to estimate CIs (Fritz & MacKinnon,
2007).

Sensitivity analyses

As there are no standard cutoffs for ICG and GHQ-12 in our spe-
cific population, we planned sensitivity analyses with commonly
used alternatives of >3 (Fridh, Rosvall, & Lindström, 2020) and
>30 (Simon et al., 2011) respectively, to test whether the selection
of cutoffs affected our logistic regression results. We also noted
nine participants who reported they were in a same-gender rela-
tionship, but that they were either completely heterosexual or
mainly heterosexual. Examination of our open field responses
indicated that at least some of these participants had entered a
marriage or a civil partnership for non-romantic reasons, and
these participants may bias our results towards no difference
between groups. To test whether these participants affected
results, sensitivity analyses were performed with them excluded.
We report methods and findings in line with the STROBE state-
ment on cross-sectional design.

Ethics statement
Approval was provided by King’s College London Research Ethics
Committee (RESCM-17/18-5668). Participants were sent a cover
letter with information about the study’s purpose, the voluntary
nature of participation, how to participate, opt out or withdraw,
and whom to contact if they had any queries. Participants con-
sented to the study by returning the completed paper or online
survey. To preserve anonymity of those wishing to participate
without disclosing their identity, no additional written consent
was required. However, individuals were asked to provide contact
details if they were willing to be contacted in the future,
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participate in a subsequent qualitative interview, or to receive a
summary of findings. The survey included two measures [ICG
(Prigerson et al., 1995) and GHQ-12 (Goldberg & Williams,
1988)] that, above a specific screening threshold for each, would
suggest complicated grief and likely psychiatric disorder respect-
ively. Where a participant’s responses reached either threshold
(and they had provided contact details) the researchers contacted
them to suggest possible sources of support.

Role of the funding source
The funder had no role in the collection, analysis, or interpret-
ation of data; in the writing of the report; or in the decision to
submit the paper for publication.

Results

Sample characteristics

In total, 569/1945 responses to the survey were received, with an
overall response rate of 29.3%. There was an approximate
response rate of 41.3% for same-gender partners and 23.8% for
different-gender partners. This rate is approximate as some parti-
cipants were transgender: gender on death registration, which was
used to invite potential participants, does not always correspond
with self-reported gender identity, which was used to classify par-
ticipants in our sample. Participants resided in regions across
England and Wales, with only 76 residing in London and 115
in South East England. The cause of partner death was most com-
monly cancer (n = 278, 48.9%). The sample had a mean IMD of
3.4 (S.D. = 1.35).

One hundred and fifty men participating were bereaved of a
male partner, 76 men of a female partner, 78 women of a female
partner, and 253 women of a male partner. This made for 233
same-gender partners and 329 mixed gender partners. Three par-
ticipants were transgender. The sample had a mean age of 67.5
(S.D. = 11.4). The single non-binary participant was excluded
from analyses. Regarding sexual orientation, 318 participants
identified as completely or mainly heterosexual, 16 as bisexual,
and 204 participants as completely or mainly lesbian/gay. In
terms of ethnicity, 537 participants identified as white and 15
as from a minority ethnic group. Further participant characteris-
tics are described in Table 1.

Missing data

Missing data on the 19 items from the ICG ranged from 0.00% to
1.41% and on the 12 GHQ-12 items from 1.05% to 2.28%. Due to
these low levels of missing data and no discernible patterns of
missingness, we replaced missing values for these items using sto-
chastic regression imputation with the respective measures’ non-
missing items as the only predictors.

Missing data on other variables ranged from 0.35% (for child
bereavement and adult bereavement) to 6.34% (for social sup-
port). Little’s test was performed and indicated that the missing-
ness was not associated with the observed data (Little, 1988).
Thus, missing data of measures other than the ICG and
GHQ-12 were handled using multiple imputations with 20 impu-
tations. Results were pooled by Rubin’s combination rules for all
analyses (Rubin, 2004), with the exception of mediation model-
ling, which was pooled using means due to statistical software
limitations.

Prevalence of complicated grief and psychiatric caseness

We determined that 66.1%, [95% CI (60.0–72.2)], of participants
bereaved of a same-gender partner and 59.2%, [95% CI
(53.9–64.6)], of participants bereaved of a different-gender
partner reached the ICG threshold for complicated grief. We
determined that 76.0% [95% CI (70.5–81.5)] of participants
bereaved of a same-gender partner and 69.3% [95% CI (64.3–
74.3)] of participants bereaved of a different-gender partner
exceeded the threshold for psychiatric caseness based on
GHQ-12 scores.

Relationships of same-gender v. different-gender partner
bereavement with complicated grief and psychiatric caseness

When adjusting logistic regression models for possible confoun-
ders, being bereaved of a same-gender partner was not signifi-
cantly associated with a higher odds of having complicated grief
[OR 1.56, 95% CI (0.98–2.47), p = 0.059 (see Table 2).
However, being bereaved of a same-gender partner was signifi-
cantly associated with higher odds of psychiatric caseness [OR
1.66, 95% CI (1.02, 2.71), p = 0.043].

When adding potential mediators, partner gender was not sig-
nificantly associated with complicated grief, OR 1.28, 95% CI
[0.76–2.15], p = 0.363 or psychiatric caseness, OR 1.36, 95% CI
[0.78–2.33], p = 0.269.

Relationships of same-gender v. different-gender partner
bereavement with grief intensity and levels of psychiatric
symptoms

When adjusting linear regression models for possible
confounders (Table 3), same-gender partners did not differ sig-
nificantly in grief intensity from different-gender partners [B =
1.86, 95% CI (−0.091 to 4.63), p = 0.192] but were significantly
more likely to screen positive for psychiatric symptoms [B =
1.54, 95% CI (0.69–2.40), p < 0.001].

When adding potential mediators, the association between
partner gender and grief intensity was attenuated and remained
non-significant [B =−0.07, 95% CI (−2.43 to 2.28), p = 0.951],
while the association between partner gender and number of psy-
chiatric symptoms attenuated but remained significant [B = 0.99,
95% CI (0.26–1.73), p = 0.008].

Mediation model using cross-sectional data

We found evidence to support an indirect mediating effect of
loneliness in the association between same v. different-gender
partner bereavement and grief intensity (continuous), and an
indirect mediating effect of social support, loneliness and care-
giver burden in the association between same v. different-gender
partner bereavement and psychiatric symptoms (Table 4). No
other significant mediating effects were found.

Sensitivity analyses

Sensitivity analyses indicated that excluding participants bereaved
of partners whose gender did not coincide with the respondent’s
sexual orientation resulted in partner gender no longer being
associated with psychiatric caseness in logistic regression model 2.

Sensitivity analyses changing the threshold for the ICG did not
change the pattern of associations with partner gender. When
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changing the cutoff for the GHQ-12 [from >2 to >3, (Fridh et al.,
2020)] in the GHQ-12 being positively associated with psychiatric
caseness in our bivariate (unadjusted) analysis. Sensitivity ana-
lyses otherwise did not change the pattern of associations with
partner gender.

Discussion

This is the first study to compare bereavement outcomes for part-
ners of same-gender and different-gender decedents using repre-
sentative population-based sampling. Although these groups did
not significantly differ in their likelihood of reaching the

Table 1. Sample characteristics

Full sample Same-gender partner Different-gender partner

n 568 233 329

Age – mean (S.D.) 67.5 (11.4) 63.6 (11.3) 70.2 (10.7)

Gender

Woman 334 78 253

Man 231 155 76

Sexual orientation

Completely Hetero 319 5 312

Mainly hetero 9 4 5

Bisexual 16 15 1

Mainly gay/lesbian 31 31 0

Completely gay/lesbian 173 173 0

Gender modality

Cisgender 488 209 277

Transgender 3 2 1

Race

White 537 218 317

BAME 15 7 8

Region

East of England 53

East Midlands 38

London 76

North East England 20

North West England 58

South East England 115

Wales 32

West Midlands 49

Yorkshire and the Humber 39

Other/unclear 19

Cause of Death

Pneumonia 15

Cerebro-vascular disease 25

Ischaemic heart disease 51

Other circulatory diseases 39

Respiratory diseases 28

Dementia 37

Cancer 278

Other diseases 96

BAME, Black, Asian, and minority ethnic.
Note. Discrepancies in totals are due to missing data. Data not split by gender could not be linked to our gender data in line with ONS policy.
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threshold for complicated grief or in grief intensity, they did differ
in terms of psychiatric caseness and number of psychological
symptoms, such that worse outcomes were seen in people
bereaved of a same-gender partner than people bereaved of a
different-gender partner. This suggests that psychological morbid-
ity is worse in people bereaved of a same-gender partner, but that
the proportions who meet the criteria for complicated grief are
either equal or any differences are too small to detect in a sample
of this size. Notably, examination of our CIs and point estimates
suggests our data favour higher proportions of complicated grief

in same-gender partners over no difference (Greenland, 2012),
but further research in larger longitudinal samples will be
required to adequately explore these findings.

It is notable that high proportions of study participants met
thresholds for psychiatric caseness 6–10 months after the death
of their partner. For the GHQ, 76.0% of same-gender and
63.3% of different-gender participants met the caseness threshold.
For the ICG, this was 66.1% and 59.2% respectively. There is a
lack of population-based data for comparison of both outcomes,
with prior studies having sampled highly specific populations

Table 2. Odds ratios, 95% CIs for logistic regressions

Complicated Grief caseness Psychiatric caseness

OR [95% CI] p OR [95% CI] p

Bivariate association (unadjusted associations)

Model 1a Model 1b

Same-gender partner 1.34 [0.95–1.90] 0.098 1.42 [0.97–2.08] 0.069

aOR [95% CI] p aOR [95% CI] p

Adjusted for potential confoundersa (final model)

Model 2a Model 2b

Same-gender partner 1.56 [0.98–2.47] 0.059 1.67 [1.02–2.71] 0.043

Adjusted for potential confounders and potential mediatorsb

Model 3a Model 3b

Same-gender partner 1.28 [0.76–2.15] 0.363 1.36 [0.79–2.34] 0.269

aOR, adjusted Odds Ratio; ZBI, Zarit Burden Inventory.
Note. Bolded Effects are statistically significant, sensitivity analysis indicated that italicised effects were non-significant when those whose partner’s gender is unintuitive for their reported
sexual orientation are excluded.
aFinal models: adjusted for gender, age, partner age, length of relationship, ethnicity, religion, religiosity of partner, expectedness of death, traumatic life experiences, childhood
bereavement, adult bereavement.
bAdjusting final models for potential mediators: care-giver burden (Zarit Burden Interview; binary), discrimination (binary), social support (continuous), loneliness (continuous)

Table 3. Betas, 95% CIs for linear regressions

Grief Intensity Psychiatric Symptoms

B [95% CI] p B [95% CI] p

Bivariate association (unadjusted associations)

Model 1c Model 1d

Same-gender Partner 1.16 [−1.14 to 3.46] 0.321 1.07 [0.39–1.77] 0.002

Model 2c Model 2d

Adjusted for potential confoundersa (final model)

Model 2c Model 2d

Same-gender Partner 1.86 [−0.91 to 4.63] 0.188 1.54 [0.69–2.40] <0.001

Adjusted for potential confounders and potential mediatorsb

Model 3c Model 3d

Same-gender Partner −0.07 [−2.43 to 2.28] 0.951 0.99 [0.26–1.73] 0.008

ZBI, Zarit Burden Inventory.
Bolded Effects are statistically significant, sensitivity analyses indicated that effects were not changed by the inclusion of participants whose partner’s gender is unintuitive for their reported
sexual orientation are excluded.
aFinal models: adjusted for gender, age, partner age, length of relationship, ethnicity, religion, religiosity of partner, expectedness of death, traumatic life experiences, childhood
bereavement, adult bereavement.
badjusting final models for potential mediators: care-giver burden (Zarit Burden Interview; binary), discrimination (binary), social support (continuous), loneliness (continuous).
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(e.g. by cause of death, those self-identifying with bereavement
needs, prior mental health concerns, ethnicity), or pooled
bereavement types (spouse, sibling, parent, friend etc).

In our mediation analyses we found an indirect mediating
effect of loneliness in the association between same v. different-
gender partner bereavement and grief intensity (continuous),
and a similar effect of social support, loneliness and caregiver bur-
den for psychiatric symptoms. This tentative evidence supports
the model of bereavement for LGBT+ people (Bristowe et al.,
2016). The model was developed from a synthesis of the available
evidence, which identified deficiencies in familial and community
support as a challenge more frequently experienced by this popu-
lation. In addition, poor experiences of care at the end-of-life wor-
sened bereavement outcomes.

It should also be noted that LGB people generally have worse
psychological symptoms than heterosexual people (Pitman et al.,
2021) and this is generally attributed to a stigmatising social
environment (Meyer, 2003), even in contexts like England and
Wales where same-sex marriage is legal and discrimination on
the basis of sexual orientation is not. Thus, our observed differ-
ences could have been due to pre-bereavement sociocultural fac-
tors, rather than differences in the bereavement process per se.
However, our exploratory mediation analyses suggest that
bereavement-related factors may play a role. Regardless, our
results suggest that the mental health disparities described
above are also apparent when faced with an additional major
stressor such as bereavement, which would indicate a need for
additional support for bereaved LGB people either way.
Furthermore, as a legal relationship is typically required to report
the death of a partner in England and Wales, we expect that our
LGB sample would primarily consist of those who were open
enough about their relationship to access marriage or a civil part-
nership and felt empowered to participate. The fact that we found
group differences even in this group is striking.

There are several limitations to this study. We acknowledge the
low participation of non-white bereaved people. In relation to this
we note the findings of two nationally representative surveys of
common mental disorders among LGB adults in England
(Pitman et al., 2021). The study reported that those who identified
their sexual orientation as ‘other’ were more likely to be non-
white, had a high prevalence of the common mental disorder,
and to have a religious affiliation. It is possible that these indivi-
duals were less likely to register the death as same-gendered

partner of a decedent or to participate in our survey. There may
also have been non-response bias in our study among those
with less complex grief. We had a small number of respondents
who identified as bisexual (n = 16), and were unable to determine
whether bisexuality influenced outcomes, as prior data has found
bisexual individuals are at greater risk of poor mental health than
lesbians and gay men (Chan, Operario, & Mak, 2020). Due to the
block adjustment, the analysis cannot identify the variables asso-
ciated with outcomes. We also acknowledge that any attenuation
when adding potential mediators could be indicative of medi-
ation, but were by definition unable to conduct formal mediation
analysis using cross-sectional data (Kline, 2015). Our study was
underpowered to stratify by gender, but further quantitative and
qualitative work is needed to understand how bereavement
experiences might differ in female-female partnerships as com-
pared to male-male partnerships. Further, although the prior
review suggested similar bereavement challenges and outcomes
for trans people (Bristowe et al., 2016), we were unable to inves-
tigate their outcomes in this study due to the limitations of death
registration data.

Given the higher prevalence of psychological distress among
same-gender bereaved partners, care prior to death must be inclu-
sive and supportive of same-gender partners (Bristowe et al.,
2018). Perceived poor quality of patient care is predictive of
worse caregiver outcomes post-death (Garrido & Prigerson,
2014). Given the evidence for lower access to, and satisfaction
with, healthcare services reported by LGB people (Elliott et al.,
2015), attention should be paid to screening and support pre-
and post-bereavement to identify those most at risk of poor out-
comes in order to provide early and appropriate intervention.
Simple guidance exists to ensure inclusive practice for LGBT
patients and significant others at the end of life and facing an
expected death, and should be implemented (Bristowe et al.,
2018). Similar guidance that focuses on language, communica-
tion, environment (e.g. use of visible markers of inclusion) and
routine collection of data on gender and sexual orientation should
be developed for bereavement services to be inclusive of those
who experience the unexpected death of a partner.

Data

De-identified participant data will be made available from the cor-
responding author after approval of a proposal with a signed data
access agreement.

Supplementary material. The supplementary material for this article can
be found at https://doi.org/10.1017/S0033291722000496.
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