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Titulo: Apoyo social y bienestar psicolégico como posibles predictores de
estado de duelo complicado en poblacién de personas en duelo.

Resumen: Objetivo: Analizar las variaciones en estado de duelo complica-
do (DC) a través de variables sociodemograficas y de funcionamiento 6p-
timo: bienestar psicolégico (BP), apoyo social disponible (ASD) y satisfac-
cién con el apoyo social disponible (SASD). Método: Estudio transversal,
N = 110 personas que acuden a un centro gratuito de escucha de duelo
(CE), a través de cuestionario que incluia aspectos sociodemograficos Inven-
tario de Duelo Complicado de Prigerson (IDC), adaptacion espafiola del Cuestiona-
rio de Bienestar Psicoldgico de Ryff y version abreviada del Cuestionario Sarason de
Apoyo Social (SSOSR). Se realizé analisis descriptivo y correlacional con
Pearson. Se utilizé regresion lineal multiple por método paso a paso de eli-
minacion hacia atras.

Resultados: El estado medio DC 40.91 (DT = 11.89), de BP 119.23 (DT =
18.75), de ASD 10.56 (DT = 6.31) personas y SASD 13.48 (DT = 4.17).
Las variables predictivas del nivel de DC fueron: BP, ASD, SASD, meses
desde la pérdida, recibir ayuda farmacoldgica previa y parentesco progeni-
tor. Bl R- cuadrado ajustado resulté de 42.4%. Conclusiones: Podemos
considerar BP y el SASD predictores del estado de DC. Serfa adecuado es-
clarecer el efecto de sintomatologia depresiva en la percepcion de ASD. Es-
te estudio contribuye a aumentar eficiencia del recurso, al poder predecir en
parte el DC mediante variables que no implican deterioro del deudo.
Palabras clave: duelo Complicado; deudo; apoyo social; satisfaccion; bie-
nestar psicolégico.

Abstract: Objective: To analyze variations in complicated grief (CG)
across sociodemographic variables and variables of optimal functioning:
psychological well-being (PWB), available social support (ASS) and satis-
faction with available social support (SASS). Method: A cross-sectional
study was done with N = 110 people going to a free bereavement listening
center (LC). They were given a questionnaire that included sociodemo-
graphic aspects. The Inventory of Complicated Grief by Prigerson (ICG), a
Spanish language adaptation of Ryff's Psychological Well-Being Questionnaire
and the abbreviated version of Sarason's Sodal Support Questionnaire
(SSQSR) were used. A descriptive and correlational (Pearson) analysis was
carried out. Multiple linear regression was done by using a method of a
step-by-step backwards elimination. Results: The average CG 40.91 (§D =
11.89), PWB 119.23 (§D = 18.75), ASS 10.56 (SD = 6.31) people and SASS
13.48 (§D = 4.17). The predictive variables of CG level were: PWB, ASS,
SASS, months since loss, receiving pharmacological assistance and parental
relationship. The adjusted R-squared was 42.4%. Conclusions: We can con-
sider PWB and SASS predictors of CG. It would be appropriate to clarify
the effect of depressive symptoms on the perception of ASS. This study
contributes to increasing efficiency of resources, to be able to partially pre-
dict CG through variables that do not involve the worsening of a mourning
relative's state.

Key words: complicated Grief; bereaved; social support; satisfaction; psy-
chological well-being.

Introduction

The loss of a loved one is always accompanied by a subse-
quent period of adjustment. This is normal and is called
mourning (Bermejo, 2005; Howarth, 2011). Sometimes the
intensity or the course of the grieving process is altered. In
this case we speak of complicated grief (Horowitz, Wilner,
Marmar, & Krupnick, 1980; Simon et al., 2011; Vargas,
2003).

The process of working through grief, according to
Worden (1997; 2009), includes four main tasks: 1.) Accepting
the reality of the loss. During the first few weeks, the pre-
vailing emotions are confusion and bewilderment, along
with denial of what has happened. One must accept that the
death is real and cannot be changed. II.) Working through
emotions and associated pain, ie., feeling, expressing and
talking about all of the emotions and pain that accompany
the loss. III.) Adapting to changes in the environment, espe-
cially when the bereaved previously lived with the deceased
on a day-to-day basis and there was a division of responsibil-
ities / tasks and consequently, an inctease in demands upon
the bereaved. At this time social support is especially im-
portant. IV.) Emotionally relocating the loved one, and con-
tinuing to live, that is, accept that memories do not disap-
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pear but that the person will not return and recognize the
need to redirect affection and to love again. Failure to com-
plete these steps increases the risk of suffering from compli-
cated gtief.

In this way, the work of processing grief is directed not
at the reduction of pain associated with the loss but rather,
in line with what Worden suggests, to achieve an optimal
level of well-being. In the literature on well-being, there is a
distinction between two traditions or approaches to the con-
cept of wellness: hedonic well-being, which includes positive
feelings and emotions associated with satisfaction and pleas-
ure, and eudaimonic well-being, focusing on optimal func-
tioning on both the individual and social levels (Ryan &
Deci, 2001). The concept of eudaimonia goes back to Aris-
totle, for whom the good life not so much about achieving
pleasant feelings but rather realizing one's own potential
(Keyes & Annas, 2009).

Ryff subscribed to this view and called it psychological
well-being. He found 6 basic elements for development and
empowerment of the individual: self-acceptance, positive re-
lationships, autonomy, mastery of one's environment, having
a purpose in life and experiencing personal growth (Ryff &
Singer, 2008).

Self-acceptance is one of the main criteria of well-being.
People should try to feel good about themselves while being
aware of their own limitations. Having a positive attitude
toward oneself and making a positive assessment of one's
own history itself is a fundamental characteristic of positive
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psychological functioning (Keyes, Ryff & Shmotkin, 2002).
The ability to maintain positive relationships with others is
another criteria (Ryff & Singer, 1998). People need to have
close, loving relationships with others, the ability to empa-
thize, express affection and experience intimacy, they need
friends whom they can trust and with whom they can work
with towards achieving well-being. The ability to love is a
fundamental component of well-being (Allardt, 1996) and
consequently mental health (Ryff, 1989). Another key di-
mension is autonomy. In order to sustain their own individ-
uality in different social settings, people need to settle into
their own convictions (self-determination), and maintain in-
dependence and personal authority (Ryff and Keyes, 1995).
Autonomous people can better withstand social pressure
and are better at self-regulation of their behavior (Ryff &
Singer, 2002). Having control of one's environment, i.e., the
ability to choose or create enabling environments to meet
one's own needs and desires, with the consequent sense of
competence and control that it generates, is another feature
of healthy functioning. People with a high mastery of their
environment have a greater sense of control over the world
and are able to influence the things that surround them. Fi-
nally, people need to set goals and define a set of objectives
that will allow them to give their lives some meaning. They
need, therefore, to have a purpose in life. Positive optimal
functioning requires not only the above-mentioned traits,
but one also the strength and endurance to develop one's
potential, to continue growing as a person and to maximize
one's capabilities (Keyes, 2003). This dimension is called
personal growth.

The sphere of social relationships is presented as a rele-
vant dimension, both in the 3 and 4% tasks of working
through grief (Worden, 1997), as is the concept of psycho-
logical well-being through positive relationships (Ryff &
Keyes, 1995). Thus, social support (SS) counted on by a per-
son in mourning, may be a matter of much importance in
the eatly stages, of softening and cushioning the impact of
the death of a loved one (damping effect), as well as in the
final stages of assisting the improvement and recovery of the
bereaved (recovery effect) (Lobb et al., 2010; Mancini, Prati
& Bonanno, 2011; Stroebe, Wech, Stroebe & Abakoumkin,
2005).

It proves difficult to find a uniform definition of SS
(Sarason, Sarason, Potter & Antoni, 1985; Sarason & Sara-
son, 2009) and therefore multiple measuring instruments ex-
ist (Sarason, Sarason, Shearin & Pierce, 1987; Sherbourne &
Stewart, 1991). Based on the definition of social support (SS)
that Sarason (1985) offers, it consists of two basic elements:
the number of people available to contact in case of need
(ASS) and the degree of satisfaction with the ASS (SASS).
Also from the perspective of attachment theory, SS focused
on the availability of support (or available SS) despite special
circumstances (Bowlby, 1982). Larger studies collect what
has been defined as negative SS, or number of people who
could (or who in fact do) make the bereaved angry or upset,
from the size of the social network, represented in the num-

ber of people who have provided support in the past month
(Burke, Neimeyer & McDevitt-Murphy, 2010; Groot & Kol-
len, 2013).

Scientific evidence points in different directions (Cohen
& Mc.Kay, 1984) due to the different perspectives from
which we have studied the relationship between SS and grief
such as gender (Bankoff, 1983; Goodkin et al., 1998; Riley,
LaMontagne, Hepworth & Murphy, 2007), relationship to
the deceased (Bankoff, 1983; Murphy, Johnson, Chung &
Beaton, 2003; Ott, 2003; Ott, Kelber & Blaylock, 2010; Riley
et al., 2007;. Somhlaba & Wait, 2008; Stroebe et al., 2005),
cause of death (Butke et al., 2010;. Kristensen, Weisaeth &
Heir, 2010; Weder, Garcia-Nieto & Canneti-Nisim, 2010)
and symptoms present (Somhlaba & Wait, 2008;
Vanderwerker & Prigerson, 2003), which have generated a
wide variability in results and conclusions.

One of the first attempts to clarify the relationship be-
tween SS and psychological well-being in a sample of people
in mourning was a study in the early eighties performed on a
group of widows during which it was concluded that SS was
helpful, harmful or neutral in terms of: 1.) the time at which
it occurs during the grieving process, 2.) the type of support
and 3.) the source of support (Bankoff, 1983). In this way,
we distinguish three areas within the scientific literature:

The first includes studies that support the contribution
of SS in decreasing the symptoms of grief: reduction of de-
pression (Burke et al., 2010), anxiety (Somhlaba & Wait,
2008) and/or post-traumatic stress (Murphy et al., 2003;
Vanderwerker & Prigerson, 2003). For example, people be-
reaved because of homicide (Burke et al.,, 2010), and be-
reaved mothers (Riley et al., 2007) both showed fewer symp-
toms associated with grief.

The second, studies that support the idea of SS and grief
being independent of one another: Burke et al. (2010), while
evaluating different dimensions of SS, found that neither the
perceived SS in general nor the specific SS during mourning
had any relation to complicated grief, nor to post-traumatic
stress or depression. In the same vein, in a study of spousal
bereavement of retirees, although SS was associated with a
decrease in depressive symptoms, no effect or buffer was
found (that decreases CG) nor recovery (an increase in well-
being) by means of SS in the grieving process (Stroebe et al.,
2005).

The third, those who collect evidence of the negative re-
lationship between SS and higher levels of complicated grief:
Burke et al. (2010) also found major depression and post-
traumatic stress. In addition, depression was associated with
the anticipation of negative SS. In this regard, two inde-
pendent studies have linked a higher state of grief to a lower
perception of SS (Kristensen et al., 2010; Ott, 2003).

Considering how important it is to address the functional
aspects of people in vulnerable situations, the main objective
of this study is to analyze the variations in the state of
mourning in a sample of people grieving the loss of a loved
one and try to determine whether variables such as psycho-
logical well-being and social support, essential to explaining
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optimal functioning, and others related to the loss, predict
individual differences.

Method
Design

A correlational study with data collected between March
2010 and March 2011 through a self-reported questionnaire
in a listening center (L.C) or grief counseling.

The main variables of the study were state of mourning,
psychological well-being and social support. State of mourn-
ing encompasses the extent to which changes could occur in
the course or intensity of grief (Limonero, Lacasta, Garcia,
Maté & Prigerson, 2009). Psychological well-being, expresses
the level of optimal and healthy functioning (Ryff, 1989).
Social support, expressed by the available social support
(ASS) and satisfaction with available social support (SASS),
meaning the number of ASS people you know, excluding
yourself and whom you can count on to help or support you
and by SASS or the satisfaction you feel with the support
you have (Sarason, 1999).

In addition, demographic variables (age and gender)
were added as well as others related to the loss of the loved
one (months since loss, relationship to the deceased and
type of emotional bond, and assistance previously received,
both psychological and pharmacological).

Participants

Participation in the questionnaires was offered to 182
grief counseling and listening center users. The center offers
free help to those experiencing difficulty due to loss or for
other reasons. The first contact is made via telephone by the
person who wants to receive help. The LC is known as a
center for all types of grief support (migratory, separation or
divorce and unemployment among others) through its web-
site, informational brochures, or word-of-mouth and is con-
nected to a religious order. The usual format is approximate-
ly 20 sessions. It is carried out by a team of 100 volunteers
with university degrees and specific qualifications obtained
through courses in helping relationships, basic counseling
skills, guidance and intervention in processes of grief and
counseling training practices. There is evidence of similar in-
itiatives elsewhere with satisfactory results (Altmaier, 2011;
Gallagher, Tracey & Millar, 2005; Ober, Granello &
Wheaton, 2012).

Of the 182 persons in mourning who had not yet started
support, 130 responded, therefore the response rate was
71.42%. Males comprised 23.8% (31) and females comprised
76.2% (99). The average age was 55 years (standard devia-
tion of 15.59, with a range of 64 years. Minimum 19, maxi-
mum 83).

Inclusion criteria were: having suffered the loss of a
loved one (whether family or not), being at least 18 years of
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age, living in Madrid and wanting to start counseling ses-
sions.

Instruments used

The state of grief variable was measured with the Span-
ish language adaptation of Prigerson's Inwventory of Complicated
Grief (ICG). The questionnaire consists of 19 items with
good internal consistency (Cronbach's alpha coefficient =
.94) and temporal stability (test - retest reliability at 6 months
= 0.80). The results range from 0 to 76 points, with the
highest scores corresponding to an increased likelihood of
developing complicated grief (Limonero et al., 2009).

For the psychological well-being (PWB) wvariable the
Spanish language adaptation of the Ryff Psychological Well-
Being Questionnaire (Diaz et al., 2000) was used. This ques-
tionnaire consists of 29 items divided into the following Lik-
ert-type scales with response options from 1 to 6: self-
acceptance, positive relationships with others, autonomy,
control over one's environment, purpose in life and personal
growth. The minimum total score is 29 and the highest is
174. All of the scales have good internal consistency, with
Cronbach alpha values greater than or equal to .70.

To collect variables relating to social support a revised
short version of the Sarason Questionnaire (Sarason, 1999)
(SSQSR) was used. It assesses two dimensions of social sup-
port: first, the available support (ASS), i.e., the number of
people they know and with whom they could expect to re-
ceive help or support on a scale of 0 to 9, and the other, sat-
isfaction with available support (SASS), ie., the degree of
satisfaction felt towards the ASS with a scale of 0 to 6. The
ASS score is calculated by adding the number of guests in
each item, the total ranging from 3 to 27. The SASS score
results from adding the scores relating to the degree of satis-
faction for each of the items, the total ranging from 3 to 18.
Higher scores indicate greater social support received and
satisfaction with it.

The Spanish version has good internal consistency for
both ASS (Cronbach's alpha = .90) and for SASS
(Cronbach's alpha = .93). Temporal stability is also good
with ASS (stability coefficient = .90) and SASS (stability co-
efficient = .83).

In addition, questions to collect information regarding
age, gender, months since loss, relationship and type of
bond werte included. Questions such as: How long has it been
since you lost your loved one? (in months), What was your relation-
ship to the deceased? (Response options: spouse, son / daugh-
tet, father / mother, othet), How would you rate your relationship
with your relative before he/ she died? (Response options: positive,
normal and negative). They were also asked about prior as-
sistance received, both psychological and pharmacological
using the following questions: Have you received counseling before
now? (therapy with a psychologist or psychiatrist) (Yes / No) and
Are you receiving pharmacological help? (antidepressant, ansiolytic)

(Yes / no).
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Procedure

Upon receiving a call from the bereaved person request-
ing assistance, the person in charge of making appointments
assigned an identification number so that in the case of par-
ticipation in the study, data collection would be anonymous.

After the first interview the person was assigned to a
volunteer who had been trained in data collection. The vol-
unteer then explained to the user the possibility of partici-
pating in the study and in the case of acceptance, the user
completed the questionnaire, preferably in that first session.
When the anxiety level was very high, they waited until the
second or third session. When finished, the volunteer hand-
ed it to the person responsible for making appointments.

Data analysis

A descriptive analysis was used for the following varia-
bles: state of complicated grief, psychological well-being, so-
cial support, satisfaction with social support, variables relat-
ed to the loss and demographic variables. The correlation
between variables was examined using the Pearson correla-
tion coefficient. For variables with more than two levels
(such as relationship with the deceased and emotional bond)
mean differences between groups were compared using one
way Anova and after verifying homoscedasticity, multiple
DHS Tukey comparisons. For two-level variables (such as
gender, pharmacological and psychological assistance) Stu-
dent T test for independent samples was used, establishing a
confidence interval of 95%.

The possible prediction of complicated grief by the main
study variables was explored using step-by-step backwards
elimination multiple linear regression analysis. Using the
method of least significant difference (confidence interval
95%) through mean diagrams it was analyzed which non
quantitative variables were statistically significant. Prior to
the multiple linear regression analysis, the hypothesis of line-
arity, homoscedasticity and independence were tested, being
confirmed the assumption of normality @ posteriori by analyz-
ing the residuals (QQ Plot).

Having analyzed the relationships between variables and
having performed simple regressions (with state of mourn-
ing as the dependent variable), it was deemed necessary to
use the logarithmic transformation of the variable "months
since loss" in order to meet the assumption of linearity. The
SPSS version 20.0 was used.

Ethics

On the first page of the questionnaire, participants were
explained who was conducting the research, the purpose of
the study and how to respond. Confidentiality and adequate
data protection were guaranteed as well as an explanation of
usage, which was limited to research. Prior to data collec-
tion, the layout of the study was approved by the Ethics
Committee of the Centert.
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Results

The average of the months since loss was 12.36 (§D =
19.53) in 85% of the sample (IN = 110), so of the 130 partic-
ipants, 20 were removed from the analysis because more
than 2 years had passed since they had lost their loved ones.
From the total of the selected sample (N = 110), 77.2%
were women with a mean age of 54.3 years and the remain-
ing 22.8% were men with a mean age of 55.1 years, yielding
a sample mean of 55 years (§D = 15.5).

Regarding the state of complicated grief (CG) the mean
was 40.91 (§D = 11.89, with a range of 59, minimum 9 and
maximum 68). The internal consistency obtained through
Cronbach's alpha was .794.

The average of psychological well-being (PWB) was
119.23 (§D = 18.75, range of 88, minimum 78, maximum
1606). The internal consistency of the scale of psychological
well-being, as measured by Cronbach's alpha was .847.

With regards to social support variables, the mean of the
ASS wvariable was 10.56 (§D = 6.31, range 27, minimum 0
and maximum 27). With respect to satisfaction with help of-
fered (SASS) the mean was 13.48 (§D = 4.17, range 16, min-
imum 2 and maximum 18). Using Cronbach's alpha an in-
ternal consistency of .796 was obtained for the scale of sup-
port received and .818 for satisfaction with support received.

The most common relationship to the deceased was
spouse with 35.5% (39), second, child with 33.6% (37), then
those who lost a parent with 17.3% (10) and finally 12.7%
(14) lost another (brother, friend, or other).

Regarding the type of emotional bond with the deceased,
67.3% (74) reported having had a positive relationship,
26.4% (29) had a normal relationship and 5.5% (6) had a
negative relationship.

Finally, in relation to prior aid received, 46.4% (51) had
received counseling and 55.5% (61) had received pharmaco-
logical assistance.

Correlations

Regarding the state of CG, we can say that there is a sta-
tistically significant inverse and moderate association be-
tween state of CG and PWB (r = - .298, p = .007), meaning
that the higher the psychological well-being of the patient,
the lower the level of complicated grief. There is also a
slight, direct connection which is statistically significant (» =
190, p < .05) between CG and months since loss.

In relation to PWB, there is also a significant association
with the number of months since loss (r = - .225, p = .045)
in reverse and to a mild degree. PWB also maintains sub-
stantial direct and moderate association with ASS (r= .381, p

<.000).
In turn, ASS is also associated with the variable months
since loss in reverse and moderately (r = - .302, p < .001),

and finally, there is a substantial direct and moderate associa-
tion between ASS and SASS (= .380, p < .000).
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Table 1. Correlations between quantitative variables

1 2 3 4 5 6
1CG -
2 Age -.062 -
3 Months 190%  -.138 -
since loss
4 ASS .013 .030 -.302%%
5 SASS -123 -.072 -.057 380%*
6 PWB -.298** 088 -.225%  381%* 173 -

** very significant values p < .01; * p < .05 significant value
Predictors of Complicated Grief

The mean of CG between groups of variables was con-
trasted and statistically significant differences were found (p
= .003) between the mean of the group who had lost a par-
ent (M = 45.34, §D = 12.264 found) compared to those who
had lost a child (M = 3523, $D = 9.676) and between
pharmacological support (p = .009) received (M = 43.59, §D
= 11,805) compared to none received (M = 38.02, SD =
11,621). In all cases the assumption of variance homogeneity
was met.

The rest of the categorical variables (relationship) and di-
chotomous variables (gender and psychological support) did
not show statistically significant differences in any of the
cases to explain complicated grief.

Thus the qualitative variables that were significant in ex-
plaining differences in state of grief were the death of a par-
ent in respect to that of a child and having received pharma-
cological help.

Predictive variables that ultimately became part of the
equation were as follows: PWB (z = 3400, p < .01), ASS (z =
3.928, p < .000), SASS (z = 2136, p = .36), months since loss
(MSL) (2 = 1.975, p = .052), after receiving pharmacological
assistance (PA) (# = 2419, p = .018), and parental relation-
ship (PR) (= - 4.176, p < .000).

The R-squared statistic indicates that the model explains
65.1% of the variability of complicated grief, adjusted R-
squared (more suitable for comparing models with different
numbers of independent variables) is 42.4% with an expla-
nation of (F (6,72) = 8.845, p < .000). Finally, the following
multiple linear regression model was extracted:

CG =66.09 +2.21 log (MSL) +0.73 ASS -0.545AS8S -0.20PWB 4.84PA -9.78PR

The analysis of these revealed that they are in accordance
with normal distribution.

Discussion

The descriptive results can be translated as follows: The per-
son asking for help in the grieving process is a woman who
lost her husband or a child about a year ago. She maintained
a positive bond with them and can count to least 10 people
when she needs help, but the important things is that satis-
faction with the people she goes to is 13.48 out of a possible
18.00 or put another way, out of a score of 100, she would
be satisfied 75% of the time (75% satisfaction).

The average ASS (10.56 people) is similar to that found
in Butke's study (2010) (average of 9.04), despite using a dif-
ferent measurement instrument, SSQSR (Sarason et al.,
1987.) against ASSIS (Barrera, 1981), yet the results are
comparable since both counted the number of people who
provide support. The partial overlapping with Burke's et al.
(2010) findings (similar mean ASS and no influence of SS on
the lowering of CG) is a strong point of this study, given the
rigorousness and strength of the findings in this study,
which also uses a complete non-clinical sample population
all mourning the death of a loved one.

Regarding the regression model, it becomes clear that
the study variables which help to explain CG are: ASS,
SASS, PWB, months since loss and previous pharmacologi-
cal assistance received, while at the same time it is noted
from the available sample that the death of a parent has rela-
tively less impact than the death of a child or spouse. This
model explains 42.4% of the variability in scores of CG. The
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variables which did not explain CG are: age, gender, having
received previous counseling and type of emotional bond
with the deceased. These are discussed below.

An inverse relationship between PWB and CG is ob-
served. The Pearson cotrelation reinforces that. It is a fact
fully justified by the circumstances of the study: participants
were all newcomers to the LC and had not yet started the
counseling sessions to help them through the mourning pro-
cess, therefore, it is reasonable that having not yet complet-
ed Worden proposed tasks, they maintained high levels of
grief with low PWB, especially considering that the PWB is a
score that quantifies the optimal functioning of the individu-
al dimensions of autonomy, control over one's environment,
purpose in life, personal growth, etc., areas that deteriorate
during bereavement, and where it is possible to recover pre-
vious levels through a proper process of working through
grief.

The variables of prior pharmacological assistance re-
ceived and parental relationship obtained a negative value in
the regression equation, which means that if we kept all oth-
er variables fixed, by means of any of them, we get a de-
crease in CG. That is, we can predict that people who have
had previous pharmacological help (assuming the level of
the rest of the explanatory variables is constant) obtained
lower scores in CG, thus the loss of the parent also predicts
lower scores on the CG level compared to other relation-
ships. In relation to pharmacological assistance and in view
of the support that is provided at the LC, we recommend
looking at this with caution because taking psychotropic
drugs in the absence of developmental work may constitute
avoidance behavior, which will decrease the symptoms but
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will leave the emotional work and readjustment undone (Na-
ranjo-Vila, Gallardo-Salce & Zepeda-Santibafiez, 2010).

The relationship between ASS and CG is something that
stands out. As already mentioned in the introduction, the re-
lationship of ASS regarding CG is difficult to qualify and the
evidence points in different directions. In our study, holding
the other explanatory variables constant, an increase in one
unit of ASS predicts an increase of 0.73 units of CG. This
result would place it within the third group of scientific evi-
dence linking CG and SS, in particular the data supporting
that it is negative SS which predicts an increase in CG
(Butke et al., 2010). However, the measurement taken of SS,
as opposed to that used by Burke to achieve that result, at
any time includes negatives. Furthermore, this study high-
lights the direct association between ASS and SASS, which
means that those who are still grieving and have a greater
number of people who support them are more satisfied and
those who have fewer people are less satisfied. Also, ASS
and PWB maintained a direct and positive association, ie the
higher the ASS, the greater the well-being. Therefore, it
seems appropriate to think that despite agreement upon the
end result (greater ASS predicts greater CG), ASS works dif-
ferently in either study.

In turn, the SASS has a negative weight in the regression
equation, which means that keeping the other variables con-
stant, an increase in one unit of the SASS predicts a decrease
of .54 units of CG. In line with the above, it would reinforce
what has been said: results depend on ASS with a different
valuations (positive vs. negative), and leads to the conclusion
that the SS participants received was considered neither
harmful nor bothersome, as was in the study of Burke et al.
(2010), but rather the opposite.

This leads us to a new group of three different results al-
ready discussed in the introduction. Perhaps in our study, el-
evated symptoms that have been associated with grief and
which are obvious to others in the form of behaviors such as
crying, comments about hopelessness, etc., could be some-
thing that generates an increase in supportive behaviors and
therefore greater ASS. This would have special significance
to those in mourning who have already accepted the reality
of their loss (Worden's 1% task) and are now dealing with the
associated pain and changes in their lives that this involves
(Worden's 27 task), and above all be consistent given the
study sample: people who have lost a loved one and after
some time ask for outside help to work through their grief.

But there is one fact that could be interfering and which
a partly similar study notes (Somhlaba & Wait, 2008): de-
pressive symptoms caused an increased awareness of SS.
Keeping this in mind, we must be cautious in our interpreta-
tion, because with this data we cannot distinguish whether a
higher level of CG causes the grieving person to receive
more SS, or if the person notices it because they are under
the influence of depressive symptoms. It would be a ques-
tion to clarify in the future for two reasons. First, because
there are at least two independent studies that had the oppo-
site result: a heightened state of CG was associated with

lower perceived SS (Kristensen et al., 2010; Ott, 2003.). Se-
cond, in light of grief counseling, the overall score of the be-
reaved may be helped be better by knowing the real SS that
they count on or if they rate it higher as a consequence of
associated depressive symptomatology

Taking all of these results into account, and especially
the relationship found between SS and CG, the first step in
the evidence for the damping effect that SS would have on
CG (Stroebe et al., 2005) could be: at first they are expres-
sions of pain which increase social support and later on, so-
cial support influences the lowering of CG. Due to the
cross-sectional design used we can only state what could be
happening first. One could verify the latter using a longitu-
dinal study.

From a broader perspective, this understanding fits the
model proposed by Shah & Meeks (2012), which gives the
social SS a mediating role between the above contextual fac-
tors to the loss and the end result is a resilience-CG contin-
uum.

In relation to time since the loss of a loved one, it is
noteworthy that a positive proportion in relation to CG is
maintained, i.e., a positive percentage variation in the num-
ber of months since loss (logarithmic scale) predicts greater
variation of CG. Intuitively, one would expect that as time
passes, the discomfort decreases, a fact that even some pub-
lications support (Meert et al., 2011.); however, bearing in
mind that denial is a mechanism that happens naturally and
which initially is a functional aspect in the face of the pro-
gressive assimilation of the loss (Worden, 1997), it may also
be an attitude that continues in some people and that could
impede healthy processing of grief (Cabodevilla, 2007).
From another point of view, and in line with what Worden
(1997) proposes, initiating the grieving process often in-
volves guilt, because it implies leaving the loved one behind,
being aware of the disappearance of that person, and some-
times in a way that is not correctly understood, it is consid-
ered disloyal to the deceased. The guilt associated with what
they are doing could cause the bereaved to halt the grieving
process, and what happens is that with the passage time
there is no improvement. In any case, it should be noted
that the mere passage of time does not only act in favor of
overcoming the loss, but rather acts against it when it does
not go hand in hand with properly completing the tasks of
working through one's grief.

Looking to future studies and given that there is still a
significant percentage of CG to explain, it would be appro-
priate to include measures to collect more aspects of SS, and
negative SS, and assess their differential influence as the
possible moderating role of symptoms, especially the de-
pressive type, in the perception of ASS. In addition, because
the study center is linked to a religious order and helps rela-
tives experiencing problems with processing their grief, the
sample may be biased in its selection and it would be desira-
ble to establish a compatison group with another center
whete gtieving relatives also go and / ot try to teplicate the
study in another center.
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However, this research provides interesting suggestions
in the field of grief counseling for those who have lost a
loved one, especially in respect to the role of psychological
well-being and social support received (valued as satisfacto-
ry) as predictors of complicated grief, and that the infor-
mation provided by maintained optimal functioning and the
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