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Introduction 

 

Over a half a million people die each year in the UK; amongst surviving family members, around 

75% state that they didn’t get the support they needed (Dying Matters 2012). In Scotland, the 

number of school aged children bereaved at some point in their childhood is believed to be around 

26,000 (Support Around Death 2017). However, despite this substantial figure, there appears to be a 

dearth of research conducted into their experiences (Ribbens McCarthy 2006).  

 

My research is situated within this scarcity, to look at how practitioners could be helping children 

following bereavement. My primary interest lies in identifying the barriers that professionals face in 

this type of sensitive work as well as connecting my research question to the wider context of what 

is referred to the ‘changing face of the social worker role’, looking particularly within the realm of 

children and families practice. The Role of the Social Worker in the 21st century Review (Asquith et 

al. 2005), commissioned by the Scottish Executive, highlighted concerns made by those in the 

profession over the sequestration of services from the public to voluntary sector. This, the review 

claimed, was troublesome in the way in which qualified social workers are increasingly tied to care 

management tasks, at the expense of direct practice with service users. Social work is at risk of 

being simplistically characterised as ‘high volume, low intensity’ (Lymbery and Postle 2010:2510, 

cited in Rogowski 2016:89). The ways in which social work as a profession has become 

synonymous with high tariff, child protection cases also has the added risk of underestimating the 

skills and knowledge of committed practitioners in supporting vulnerable people (Rogowski 2016). 

Taking these concerns into account, this dissertation seeks to ask the following: 

 

For children who experience bereavement, does social work hold a viable role in supporting them?  

 

Part of my interest in this topic originates from my experiences as a support worker and my 

recognition, working within this role, of the sensitivity surrounding child bereavement. Working in 

an after school club, I remember an occasion when a 7 year old of the group disclosed to staff and 

her peers that her dad had died but that ‘no-one was talking about it’. I was struck by this statement 

and after staff enquired about what had happened with the girl herself and then her family, this 

experience raised several questions for me, the most pertinent being why the adults in her life had 

failed to talk to her about it. After careful reflection, I realised that the origin of my surprise lay in 

my own underestimations of the needs of children of her age following a death, as well as my 

discomfort, and the visible anxiety of adults around me, to address this subject with a child.  
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As I continued on in a social work postgraduate course, I often wondered how I might, as a 

practitioner, encounter the topics of death, bereavement, and dying with children and how I may be 

equipped with the skills to do so throughout my training. As my interest continued, I became 

increasingly aware of the silence surrounding this topic within my own training and experiences on 

placement. It seemed to me that encountering this in practice was largely relegated to the realms of 

specialist palliative care, even within a profession (statutory children and families social work) that 

holds direct practice with children as a core value (Rogowski 2016).  

 

This dissertation will look to the dominant theorists on bereavement, grief work and social work 

practice with bereaved children to thus elucidate and provide a background for the responses gained 

by participants who contributed to this study. The ‘invisibility’ of children’s experiences in the field 

of bereavement in social science research (Ribbens McCarthy 2006) is of interest particularly when 

we look at the answers given by participants and the necessity they stress to not make assumptions 

of children’s experiences but to facilitate open conversations with them. 
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1: Methodology 

 

This chapter seeks to give an outline of the methods I used in my study, the rationale behind 

choosing these methods, and their limitations.  

 

Literature Review  

 

A search of literature was undertaken to gain a synopsis of relevant theory, policy, and guidance to 

my research topic. Key words and phrases used to narrow my subject search included: ‘grief work’, 

‘grief intervention’, ‘child grief’, ‘parental bereavement’, ‘outcomes of childhood bereavement’ and 

‘palliative care social work’. Whilst at the beginning of the review process I had planned on 

conducting research solely on parental bereavement, I decided to open up my remit to include all 

child bereavement as the former focus was identified as too narrow, given the wealth of available 

literature on other familial loss. 

 

The process of identifying relevant literature throughout this study was iterative and included 

searching journal articles, published books and governmental publications. In my search online, I 

used databases such as JSTOR, Google Scholar and other online library catalogues. Within my 

review, this dissertation recognises the comparative lack of references and sources from non 

western approaches to death, dying, and bereavement and thus acknowledges some of the problems 

associated with relying on sources that are culturally-specific or ethnocentric in focus (Carey 

2013:72). 

 

Qualitative Methodology  

 

The role of the social worker in the 21st century literature review emphasised the need for social 

workers to be more confident in asserting the distinct nature of social work over other professions, 

and its primary focus on the psycho-social needs of individuals (Asquith et al. 2005). Social work 

research, according to Carey (2013), is also distinct to other social science research methods in its 

tendency to adopt a critical inquiry focus on practices, institutions, and policy and in seeking to 

identify and tackle the structural disadvantage or the marginalisation of individuals. There are  

problems associated with this type of research, including its failure, when focusing on macro issues, 

to account for and explore the more everyday experiences of practitioners and service users (ibid). 

The limitations placed upon of small scale qualitative research akin to this study has meant it has 

not been possible to explore how barriers faced in practice, as identified by informants, directly 
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affects practitioners or the lives of bereaved children. This seems counterintuitive to the aims of 

critical social work research to uncover how oppression is experienced and to thus influence policy 

or organisational change.  

 

Social work research can be illuminating in the ways it identifies the difference between the rhetoric 

(how things could or should be) and the reality of practice (how things actually are) (Carey 

2013:113). For this study I adopted a qualitative methodology - semi structured interviews with 

participants - as an attempt to meet halfway between these two foci. Kadushin and Kadushin 

(1997:4) call interview based research like this a ‘conversation with a deliberate purpose’ which 

allows for informants to divulge and divert away from strict questions asked, to direct focus on 

‘what the interviewee sees as relevant and important’(Carey 2013:69). Hardwick and Worsley 

(2011:69) suggest that this method parallels the skills required by practitioners when working with 

service users, in terms of employing sensitivity and helping service users to be positioned as the 

‘expert by experience’. The data I received from participants is situated within ‘contextual social 

constructivism’ (Best 1993). It is the interpretations of barriers and their experiences, in contrast to 

any positivist claims, which are associated with ‘absolute’ knowledge. This is what Daly 

(2003:193) calls finding out the ‘meanings that people attribute to their actions’, something which 

cannot be gained from quantitative methodologies alone.  

 

Data Collection 

 

Following on from my literature review, I identified that it would be beneficial to gain perspectives 

about the social work role from a variety of sources. This included those outside the statutory sector 

and thus my search was also directed towards acquiring voluntary sector counsellors as participants.  

 

I interviewed a total of 7 professionals, all of whom have had a background in working with 

children who had experienced bereavement. I travelled to their place of work to conduct interviews 

in person. The majority of participants came through contacts within agencies known previously to 

me through my work and placement experiences, a method known as ‘convenience’ or ‘purposive 

sampling’ (Carey 2013). There are criticisms levelled at this method which mirror the limitations of 

qualitative research in general to be representative; Holloway (1997:42) suggests that these are 

outweighed by the benefits of securing ‘rich’ data for analysis. ‘Snowball sampling’ (Carey 2013), 

the process of securing participants through the identification and referral of others, was 

subsequently used to acquire the remaining participants for this study.  
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One of the failings of this research was my inability to interview anyone who holds a current 

position within a children and families statutory social work team. Despite my efforts, in which I 

sent out numerous emails to individuals and social work teams, I received only one email response 

and this was an apology relating to their non availability. I found this absence both interesting (did 

it indicate a lack of time and/or relevance of the topic to their practice?) and troubling, especially 

given the necessity within my research to find out what social workers do, think or feel (Robson 

1993). This study has thus had to rely on a majority of voluntary sector participants and their 

experiences working with children and family social workers, and has led to a shift in my focus to 

place more emphasis on the general barriers faced, as well the outside perceptions of the social 

worker role.  

 

Thematic Analysis 

 

With the permission of participants, each interview was recorded using a dictaphone application on 

my laptop and was then transcribed afterwards. I used thematic analysis, a popular approach in 

quantitative research due to its flexibility and applicability to interpretivist paradigms of social 

science research (Braun and Clarke 2006). In this process, I read and re-read transcripts and 

identified strands of themes that appeared in each transcript, to then collate and contrast them with 

other accounts from subsequent interviews. Good analysis of data in research involves 

consideration of alternative meanings (ibid), thus I spent time making sure that I remained open to 

variation and contradictions within the data collected (ibid). 

 

Ethical Considerations and Limitations  

 

After being granted approval by the University of Edinburgh School of Social and Political Science 

Graduate Ethics Protocol, I remained vigilant to other ethical issues that might arise in my research. 

Before each interview, I obtained signed consent and assured participants that their identity would 

be anonymised, something which for many was identified as a prerequisite to their participation. I 

also remained mindful of the sensitivity of some of my questions which pertained to personal 

motivations for this line of work. I attempted to mitigate against this by sending participants copies 

of my interview schedule ahead of time. 

 

The nature of qualitative research is that it is vulnerable to the bias of the researcher as well as their 

subjective focus and interpretation of data (Shaw and Gould 2001) and this study, in that respect, is 

no different. I attempted to avoid the influence of bias, to the greatest extent possible, through the 
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employment of open, non-leading questions (see Appendix B). However, I had to be conscious of 

what Carey (2013:138) argues are the inherent flaws in interviews; they give an account of what 

people say they do, which may not reflect what is actually done in practice. I have also recognised 

an ethical dilemma inherent in my research, focusing on the experiences of practitioners on matters 

relating to children further risks the exclusion of children and makes them ‘subjects of 

investigation, rather than partners to it’ (Peled and Lechentritt 2002). 
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2. Literature Review 

 

This chapter will help explore some of the theoretical underpinnings behind my research question 

(through reference to clinical practice and research) of how social workers can support children and 

younger people following a bereavement. In reference to some of the broader concepts such as 

social constructions of childhood, the theories behind grief, and the emotional demands placed upon 

practitioners in working with the bereaved, I will look at how the modern social work role is 

situated within literature and dominant discourse. 

 

Ideas of Childhood  

 

Up until recently, research conducted into the experiences of children has predominantly come from 

within the psychology disciplines (Cree 2010). The relative lack of research on the psycho-social-

spiritual aspects of children’s lives, that recognise children as separate entities from their parents, 

has been critiqued for failing to equip practitioners with the knowledge they require (ibid). There is 

a tendency, according to Koshner et al. (2016), to think of ‘childhood’ as a fixed, determined state, 

when in reality it is socially, culturally, and historically defined and is thus open to manipulation. 

This was exemplified in the work by the social historian Ariès (1962), who drew attention to the 

way that childhood is relatively modern paradigm and is closely connected to the conceptualisations 

of family life; Ariès asserts that at the turn of the 18th century children started to be conceptualised 

as vulnerable and in need of both reform and safeguarding. 

 

According to Cree (2010) children and families social work praxis is also susceptible to simplifying 

the needs of children as solely connected to normative, universal developmental stages. This 

neglects the consideration of wider factors such as poverty and inequality and assumes the 

culpability of  children and their families for the problems they face (ibid). Social scientists such as 

James and Prout (2004) suggest boundaries between adulthood and childhood are closely 

intertwined with the traditional power differentials between adult and child. Finn et al. (2013) assert 

strict binaries such as these are misleading in the ways they assume maturity/immaturity and that 

there is a danger that they are used to undermine the rights of children to be heard and to be 

included in decisions that affect them. Within Scotland, respecting these rights is seen as a 

responsibility of all professionals working with children, as inscribed in the Children and Young 

People (Scotland) Act 2014.  
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Social scientists such as Barnard et al. (1999) foreground that there is a tendency to assume the 

vulnerability of children and young people due to underestimations of their resilience. Morland 

(1999) argues that resilience is dependent on the person, their environment and their history; he also 

suggests that it is value-laden, it is not just ‘coping’ but ‘how’. This is significant when we look 

towards young people’s experiences of bereavement, particularly in the ways that children are seen 

to manage by adults around them. Bosk (cited in Finn et al. 2013:1163) suggests that children’s 

psychological responses to adversity can sometimes risk being interpreted as conclusive of 

‘badness’ or ‘sickness’ by adults and thus demonstrate once again the ways in which a child’s 

agency can be undermined. Bringewatt (ibid), in her research on how mental health diagnosis is 

experienced by young people, illustrates the ways in which wider societal discourse can be 

absorbed, resisted, and internalised as stigma by young people and thus points to the ways in which 

the attitudes of adults to the experiences of children can be be harmful. The ways in which adults 

interpret what it means to be ‘a child’ and to be ‘a child, bereaved’ is important going forward in 

this review.  

 
Bereavement and Grief 
 

Reflecting the nebulousness of what constitutes as a ‘childhood’, bereavement can be understood 

through the way it is culturally defined (Neimeyer 2014). The relative lack of sociologist research 

conducted into the experiences of bereaved people (especially cross-culturally) could be explained 

by the way in which it is often viewed as a subjective, individual experience (Ribbens McCarthy 

2006). The discourse presented by C. Wright Mills (1959) in The Sociological Imagination has 

helped influence social work praxis in the way it reminds professionals of the pitfalls of 

individualising matters - seeing them as subjective and distinctive to the individual, when in fact 

they should be extrapolated to the experiences of many. Individuals and their experiences do not 

’happen within a vacuum’ and thus ignoring the structural and societal boundaries within which 

these experiences take place is problematic (Wright Mills 1959, Thompson 2002, Reith and Payne 

2009). This is particularly poignant if we consider the difficulties that children, adults and 

professionals can face in openly discussing issues of death and dying (Farber and Farber 2016).  

 

Parkes (1988) and Walter (1999) suggest it is important to think of bereavement as the psycho-

social transition following the loss of a relationship. The ways in which people grieve has been a 

subject of interest amongst thanatologists, who have looked at the emotional, psychological, 

physical and spiritual responses to bereavement. Neimeyer (2014) suggests that, up until recently, 

professionals working within bereavement care focused heavily on the psycho-therapeutic traditions 

of ‘working through grief’ as a means for healthy mourning. This approach followed closely the 
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Freudian concept of ‘traurerarbeit’ (grief work) which relied predominantly on the normative 

hypothesis that individuals will benefit from: 

 

‘confronting the reality of loss, of going over events that occurred before and at the time of death 

and of focusing of memories and working towards the detachment with the deceased.’  (Stroebe and 

Schut 1999:199)  

 

However, as Mallon (2011) warns, thinking of all grief as a pathological experience that needs ‘to 

be worked at’ should be avoided. Farber (2016:230), a palliative care physician and researcher, 

similarly urged for grief to be normalised as ‘neither a problem to be solved, nor a disease to be 

cured.’ It is important here to make the distinction between ‘normal, uncomplicated grief’ that 

follows most bereavements and ‘complicated grief’ which accompanies a traumatic experience of 

bereavement for a minority (Zisook and Shear 2009). The trauma associated with a bereavement, 

may relate to the fact it was unexpected, violent, or perceived as occurring within distressing 

circumstances for an individual (ibid). Research has shown that certain deaths, such as suicide and 

substance misuse related deaths, can be stigmatising; the associations of choice and hedonism can 

leave the grieved with feelings of shame and guilt which then enhances their distress (Valentine et 

al. 2016). The ways in which people are seen to grieve, including the length of the process and the 

intensity of the symptoms (prolonged emotional distress, being consumed by memories of the 

deceased, sleep disturbances etc.), and thus the risk of prolonged disruption to personal and working 

lives, would suggest that some people require clinical intervention such as counselling (Zisook and 

Shear 2009). That being said, Zissok and Shear (ibid), amongst others, continue to stress that grief 

is a natural expression of human emotion; it can be multi-faceted and that the majority of people 

who experience a bereavement require no assistance with the process.  

 

Grief Models 

 

Kübler-Ross’s (1969) work with terminally ill patients, and her subsequent ‘stages’ analysis in 

Death and Dying of how people come to terms with death, was highly influential in helping to 

foreground the diversity of elements that can make up grief for an individual (such as denial, 

bargaining, acceptance etc.). However this type of stages model has largely fallen out of favour 

with bereavement specialists, who believe it is often misinterpreted and applied as a linear model 

which does not reflect the complexity of bereavement for the dying or the bereaved (Stroebe and 

Schut 1999, Mallon 2011). Goldsworthy (2005:178) suggests that models for grief ignore the basic 

tenets of social work values and ethics in the ways they fail to give the strengths of service users 
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and their coping strategies enough credit. In their ‘dual process’ theory, Stroebe and Schut (1999) 

put forth an alternative explanation of how bereavement is experienced, giving due recognition to 

the meaning it has for the individual. They argue that the bereaved simultaneously deals with ‘loss 

orientation’ - the remembrance of the person and the focus on what has been lost, as well as 

‘restoration orientation’ - the coping with the demands that have occurred following loss, becoming 

focused on other things and being distracted from their grief. Importantly, Stroebe and Schut (ibid) 

argued that grieving should involve an oscillation between both states and that it is an active 

process, not passive process. This is in contrast to the critique aimed at stages models that assume 

resolution lies in ‘moving on’, something which goes against the wishes of a lot of bereaved people 

(Neimeyer 2014).  

 

Currer (2007:66) in Loss and Social Work reminds practitioners to avoid applying these models 

uncritically; they should not be seen as ‘rigid frameworks’ and practitioners should always be 

guided by the individual needs of service users. Neimeyer (2014) challenges the orthodoxy of 

decathexis; instead he proposed that for most grieving people ongoing bonds with the deceased was 

seen as helpful as part of a ‘healthy’ response. In his work on ‘meaning reconstruction’, Neimeyer 

(ibid) looks at how important it can be for people to ‘make sense of what has happened’; he 

suggests that the grieving process is particularly challenging when it also involves a loss of 

direction or purpose. The meaning of loss is closely linked and cannot be separated from: 

 

’family, community and societal meanings ascribed to death and loss and the resulting social 

responses to the mourner.’ (Neimeyer 2014:127) 

 

Children and Bereavement 

 

It is undeniable that children at different ages and stages of their intellectual development will have 

different comprehensions of death (Worden 1996). For example, children under the age of 5 

commonly struggle to understand that death is final (ibid). Whilst Worden (1996) and other 

researchers on child bereavement acknowledge that young children struggle to understand 

abstractions of the irreversibility and finality of death, they stress children still grieve and that its is 

thus vital for practitioners to be aware that their manifestation of grief may differ greatly from 

adults. Doka (1989)’s ‘Disenfranchised Grief’ theory sought to highlight the ways in which certain 

people’s grief is not socially or culturally recognised. Whilst this theory was widely attributed to the 

kinds of relationships and subsequent losses (such as perinatal deaths) often not given sufficient 

recognition, in the context of children, it can refer to failure of adults to properly validate 
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bereavement for children (ibid). This links to the idea presented by Ribbens McCarthy (2006) of 

children being at risk of intersectional marginality following a bereavement; they are marginalised 

for ‘being children’ and ‘being bereaved’.  

 

The perceived inability of young children to fully understand the conditions of death, their limited 

life experiences as well as poorly developed memory and language functions has influenced 

discourse on the protection of children from the details of death as well as the dismissal of the 

impact of bereavement (Way 2013:145). However scholars such as Bowlby (1980) have suggested 

the death of a significant person is still experienced by children in a variety of ways that are 

indicative of emotional distress. Bowlby’s theories (1969, 1980) on loss and attachment assert how 

the pathology associated with losing a key attachment figure can lead to difficulties in emotional 

regulation during childhood that continue into adulthood. For some this can lead to a co-morbidity 

of other mental health problems such as anxiety and depression (ibid). However, caution is needed 

to not misinterpret emotional distress (in the form of sadness, despair, mild depression) in young 

people following a bereavement as indicative of the need for clinical intervention (Dowdney 2000). 

Rather, Dowdney (ibid) argues that there is no conclusive evidence to suggest that bereaved 

children experience mental health problems at a higher rate than their non-bereaved counterparts. 

This thus points to the overall difficulties in attempting to distinguish between ‘normal grief’ and 

maladjustment in social work research and practice (Davies 1998).  

 

Walter (1999) and Lynch (2015) warn against focusing too closely on bereavement for children as 

an internal, psychological process. This ‘individualisation’ of bereavement has the potential of 

distracting or limiting the practitioner from taking a wider, ecological view which evaluates the 

child’s loss within the context of their relationships, as well as the multitude of other losses across 

their life course (Hope and Hodge 2006, Lynch 2015). There are a wide range of secondary stresses 

that children can face as a direct result of the loss of a parent or significant family member; these 

include moving home, a change in their surviving parent’s employment status, as well as the 

introduction of new partners (Saldinger et al. 1999, Hope and Hodge 2006). The ways in which a 

child adapts to the changes that surround the death of a primary caregiver is suggested by some as 

more profound psychologically than their initial reaction to the loss itself (Berlinsky and Borden 

1982, cited in Angell et al. 1998:618). 

 

Silverman and Worden’s The Harvard Child Bereavement Study (1996), one of the only 

longitudinal studies that looks into the experiences of parentally bereaved children, determined that 

very few children experienced acute grief six months after their parent’s death (Worden 1996). 
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Interestingly, however, they found many more children experienced difficulties at the two year 

anniversary of death. This appears to be reflective of Stroebe and Schut’s (1999) theory of grief as 

an intermittent process and signals the potential difficulties of loss across a child’s development and 

in later life. Whilst the HCB study fails to offer a longer term view, the findings for the majority of 

children in this research delineates their resilience to loss. While some children hold pre-existing 

resilience to overcoming the pathological effect of a bereavement, there is a role for parents and 

practitioners to play to help build resilience, particularly in children who have experienced trauma 

(Barnard and Morland 1999). Barnard and Morland (ibid) presented their argument through the 

example of the Liverpool Children’s Project, after the Hillsborough disaster, in which they said that 

a holistic combination of direct listening to the children’s experiences, storytelling, and peer and 

family support was most helpful. This enabled children to tap into Barnard et al. (1999) calls the 

predisposition they have to learn and make sense of their experiences (ibid). 

 

The Social Worker Role 

 

In looking further at the role of social work intervention for bereaved children, it is necessary to 

consider it in the context of the hospice movement and the specialism of bereavement agencies. The 

founder of the ‘modern hospice’, Dame Cicely Saunders, following her own experiences as a 

medical social worker, identified the need for a more holistic approach to care which met the 

psycho-social-spiritual needs of the dying (Payne and Taplin 2014). This marked a progressive 

move that recognised the needs of the family as well as the individual and saw the birth of the 

palliative care social worker in the 1970s, operating within an interdisciplinary team, in working 

with the terminally ill and their families (ibid). This is not to say that the ‘specialism’ of service 

provision is without problems. Firstly, according to Beresford et al. (2007:23) palliative care social 

work tends to have a narrow remit; by its nature it mainly serves those with certain terminal 

illnesses, such as cancer or motor neurone disease. Secondly, the idea of expert knowledge in this 

field is accused of being elitist and mainly serving those from Caucasian, middle-class backgrounds 

(Douglas 1992, cited in Payne and Taplin 2014:190). Thus, the championing of a ‘distinct’ skills set 

for practitioners, to meet the needs of the dying and bereaved, is suggested to have a restrictive 

impact on service provision as well as being antithetical to the anti-oppressive aims of social 

workers (Payne and Taplin 2014:175). Furthermore, Lloyd (1997:182) suggests, as a specialism, it 

is not immune from cuts to service provision due to the lack of value placed upon the ‘social’ care 

of individuals. Payne and Taplin (2014:188) substantiate this argument by emphasising the trend 

within modern practice for other professions (counsellors, health care professionals) to subsume the 
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emotional and psychological support once traditionally provided by social workers, even within 

specialist hospice settings. 

 

Ribbens McCarthy (2006:181), in her research into the experiences of young people and 

bereavement, argued that bereavement should be seen as a ‘mainstream’ issue that is covered by a 

holistic range of services, social services being just one of many. The wellbeing of children is seen 

as the joint responsibility of all professionals who work with young people as inscribed within the 

‘Getting it right for every child’ approach, and this includes support through bereavement (Scottish 

Government 2008a). Publications such as Shaping Bereavement Care (Scottish Government 2011) 

act as a framework and recognise that bereavement support encompasses a variety of components 

ranging from the provision of basic information, discussions about grief and dying as well as 

practical support. None of these components rely on the confines of a hospice nor are the dedicated 

responsibilities of a certain medical or specialist professional. Social workers, across all 

specialisms, come across loss and bereavement in their practice (Lloyd 2002:208). Moreover, social 

work is argued to be ideally suited to assisting the dying and bereaved due to its positioning 

between the internal and external worlds of service users; Parkes (1988) argues that it is between 

these two that bereavement is understood. However, despite the universality of bereavement, Lloyd 

(1997, 2002) stresses that there needs to be greater clarity surrounding the social worker role and its 

associated value in this context. Lloyd (ibid) suggests that social workers are increasingly under-

confident in their contribution to bereavement support. The potential origins of this, according to 

Lloyd (ibid), lie in the diffidence that social workers feel in utilising ‘counselling skills’ as well as 

the pressures to concentrate on the more the bureaucratic tasks increasingly associated with modern 

social work practice (Ruch 2010:25).  

 

Mirroring the problems associated with seeing palliative care social workers as having a ‘distinct’ 

skill set, Fearnley’s (2010) research found that non-specialist practitioners feel increasingly more 

comfortable in referring bereaved children on to ‘experts’ within the voluntary sector. Rolls and 

Payne’s (2003) study into the provision of bereavement services found that 75% of the counselling 

and support services identified were provided by specialist charities such as Cruse and Winston’s 

Wish. This proclivity towards referral is of concern if we consider the tenets of social work practice 

as the empowerment of marginalised people, of ‘doing with, not to’ and the problems associated 

with assuming ‘professionals have all the answers’ (Morland 1999:50). Beresford et. al’s (2008) 

study into the experiences of service users in palliative care settings found that it was the symbiotic 

combination of practical and emotional help by practitioners that they valued most. Service users 

and their families identified empathy, genuineness, and unconditional positive regard being 
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regularly employed, all of which were advocated by the influential psychologist Carl Rogers (1961) 

as integral parts of the person-centered approach. There is, therefore, an undeniable overlap 

between effective counselling and social work skills; both are dependent on these identified 

qualities in order to build a positive working relationship between service user (/client) and 

practitioner (/counsellor) (Seden 2005). Beresford et al.’s study serves as a backdrop to Lloyd’s 

arguments in highlighting the tension between what service users value and what practitioners may 

feel confident or legitimate in providing. As asserted by Lloyd (1997:187), this also draws parallels 

with the trend of general social work practice in striving to become a ‘narrowly defined, technicist’ 

profession, instead of being comfortable with the traditional amorphous and relational tenets of the 

profession (Ruch et al. 2010).  

 

Diversification of the Social Worker Role 

 

In the context of bereavement, there are calls for the social work role to adapt and move beyond the 

confines of hospice care (Payne and Taplin 2014). Researchers such as Paul (2013, 2015) address 

this in their research to elucidate the ways that social work can contribute to public health initiatives 

and help build capacity within communities. Policies such as Living and Dying Well (Scottish 

Government 2008b) highlight the need to equip those working within the public sector to become 

more comfortable talking about death and dying in order to promote greater openness in wider 

society. Reflecting on her own experiences in facilitating a bereavement service for children, Paul 

(2013, 2015) affirmed the role of social workers to address the exclusion of children who would not 

have been supported within a hospice based service. This is congruent with some of the primary 

values of social work in the sense that it builds upon the networks and strengths already within the 

community around child (Morland 1999, Hope and Hodge 2006). It also appears to reflect the 

sentiment behind the work of Barnard and Morland (1999), who describe the genesis of the 

Liverpool Children’s Project as being heavily influenced and directed by the children’s individual 

needs; they were ‘active participants’ in the service’s design (Nagy 1999:51). Morland (1999:50) 

recognises the problems in romanticising the notion of ‘harmonious communities’ but goes on to 

suggest that the benefits of this type of community capacity-building lie in the way it is more 

universally accessible than specialist counselling services. This is supported by the findings of Rolls 

and Payne’s (2003) study, which found that provision varied greatly upon geographical location and 

that children from economically deprived areas were less likely to gain access to counselling 

services. This appears even more pertinent given figures from the Department of Health which 

continue to indicate higher rates of death from illness and suicide in areas of deprivation in this UK 

(Morland 1999:46).  
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Working with Families 

 

Smith and Hunter (2008) highlights the tendency within Euro-American societies to protect 

children from issues of death and dying. The British Association of Social workers has long 

asserted that the role of social worker is to use their knowledge and skills to help enable individuals 

and their families to ‘adequately manage this stressful situation’ (BASW 1993:1). One role a social 

worker can play when assisting families is to help adults introduce and confront difficult subject 

areas with their children (APCSW 2016). The Harvard Child Bereavement Study (1996) determined 

that open and clear communication is highly important for children who have experienced a 

bereavement (Worden 1996). This entails the promotion of euphemism-free language when talking 

to children as well as helping parents to be prepared to answer difficult questions surrounding death 

and the afterlife (Paul 2015:35). This approach reflects the wider influence of family systems theory 

in social work practice which recognises that wellbeing and sense of self is shaped by relationships 

with others (Ruch et al. 2010).  

 

If not given information, children can be prone to ‘filling in the blanks’ and making up the details 

that have been omitted (Adams and Deveau 1995, Worden 1996). This can be frightening and 

damaging for the child, especially if they attribute blame or responsibility to themselves following a 

death (ibid). This is even more important if we consider the ways in which children are routinely 

excluded from obtaining information and subsequently a sense of control over their lives (Ribbens 

McCarthy 2006:188). The struggle that some adults have in talking to children has been long been 

attributed to wider societal taboos about openly talking about death and the associated fear of 

mortality within Euro-American societies (ibid). It is important here to signpost the cultural 

variation that occurs regarding the discussion of death. In some cultures children are included in 

discussions and their participation in rituals such as funerals is considered the norm (Parkes et al. 

2003). However, a search of literature finds a lack of cross-cultural empirical analysis about the 

ways in which different cultures include/exclude children in subjects of death and dying; more 

research would be beneficial to reveal the lessons that different cultures can teach each other (ibid). 

This is also important for those who identify outwith strict cultural boundaries (Lloyd 2002:211). 

Lloyd (ibid) highlights this tendency of seminal works on grief to focus predominantly on Anglo-

Saxon, protestant traditions. This presents problems for practitioners operating in an increasing 

globalised world to respond sensitively to children and families who are ‘experiencing major social 

transition’ (ibid).  

 



 

19  

One of the difficulties highlighted by The Harvard Child Bereavement Study is the way in which 

children sought to hide their grief from their surviving parent (Worden 1996). Many children in the 

study exerted effort maintaining a relationship with the dead parent (through talking to them, 

memorialising rituals etc.), but whilst doing so they also feared upsetting their surviving parent 

(ibid). Social scientists propose that the most influential protective factor that can help mediate 

against early parental bereavement and associations with poor mental health outcomes is the 

modelling of ‘healthy grief’ by a parent to support a child’s emotional expression (Werner-Lin and 

Biank 2012). This links to Hill’s (1999) assertion that children are perhaps best supported by people 

within their own social network; this protects against the difficulties children face in talking to 

strangers as well as avoiding problems associated with the stigma of accessing services for support. 

Given the importance of familial support for bereaved children, it is noted that there is a lack 

literature that focuses on the experiences of children without these support structures, such as those 

within the care system or refugees (Rees 2001). As Rees (ibid) suggests, such demographics are 

likely to have already experienced prior trauma, and could be argued to be in greater need of 

support.  

 

Working with the Self 

 

Just as a parent’s grief may act as a barrier to them supporting their child’s difficulties in 

bereavement, professionals working with children also have to be mindful that their own grief 

experiences and attitudes surrounding death and dying do not inhibit their work. 

 

Focusing within the medical profession, Farber and Farber (2016) draw on their joint experience to 

assert that professionals need to fight against ‘the conspiracy of silence’ of death and dying. Farber 

(2016), in discussions of his own care as a terminally ill cancer patient, describes experiencing first 

hand the hesitancy of professionals to address death or conversely, their overreactions to his 

expression of grief. When looking at child bereavement, this raises questions regarding how 

professionals react to children and their expressed grief. Farber and Farber (2016) suggest that often 

professionals consciously or unconsciously pick up on the reticence of patients to talk about these 

subjects and thus opt to ‘not got there’. The fear of practitioners to push beyond the capacities of 

their clients to talk, often relating to the wish to not upset them, is problematic if the individual does 

wish to talk but does not have the ‘tools’ or opportunity to do so. This is of particular concern when 

working with children if we consider, as Paul (2015:36) does, the lack of status of children may feel 

in relation to talking about death and the ways they are privy to subliminal messages that death is 
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‘unspeakable and upsetting’. It is thus likely that the hesitancy of service users and professionals to 

discuss death are mutually reinforcing, encumbering open discussion.  

 

Katz and Johnson (2016) in When Professionals Weep bring forth the accounts of a variety of 

professionals within the realm of end-of-life care. One common barrier identified for practitioners 

working in this field is remaining ‘emotionally available’ to their clients (ibid). Self knowledge and 

being in touch with one’s own emotions are argued to be the necessary prerequisites for 

practitioners to help service users (Shulman 1999). According to some scholars, social workers and 

medical professionals have a tendency to distance themselves from issues of suffering, in an attempt 

to avoid the psycho-dynamic problems of transference and counter-transference (Katz and Johnson 

2016). The belief that professionals are able to completely separate their beliefs and emotions from 

their work is a fallacy, according to Doe and Katz (2016), who looked at the idea of 

‘professionalism’ within child end-of-life care. They assert that concepts of humanistic practice, 

showing your emotions and acknowledging them, and professionalism are not mutually exclusive 

(ibid). Doel (2012:56) suggests emotional engagement and detachment is an intricate balancing act 

and one that every practitioner will get wrong from time to time. The ‘self’ in this area of work is 

important; it can represent both a tool and a barrier to offering the empathy and genuineness that 

service users identified was important in Beresford et al.’s (2008) study.  

 

Smith (2002) argues that working with bereaved children is a particularly emotive area of work for 

practitioners as it brings up questions of practitioners’ childhoods and parenthoods. Although Smith 

(2002) does not explore this area in great detail, she along with Weinstein (2002) raises interesting 

questions regarding the disposition of social workers working with children. This is of particular 

relevance if we are to look at the universality of death; it is something which every practitioner will 

come into contact in their personal lives (Katz 2016). Literature highlights that those working with 

dying and bereaved people are vulnerable to burnout, compassion fatigue and secondary 

traumatisation (Weinstein 2002, Chan and Tin 2012). Chan and Tin (2012) suggest that ‘self-

competence’, something that they define as the use of personal resources and coping strategies, is 

important to avoid these pitfalls in practice. In their study, Chan and Tin (ibid) asked professionals 

what they believed was necessary in death work; the majority responded that personal attributes (a 

sense of humour, patience, amongst others) and having formed existential beliefs (the meaning of 

their lives and others) were most important. But to what degree should ‘competence’ in working 

with this type of work be left to the individual? Chan and Tin (2012) suggest that the identification 

and use of coping tools should be fostered and supported by sufficient training and supervision, 

which look beyond to the development of coping strategies on a personal level. This is seconded by 
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Katz (2016) and others who identify this as a missing component of training for palliative care 

professionals. The need for self-care and adequate supervision within all realms of social work 

practice is acknowledged as an important component for workers to protect themselves from 

psychological harm but to also to provide the highest quality of care for their clients (Weinstein 

2002). The relative lack of literature that explores the self-care methods of social workers is perhaps 

interesting in signposting the ways in which this link between the self and practice is not given high 

enough consideration in modern social work practice. 

 

Summary 

 

There has been some advancement in recent years of how bereavement is understood, with 

increasing recognition of its social as well as personal components. This advanced understanding is 

significant when looking at the suitability of social workers to work with the bereaved and their 

positioning between individuals, families and wider society. The literature, however, presents some 

of the complexities surrounding the social worker role particularly in working with the bereaved. 

From the literature I would propose, as Lloyd (2002) does, that some of these complexities stem 

from the general ambiguity of the social work role in the modern era and the tensions incurred 

following the move towards a more narrowly defined, bureaucratic profession. This review has also 

revealed some difficulties that are specific to working with bereaved children. Scholars have 

highlighted the marginality that children can face when they experience a bereavement, something 

which is compounded by the assumptions of adults regarding the vulnerability of children to 

distress (Hill and Tisdall 1997). The implications of these assumptions and how children are 

‘excluded’ in their bereavement are addressed within my research. Through seeking the accounts of 

participants working closely with bereaved children, I will consider how children can be best 

supported in their bereavement. Furthermore, given the emphasis placed upon the ‘professional use 

of self’ in literature, my findings in the following chapter also hope to uncover how participants are 

supported in their role and how these experiences can be used to help inform statutory social work 

praxis.  

 

 

 

 

 

 

 



 

22  

  



 

23  

3. Key Findings From Interviews 

 

Seven key participants were interviewed for the purpose of this study. The employment background 

of each participant is detailed below and to ensure anonymity they will be referred to as (P#).  

P1 - A counsellor working at a voluntary sector organisation that supports adolescent women from 

BME backgrounds. She has been employed there for 5 years.  

P2 - A child and family support worker at a voluntary organisation that supports terminally ill 

children and their families. She have been employed in this role for 17 years.  

P3 - An activities facilitator at a voluntary organisation that supports terminally ill children and 

their families. She have been employed in this role for 16 years.  

P4 - Young people’s bereavement counsellor working at a voluntary organisation that supports drug 

and alcohol recovery. She has been in this newly created post for the past 2 years.  

P5 - A children’s support worker at an activity camp run by a voluntary organisation. She has 

previous experience working as a children and families social worker in a local practice team.  

P6 - An academic with experience of working as a social worker with terminally ill adults and their 

children.  

P7 - A child psychotherapist working in a Children and Adolescent Mental Health Team with over 

30 years experience. Previous experience as a social worker and residential worker with looked 

after children.  

 

Following analysis of the data, I identified four main themes: the pathology of grief, 

communication with children, social work skills and the emotional demands for practitioners.  
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Pathology of Grief 

Currer (2007) asserts that loss and grief are central themes within social work practice due to the 

position of social workers becoming involved at times of crisis and the pervasiveness of loss in 

human lives. There was recognition for participants, even for those who did not specialise in 

bereavement, that loss and bereavement are key issues at the heart of practice with young people. 

P1, a counsellor working with young women, remarked that it was a central theme in the mental 

health difficulties of young people:  

‘Every single referral in my experience comes down to issue of bereavement and loss.’  

Participants’ experiences, detailed in this study, varied in accordance with the remits of their job 

role including the ages of child/adolescent they work/worked with. Some of the participants who 

had direct experience supporting young people following an unexpected death described how this 

experience was a particularly isolating one. This was due to a lack of transparency, the absence of 

talking openly about their experiences with adults or peers, and the added stigma attributed to 

deaths such as suicide. For P4, felt that in her direct counselling role:  

‘A lot of the teenagers say that they feel like this is the only person this has ever happened to and 

they feel very different to their peers and so I think to offer something which demonstrates that they 

aren’t the only person affected.’  

Two of the informants, when asked about improvements that could be made to service provision, 

stated that group work with peers who have had ‘similar’ experiences was beneficial. P4, a 

specialist young people’s bereavement counsellor noted her experience of coming across support 

groups in her Local Authority under the umbrella of ‘loss’ for primary school aged children. The 

counsellor cautioned against failing to make the distinction between death of a family member and 

other losses that arise through divorce or the death of pets; these are experiences that are difficult 

but have different meanings and implications for young people.  

The stigma that often accompanies certain deaths, such as suicide, is said to heighten the distress for 

the griever (Valentine et al. 2016). This was also identified by P6 as difficult for young people, 

especially in talking openly about their experiences.  

‘I think that there is something more acceptable about saying, they died because of this kind of 

cancer, it’s not easier, but it’s more accepted and it’s out there and people hear about it.’ (P6, 

former hospice social worker)  
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When asked about barriers faced in their role in working with young people, one key theme that 

emerged amongst informants was the lack of general understanding of what ‘appropriate’ grief 

looked liked for young people. This appears to be congruent with the theory presented by Doka 

(1989) that some bereavements, and the manners in which some people grieve are not legitimised in 

the eyes of others. According to counsellor participants, referrals to counselling from social workers 

or teachers were often inappropriate due to misunderstandings of certain behaviours being 

antithetical to the sadness typically associated with grief, or being misidentified as not connected to 

bereavement. P4 explained that the ways in which grief can be expressed by young people (i.e. 

through anger, through frustration, eating changes, sleep disturbances) is equitable to that by adults. 

Yet, in P4’s experience, young people’s ‘emotional outbursts’ are often pathologised by parents and 

professionals as indicative of mental ill-health or ‘acting out’ behaviour.  

‘I want to say what do you expect? Who cares if they are on the floor screaming! That’s normal and 

you would be too.’ (P4)  

This was supported by P1, who identified that one key element of the counselling role was to try to 

give these young people a space to explore their emotions, free from judgment or overreaction.  

‘I welcome anger and angry behaviour, it is healthy communication of how they are feeling.’ (P1) 

Referrals to counsellors, according to participants, often came from other professionals working 

with children regarding their concern that the young person or child was not ‘moving on from 

grief’. Participants such as P4 expressed their frustration at having to explain to other professionals, 

that grief is not a normative, linear process but a continuum:  

‘People working with young people don’t seem to get that grief will come back at different devel 

opmental stages. They ask ‘his dad died when he was 7 so why is he grieving now he is 14?’ But 

I’m like, well what does a 14 year old boy expect from his dad at this age? He is looking for him to 

help with shaving, something which I hear from bereaved young boys all the time actually.’ 

Communication with Children  

Open communication between adults and children about death and dying was agreed by all 

participants to be important for children who have experienced a bereavement. However reflecting 

Reith and Payne (2009)’s assertion that loss is both personal and social, communication can be a 

complex process. Some participants stressed that the delicate balance of speaking to young people 

whilst not going against parent’s wishes is particularly pertinent in working with young children. P3 

stressed that in her role as an activities coordinator, in which she employs play and art therapy, she 
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frequently comes across euphemisms and alternative explanations given to children, some of which 

were experienced as distressing and confusing.   

‘I’ve seen young children who are told by their parents that their brother or sister ‘went to sleep’ 

and then parents wonder why this sibling is afraid of going to bed at night.’(P3)  

The ways in which parents attempt to hide children from the truth regarding a death is something 

which the two hospice based staff identified as commonplace. Whilst these participants both 

attributed a culture of open communication to the work of the hospice with young children, they 

acknowledged that this premise can be challenging when working with parents. P3 elaborated to 

give an example of working with a family who had decided to tell their children that their sibling 

has ‘gone to be with the angels’. The activities coordinator recalled the children finding this 

difficult; they were at a developmental age where they questioned the factual basis of this 

statement. This participant stated she struggled in answering questions due to her efforts to respect 

what the parents had told them. Smith and Hunter (2008) assert that attempts to protect children 

from the reality of death is counterintuitive as it can heighten the distress already faced in the 

bereavement and lead to a lack of trust between the child and adult. This is echoed by P4:  

‘I have never come across a child that was ok with that [not knowing the details of a parent’s 

death] and didn’t need to know the details.’  

For those working in the remit of sudden or unexpected death, additional challenges were identified 

in families openly discussing how a parent or family member had died. P4 described that often in 

cases of suicide adolescents would often not be told how their family member had died. They 

asserted that although young people may not be given the facts, this does not mean they are 

unaware. According to P4 and P6, it is commonplace for young people to have to deal with the 

stigma that is attributed to these kinds of deaths within their local communities. Community gossip, 

in which the ‘facts’ of the death are talked about and distorted, was an issue identified as 

problematic for young people.  

‘Quite often I hear from young people that they don’t find out why a parent or how [sic] they had 

died from their family but they hear later on. Quite often their peers at school will tell them, they 

will know and the young people say everyone knows me as X’s daughter.’ (P4)  

This appears congruent to Wright Mill’s (1959) assertion that ‘private’ experiences are a fallacy; 

they take place in, and interact with societal structures. The implications of this, including how this 
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affects the psychological wellbeing of young people who have may have already experienced a 

trauma, is salient in thinking about any subsequent intervention. 

When asking how participants manage cultural barriers to service provision (ie. challenges faced in 

incorporating different faiths), P1 and P4 suggested they demonstrated sensitivity and respect with 

bereaved children, adapting their practice to meet their specific needs. However, interestingly the 

hospice based participants acknowledged that there lacked ‘cultural and faith diversity’ amongst 

service users and their families; they suggested this reflected the ways in which some faiths 

‘manage’ death privately as a personal manner and do not seek external services. Young and 

Papadatou (2003) would suggest, as I do, that assumptions should not be made and questions 

should be raised as to the reasons why children and their families with a different faith or cultural 

background do not access services. 

In supporting young people following a bereavement, according to Hope and Hodge (2006), it is 

important to recognise the support structures in place and how professionals can help strengthen the 

support from them. P4 identified that communicating with the family on the child’s behalf (with the 

child’s permission) to seek answers to their questions as part of her role. She acknowledged that this 

would be seen by other counsellors as overstepping ‘counselling boundaries’, but she defended this 

by stating she is ‘guided by children’. P4 interestingly highlighted that often in her counselling 

sessions anecdotes from young people would reveal that parent and child were conscious of not 

‘upsetting the other’ and that the role of intervention would thus be to open up conversations 

between the two:  

‘They are both trying not to hurt the other instead of being helped to talk about it. The amount of 

upset this causes in the future when there are changes. For example when a new partner is 

introduced, the impact, it’s astronomical. It is about facilitating the conversation between parent 

and child.’   

P2, P3, and P6 all described experiences in which parents had referred their children to then gain 

access to support for themselves. P6 noted that in support groups that she ran, children joined as 

means to gain support for the parent.  

‘[children] agreed to the referral...not because they needed support, because they thought the adult 

did.’  

This raised questions, between myself and the participants, of why parents may fail to gain support 

for themselves; did they see their grief as illegitimate for support? P2, P4, and P6 all agreed that 
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there lacked adequate bereavement support for parents in their local authorities and highlighted the 

issue of accessing help outwith hospice care, as addressed by Paul (2013, 2015) in her research.  

‘[support for parents is] patchy across the UK and there can be long waiting lists. For us at the 

hospice, you had to have direct contact with the hospice…that would exclude a lot of vulnerable 

people.’ (P6)  

The agency of young people in gaining or controlling their access to support was identified by some 

participants with a counselling background. P1 and P4 both highlighted that, in their experience, 

young people engage with services when they are ‘ready’ to do so. P4 foregrounded her own 

surprise at the insight of young people to engage with counselling, even when it was difficult.  

‘One of the first things I ask the young person is, do you want to be here?’ (P1)  

‘Often they tell me they know they ‘have’ to come to counselling, when I unpick this...it often comes 

from them. That’s what surprises me most, it’s almost like they have the emotional intelligence that 

this will be beneficial for them even if they find it uncomfortable.’ (P4)  

Social Work Skills  

The tendency for social workers to refer bereaved children to specialist bereavement services, as 

highlighted in the literature review, was identified by most participants. This was in spite of  P4, P6 

and P7 stating that their belief is that support was provided best by someone that the young person 

‘knew’ and ‘trusted.’ In some cases, P6 and P7 acknowledged that support may come from a social 

worker and they stressed their skills in communication:  

‘I think social workers are used to talking about very difficult things, even with children. They are 

good at saying things in a straight forward way.’ (P7, child psychotherapist)  

‘Support is most effective when it comes from people that young people already trust. Some of that 

may come from the social worker, acknowledging the loss, helping with the vocabulary, 

acknowledging the feelings, it’s not rocket science.’ (P6)  

The ability of social workers to build relationships with service users is remarked by Ruch et al. 

(2010) as a distinctive skill of the profession. These relationships, according to participants P2 and 

P3, were the medium through which conversations could be had and whereby the young person 

could identify avenues of potential support. Integral to relationship building was listening to the 

children’s experiences. However, there was a lack of consensus regarding whether social workers 

possessed either the skills or the time to help a bereaved child.  
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For example, P5 stressed that:  

‘I always used to think that as a social worker, you are good at a bit of everything, but you aren’t 

really a specialist in anything. Something a crucial as that [bereavement] is better done by a 

trained, experienced person.’  

P2 offered another explanation: 

‘the constraints means [sic] it is challenging and the caseload they manage can sometimes mean 

that they do not feel equipped or that working with bereaved families is part of their remit as they 

do not meet the tariff in working with this demographic.’  

This raised an interesting point for reflection with participants: to what degree is the sequestration 

of this type of support to the third sector indicative of a lack of confidence and/or experience? 

When asked this question, some participants disagreed and suggested that direct support of 

bereaved children was seen as better provided by voluntary agencies due to the existing demands 

placed upon social workers. Others, such as P5 believed that ‘bereavement work’ required specialist 

counsellors or psychotherapists. The possible implication of seeing this as a specialism, according 

to Currer (2007), is that it leads to an increasingly individualised, medicalised way of looking at 

bereavement and risks abating the responsibilities of social workers.  

‘I mean you get training in child protection and support systems, it is a very different thing, putting 

on a different hat and saying, well, I am now a counsellor.’ (P5, Former social worker)  

For many of the participants with experience of working alongside social workers, there was a 

divergence between the skills that social workers possess and their own perception of these skills.  

‘It’s not [the social worker’s] actual ability. It’s a fear of doing or saying the wrong thing.’  (P2) 

‘There’s a reluctance from people to engage in these conversations for fear they don’t have the 

skills, for fear they might upset people. Quite often in training you hear “oh but I just don’t want to 

open up a bag of worms.”’ (P6) 

‘I often get the impression that social workers feel under skilled...they refer the young person 

saying “I’ve done as much as I can” and I get that they mean therapeutically but I think they are 

better placed to work with that young person, having already developed a relationship.’  (P4)  

The ways in which participants identified the fears of children, parents, and professionals to not 

upset others or ‘say the wrong thing’ was interesting in providing a uniting theme going forward in 
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this dissertation. As Paul (2015:219) identified in her research, some professionals working with 

children are vulnerable to ‘ostrich syndrome’. This failure to address difficult conversations with 

children is incompatible responsibilities that practitioners hold within social work praxis to 

safeguard children’s wellbeing (ibid).  

P7, as a child psychologist, noted her experiences working with social workers within integrated 

CAMHS teams. She explained that her main advice for all staff working with bereaved children is 

that there is no panacea for grief nor any ‘right’ way to support them. Rather, P7 emphasised the 

importance ‘just being’ and ‘bearing with’. This sentiment is stressed as highly important within 

thanatology literature for both dying patients and families experiencing a bereavement (Schaffer 

and Norlander 2009). Arbore et al. (2016) hypothesises that ‘being’ instead of ‘doing’ is something 

that social workers need to become more competent in.  

‘Actually a lot of loss and bereavement work is just listening. There is nothing to be done, it is just 

about bearing it until you feel better.’ (P7)  

P4 runs training sessions for social workers and teachers working with children which aim to 

address how to best to support bereaved children. She signalled that the lack of confidence of social 

workers to use key skills, such as listening and ‘being’, means that they often ask for concrete 

resources such as books, as pseudo-manuals, to address these topics with children. 

‘I often feel, I wouldn’t do anything differently from what [the social worker] would do.’ (P4)  

Emotional Demands  

An area of interest in this dissertation that I sought to explore was how those working with bereaved 

children ‘manage’ the emotional demands of this kind of work. The majority of participants referred 

to the importance of supervision.  

For P1 supervision was positive:  

‘I have been lucky to have great mentors. Mentors who are experienced and confident in their 

practice who help you feel that they and you “hold the work” is important.’   

Other participants described supervision which appeared to be more task-centred than the emotional 

‘holding’ described by P1, something often highlighted in social work literature (Karvinen-

Niinikoski 2003).   
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P4, P5, and P6 described times in which they believed their wellbeing wasn’t given a high enough 

priority by line management. Interestingly, this also included a lack of attention paid to a 

bereavement of one of the participants.  

 ‘My role is isolating, of course the school staff are all pretty friendly but you don’t get to talk about 

the emotional side of your work and the demands. There isn’t time in supervision.’ (P4)  

‘We did talk about things, but it wasn't about how I was doing.’  (P5)  

‘I had to actively seek support. I was quite surprised by my ‘3 day leave’ after my bereavement.’ 

(P6)  

‘The biggest struggle of my job is trying to get adequate supervision and support. I find it 

disheartening [the local authority] think I have been able to carry this workload for a year and a 

half. I have a duty of care towards the teenagers.’ (P4) 

Being aware of how emotive subjects such as death and dying - particularly when it involves 

children - has a personal impact and influence on practice is acknowledged as essential by Chan and 

Tin (2012). This was referenced by participants who noted that along with good supervision, it is 

the responsibility of the practitioner to be self-reflective. I would suggest, as Tusscher (2016) does, 

that they are interdependent.  

P6 suggested that: 

‘As a profession, we need to be more open with our bereavement experiences and be comfortable 

with that.’  

This sentiment was discussed by other participants who suggested the necessity of being aware of 

how personal experience filters into their work. Several participants noted that on becoming 

parents, they were more sensitive to the emotions of children they worked with. Interestingly, 

mirroring the assertions by Arbore et al. (2016) that social workers should not try to remove 

emotions from their work, P4 suggested that in sessions with young people she often finds herself 

moved emotionally and she acknowledges this to the young people: 

‘I often say to young people, especially when they say themselves that I can’t help them or they 

can’t be bothered, that I am hearing their story and that I feel hurt or sad that they went through 

that experience.’  
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P7 acknowledged that her experiences receiving ‘analysis’ for the years that she had been a trained 

psychotherapist had allowed her to understand her emotional reactions to her interactions with 

young people and children: 

‘The worst thing is trying to suppress it. Working with young children and their parents and you 

have to think, I find myself moved by it and I have to be aware of am I going to acknowledge my 

feeling, am I going to cry, is it ok if I cry? It is important to be able to feel in relation to other 

people’s experiences and I think if we can’t do that then we can’t really do the job.’  

P1 stated that her experience of external supervision was one that helped remind her to be self-

reflective but once again acknowledged the importance of a good mentor: 

‘In therapy you need to constantly analyse who am I? What can I manage emotionally. A good 

mentor will help you explore this in a safe space.’  

Summary 

There appears to be a paradox between the potential of social workers to work with bereaved 

children and their under-confidence (Lloyd 2002). This proposition was introduced through a 

review of literature and then substantiated by these findings. Many participants acknowledged the 

pathology that surrounds death for children, their families and professionals. This appears to create 

a fear of talking openly about death; adults feel ill-equipped to do so and are conscious of the risks 

of upsetting children further. Through discussion of the support that professionals receive to help 

them in their practice with bereaved children, participants acknowledged that being aware of one’s 

own feelings and experiences is necessary as a prerequisite of their role. Whilst these findings are 

not generalisable, they point to the divergence between the way that competence is attributed to 

social workers by those outwith the profession and the way social workers believe that ‘practical 

demands’ and ‘lack of specialist training’ encumber their practice.  

  



 

33  

4. Implications for Social Work Policy and Practice 

In exploring key themes with participants I became more aware of the difficulties faced in practice 

by those working with bereaved children, as well as gaining a better understanding of some of the 

potential reasons behind the tendency of social workers to refer children to specialist services.  

Participants in my study on the whole stated their belief that social workers do hold a key place in 

supporting bereaved children precisely because of their holistic approach. Conversely, this 

dissertation does not set out to question whether voluntary agencies have a role in bereavement 

support, or devalue their contribution. In speaking to participants working in the voluntary sector, I 

was struck by the flexibility, time, skills, and effort put into their direct work with children and 

families. However the dominant theme that emerged from discussion, and from my focus on social 

work praxis specifically, was the belief held by participants that social workers, despite their skill 

set lack confidence in working in this field.  

Throughout my literature review and discussions with participants it became clear that one way to 

‘demystify’ child bereavement and increase practitioner confidence with this demographic would be 

a two-fold action plan based on the training and supervision of practitioners working with bereaved 

children.  

1. Child Bereavement Training within Social Work Education 

Specialist bereavement charities, such as CRUSE and Winston’s Wish, are instrumental in 

providing training for parents, carers, social workers and other professionals in contact with  

bereaved children (Ribbens McCarthy 2006). A participant in my study, who works as counsellor, 

divulged that she and a statutory social worker colleague regularly hold training sessions on basic 

communication with bereaved children.  

I would suggest that pre-qualifying training on bereavement issues could be expanded upon within 

social work education in Scotland. This view was substantiated by a number of participants in my 

research. It is also supported by Fearnley (2010) who conducted a study into the experiences of 

social work students in this practice area. In looking closely at the findings of Shaping Bereavement 

Care (Scottish Government 2011), it is apparent that the provision of social work courses 

specifically on bereavement varies according to higher education institution in Scotland; in some 

universities this meant just three hours of lectures and group work. Fearnley (2010) would suggest, 

as do I, that training is key in helping practitioners feel competent in their role communicating with 

bereaved children. I would therefore question whether this current provision is sufficient.  
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 The Association of Palliative Care Social Workers formed a working group tasked with providing a 

practice guide to ensure all social workers, not just those in palliative care: 

‘will be able to help people, their families, and those close to them to realise the value of what they 

can do and give to each other at the end of their life and during bereavement, and to get the support 

they need.’ (APSW 2016:10) 

A key conclusion of this document was to recommend that those in control of the wider social work 

education curriculum ensure adequate reference is made to the overlap of palliative care with 

general social work skills and capabilities (ibid). It also strongly advocated for those with ‘lived 

experience’ of using bereavement services to be involved in the delivery and design of this 

education (ibid). The document urges social workers, post-qualification, to consider their 

capabilities within this field and to ask their employers for continual learning opportunities 

throughout their career. As identified in my introduction, following two years of a master’s 

programme, I was struck by the relative lack of focus applied to this area of practice in my own 

training. Given the findings of my research, I believe specific training at undergraduate and 

postgraduate level is instrumental in informing those starting out in the profession that end of life 

and bereavement care are, as substantiated by the APSW working document, an important part of 

their role.  

Training through Observation 

The child psychotherapist participant in my study suggested that newly qualified social workers 

(NQSWs) may also benefit from direct experience of observation of children at different 

developmental stages. This opportunity is neither a compulsory component of social work training 

in Scotland nor universally guaranteed through work or placement experiences. Whilst this may be 

difficult due to constraints placed upon the existing social work curriculum, I agree with P7 in her 

assertion that this would be beneficial for those without direct practice experience with young 

children. Observation would help NQSWs to familiarise themselves and normalise their interactions 

with young children, and thus within the focus of child bereavement, potentially ease their concerns 

talking about issues of death and dying with them. 

‘My main advice is are you getting to know the child? You know…being around children in nursery 

or school, just so you get used to being around children and talking to them. They are not an alien 

species.’ (P7) 
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2. External Supervision 

Due to the scope of this dissertation, it was not possible to look in depth into the idiosyncratic 

components that constitute good or bad supervision. However, what emerged through discussion 

with participants from all backgrounds was that there had been insufficient focus on their emotional 

wellbeing and their own personal bereavements. Whilst scholars such as Grant and Kinman (2014) 

caution against supervision being seen as pseudo-counselling, I would stress the importance of 

supervision within modern practice as not merely procedural but as a substantive tool for social 

workers. Chan and Tin (2012) suggest it is a tool for self-preservation and can mitigate against  

psychological stress. Reflecting the counselling and psychotherapeutic background of many of the 

participants, the importance of supervision as a chance to ‘focus on his or her responses to the 

client’s material’ (Tusscher 2016:39) was emphasised. I believe this is particularly important if we 

are to consider, as Katz (2016:218) does, the ways in which all professionals bring their own 

childhood experiences, vulnerabilities, relationship histories, and biases to their work. Katz (ibid) 

highlights that ‘not even the most experienced clinician is without his blind spots.’ Thus I would 

suggest that more attention is given to the benefits and/or necessity of supervision in helping to 

uncover these vulnerabilities, across all specialisms of practice.  

Social work supervision in Anglo-American countries largely follows the hierarchical structures of 

line management and has a tendency to be casework-driven (Kadushin-Harkness 2002, Karvinen -

Niinikoski 2004). According to Karvinen-Niinikoski (ibid) supervision in Scandinavian countries is 

sequestered externally to social work organisations and reflects the primacy placed upon ‘reflective 

support’ on both a personal and professional level. I would argue that social workers across all 

specialisms would benefit from the kind of external, supplementary supervision that is a 

prerequisite for counsellors, such as my participants, under the BACP. This could provide social 

workers the separate space to focus specifically on their ‘working orientation and self 

understanding’ (Karvinen-Niinikoski 2004:8). In the realm of working with bereaved children this 

is particularly important due to the emotive nature of this kind of work and to ensure that the 

practitioners’ own experiences, fears, and protectionist attitudes regarding children are given 

adequate attention, so as not to impact on their provision of effective support.  
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5. Conclusion 

‘No one ever told me that grief felt so much like fear.’  
 
(C.S. Lewis, A Grief Observed, 1961) 
 

The discomfort that surrounds child bereavement for adults was one that was acknowledged by my 

participants. C.S Lewis, in describing his own grief after the death of his wife, suggested that the 

difficulties resulting from bereavement are compounded by the way it is treated in society as an 

individual, private event. He emphasised that this is a fallacy and that loss is inextricably both 

personal and social.  

In the context of child bereavement, it cannot be denied that a minority of children could benefit 

from specialist therapeutic intervention (Ribbens McCarthy 2006). However, I would argue that 

voluntary agencies should not be relied upon to meet the deficit of support provided by social 

services. Fearnley (2010) argued that treating death as ‘the elephant in the room’ and referring 

children to specialist services is failing to acknowledge the responsibilities and capabilities that 

social workers possess. Furthermore, it risks the assumption that bereavement is something that 

requires specialist intervention, when research shows that basic information and discussion is often 

sufficient for children. Social workers are argued to hold a key role in helping families and other 

professionals to talk to children about matters such as death. This includes helping to support those 

around the child in having honest and open discussions and recognising that whilst there is no 

panacea for grief, it is a normal and universal experience. The resurgence of relationship based 

practice places these skills once again at the top of the agenda within social work education (Ruch 

et al. 2010). Following other frameworks, such as Shaping Bereavement Care (Scottish 

Government 2011), this dissertation has recommended that all social workers should receive 

adequate training and supervision to provide the best support to bereaved service users.  

The failures to talk to children about death and dying are often driven by adults’ fears of ‘saying or 

doing the wrong thing’. As my participants identified, this can lead to unvalidated assumptions of 

the vulnerability of children as well as underestimations of their resilience. Children, like ‘the 

bereaved’, are not a homogenous group and to assume their collective needs would be erroneous. A 

gap identified in my research, and not substantiated by my findings, is the experiences of children 

who are argued to be at even greater risk of marginalisation, such as looked after children, refugees, 

and those with learning disabilities. Further research into the variation in experiences of bereaved 

children, stratified by background, would be beneficial in helping inform practitioners what role, if 

any, they could play in supporting them.  
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Social workers have a duty to give a ‘voice to the voiceless’ (Thyer 2001:354). As such, it is 

important to acknowledge the failings of this dissertation to acquire the views of bereaved children 

themselves. Instead, using the observations of experienced practitioners, it has explored the ways in 

which children are excluded. From this, it has identified systemic improvements to practice that can 

be made.  
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APPENDIX A 
 
 
Participant Information Sheet 
 
 
Title of dissertation: The barriers affecting practitioners working with bereaved 
children 
 
Introduction 
 
Hello! I am studying towards my Master of Social Work. Thank you for taking the time to read this 
participant information sheet and showing an interest in my research.  I hope you find the following 
information helpful to decide whether or not you wish to participate.  
 
What is the purpose of this research?  
 
The aim of my research is to explore the ways in which practitioners working with children help 
them to explore concepts of death and loss when they experience the bereavement of a parent. I aim 
to unpick what you and other practitioners consider good practice to be when with helping children 
and their families. I will thus also hope to uncover what you and other practitioners consider to be 
some of the biggest barriers in effectively supporting children and their families in this process and 
based on your experiences/opinions how you believe children can be better supported by social 
services as well as in health or education settings.  
 
I decided to pursue this line of research due to my interest in child empowering practice as well as 
my experiences with working with young children. Whilst working on a community project, I met a 
child rom a family whereby the father had died and the child had expressed their distress to me 
about being unable to speak about this with their mother or other adults in the family. This 
experience highlighted to me the additional potential trauma for children if they feel they are being 
excluded from the grieving process. I would therefore like to gain a greater insight into what the 
reality of practice is for practitioners coming into contact with bereaved children and whether the 
way in which we view childhood in Euro-American societies influences the way in which 
professionals engage with children regarding topics like death and mortality.  
 
On completion of my MSW taught classes I was struck that there was minimal material addressed 
at looking at bereavement and loss for service users and how social work (as well as the those 
working in the voluntary sector) can support children in particular. I hope this dissertation 
highlights the narratives and perspectives of practitioners working in this field to gain a better 
insight into some of the challenges but also some of the successes of engaging with children and 
supporting them following a bereavement.  
 
Participation: Interview 
 
If you are interested in taking part in my investigation then your participation would consist of an 
interview. The interview would last approximately 1-1.5 hours and could be conducted in your 
place of work or at a booked private room at my university (X). The location of the interview is 
flexible to suit you and your availability. Skype interviews are another possibility if there are issues 
regarding travel. 
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An interview schedule will be sent out to you via email prior to the interview. If there are any 
questions you are unhappy or uncomfortable about answering then I am happy to be informed of 
this and I will make adjustments to my questions accordingly.  
 
Taking part in the study is voluntary. You may choose not to take part or subsequently cease 
participation at any time. 
 
Confidentiality and anonymity 
 
 In order to ensure confidentiality, I will change the names of interviewees and any identifiable 
information they disclose (i.e. names of family and friends, job title, geographical locations). Any 
information disclosed about service users they have worked with will also be similarly anonymised.  
 
What are the benefits for taking part in this study? 
 
Taking part in the study will help explore and identify themes that could inform social work 
practice both on an individual basis (for the researcher in their future employment) but also 
potentially inform those who read the dissertation and with an interest in this field. It could also 
potentially be beneficial for those working with children in others settings (health or education) as 
your participation could highlight more general themes about engaging with children and helping 
children’s voices to be heard.  
 
Data collection and disposal 
 
I am the only researcher conducting this study and the only one responsible for the date collection, 
transcription and security of the data. The data collected are interviews between the researcher and 
the interviewees. I will be utilising a recording application on my laptop to record the interviews. 
The data will be stored on my laptop secured with a password that only I know. Once my 
dissertation is submitted I will dispose of the recorded data on my laptop. 
 
Once completed I will ensure that you receive a copy of my overall findings of my dissertation for 
your information.  
 
 
What happens next? 
 
If you are happy to be involved in the project, please email me confirming this with the consent 
form attached as seen below. I will then send you the interview schedule.  
 
From here we can confirm a date and time that works best to carry out the interview.  
 
If you do not want to be involved in the project, I greatly appreciate the time you have taken to read 
this participant information sheet.  
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Consent Form for:  
 
Title of the study: The barriers affecting practitioners working with bereaved children.  
 
 
▪ I confirm that I have read and understood the information sheet for the above project and the 

researcher has answered any queries to my satisfaction.  

▪ I understand that my participation is voluntary and that I am free to withdraw from the project at 
any time, up to the point of completion, without having to give a reason and without any 
consequences.  If I exercise my right to withdraw and I don’t want my data to be used, any data 
which have been collected from me will be destroyed. 

▪ I understand that I can withdraw from the study any personal data (i.e. data which identify me 
personally) at any time.  

▪ I understand that anonymised data (i.e. .data which do not identify me personally) cannot be 
withdrawn once they have been included in the study. 

▪ I understand that any information recorded in the investigation will remain confidential and no 
information that identifies me will be made publicly available.  

▪ I understand that any variation of the conditions above will only occur with your further explicit 
approval 

▪ I consent to being a participant in the project 

▪ I consent to being audio and/or video recorded as part of the project   

 
Quotation Agreement  
 

I also understand that my words may be quoted directly. With regards to being quoted, please initial 
next to any of the statements that you agree with: 

 

 I	wish	to	review	the	notes,	transcripts,	or	other	data	collected	during	the	research	pertaining	
to	my	participation. 

 I	agree	to	be	quoted	directly. 

 I	agree	to	be	quoted	directly	if	my	name	is	not	published	and	a	made-up	name	(pseudonym)	is	
used. 
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 I	agree	that	the	researchers	may	publish	documents	that	contain	quotations	by	me. 

 

All or part of the content of your interview may be used; 

• In academic papers, policy papers or news articles 
• By the local authority X and other local authorities if appropriate   
• On our website and in other media that we may produce such as spoken presentations 
• On other feedback events 
• In an archive of the project as noted above 

 
 
 

(PRINT NAME)  

Signature of Participant: Date: 
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APPENDIX B  

Introduction to the interview:  
 
I am conducting qualitative research to look at the ways in which practitioners help children to cope 
with the bereavement of a parent and some of the barriers encountered. As part of this research I am 
interested in asking questions that relate to your current role working/being in contact with 
bereaved children as well as some of your experiences and observations about what constitutes as 
good and bad practice. This interview will last approximately 30 minutes and will be recorded with 
a voice recorder. Information given by you, including your details, place of work and professional 
role, will be anonymised as to ensure confidentiality. All information recorded will be destroyed 
after submission of my research. Please feel free to stop and ask any questions throughout the 
interview and to not answer any questions you  not feel uncomfortable in answering.  
 
 

1) Please confirm your current role and how long you have been working in this role? 

2) Have you previously worked with bereaved children? If so, in what capacity and for how 
long?  

3) What tools do you use in your role to explore issues of death and bereavement with 
children?  

4) Before working with bereaved children, what were your preconceptions about this role? In 
what ways, if any, have your experiences differed to your preconceptions in this regards? 

5) Do you currently encounter any barriers in working with children who have lost a parent? If 
so, can you describe a practice scenario whereby these barriers were present and how these 
were managed? 

6) Do you work closely with other professionals in your role in supporting/helping children 
who have experienced the bereavement of a parent? If so, what are the challenges/benefits 
of inter-professional working in your opinion?  

7) How are you, as a professional, currently supported in your role working with bereaved 
children? How would you improve the support you are given in your current/or previous 
role?  

8) Based on some of your experiences, how do you think that bereaved children can be better 
supported by social services, in school or health settings? 


