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Implications for practice

® Among health and welfare professionals, more
awareness is needed to identify bereaved
clients in need of support and to support them
and/or refer them for appropriate treatment.

® Professionals in health and welfare services
need more general knowledge about
grief, including grief after a 'special death’,
and about the symptoms of complicated
bereavement processes.

® Professionals in substance use services
are likely to encounter many clients with
experiences of loss and grief and thus need
the competence and confidence to address
these issues in their daily practice.

® More research is needed into the content and
effects of bereavement support and how to
best support and equip those professionals
encountering the bereaved after a drug-
related death.

Abstract

After a drug-related death, the bereaved are at
risk of severe social and health consequences,
but their need for professional support in their
bereavement processes often falls under

the radar. The bereaved themselves ask for
continued support, and the research shows
significant symptoms of prolonged grief for
years after the loss. This article explores
professionals’ perspectives on providing
bereavement support to bereaved clients after
a drug-related death. The article builds on
focus group interviews with professionals from
different health and welfare services in Norway
who are likely to encounter the bereaved in their
client work. A total of six focus group interviews
were conducted, involving 29 professionals

from services such as mental health and

drug services, residential care, low threshold
services, and medical services. The results

show that bereavement support for the drug-
death bereaved is perceived as demanding
relational work that is not part of their primary
work tasks. The work is highly individualised
because formal organisational structures are
lacking, which can impair bereaved peoples’
access to bereavement support. The lack of
training, knowledge, and clear responsibility
may lead to professionals lacking confidence
and withdrawing from support initiatives in order
to avoid stress and burnout.
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Introduction

Losing someone close is a challenging, although
normal and expected, life experience. In most
situations, family and social networks can
provide the support a person needs in their
bereavement process (Aoun et al, 2015). In some
situations, however, people need professional
help to deal with grief and the impact of the
bereavement on, for example, their quality of
life and daily functioning (Breen & Moullin,
2022). Bereavement support may include
professional assistance such as grief support,
grief counselling, and grief therapy and informal
assistance such as network and peer group
support (Breen & Moullin, 2022). Different
models have been developed for the assessment of
bereavement risk, the support needs of bereaved
populations, and the identification of the kinds
of support services and training needed by

those providing support (Aoun et al, 2015, 2018;
Killikelly et al, 2021).

In this article, we address bereavement support
provided by professionals who encounter the
bereaved after a drug-related death (DRD).
Examples of such professionals can be found in
local health and welfare services, substance use
services, and medical services. DRD refers to
deaths directly attributable to the use of illicit
psychoactive drugs, and deaths caused by illness,
accidents, suicide, and violence related to the
intake of drugs.

Worldwide, millions of people die annually for
drug-related reasons. In 2022, in the European
Union (including Norway and Turkey), 6,436
persons died of overdose (European Monitoring
Centre for Drugs and Drug Addiction [EMDCCA]
2022). In the USA, overdose has reached epidemic
proportions, with 106,699 deaths in 2021 (Centers
for Disease Control and Prevention [CDC], 2023).
Additionally, there are deaths related to illegal
drug use, such as through accident, violence,
infectious disease, or other health disorders. It

is estimated that every deceased person leaves
behind at least ten close family members and
friends who must adapt to the loss (Dyregrov et
al, 2020). Thus, the number of people affected by
a death will depend on various factors, such as
subjective experience, loss resilience, and affect
dynamics (Coifman et al, 2007).

Research shows that death that is sudden,
unexpected, and unnatural increases the risk
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of complicated bereavement processes, such as
prolonged grief disorder (PGD), post-traumatic
stress disorder (PTSD), and early death (Djelantik
et al, 2020; Dyregrov et al, 2003; Kristensen et

al, 2012; Li et al, 2003). The term ‘special death’

is used for sudden and unnatural death that

is particularly difficult for those left behind
(Chapple et al, 2015; Guy & Holloway, 2007).
Suicide, DRD, and death following HIV/AIDS are
examples of special death. These deaths share
certain features, such as often being perceived

as self-inflicted and preventable. Additionally,

the often traumatic circumstances of death may
create more intrusive and negative memories that
can affect the grieving process (Djelantik et al,
2020).

Special death following, for example, illegal drug
use is often morally condemned in society and
associated with deviant or morally reprehensible
lifestyles (Corrigan et al, 2017; Guy, 2004). As
such, stigma often follows such a death and

can result in the death being devalued and
disenfranchised within society. The concept of
disenfranchised grief, developed by Doka (1999,
p 37), ‘recognizes that societies have sets of
norms — in effect, grieving rules — that attempt
to specify who, when, where, how, how long, and
for whom people should grieve’, which can lead
to some types of griel not being recognised in
society. Other researchers have contested this
‘recognised-not recognised’ binarity of grief

and have discussed, for example, whether a
hierarchical model of grief better captures the
different norms regarding the legitimacy of grief
in a society (Robson & Walter, 2013). However,
both approaches agree that the powerful
mechanisms of social norms result in some
bereavement positions being more valued than
others. Consequently, some groups of bereaved
populations may be deprived of the assistance
and support of family, friends, personal /social
networks, and professionals and may be less likely
to seek such support (Doka, 1999; Valentine et al,
2016).

Discrepancy between support
needs and support provision

People left bereaved after a DRD are at risk of
severe health implications due to the trauma of
the loss and the strain and stigmatisation both
before and after the death (Bottomley et al, 2022;
Christiansen et al, 2020; Titlestad, Mellingen et al,
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2021; Tidestad & Dyregrov, 2022). For example, a
Norwegian study found that parents left bereaved
by a DRD (n=93) have a statistically significant
high risk of prolonged grief symptoms (M=30.69)
(Titlestad et al, 2022). Additionally, when family
members are included (n=234), the analysis shows
that many suffer from high levels of prolonged
grief symptoms. Of these, 26% have scores equal
to 35 or higher, which has been suggested as a
preliminary cut-off score for the diagnosis of
prolonged grief disorder (Titlestad & Dyregrov,
2022). In both studies, symptoms of prolonged
grief were measured by Prolonged Grief
Disorder-13 (PG-13), a criterion-based diagnostic
tool (Prigerson & Maciejewski, n.d.).

The scarce research on bereaved people’s
experience of the professional support system
indicates that those bereaved by DRD do not
receive the support they need to deal with the
bereavement process (Titlestad, Lindeman

et al, 2021; Titlestad, Mellingen et al, 2021;
Valentine et al, 2018). The bereaved themselves
want help that is long-term, routinised, and
competent (Fjer & Dyregrov, 2021), and they
ask in particular for help from crisis teams and
psychologists /psychiatrists and for help for

the children in the family (Kalsas et al, 2022).
Thus, there seems to be a discrepancy between
the help needed and the help provided by the
professional support system (Kalsas et al, 2022).
Also, stigmatising attitudes can impede both

the seeking and receiving of help (Dyregrov &
Selseng, 2022; Titlestad, Mellingen et al, 2021).
Based on interviews with 106 adults left bereaved
by substance-related deaths (alcohol and drug-
related deaths) and six focus group interviews
with practitioners in the UK, Valentine et al (2018)
found that the bereaved generally experienced a
lack of understanding in the support system (eg
counselling services, police, funeral directors,
treatment services). In the same study, they found
that practitioners seemed unknowledgeable
about the kinds of help the bereaved needed and
had difficulty navigating the support system.

Research has also identified a general lack

of knowledge about grief and bereavement
processes among health professionals that may
influence service provision (Breen, 2011; Breen et
al, 2013; O’Connor & Breen, 2014). For example,
professionals lack experience in bereavement
support and associate the work with negative
feelings such as discomfort, worry, helplessness,
frustration, and guilt (Fan & Lin, 2022). These
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factors can both limit support provision and
interfere with the quality of bereavement support.
In a survey of bereaved people’s perception of
different sources of bereavement support (n =
678), help from professionals was reported as the
least used and had the highest proportions of
perceived unhelpfulness (Aoun ef al, 2018). The
high levels of dissatisfaction may not only relate
to the quality and availability of professional
support but also result from bereaved people’s
expectations of the support system.

Knowledge about professionals’ own experience
helping individuals grieving a DRD and the
resources they need to respond adequately is
lacking (Reime et al, 2022). A recent Norwegian
study of psycho-social follow-up immediately

after DRD found that first responders often fail

to include the DRD bereaved in the provision of
services (Laseth et al, 2022). Titlestad and Dyregrov
(2022) showed that symptoms of complicated

grief were highest among those who had lost
someone one to two years earlier, underscoring

the importance of long-term help provision and
the importance of professionals being aware of the
symptoms of complicated grief over a longer time
span. Thus, there is a need for more knowledge
about the different groups of professionals who
encounter bereaved clients and can provide both
acute bereavement support and support over the
longer term. The present article aims to address
this knowledge gap by exploring health and welfare
professionals’ perspectives on bereavement support
after a DRD and discussing some key conditions for
help provision over the longer term.

Methods

This article is based on data from a large
Norwegian study of those bereaved after DRD:
the Drug-death Related Bereavement and
Recovery Project (the END Project). Qualitative
data from six focus group interviews with
professionals likely to encounter the bereaved
after a DRD in the municipalities was analysed
for this article. The present study is anchored in
a social-constructivist tradition. Given the lack
of prior research, the study has an explorative
design and empirically driven analysis.

Research participants

Participants were recruited from six Norwegian
municipalities with relatively high DRD levels.
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These municipalities varied in size (from about
40,000 to about 600,000 inhabitants) and were
geographically spread. A contact person in the
municipality was asked to recruit individuals
from the different services likely to encounter the
bereaved after a DRD. Additional participants
were recruited through network and snowball
methods. In total, 105 helpers were recruited
from public, private, and non-profit organisations
(NGO:s). Four focus group interviews were
conducted in each of the six municipalities
between September 2019 and January 2020 (one
group of first response helpers, one group of
helpers from NGOs, one group of professional
helpers who might encounter bereaved clients

in the municipalities, one group of managers)
for a total of 24 focus group interviews. The six
focus group interviews included in the current
study were conducted with 29 professionals from
different workplaces (see Table 1). All of these
participants were employed by public services,
apart from one working for an NGO delivering
residential care services. Focus group size varied
as follows: four participants (one group), five
participants (two groups), six participants (one
group), and seven participants (one group).
Additionally, one interview was conducted with
two participants.

Table 1: Overview of participant’s workplace

‘ Number of
- participants

3

1

i1

Local mental health and drug services 8
5

6

¢ Low threshold services for people
¢ using drugs. For example: housing,
. care, and follow-up in the locall

{ community

Services for children, youth, and 2
- families
: Specialised services for drug 1

- addiction and rehabilitation

Focus group interviews

The focus group interviews were piloted and
based on a thematic guide. Themes related to:

after a drug-related death in Norway: Professional perspectives

1. Participants’ experiences of bereavement
support after DRD

2. Challenges and examples of good practice
3. Experiences of collaboration
4. Their support needs.

A team of six researchers conducted the focus
group interviews. Each interview was led by two
researchers (moderator and assistant). The first
author (MAR) was involved in conducting six of
the focus group interviews. The project group
developed a joint procedure for conducting
focus group interviews to ensure all focus group
participants were given the same information
and to guide interview structure and facilitation.
Focus group interviews took place in a meeting
room at either a participant workplace or a
nearby site convenient for participants and with
the necessary facilities. Focus group interviews
lasted about two and a half hours and were audio-
recorded and transcribed verbatim. Before the
interviews, participants were informed of their
rights as research participants and completed a
consent form.

Analysis

The analysis was inspired by reflexive thematic
analysis (Braun & Clarke, 2006). First, the
authors read the material several times to form
an overview of the content. In the next step, data
was grouped by initial codes based on patterns
identified that characterised bereavement support
from the professionals’ perspectives. The first
and third authors conducted the initial analysis
separately; then the two authors discussed and
modified the codes as the basis for the next

step in the analysis. In the final step, the initial
codes were modified to form two overarching
themes with related codes illustrating patterns
in the data on the professionals’ perspectives on
bereavement support to DRD bereaved clients
and key conditions for help provision.

Ethics

The study was approved in February 2018 by the
Norwegian Regional Ethical Committees for
Medical and Health Research Ethics (2017/2486,/
REK vest). The study follows ethical standards
from the Helsinki Declaration. Data is managed
and stored according to the Norwegian General
Data Protection Regulation, instructions of
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the Regional Ethical Committee, and internal
regulations of Western Norway University

of Applied Sciences (HVL). The study has a
sensitive and emotional theme, and in the design
of the overall project, the data collection, and
the analysis it has been important that the
researchers involved have both broad experience
as grief researchers and clinical experience from
working in the substance use field. The first and
second authors of the present article have been
involved in grief research for several years and
their professional background includes work with
people with substance use problems. The second

author also has related experience as a next of
kin.

Results

Two themes were identified: ‘demanding
relational work’ and ‘in the margins of
professional work’. The second theme refers to
professionals having other primary tasks but
being likely to encounter the DRD bereaved

as part of their daily work. The themes and
subordinate codes are presented in Table 2.

The themes are described and illustrated with
excerpts below. To ensure the anonymity of all
the professionals, they have been given fictitious

names.

Demanding relational In the margins of

- work  relational work
Restoring trust in the Professionals who lack
i support system - confidence

Taboo and stigma Lack of routines and

- around death - formalisation

Fragmented support
- system

Demanding relational work

The results show that one important
characteristic of bereavement support from the
professionals’ perspective is the demanding
relational work involved when the professionals
encounter the DRD bereaved.

Restoring trust in the support system

Some of the professionals in this study found
the bereaved very angry with the support system
because they were dissatisfied with the help the
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deceased received when still alive. This work
context can make it difficult for professionals to
establish a supportive helping relationship and be
recognised as legitimate helpers. Trude, a general
practitioner, described it as follows:

‘It is the next of kin that have felt stress and grief for
years, and they are tired. And they experienced their
child not getting the assistance from the support
system that was wanted, and then it ended in

death. And then the municipal health system comes
and is supposed to serve the bereaved in their grief
process. At least that was what I experienced when
Tworked at the hospital: ‘Now you are coming, now
you want to talk.” Right? [...] It is difficult, and you
need competence in that to manage to get inlo a
helping position.”

Trude emphasised that the DRD bereaved differ
from other groups of the bereaved because they
have often struggled for many years before the
death. The rumination about what could have
been done to save the deceased often includes
blaming the support system. The anger towards
the support system that some professionals
have been subject to, can affect their ability

to establish a good helping relationship and
make these professionals less confident about
providing bereavement support. Grete, a public
health nurse, also described being accused by the
bereaved:

And then, oftentimes, we [the professionals] are the
ones who must take it [...[ when they are in grief
and shock. I have often been insulted on the basis
that I killed their child, that I didn’t watch out well
enough. So, you must endure that, but if you have

a relationship from the beginning, then you will not
have that reaction. So, it is about trust and, yes,
relationships.’

Grete also emphasises that blame and anger can
be modified if the professionals are known to the
bereaved. A general pattern in the professionals’
descriptions of successful help provision is that it
occurs in a context of a pre-existing relationship.
If the bereaved are known to the professionals,
the professionals’ threshold for initiating

contact is lowered and they are more likely to

be perceived as legitimate helpers. In the above
quote, Grete emphasises that the establishment
of a trusting relationship is a key condition

for help provision, but one that is particularly
challenging in the context of DRD bereavement.
The professionals’ experiences indicate a form of
de-personalisation: the professionals are seen as
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representing the support system in general and
are therefore targeted by the bereaved, who are
frustrated with not having received help before.
As such, the professionals’ work in this context
often has two stages, with their ability to provide
bereavement support being dependent upon their
restoration of trust in the support system and
correction of misconceptions about their roles
and responsibilities.

Taboo and stigma around death

Taboo and stigma, which are frequently
mentioned in connection with bereavement
support following a DRD, make relational work
demanding and can affect help provision. For
example, Vilde, who was from a low threshold
service for people with substance use problems,
found that some bereaved persons hide the cause
of death:

T have found that the public explanation was that
their heart stopped, and that was true, right, their
heart stopped because of an amphetamine overdose
[-..]. They [the bereaved] stick to a truth, but we
know that it is something else. And maybe the
bereaved are in need of another type of talk than in
ordinary grief support groups? But how dare we as
helpers go into that? And I think we are afraid of
that, I think it is difficult.”

Vilde asked, ‘How dare we [...] go into that?” and
intimated that this helping context demands
approaches other than those usually provided
to the bereaved, such as grief groups. The
professionals indicated that the DRD bereaved
often have feelings that can be hard to talk
about, such as blaming themselves for the death,
the deceased’s way of life when they were alive,
or feeling relieved by the death. Such feelings
can also be difficult for professionals to address
and can hinder open communication. Trond,
who was from the local welfare services, found
it important to openly recognise the bereaved’s
feelings:

If 1 talk with a friend, a mother, it is about giving
support and recognising the bereaved's feelings. I
think maybe the person of concern is relieved by the
death. I know how it is, there have been so many
concerns, there has been so much fear related to the
deceased’s way of life, enough to support them with
“Yes, it is ok to experience the feelings you have
now, relief over everything, maybe your close one is
now betler off in another place.””
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Many of the professionals in this study
emphasised the importance of talking about the
deceased in a respectful and recognisable way

to help the bereaved renegotiate their memories
of the deceased and restore a sense of dignity.

In addition, some of the professionals that knew
the deceased before death found that they could
perform an important role by providing the
bereaved with information and narratives about
the deceased. Often the bereaved had little
contact with the deceased before their death,
and information about how the deceased was
living before their death can be important to the
bereaved’s meaning-making processes. Ane, who
was from a local residential care unit for older
people with substance use problems, described
this as follows:

“Io tell them [the bereaved| aboul the person behind
the drugs. Because I think, or I know, that the
bereaved find it very good to talk with someone who
sees the person and not merely the ‘drug abuser’. I
think it is very good for the bereaved to hear that,
despite the violence, they [the deceased] were also a
very good person, they were nice and kind, and they
helped their friends, they were supportive of their
[riends, and yes, the small things in life that were
positive.

Here, Ane was referring to the importance

of narrating a story about the deceased that
emphasises the deceased’s qualities as a human
being. This way of communicating with the
bereaved illustrates how bereavement support
can also be important for counteracting the
aforementioned taboo and stigma around the
death.

Bereavement support in the margins of
professional work

A general pattern in the data shows bereavement
support occurring mainly in the margins of
professionals’ daily work in the municipality.

This context is important in terms of identifying
bereaved persons who need professional grief
support and counselling and distinguishing
between clients’ bereavement needs and referring
clients in need of grief therapy to specialised
services.

Professionals who lack confidence

The results of this study show that many
professionals (including experienced
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professionals) did not feel confident about
providing bereavement support. For example,
those who worked with clients with substance use
problems in residential care wanted to know more
about bereavement in general, as many of their
clients were bereaved, and DRD was a frequent
occurrence in their units. Kristin, who was from
a residential care unit, expressed particular
concern about being bereaved while also having
substance use problems:

‘Related to those who have a substance use problem
themselves, it is a great challenge, so you might
need special competence to go through with the
conversation. It is as if you are going to help a
person with the same deadly disease, you can die

at any point in time, it is a great challenge |...]. I
think that we need specific professional programmes
on how to approach that. When you start with that
type of follow-up, you open up to so much, and in
Sfact you can sit there and you can feel, I have no
knowledge about this, here I need more help, and
then it can take too long to establish that help |...].
So, there I could have wished for supplementary
training. I think we can do it very well, but it is a
very neglected group.’

The professionals were ambivalent about how

or whether to approach the bereaved with their
own substance use problems. On the one hand,
they acknowledged the need for openness

and communication; on the other hand, they
highlighted the proximity of death and the
bereaved’s own risk of dying as factors that can
make openness harmful if it triggers fear in

the bereaved. Even in cases where professionals
said they had a good helping relationship, they
mentioned lacking confidence in bereavement
topics. For example, they found it difficult to
know when and whether clients were ready to
talk about the loss and what it might bring about.
Furthermore, professionals said they are afraid
to summon feelings that cannot be handled and
may lead to increased drug use or a relapse. Thus,
in the above quote, Kristin did not view referral
to other services as appropriate (‘It can take too
long’). Instead, she asked for more training to
handle this in the residential care unit where
she worked. Vilde, who was from a low threshold
service for people with substance use problems,
elaborated further on this lack of confidence:

‘How confident are you about going into it
[bereavement support] when you do not know
who you will meet? And to give condolences at the
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Juneral, or to call [...]. We have so little training
[--.]. And we might be afraid of being rejected and
do not know quite what to say.”

Vilde referred to activities that can be generally
challenging to anyone facing bereavement

and grief and questions about how to relate

to the bereaved, what to say, and how to act
appropriately. However, she also referred to a fear
of being rejected, which can lead to avoidance
and obstruct bereavement support outreach.
From Vilde’s perspective, more frequent
experience of these situations can help reduce
stress and lack of confidence among professionals.
The professionals also experienced that bereaved
persons with substance use problems often avoid
contact and make themselves unavailable for
bereavement support, as shown in this quote
from Kristin, who was from a local residential
care unit:

“They will often try to bottle up feelings and say,

“It is no problem. No, I do not want to talk about
it.”” They become angry and turn us down |[...|.
And they [the persons with substance use problems|
experience DRD time after time.’

Because bereavement support is on the margins
of the professionals’ daily work tasks, many of
the professionals in this study did not have much
experience of DRD and bereavement. They
highlighted the importance of experience in
terms of not only numbers but also routines and
training, as in this quote from Odin, who was
from the local welfare services:

‘I am not sure that we provided good assistance if
Jaced with such a death [...]. Really, we have never
experienced that problem. In that way we are lucky.
But in relation to routines and training, that is
minimal, right?’

Odin was concerned about the quality of the
bereavement support because of the lack of
relevant training. Several of the professionals
in this study described not being confident in
performing this part of the work. Again, this
relates to a lack of knowledge about grief and
bereavement and a lack of training.

Lack of routine and formalisation

There are routines in Norway for bereavement
support in the immediate aftermath of a sudden
and unnatural death (Norwegian Directorate
of Health, 2016), but the results from this study
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show that, after the first acute phase, formal
work descriptions for bereavement support

are lacking. As bereavement support is located
in the margins of many different professional
services, the initiative for bereavement support
is individualised and depends on the different
services’ focus and priority, and certain
professionals’ awareness of the deceased and
their next of kin. When the professionals in this
study gave examples of situations where they
had provided helpful bereavement support,

the follow-up was characterised by compassion
and motivated by the professionals’ former
relationship with the deceased and their family.
The professionals described a field where
bereavement support occurs more by chance, as
this quote from Andreas, who works with next of
kin, shows:

‘When it comes to follow-up after the acute crisis,
there is a need for more systematic work [such

as] how to terminate services, how to continue
work with the bereaved? When are municipalities
supposed to terminate services and refer the
bereaved? That is a challenge that we need to
address more clearly.

What Andreas describes is a common theme

in the data relating to the professionals’
uncertainty over their roles and responsibilities
in bereavement support. He is referring to the
division in the Norwegian health and welfare
system, where specialised services are a state
responsibility and the municipality offers other
services at the lowest possible level. When tasks
have not been formalised and assigned to specific
services, as is the case with bereavement support
after the acute crisis, the responsibilities get
blurred, as illustrated by this statement by Else,
who worked with grief support in specialised
care:

‘We are preoccupied with whether there is a clear
mandate, what our tasks are, what is expected
Jfrom us, and what we should do, what are the
boundaries or frames of the work. When I do not
know about the boundaries, then I must know my
own limitations. Also, we are engaged in taking
care of ourselves as helpers, as we call it, to prevent
care fatigue. We have to pay a lot of attention to
that.

Else is describing bereavement support as a
demanding professional task and emphasised
the importance of clear expectations and
formal work descriptions. From her perspective,
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this is important to prevent burnout, which

she refers to as ‘care fatigue’. Else points to

the tension between the goal of good-quality
service provision and protecting professionals’
health and well-being. This study shows that

the professionals tended to ask for more
formalisation, for example with regard to what
was expected of them and when it was legitimate
to terminate the intervention or refer the
bereaved to other services for further follow-up.

A fragmented support system

The professionals also emphasised the
importance of formal routines as a precondition
for collaboration between relevant services

for bereavement support. The professionals

said they did not know which services (public,
private, NGO) existed and were relevant for

the bereaved. They asked for better routines for
communicating with other services, both for
exchanging relevant information (such as giving
the bereaved details about the cause of death or
the deceased’s final days) and making referrals
to other services for grief support, counselling,
or therapy. Support for the DRD bereaved was
described as a fragmented system with a web of
helpers who could potentially become involved.
Usually, the deceased received help from services
such as low threshold services, mental health
and drug services, residential care services,
medical services, and welfare services. When
someone with substance use problems died, many
of those services could be relevant in terms of
approaching and supporting the bereaved.

However, the professionals found no clear
division of roles and responsibilities, and the
services often lacked information about the other
services involved, as exemplified in this statement
by Odd, who was from a low threshold service for
people with substance use problems:

T have also reflected upon our role because the ones
[the bereaved] we encounter, they often have many
helpers |[...]. If our role is obvious, and we think
that in this case we are close, then it is implicit

that we make contact [with the bereaved]. But

in some cases, our role is not obvious. I have felt

a need to know [whether] the bereaved received
the information they needed, and eventually from
whom? Because, when there are many helpers, who
does what? Who is it that can inform the bereaved
about our services?”
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When many helpers are involved, there is a risk
of disavowal of responsibility. Additionally, the
results show this web of helpers can inhibit the
bereaved’s access to relevant information, such as
whom they can contact if they need information
or bereavement support.

Discussion

This study shows that bereavement support
after a DRD occurs in a demanding relational
context where professional legitimacy is contested
and support initiatives are challenged by the
taboo and stigma connected to the cause of
death. The work occurs ‘on the margins’ of
professionals’ daily work, and professionals

lack the training and knowledge to confidently
provide bereavement support. Additionally,

the lack of organisational routine leaves
responsibilities unclear and increases the risk of
the bereaved being omitted from professionals’
awareness and priorities. This study’s key
findings highlight certain micro-political and
organisational conditions of relevance for
reducing inequalities in access to bereavement
services and understanding how to better the
services provided to the DRD bereaved from a
longer-term perspective.

Bereavement support relies on
individualised relationships and
professional awareness

The study results show that pre-existing
relationships with the bereaved persons concerned
are perceived as an important condition for the
provision of help and for professionals’ helping
initiatives being accepted. This study’s findings
differ from those of Loseth et al (2022), who
explore the experiences of first responders
encountering the DRD bereaved in Norway and
finds that relationships established before death
can obstruct help provision. These divergent
findings can probably be explained by the
multiple and conflicting positions of help and
control (eg of child welfare worker and crisis
team member) occupied by some of the first
responders in the study by Laseth et al (2022).
The municipal helpers in the present study had

a more distinct helping function and, as such,
their role was less ambiguous. The importance of
having a pre-existing relationship also corresponds
with the findings of other studies that document
the importance of continuing support from health
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care providers who were involved before the death,
such as in studies of the parental experience
following the loss of a child (Berrett-Abebe et al,
2017; Darbyshire et al, 2013).

In cases where one had not met the bereaved
person before their loss, the starting point for
professional helping initiatives was perceived

as considerably more complex. In the absence
of a pre-existing relationship with the bereaved
family or friends, there was, according to some
professionals, a greater likelihood of a negative
response to their helping initiatives and, as a
result, they had to work harder to be perceived
as legitimate helpers and to form a therapeutic
relationship. For example, some participants

in this study were accused of causing the death
and served as a personified scapegoat for an
anonymous helping system that was unable to
prevent the death. Rumination about guilt and
whether someone is to blame for the death is

a typical reaction in a DRD bereavement (Da
Silva et al, 2007; Templeton et al, 2017; Titlestad,
Mellingen et al, 2021). Titlestad, Mellingen et al
(2021) found that parents’ anger was directed
mainly towards the support system for not
providing their children with the services they
expected from the welfare state. First responders
are also often exposed to anger and resentment
when encountering family members in cases of
sudden and unexpected death (Lgseth et al, 2022;
Nelson et al, 2020).

The concept of rectification work refers to
professional efforts to rebuild trust after hospital
incidents that have insulted or threatened the
patient’s composure (Strauss et al, 1982). The
concept is relevant to situations in the present
study where professionals discussed having

often dealt with bereaved persons who were
dissatisfied with their earlier encounters with
professionals. Central aspects of rectification
work, such as providing patients with apologetic
support and stoic responses to aggression or
accusations (Strauss et al, 1982), were also shown
by professionals in this study as important for
rebuilding the bereaved’s trust in a support
system that some held accountable for the

death. The work is time-consuming and involves
relational work to restore trust and confidence,
but it also stands out as a precondition for further
support provision.

Despite their long careers in the welfare
services, most of the participants in this study,
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including professionals working with persons
with substance use problems, had limited
experience of providing support to bereaved
family or friends in the aftermath of this special
kind of death. Their lack of experience can be
explained by the small number of DRDs in the
municipality, but it may also relate to a lack of
awareness of clients” experience of grief and loss.
Selseng et al (2023) found that when persons with
substance use problems experience traumatic
and devastating loss, they are deprived of both
social and professional support and seen mainly
as ‘drug users’ and not as ‘grievers’. Research
has also shown that people with substance use
problems are at high risk of experiencing the
DRD of those they are close to, overdosing
themselves, and witnessing overdose deaths
(Kenny et al, 2022). As such, it is reasonable to
assume that most of the participants in this
study who encountered clients with substance
use problems also related to the DRD bereaved
in their practice but without being aware

of or attentive to the clients’ experience of
bereavement and loss.

The findings in the present study comprise
examples of how bereavement support can be
facilitated by exclusive, semi-personal, and semi-
professional relationships involving an attentive
professional and a bereaved individual or a small
group of the bereaved. However, service provision
that relies on individualised relationships and
professionals’ awareness can lead to unequal
access to services. As such, this is the flip side of
this micro-political prioritisation of bereavement
support that takes place in the marginal zone of
the professional’s everyday work.

Lack of organisational anchoring can
lead to professional withdrawal

Many support services may be relevant in terms
of supporting the DRD bereaved, but this

study shows no organisational anchoring of
bereavement support when the first responders
have finished their work. The professionals

in this study experienced a lack of confidence
when approaching the bereaved after a DRD,

in connection with, for example, how to bring

up the topic of grief or whether they should

talk openly about the cause of death. The
professionals also said they encountered bereaved
persons who did not want to disclose the cause of
death or did not want to talk about the death or
the deceased. The taboo on death is interpreted
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as related to the stigma associated with DRD
(Dyregrov et al, 2020; Dyregrov & Selseng, 2022;
Titlestad, Mellingen et al, 2021), which is at risk
of being reinforced if the professionals do not
have the confidence to address the death and

its causes. In the absence of formal descriptions
of bereavement support after the acute phase,
there can be no guiding principles that can
prevent stigma and taboo from affecting helping
initiatives.

The professionals in this study wanted in
particular to become more knowledgeable about
grief and bereavement. As such, it shows that
being an experienced professional in a field

does not necessary make one more prepared

to provide bereavement support. Additional
support and training seem to be necessary

to improve professionals’ ability to provide
bereavement support. In general, professionals’
lack of knowledge about bereavement care has
been reported in studies of professionals, such as
general practitioners and professionals working
in palliative care, encountering the bereaved
after other types of death as well (Fan & Lin,
2022; Jensen et al, 2017; O’Connor & Breen, 2014).
Lack of knowledge (eg about recent developments
in grief theory) can influence not only the choice
of grief intervention but also the professionals’
ability to identify and differentiate between
clients with high levels of need for bereavement
support and those with lesser needs (Breen et

al, 2013). The results of the present study show
that, in case of special deaths such as DRD, the
stigma that follows death can further impede
professionals’ perception of self-efficacy when
they encounter the bereaved.

More training and knowledge are needed to
improve professionals’ sense of self-efficacy in
bereavement support and, as such, to strengthen
the provision of bereavement care (Fan &

Lin, 2022). The results from this study point
towards the risk of professional withdrawal
when professionals who lack confidence work

in contexts without formal structures for
bereavement support or collaboration between
services relevant to the provision of bereavement
support. The problem of ‘many hands’ is
frequently addressed in organisational studies
and describes the challenges of addressing
responsibilities in organisations, particularly in
situations when something goes wrong (Dixon-
Woods & Pronovost, 2016; Thompson, 1980).
When the support system is fragmented, roles
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are unclear, and many helpers are involved,
the process of assigning responsibility is more
difficult. In the worst case, this can lead to
withdrawal and impede service provision.

This study confirms the findings of a study on
substance-related deaths in the UK pointing to
complex systems that are difficult to navigate
for professionals and the bereaved. The lack
of communication and collaboration between
different inter-organisational services was
emphasised in particular (Valentine et al, 2018).
The present study also adds to the findings of
the Loseth et al (2022) study of first responders
encountering the DRD bereaved, wherein they
documented some first responders associating
the DRD bereaved with the deceased’s drug
use and thereby determining that they were
better assisted by the drug services than by the
bereavement support services.

The present study shows that professionals

fear becoming burnt out if they overly involve
themselves in this type of work. The descriptions
by the professionals in this study of the burdens
of bereavement support are also documented in
studies of professional support after other types
of death, which, for example, point to negative
emotions associated with bereavement support
(Fan & Lin, 2022; Jensen et al, 2017). One form of
burnout may be compassion fatigue, first defined
by Figley (1995, p7) as ‘the formal caregiver’s
reduced capacity or interest in being empathic
or “bearing the suffering of clients” and is “the
natural consequent behaviors and emotions
resulting from knowing about a traumatizing
event experienced or suffered by a person™.

Hochschild’s (1983) concept of emotional

labour, which describes professionals
encountering demanding emotional situations
and simultaneously being expected to manage
both their own and their clients’ emotions,

also resonates with the findings of this study.

In the absence of formal descriptions framing
professional’s responsibilities for bereavement
support, the professionals must set limits to
manage the emotional work, the result of which
may be withdrawal or less emotional involvement
in order to cope with the intense emotional
situation. These mechanisms may have powerful
implications for both the bereaved persons and
the professionals. The bereaved in need of formal
bereavement support may be omitted from
services, or receive support services of reduced
quality. Simultaneously, the professionals are at
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risk of burnout or other negative social and /or
health-related consequences if not adequately
trained and equipped with resources to deliver
bereavement support.

Conclusion

This study shows that DRD bereavement support
over the longer term is mostly individualised.
Support services depend on the respective
professional’s initiative and whether they feel
responsible for providing bereavement support
and have the resources, competencies, and
strengths to provide adequate support. This can
lead to unequal access to bereavement services.
Unclear roles, a lack of knowledge and practical
training, a fragmented support system, fear of
burnout, and challenging emotional work are
all conditions within the work context that have
influenced professionals’ capabilities to initiate
bereavement support.

Results from this study point to a general lack

of knowledge about grief and bereavement
among the participating professionals that poses
an obstacle to initiating help. We recommend
that professionals who are likely to encounter
bereaved persons as part of their daily work be
provided with opportunities to increase their
competency in relation to grief and bereavement
processes following death in general and special
death in particular. There is a need for competent
professionals who can identify bereaved persons
in need of bereavement support, who know the
system, and who feel confident about openly
communicating about the loss and managing the
severe emotions that can be aroused. Although
this study is limited to exploring professionals’
perspectives on bereavement support after a
DRD, the research on bereavement after other
types of death also emphasises the need for
more knowledge. As such, the study results are
applicable to health and welfare professionals
encountering bereaved clients after death from
other causes, but some distinct features of DRD
need particular attention.

Finally, the study indicates a lack of
organisational anchoring of bereavement over
the longer term. There is a need to develop
routines and clarify responsibilities to prevent
professional withdrawal and unequal access

to support and to counteract the stigma that
interferes with the delivery and receipt of
support. There is a need for further research on

Bereavement: Journal of grief and responses to death - Vol. 3 (2024) - https://www.bereavementjournal.org N


https://www.bereavementjournal.org

Monika Alvestada Reime, Birthe Magsterb, & Kjersti Halvorsenc: Bereavement support

not only the content and effect of bereavement
support for the bereaved after a sudden and
unnatural loss such as a DRD, but also on how
best to support and equip those encountering the
bereaved as part of their work.
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