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Abstract
Without question a child’s death is a devastating event for parents and 
families. Health professionals working with the dying child and family 
draw upon their expertise and experience to engage with children, 
parents and families on this painful journey. This is a delicate and 
sensitive area of practice and has strong and penetrating effects on 
health professionals. They employ physical, emotional, spiritual and 
problem solving strategies to continue to perform this role effectively 
and to protect their continued sense of wellbeing. Aim: To explore 
health professionals’ perceptions of bereavement support surrounding 
the loss of a child. Methods: The research was underpinned by social 
constructionism. Semi-structured interviews were held with 10 health 
professionals including doctors, nurses and social workers who were 
directly involved in the care of the dying child and family in 7 cases of 
paediatric death. Health professional narratives were analysed 
consistent with Charmarz’s (2006) approach. Results: For health 
professionals, constructions around coping emerged as peer support, 
personal coping strategies, family support, physical impact of support 
and spiritual beliefs. Analysis of the narratives also revealed health 
professionals’ perceptions of their support provision. Conclusion: 
Health professionals involved in caring for dying children and their 
families use a variety of strategies to cope with the emotional and 
physical toll of providing support. They also engage in self-assessment 
to evaluate their support provision and this highlights the need for 
self-evaluation tools in paediatric palliative care.
Key words: Paediatric palliative care l End-of-life care l Health 
professional l Coping
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Unfortunately, a number of children die 
each year due to congenital conditions, 
injuries and oncology-related conditions 

(Australian Institute of Health and Welfare, 
2012). Health professionals caring for these chil-
dren and their families provide care and support 
at an intimate and emotionally-charged time. 
They draw upon a range of coping strategies in 
order to manage the personal and professional 
impact of this care.

The death of a child ‘precipitates a cascade of 
existential emotions for families and thus multi-

ple layers of loss within the family’ (Cacciatore, 
et al, 2008: 352). Health professionals who pro-
vide care leading up to and following the child’s 
death are a supportive presence in the midst of 
providing end-of-life care and must traverse this 
situation carefully in order to ensure families are 
supported effectively. This is a heavy burden for 
health professionals who often experience physi-
cal, emotional and moral distress arising from 
end-of-life care provision (Brazil et al, 2010; 
Keene et al, 2010).

Each health professional group within the team 
approaches end-of-life care with variations in 
philosophy, knowledge, experience and specific 
roles. Recent studies have highlighted the differ-
ences among health professional groups in rela-
tion to palliative care, its impact on health 
professionals and the need to consider the dis-
tinct needs of particular disciplines (Slocum-Gori 
et al, 2013; Zambrano et al, 2014). Professional 
differences have also been noted in relation to 
educational needs and priorities in paediatric pal-
liative care (Amery, 2012). This article reports on 
the commonalities in relation to coping and per-
ceptions of support of health professionals. The 
study findings are from a doctoral study which 
explored both parent and health professional 
perceptions of bereavement support surrounding 
the loss of a child.

Methods
Study design
The research was underpinned by the assump-
tions of social constructionism, that acknowl-
edges that meaning is shaped by our interactions 
with others, and people construct knowledge 
between them in their daily interactions within 
the social world (Berger and Luckmann, 1966). 
The methodology for this qualitative study was 
based on obtaining, through semi-structured 
interviewing, the narrative accounts of a purpo-
sive sample of health professionals at a large ter-
tiary paediatric hospital in Queensland, 
Australia. There were two participant groups: 
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health professionals and parents. This article 
focuses on the first participant group of nurses, 
doctors and social workers who were involved in 
the care and/or support of a dying child and their 
family around the time the child died. The second 
participant group were parents who lost a child 
and whose child was cared for by staff from the 
tertiary paediatric hospital, however, this data is 
not reported in this article. 

Ethical approval
The study gained ethical approval from the terti-
ary paediatric hospital ethics committee and the 
human ethics committee of the University of 
Queensland in accordance with the National 
Health and Medical Research Council’s guidelines.

Recruitment and data collection
Health Information Services at the paediatric ter-
tiary hospital conducted a search of deceased 
patients each month during the data-collection 
period and checked medical records for comple-
tion of the hospital’s privacy consent form. 
Health professionals were identified through the 
documentation in a child’s medical record and 
were contacted approximately 12 weeks after the 
child’s death, through an introductory letter 
delivered to their workplace. Consenting health 
professional particpants were interviewed after 
parents had consented to be involved in the study 
and following parent interviews. To ensure confi-
dentiality, no data was revealed between the par-
ent and health professional participants.

The participants were 10 health professionals 
(two doctors, six nurses and two social workers) 
involved in the end-of-life care surrounding 7 
cases of paediatric death in medical, oncology 
and paediatric intensive care settings at the terti-
ary paediatric hospital. The participants’ ages 
ranged from 24 to 57 years and their years of 
experience in their particular specialty ranged 
from four to over 20 years.

Data analysis
The interviews were audio recorded and tran-
scribed verbatim. The transcribed data texts were 
then entered into the NVivo Version 7 software 
programme and coded into nodes. The interview 
data was then subjected to a process of analysis 
consistent with Charmaz’s (2006) approach. 
Charmaz’s approach is grounded in social con-
structionism (2006) and has been developed as a 
method of qualitative analysis which can be used 
in diverse areas and for varied purposes 
(Charmaz, 2012). The analysis included familiari-
sation with data, generation of initial codes, the 
search for themes, review and revision of themes, 

the definition and naming of themes. This process 
was inductive, comparative, interactive and itera-
tive (Charmaz, 2012). 

Findings
Analysis of staff narratives revealed their con-
structions of meaning around coping with caring 
for dying children and families. Social workers, 
doctors and nurses constructed coping with their 
experiences in caring for children and their fami-
lies at the time of a child’s death in various ways, 
including seeking out staff who shared the same 
experience, confiding in a supportive partner, 
using personal coping strategies, such as com-
partmentalising or focusing on the positives and 
drawing upon their spiritual beliefs. Staff coping 
mechanisms were identified by all three types of 
health professionals interviewed: doctors, nurses 
and social workers. In keeping with the under-
pinning constructivist framework, the researcher 
is a co-constructor of meaning, and therefore to 
present a meaningful analysis of the data, the 
findings and discussion of the insights drawn 
from these will be merged.

Peer support
The first way that coping was constructed by 
participants was confiding in peers and seeking 
peer support, and was the most common coping 
strategy reported by staff. The sudden, unex-
pected death of a child was reported by staff as 
the stimulus for seeking out colleagues who had 
shared the experience in order to harness support 
and aid coping. Staff acknowledged that the 
impact on one health professional could also 
affect the other health professionals involved, as 
witnessing the shattering impact on others 
increased their own awareness of the shocking 
and unsettling nature of the experience.

‘Well you get affected by other staff as well. 
You know, you have other people around you 
as well. I mean, everyone was there trying to 
help. The girl from theatre kept coming back 
saying “Is there anything I can do?” and she 
just kept saying “Oh, this is terrible”, because 
she had a small child as well. She was just, you 
know, not quite sobbing but she was really 
shocked by the whole scenario.’ (Registered 
nurse (RN))

Health professionals expressed the need to dis-
cuss their experiences concerning patient death 
with each other. However, while the sharing and 
recounting of experiences among staff may be 
beneficial, they may also exacerbate feelings of 
shock and devastation concerning the experience. 

❛Staff 
acknowledged 
that the impact 
on one health 
professional 
could also 
affect the other 
health 
professionals 
involved...❜
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The literature regarding peer support following 
traumatic occupational experiences has identified 
the potential negative impact of such support, 
with it contributing to psychological distress and 
ineffective coping (Parkes, 1986; Stephens and 
Long, 2000). Some studies have reported a 
reverse buffering effect of social support, where 
instead of improving the effects of stress on the 
individual, social support may actually worsen 
these effects (Glaser et al, 1999; Button, 2008). 
For example, in a survey of 212 midwives and 
nurses, on the role of social support in moderat-
ing occupational stress, when nurses’ stress levels 
were high, higher levels of social support had a 
detrimental effect on psychological and physical 
health (Button, 2008).

The sharing of experiences between staff as a 
way of coping was not limited to cases of sud-
den and unexpected death, but also occurred 
among health professionals working in pallia-
tive care. Health professionals described the 
importance of sharing with other members of 
the health-care team in order to cope with the 
experience of caring for dying children and their 
families in palliative care:

‘I probably could have found a psychologist or 
something like that to debrief, but I think it was 
made harder because [the RN] wasn’t here that 
last week, and she’s my support. We have been 
supporting each other through this very well. 
But she was just away at a pretty good time 
even though she kept telephone contact the 
whole time, two or three times a day and I 
talked with her. But she wasn’t here; we had 
quite a good team relationship. I think that 
contributed to it a bit.’ (Doctor)

This finding of shared experience is consistent 
with existing research into physician reactions 
and ways of coping with patient death. In a study 
of 188 doctors in the UK into their reactions to 
patient death, Moores et al (2007) found that the 
majority of doctors coped with their experiences 
of patient death by talking with others. The 
source of support was weighted equally between 
other doctors and nurses and friends, family and 
loved ones (Moores et al, 2007). Redinbaugh et 
al (2003) also found that doctors used coping 
strategies such as gaining emotional support 
from others, reframing and immersing themselves 
in work in an attempt to cope with the moderate 
levels of emotional impact experienced through 
encountering patient death.

Research into burnout and staff retention 
among health professionals has also pointed to 
the importance of peer support. Peer support has 

been found to provide health professionals with 
positive validation, a sense of shared experience, 
knowledge and opportunity for reflective prac-
tice, stress and coping strategies and enhanced 
self-confidence (Peterson et al, 2008). Health pro-
fessionals in the oncology setting have also 
gained information and emotional support from 
their peers, followed by supervisors, with the 
least amount of support coming from within the 
organisation itself (Barnard et al, 2006). 

Personal coping strategies
The second way that coping strategies was con-
structed by health professionals was through the 
use of personal strategies. Health professionals 
described using a combination of emotion-
focused coping where the experience was con-
sciously blocked in the short term via 
compartmentalisation. Later, the health profes-
sionals could address the impact of the experi-
ence with problem-focused coping:

‘I think you have to compartmentalise it ... you 
can’t stop how you’re feeling, you’ve just got to 
put that in to its own little place and go on 
with what you’re doing, and then you will work 
through that over the next hours, days, what-
ever. Big things happen in your life and if you 
just thought about them until they were sorted, 
it out would paralyse you and you wouldn’t be 
able to do anything. So you just have to have 
that ticking away, do your job and this just gets 
sorted out in time. It’s a bit like your own per-
sonal experience of grief, which is completely 
overwhelming, and initially you’re completely 
paralysed and you can’t do a thing. And after a 
while it’s like this great big huge shape, it grad-
ually sort of gets more and more contained, it’s 
almost like it’s in a little box and you can sort 
of open the lid and it comes out but then you 
can put the lid back on again. So I think that, 
to a degree, is happening all the time. And I 
think if ... you’re just putting those emotions 
aside and ... ignoring them, I think that ... you 
would be quite robotic if you did that.’ 
(Doctor)

Compartmentalising may be a strategy used to 
be able to cope with treating dying children and 
supporting their parents. Similar perceptions 
have been found among oncologists when inter-
viewed about their approaches to end-of-life care, 
including their ways of coping (Jackson et al, 
2008). Nurses have also described ‘boxing or cur-
taining off’ their feelings when caring for dying 
patients in order to maintain a professional out-
ward demeanour and to continue to perform 

❛Health 
professionals 
described the 
importance of 
sharing with 
other members 
of the 
health-care 
team in order 
to cope...❜
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❛... the 
discussion of 
work 
experiences with 
those other than 
peers or team 
members may 
constitute a 
breach of 
confidentiality.❜

their caring role (Badger, 2005; Gerow et al, 
2010). Compartmentalising affords clinicians 
time to work through their emotions and con-
flicting feelings about a child’s death at a later 
time.

Family support
The third way that coping was constructed by 
staff was using family support. Health profes-
sionals described debriefing with a supportive 
partner at home and also mentioned the physical 
toll in providing support to families:

‘I have a very supportive partner, he under-
stands a lot of that stuff, so I’m able to debrief 
when I go home ... that’s really useful, you 
know, that your family support you. And he’s 
interested. Yes, I mean, it takes its toll at times, 
I have to say I’m probably not very good from a 
physical point of view. Sometimes in a long, 
intense session with a family I find I’m in pain 
somewhere because I’ve been holding my body 
in an attentive listening point of view or trying 
to make sure that I’m there and I’ll go home 
and say “Oh, I need a long, hot shower”. But I 
guess you develop some skills over the time to 
be able to do that.’ (Social worker)

These comments highlight the role that family 
members play in providing an avenue for health 
professionals to discuss experiences in caring for 
dying patients and families. However, the notion 
of confidentiality remains an issue with this type 
of coping. Because health professionals are 
bound by confidentiality, the discussion of work 
experiences with those other than peers or team 
members may constitute a breach of confidential-
ity. Other studies have also identified that health 
professionals turn to family and friends to dis-
cuss stressful work experiences (Moores et al, 
2007). In a study of student paramedics, one of 
the reasons postulated for lack of self-disclosure 
to work peers and emotional expression concern-
ing traumatic experiences encountered at work 
was the fear this would give the impression that 
they cannot handle their job and undermine their 
sense of security (Lowery and Stokes, 2005). 
Similarly, in a study of junior doctors working in 
palliative care, a third of participants reported 
they were reluctant to share feelings with peers 
for fear of being judged or perceived as weak 
(Feld and Heyse-Moore, 2006).

The physical impact of support
Caring for dying children and their families also 
has a physical impact on health professionals. 
Maintaining an attentive posture during a long 

and intense period with parents and families left 
the social worker feeling physical pain. Similar 
physical impacts were mentioned by other health 
professionals in the study, and some described 
needing to take sick leave in order to cope with 
the physical toll that arose from working with 
dying children and families.

Certain occupational groups, for example, 
health professionals and those involved in coun-
selling, have been identified as being at risk for 
stress or for exacerbation of existing stress 
(Christopher et al, 2011). The importance of self-
care for health professionals has been discussed 
in the literature and comprises both physical and 
psychological self-care in order to circumvent the 
adverse effects of job-related stress (Christopher 
et al, 2011). Caring for dying patients and their 
families is considered a significant contributor to 
stress among health professionals and has been 
found to manifest in physical health problems 
among doctors and nurses (Isikhan et al, 2004; 
Aycock and Boyle, 2009). In a study of 109 doc-
tors and nurses working in oncology settings, 
Isikhan et al (2004) found that the predominant 
physical signs of stress experienced were head-
aches, gastrointestinal problems, increased nerv-
ousness and sleep problems. An Australian study 
into the support needs among community pallia-
tive care nurses acknowledged the physical and 
emotional impact of working in palliative care 
(Lobb et al, 2010). In this study, 71% of partici-
pants reported that they would like therapies 
such as massage, reflexology and aromatherapy 
to be available to assist them to cope with the 
physical and emotional impact of caring for 
dying patients and families.

Spiritual beliefs
In addition to peer support, personal coping 
strategies and family support, the spiritual beliefs 
held by health professionals may also enable 
them to cope with the experiences of child death 
encountered at work.

‘I guess it’s partly about your world view and 
what your spiritual beliefs are and you know, I 
don’t have this view that, there must be a horri-
ble God, or there must be no God because why 
would he do things like that to little children, I 
guess my spiritual beliefs allow me to deal with 
that sort of stuff.’ (Social worker)

Spirituality is thought to be significant in cir-
cumstances of bereavement and may prompt a 
reconsideration and re-evaluation of assumptions 
about the world and life’s purpose, which are 
often grounded on religious or spiritual beliefs 
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(Tedeschi and Calhoun, 2006). Health profes-
sionals encountering loss and bereavement might 
engage in existential questions that may assist 
them to find meaning and to cope with their 
experiences. Studies into health professional cop-
ing when caring for dying patients and their fam-
ilies have found that nurses may use religious 
beliefs and resources as a way of coping with 
patient death (Peterson et al, 2010). Desbiens and 
Fillion (2007), in their study of palliative care 
nurses who encounter bereavement frequently, 
suggest that there is a link between meaning 
making strategies, such as turning towards reli-
gion and spiritual quality of life. Such strategies 
may aid coping and mediate stress for those 
working with dying patients and families.

Perceptions of support provision
Staff constructions of their ability to provide sup-
port to the dying child and family was influenced 
by their perception that they received limited 
feedback on this directly from parents. Rather 
than constructing a positive or negative view 
regarding their ability to provide support, staff 
narratives turned to their perceived lack of edu-
cation regarding providing support and the 
resultant learning through experience and 
through consultation with their peers.

When staff reflected on their ability to provide 
support to families, they referred to not knowing 
how parents felt about the support they pro-
vided. They described considering how they or 
someone close to them would like to be cared for, 
as well as the relationship they had developed 
with families over time, as their ‘yardstick’ for 
measuring their ability regarding support provi-
sion. They also described sometimes muddling 
through the process due to a lack of educational 
preparation concerning the best way to provide 
support.

‘I guess we don’t really get taught exactly. No 
one can prepare you for that situation. You’re 
just sort of thrown into that situation and 
you’ve just got to sort of bum your way 
through it in the best way that you can. I don’t 
know whether I did it right, whether I did it 
wrong, what [the parents] thought of me. I 
know that I got on with them really well when 
he was quite well but I don’t know how they 
felt the experience went because you don’t sort 
of get that feedback. They went home at the 
end of the day and I went to his funeral and 
that’s it. You don’t see them again. So yeah, I 
really don’t know.’ (RN)

There is often a lack of formal feedback 

received when providing care to the dying child 
and family. Health professionals are not likely to 
seek feedback from parents and family members 
who are in the midst of grief. The comment 
above also alludes to the perceived abrupt end to 
contact with the child and family following the 
child’s death. This seems to be in contrast with 
other experiences in caring for children and fami-
lies where there may be ongoing contact that 
may provide opportunities to better assess one’s 
performance and parents’ satisfaction with care. 
Although studies have been conducted that have 
assessed family perceptions concerning their 
loved one’s end-of-life care (Stajduhar et al, 
2011), the comments made by staff in this study 
suggested they must rely on their own assess-
ments to evaluate the quality of the care they 
provided to the dying child and family. Health 
professionals in this study described carefully 
reading cues from parents and assessing the way 
parents were interacting with their child and each 
other as a way of evaluating their performance. 
One social worker, for example, discussed how 
he assessed how the parents were interacting at 
the time of the child’s death and this gave him a 
sense that his preparatory work with the family 
had enabled them to experience their loss in a 
supportive environment. Such comments point to 
the way in which health professionals reflect 
upon their practice to ascertain whether they 
have performed the kind of end-of-life care 
needed and desired by families. 

Two Canadian nurse academics developed a 
palliative care nursing self-competence scale: 
Desbiens’ Palliative Care Nursing Self-
Competence Scale (Desbiens and Fillion, 2011). 
They argue the importance of self-assessment of 
one’s ability to provide quality of care to dying 
patients and families because of the limited pro-
fessional training in this area (Desbiens and 
Fillion, 2011). This tool contains ten dimensions 
of care that the nurse can self-assess, including 
dimensions relating to providing psychological 
support to the patient and family and providing 
‘authentic presence’ during the patient’s last 
hours of life (Desbiens and Fillion, 2011).

More recently, this tool has been adapted for 
use in paediatric end-of-life care to recognise the 
unique needs of children and their families 
(Hafiz, 2013). Table 1 lists the paediatric items 
developed by Hafiz (2013).

Self-evaluation tools have also been devel-
oped for medical professionals, however, stand-
ardised instruments that measure competence 
are limited and therefore researchers have 
developed their own surveys (Mulder et al, 
2009). Mason and Ellershaw (2008; 2010) used 

❛There is often 
a lack of 
formal 
feedback 
received when 
providing care 
to the dying 
child and 
family.❜
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the Self Efficacy in Palliative Care Scale to 
examine the palliative care self efficacy among 
undergraduate medical students. Weismann et 
al (1998) developed a self report tool The 
Palliative Medicine Comfort- Confidence 
Survey to investigate competence and concerns 
in relation to end-of-life care among medical 
students, interns and residents. 

When providing support, health professionals 
may experience uncertainty due to their feelings 
of inadequacy, fear of doing harm, or lack of 
knowledge regarding how to provide effective 
support (Shumaker and Brownell, 1984; Main, 
2000; 2002). In this study, staff perceptions con-
cerning their ability to provide support to dying 
children and their families have shown that 
health professionals sometimes find it difficult to 
gauge their ability in this area and this uncer-
tainty may impact on their support provision. 
Assisting health professionals to evaluate their 
practice in end-of-life care can provide them with 
clarity concerning their capabilities and reveal 
areas that need development.

Staff perceptions concerning their ability to 
support dying children and their families was 
also linked to the importance of experiential 
learning. Health professionals mentioned never 
having been taught how to manage supporting a 
bereaved family at the time of child death and 
described gaining experience as they gained sen-
iority within the medical profession:

‘Pretty comfortable, unfortunately from experi-
ence. Nobody teaches you these things. I can 
remember as a junior doctor, as a registrar, you 
don’t get any experience as a resident but as a 
registrar where we pulled the plug on some kid 
in intensive care—very uneasy, awkward, but 
I’ve now got close to 30 years experience up my 
sleeve and having been there, I’m confident in 
my own mind that what we’re doing is the best 
care for the child.’ (Doctor)

These findings bring to light the experiential 
nature of learning to support families of dying 
patients. For health professionals, experience 
with dying children and their families is often 
gained after years of clinical practice when the 
role may be allocated to them, for example, to 
registrars or nurses with a few years postgradu-
ate experience. The perception of limited educa-
tional preparation for such roles is consistent 
with Moores et al’s (2007) study where two-
thirds of doctors surveyed reported that they 
had received little or no undergraduate or post-
graduate education and preparation for how to 
cope with patient death, and over half agreed 

that further education and training would be 
beneficial. Similarly, nurses have expressed 
being unprepared to cope with patient death 
(Mak et al, 2013; Meyer, 2014) and the need 
for better educational preparation in this area 
has been highlighted.

More recently, multiprofessional programmes 
for palliative care education at both undergradu-
ate and postgraduate levels have been imple-
mented to enhance health professional 
preparation for palliative care practice. In 
Australia, the Palliative Care Curriculum for 
Undergraduates project (PCC4U) has been devel-
oped and trialled in 10 undergraduate health 
courses in seven universities (Yates, 2007). 
PCC4U aims to promote the principles of pallia-
tive care for all health professionals (PCC4U, 
2013). In Europe, the International Paediatric 
Palliative Care Course has been offered to health 
professionals across 35 countries wanting to fur-
ther their knowledge and skills in paediatric pal-
liative care (Wager et al, 2013).

Health professionals recounted gaining com-
fort with the role of supporting dying children 
and families over time. However, despite many 
years of experience working with dying children 

Table 1. Paediatric items developed by from Desbiens’ 
Palliative Care Nursing Self Competence scale that specifi-
cally target children’s and families’ needs (Hafiz, 2013)

1

Involve family in assessing child’s pain and effectiveness of pain-relieving 

methods

2 Assess family preferences in engaging their child in end-of-life care decision-

making

3 Alert family members to the imminence of death and provide a quiet time and 

privacy during last hours and days

4 Assess sibling’s needs for psychological support

5 Assess sibling’s needs for spiritual support

6 Assess grandparents’ needs for psychological support

7 Assess grandparents’ needs for spiritual support

8 Involve family in final nursing care after the child’s death

9 Assess pain with age appropriate instruments/tools

10 Ensure care plans reflect previous successful therapeutic interventions and 

meet the child’s communication and coping styles

11 Develop awareness of the child’s expectations and needs through open 

discussion of their specific thoughts, feelings, hopes, wishes, fears and memories

12 Identify and incorporate psychological interventions according to child’s 

developmental level

13 Identify and incorporate spiritual interventions according to child’s 

developmental level

14 Consider parent and child needs and preferences and facilitate necessary 

developmentally appropriate discussions about illness, death and dying

15 Encourage children to maintain ‘normal’ activities of daily living, and involvement 

in school, family and social activities

16 Incorporate child’s values, wishes and beliefs during end-of-life care
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and their families, health professionals also 
acknowledged still feeling uncertainty at times.

‘I guess you’re trained to save lives, you’re not 
trained to take lives, and palliative care is all 
about taking lives. You can think about it that 
way, it’s keeping people comfortable while they 
die but the things you use to keep them com-
fortable, there’s no doubt that they speed up 
their terminal phase of life. I think the big dif-
ference was in intensive care, the intensivist 
starts up the drugs, not me; whereas this time I 
was starting up the drugs in a situation that I 
was totally unfamiliar with.’ (Doctor)

Health professionals described making links 
with other health professionals in palliative care 
in order to gain insight regarding new or unfa-
miliar elements of end-of-life care practice. These 
links were made with formal professional organi-
sations as well as colleagues. Although health 
professionals initiated contact with other col-
leagues to address their need for more informa-
tion and skills in paediatric palliative care, and 
there was no specific mention made of mentoring 
within their existing roles. This may point to a 
need for mentoring in paediatric palliative care 
for both doctors and nurses currently working in 
clinical areas where the care of dying children 
and their families may be encountered.

Conclusion 
Health professionals caring for dying children 
and their families use a variety of strategies to 
cope with this aspect of their role including seek-
ing out staff who shared the same experience, 
confiding in a supportive partner, using personal 
coping strategies such as compartmentalising or 
focusing on the positives and drawing upon spir-
itual beliefs. This study’s findings indicate that 
caring and supporting children and families at 
this time has a pervasive emotional and physical 
impact on health professionals who need peer 
support, mentoring and strategies for managing 
this impact in order to continue to provide this 
much needed end of life support and care. The 
findings indicate that most health professionals 
develop the skills for supporting children and 
families in end-of-life care through experience. 
Undergraduate education can equip newly quali-
fied health professionals with the communication 
and coping skills needed in providing paediatric 
end-of-life care and this focus on educational 
preparation continues to grow across the health 
disciplines internationally. Clinical simulation 
may also play a role in preparing undergraduates 
so that they begin to develop their experiences 

early and learn to anticipate and manage their 
own responses to situations of loss. Lastly, tools 
that enable clinicians to self evaluate their end-
of-life care practices are also needed in paediatric 
end-of-life care and the Desbiens’ Palliative Care 
Nursing Self Competence scale (Desbiens and 
Fillion, 2011) which has been adapted for paedi-
atrics by Hafiz (2013) is a positive step towards 
the development of resources to assist nurses to 
evaluate their care. Further research is needed to 
develop paediatric specific self-evaluation tools 
for all health professionals involved in the end-
of-life care for children. 

Declaration of interests
The authors have no conflicts of interest to declare. 

Amery J (2012) Mapping children’s palliative care around the 
world: an online survey of children’s palliative care services 
and professionals’ educational needs. J Palliat Med 15(6): 
646–52

Australian Institute of Health and Welfare (2012) A picture of 
Australia’s children 2012. http://tinyurl.com/lokutvp (ac-
cessed 20 May 2015)

Aycock N, Boyle D (2009) Interventions to manage compas-
sion fatigue in oncology nursing. Clin J Oncol Nurs 13(2): 
183–91

Badger J (2005) A descriptive study of coping strategies used 
by medical intensive care unit nurses during transitions 
from cure- to comfort-oriented care. Heart Lung 34(1): 
63–8

Barnard D, Street A, Love AW (2006) Relationships between 
stressors, work supports, and burnout among cancer nurs-
es. Cancer Nurs 29(4): 338–45

Berger PL, Luckmann T (1966) The Social Construction Of 
Reality: A Treatise In The Sociology Of Knowledge. An-
chor Books, New York

Brazil K, Kassalainen S, Ploeg J, Marshall D (2010) Moral 
distress experienced by health care professionals who 
provide home-based palliative care. Soc Sci Med 71(9): 
1687–91

Button LA (2008) Effect of social support and coping strate-
gies on the relationship between health care-related occu-
pational stress and health. J Res Nurs 13(6): 498–524

Cacciatore J, De Frain J, Jones KLC, Jones H (2008) Stillbirth 
and the couple: A gender-based exploration. Journal of 
Family and Social Work 11(4): 351–72

Charmaz K (2006) Constructing Grounded Theory: A Practi-
cal Guide Through Qualitative Analysis. Sage, London

Charmaz K (2012) The power and potential of grounded 
theory. Medical Sociology Online 6(3): 2–15

Christopher JC, Chrisman JA, Trotter-Mathison et al (2011) 
Perceptions of the long-term influence of mindfulness 
training on counselors and psychotherapists: a qualitative 
inquiry. The Journal of Humanistic Psychology 51(3): 
318–49

Desbiens J, Fillion L (2007) Coping strategies, emotional out-
comes and spiritual quality of life in palliative care nurses. 
Int J Palliat Nurs 13(6): 291–300

Desbiens J, Fillion L (2011) Development of the palliative 
care nursing self-competence scale. J Hospice Palliat Nurs 
13(4): 230–41

Feld J, Heyse-Moore L (2006) An evaluation of a support 
group for junior doctors working in palliative medicine. 
Am J Hosp Palliat Care 23(4): 287–96

Gerow L, Conejo P, Alonzo A et al (2010) Creating a curtain 
of protection: nurses’ experiences of grief following patient 
death. J Nurs Scholarsh 42(2): 122–9

Glaser DN, Tatum BC, Nebeker DM et al (1999) Workload 
and social support: Effects on performance and stress. Hu-
man Performance 12(2): 155–76

Hafiz AH (2013) Assessing the validity and reliability of an 
Arabic version of desbiens palliative care nursing self-com-

❛This may 
point to a need 
for mentoring 
in paediatric 
palliative care 
for both 
doctors and 
nurses ...❜



International Journal of Palliative Nursing 2015, Vol 21, No 6� 301

Research
©

 2
01

5 
M

A
 H

ea
lth

ca
re

 L
td

petence scale with arabic speaking postgraduate nurses. 
Unpublished Masters thesis. Queensland University of 
Technology, Brisbane Australia

Isikhan V, Comez T, Danis MZ (2004). Job stress and coping 
strategies in health care professionals working with cancer 
patients. Eur J Oncol Nurs 8(3): 234–44

Jackson VA, Mack J, Matsuyama, R et al (2008) A qualitative 
study of oncologists’ approaches to end-of-life care. J Pal-
liat Med 11(6): 893–906

Keene EA, Hutton N, Hal B, Rushton C (2010) Bereavement 
debriefing sessions: an intervention to support health care 
professionals in managing their grief after the death of a 
patient. Pediatr Nurs 36(4): 185–90

Lobb EA, Oldham L, Vojkovic S et al (2010) Frontline grief: 
the workplace support needs of community palliative care 
nurses after the death of a patient. J Hospice Palliat Nurs 
12(4): 225–35

Lowery K, Stokes MA (2005) Role of peer support and emo-
tional expression on posttraumatic stress disorder in stu-
dent paramedics. J Trauma Stress 18(2): 171–9

Main J (2000) Improving management of bereavement in 
general practice based on a survey of the recently bereaved 
in a single general practice. Br J Gen Pract 50(460): 863–6

Main J (2002) Management of relatives of patients who are 
dying. J Clin Nurs 11(6): 794–801

Mak YM, Chiang VC, Chui WT (2013). Experiences and per-
ceptions of nurses caring for dying patients and families in 
the acute medical admission setting. Int J Palliat Nurs 
19(9): 423–31

Mason SR, Ellershaw JE (2008) Preparing for palliative med-
icine; evaluation of an education programme for fourth 
year medical undergraduates. Palliat Med 22(6): 687–92

Mason SR, Ellershaw JE (2010) Undergraduate training in 
palliative medicine: is more necessarily better? Palliat Med 
24(3): 306–9

Meyer R (2014) Caring for children who die unexpectedly: 
Patterns that emerge out of chaos. J Pediatr Nurs 29(1): 
23–8

Moores TS, Castle KL, Shaw KL et al (2007) Memorable pa-
tient deaths: Reactions of hospital doctors and their need 
for support. Med Educ 41(10): 942–6

Mulder SF, Bleijenberg B, Verhagen SC et al (2009) Improved 
competence after a palliative care course for internal medi-
cine residents. Palliat Med 23(4): 360–8

Palliative Care Curriculum for Undergraduates (2013) 

Learning Module. http://www.pcc4u.org/ (accessed 20 
May 2015)

Parkes KR (1986) Coping in stressful episodes: the role of 
individual differences, environmental factors, and situa-
tional characteristics. J Pers Soc Psychol 51(6):1277–92

Peterson U, Bergstrom G, Samuellson M et al (2008) Re-
flecting peer-support groups in the prevention of stress 
and burnout: randomized control trial. J Adv Nurs 63(5): 
506–16

Peterson J, Johnson M, Halvorsen B et al (2010) Where do 
nurses go for help? a qualitative study of coping with death 
and dying. Int J Palliat Nurs 16(9): 432–8

Redinbaugh EM, Sullivan AM, Block SD et al (2003) Doc-
tors’ emotional reactions to recent death of a patient: cross 
sectional study of hospital doctors. BMJ 327(7408): 185

Shumaker SA, Brownell A (1984) Toward a theory of social 
support: closing conceptual gaps. Journal of Social Issues 
40(4): 11–36

Slocum-Gori S, Hemsworth D, Chan W et al (2013) Under-
standing compassion satisfaction, compassion fatigue and 
burnout: a survey of the hospice palliative care workforce. 
Palliat Med 27(2): 172–8

Stajduhar KI, Funk L, Cohen SR et al (2011) Bereaved family 
members’ assessments of the quality of end-of-life care: 
what is important? J Palliat Care 27(4): 261–9

Stephens C, Long N (2000) Communication with police su-
pervisors and peers as a buffer of work-related traumatic 
stress. Journal of Organizational Behavior 21(4): 407–24

Tedeschi RG, Calhoun LG (2006) Time of change? The spir-
itual challenges of bereavement and loss. Omega 53(1–2): 
105–16

Wager J, Zernikow B, Drake, R et al (2013) International 
multiprofessional course in pediatric palliative care: bene-
fits and challenges. J Palliat Med 16(1): 96–9

Weissmann DE, Ambuel B, Norton AJ, Wang-Cheng R Schie-
dermayer D (1998) A survey of competencies and concerns 
in end-of-life care for physician trainees. J Pain Symptom 
Manage 15(2): 82–90

Yates P (2007) Developing the primary palliative care work-
force in Australia. Cancer Forum 31(1): 12–5 

Zambrano SC, Chur-Hansen A, Crawford GB (2014) The ex-
periences, coping mechanisms and impact of death and dy-
ing on palliative medicine specialists. Palliat Support Care 
12(4): 309–16

Short reports
International Journal of Palliative Nursing now publishes short reports, and invites 
submissions for consideration. Short reports are intended to provide the international 
palliative care community with the opportunity for concise communication of work that 
will be of interest to nurses working in palliative care. Submissions are invited on:

 Important ongoing projects–these may include a call for collaboration
  Recently completed research, the intention being rapid spread of important results 

prior to a full write-up
  Research, clinical innovation, or service development that may not be of sufficient size 

or implication to warrant a full-length paper, including novel research methodologies

All appropriate submissions will be peer-reviewed as short reports and if accepted will be 
published both in print and online. Submissions should be no more than 1000 words in 
length including references and should include a brief explanation (not for publication) 
of why a short report is preferred to a full-length paper. Work previously communicated 
as a conference abstract would be welcome but must be written up in an original short 
report format.

Short reports should be submitted via the usual channel: www.ijpn.co.uk/contribute.shtml

The Editor will be happy to respond to any queries: ijpn@markallengroup.com



Copyright of International Journal of Palliative Nursing is the property of Mark Allen
Publishing Ltd and its content may not be copied or emailed to multiple sites or posted to a
listserv without the copyright holder's express written permission. However, users may print,
download, or email articles for individual use.


