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Breaking the news of the violent death of a close person to children 
under 18 years of age: A qualitative interview study
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aAETAS Children’s Foundation, Munich, Germany; bChair for Public Health and Health Services Research, Institute for Medical Information 
Processing, Biometry and Epidemiology (IBE), Ludwig-Maximilians-Universität (LMU) Munich, Germany; cInstitute for Psychology, 
University Innsbruck, Austria

ABSTRACT
Children who lose a close person to suicide or homicide will most likely receive this news from a 
carer. The caregiver’s personal beliefs and approaches to addressing the topic will influence the 
child. A total of 10 interviews were conducted with carers of children aged 0–17 years, and the 
data were analyzed using reflexive thematic analysis. Four themes were developed, exploring: (1) 
how carers attempted to manage the task of delivering the news of death to the child and 
discussing it using careful wording; (2) how some carers’ desire to protect the child from the truth 
hindered honesty and open conversations; (3) how and why some carers deliberately challenged 
societal taboos; and (4) how external influences prompted conversations about the topic. The 
discussion projects potential consequences for the children and their families. It also derives 
necessary societal changes, support measures, and further research suggestions.

Introduction

The violent death of a loved one is a dramatic and 
highly stressful life event that complexly influences 
numerous areas of the bereaved lives (Rynearson, 
2006). The moment of being told the news of the 
violent death of a close person and the circumstances 
surrounding it affects the survivor’s bereavement pro-
cess significantly (De Leo et  al., 2015, 2020; Ombres 
et  al., 2017). The challenges associated with the highly 
responsible task of delivering death notifications and 
the burden on the delivering person have been the 
subject of most studies. This ranges from the expe-
riences of medical specialists such as doctors and 
nursing staff (De Leo et  al., 2015, 2022; Naik, 2013; 
Ombres et  al., 2017) to police officers (De Leo et  al., 
2015, 2022; Heuft et  al., 2008) and those involved in 
crisis intervention (Lasogga, 2011). Various guidelines, 
protocols, and training programs for these situations 
are on offer for professionals (De Leo et  al., 2020). 
While most of these manuals aim to improve the 
notifiers’ communication skills with adults, there is 
hardly any advice on breaking the news to children 
and adolescents. In any case, it is usually a bereaved 

parent or carer1who has to fulfill the task of delivering 
the news to the child while having to cope with the 
potentially traumatizing experience of having lost a 
loved one. It is unlikely that they will receive any 
guidance or help finding suitable words.

A very small body of research examines the expe-
rience of parents and carers having to break the news 
about the (imminent) death of a loved one to their 
children. This is mostly in connection with fatal ill-
nesses and palliative care, creating a different timeline 
and predictability (Kopchak Sheehan et  al., 2014; 
MacPherson, 2005). It appears that no comparable 
research exists for sudden and violent deaths such as 
suicide or homicide. Notably, even though the DSM5 
specifies learning about something traumatic occurring 
to a loved one (e.g., learning a parent has been mur-
dered) as a possible etiological variable in the diagnos-
tic criteria for trauma- and stressor-related disorders 
in children and adolescents (American Psychiatric 
Association, 2013; Thakur et  al., 2016). Furthermore, 
research has shown suicide and homicide to have severe 
and distinct effects on children and adolescents. For 
example, children of parents who have died through 
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suicide have an increased risk of mental illnesses such 
as depression, psychosis, and personality disorders 
(Wilcox et  al., 2010). Additionally, the risk of these 
children and adolescents dying through suicide later 
in life is drastically increased (Guldin et  al., 2015; 
Jakobsen & Christiansen, 2011) by as much as 82% 
compared to children who have lost a parent in an 
accident (Guldin et  al., 2015). Children who were 
younger than six when they lost a parent to suicide 
are particularly at risk (Guldin et  al., 2015).

In addition to post-traumatic stress disorder (PTSD) 
as a short- and long-term consequence (Alisic et  al., 
2015; Feldman Hertz et  al., 2005) and traumatic grief 
(Alisic et  al., 2015), children and adolescents who have 
lost a parent to homicide are also exposed to numerous 
other risks to their mental health and well-being. 
According to a systematic review (Alisic et  al., 2015), 
children with such experiences have an increased risk 
of developing attachment disorders, adjustment disorders, 
behavioral disorders, emotional disorders, and conduct 
problems. An increased risk of severe mental disorders 
and self-harm was also found in a study by Lysell et  al. 
(2016). Adolescent survivors of homicide are significantly 
more likely to report depression (Rheingold et al., 2012), 
and children who have lost a parent to homicide also 
have a higher risk of suicide later in life (Jakobsen & 
Christiansen, 2011; Lysell et  al., 2016).

For children, their primary carers naturally play a 
significant role in overcoming trauma (Finkeldei et  al., 
2022; Kultalahti & Rosner, 2008; Scheering & Zeanah, 
2001), not least by influencing and determining 
post-traumatic factors, including communicating about 
the event. The role of communication and carers’ 
responses in trauma processing in children has been 
the topic of two recent systematic reviews (Afzal et  al., 
2023; Sloover et  al., 2023). Both found communication 
between the carer and the child to affect the child’s 
post-traumatic stress symptoms. Communication 
between parents and children appeared to have a 
mostly positive effect on the well-being of children 
(Sloover et  al., 2023). Nonetheless, this depended on 
the communication between the carer and the child. 
Discussing the potentially traumatic event in a way 
that validated the child’s feelings and encouraged it to 
talk about them was overall found to benefit the child’s 
well-being (Sloover et  al., 2023), as did responsiveness 
of the carers, perceived helpfulness, and a shared nar-
rative. In the case of low sensitivity and responsiveness 
of carers, children’s adjustment was worse (Sloover 
et  al., 2023). Furthermore, negative parental appraisal 
related to the potentially traumatic experience was asso-
ciated with higher levels of post-traumatic stress symp-
toms in children (Afzal et  al., 2023; Hiller et  al., 2018). 

While communication about the potentially traumatic 
experience might lead to more or less beneficial out-
comes for the child, both systematic reviews showed 
an association between lack or avoidance of commu-
nication and an increase in children’s post-traumatic 
stress symptoms (Afzal et al., 2023; Sloover et al., 2023). 
It is believed that limiting the children’s opportunities 
to talk about the potentially traumatic event might 
inhibit processes linked to recovery from PTSD (Afzal 
et  al., 2023; Ehlers & Clark, 2000). Younger children 
are primarily dependent on talking about the event 
with adults due to developmental factors in language 
development and narrative production (Salmon & 
Bryant, 2002). They need adults to facilitate memory 
and appraisal to correct possible misconceptions and 
aid coping through regulating emotions (Salmon & 
Bryant, 2002). Another relevant developmental factor 
that needs to be considered is developing a mature 
understanding of death in children. Even though more 
minor children might not grasp every component of 
the concept of death (Kane, 1979; Speece & Brent, 
1992), it is essential to use clear and concrete language 
when talking to them (Wolfelt, 2013). This aids their 
understanding of death and some underlying concepts, 
such as death’s irreversibility, facilitating their process-
ing and mourning (Wolfelt, 2013). Introducing children 
to terminology like suicide can provide them with the 
necessary words to express their experiences. 
Consciously using the word suicide, even if children 
might be too young to understand the connotations, 
can also be a means of desensitizing children to the 
social stigma surrounding suicide (Mitchell et al., 2006).

Neither of the reviews on the role of communica-
tion and carers’ responses in trauma processing in 
children included studies specific to suicide or homi-
cide as a potentially traumatic event. Nevertheless, 
essential implications can be drawn from them. 
Particular situation families affected by suicide and 
homicide find themselves with taboos surrounding 
the topic and a feeling of having to keep the cause 
of death secret (Chapple et  al., 2015; Hanschmidt 
et  al., 2016; Oexle et  al., 2020; Peters et  al., 2016; 
Pitman et  al., 2018), may even exacerbate the risks 
of non-communication. Another critical factor might 
be that the carer will likely be directly affected by 
the violent death themselves. High levels of distress 
in the carer could manifest in avoiding the topic 
(Hiller et  al., 2016), also hindering communication. 
Parental PTDS has been shown to result in lower 
sensitivity toward the child (Meiser-Stedman et  al., 
2007) and harsher communication (Murphy et  al., 
2016; Sloover et  al., 2023), both of which negatively 
influence the child’s processing (Sloover et  al., 2023).
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Considering the unique situation carers and children 
find themselves in after the suicide or homicide of a 
close person and the implications this might have for 
their communication, it is apparent that we need to 
understand better how they navigate this challenging 
task to offer suitable and specific support. Therefore, 
this study aims to learn more about carers’ experiences 
of delivering the news of and talking about the violent 
death by suicide or homicide of a close person with 
children. It approaches the subject exploratory by con-
ducting semi-structured interviews with affected carers. 
An inductive analysis approach is applied to capture as 
many relevant points as possible without being limited 
by preexisting ideas or concepts. The results show pos-
sible consequences for the children and their processing.

Methods

Design

There were various reasons to adopt a qualitative 
methodology for this study, some of which are found 
in somewhat general advantages of a qualitative 
research paradigm (Tolich & Davidson, 2019). The 
study seeks to generate rich data about a particular 
and narrow topic. There is no strict hypothesis, but 
rather research questions, aims, and objectives, and 
an inductive approach was favored. While patterns 
are sought, there is no goal to generalize findings, 
and differences and divergences can be accommodated 
and explored, which helps work with possibly “con-
tradictory” data, as might be expected when research-
ing such a highly individual and personal topic. As 
it was expected that there might only be a relatively 
small number of participants, a qualitative approach 
also appeared more suitable and promised a greater 
chance of significant results. The inevitable personal 
involvement of the researcher in qualitative research 
was especially desired, as it offered a protective factor 
for participants during data collection.

When considering the particulars of researching 
topics involving vulnerable populations, there are also 
clear and more specific advantages for a qualitative 
research methodology: Qualitative research offers the 
unique opportunity to learn from those who have 
experienced the phenomenon under investigation, 
especially as “qualitative research commits to seeing 
the world from the research participants’ own per-
spectives” (Liamputtong, 2007, p. 8). Participants are 
given a chance to tell their (life) stories, which in 
turn offer “a clear window into the lived experiences 
of the participants” (Liamputtong, 2007, p. 9). It is 
often challenging to be let into “the relatively closed 

and highly protected boundaries of families’ experi-
ences” (Daly, 1992, p. 4) the opportunity to form a 
relationship with the participant, which qualitative 
research affords (Liamputtong, 2007), hopefully lead-
ing to establishing trust and rapport (Braun & Clarke, 
2013), is precious to this particular research.

As interviews are believed to be ideally suited to 
experience-type research questions (Braun & Clarke, 
2013; Willig, 2013; Witzel & Reiter, 2012), this data 
collection method was chosen for this study.

Study population and recruitment

Interview participants were recruited mainly via an 
online survey, part of the research project 
“Kurswechsel” (Changing Course). This survey was 
conducted between July 18 and October 4, 2022, and 
addressed close carers of children who had experi-
enced the suicide or homicide of a close person when 
under 18 years of age. The invitation and the link to 
the online survey, including the interview information, 
were published on the AETAS Children’s Foundation 
website and distributed through various multipliers. 
These multipliers include AGUS e.V., ANUAS e.V., 
Die Arche, Nicolaidis Young Wings, other self-help 
groups, crisis intervention teams, and funeral homes, 
among others. More recruitment occurred through 
word of mouth. Individuals wishing to participate 
contacted the primary investigator via email or tele-
phone and provided a contact option of their choos-
ing. They were then approached by the primary 
researcher with more information on the research and 
to possibly schedule an appointment for an interview.

No remuneration or other compensation was offered 
for participation in the study. All participants were 
informed of the offer to contact the AETAS Children’s 
Foundation for support, should this be required.

Informed consent

Written informed consent was obtained in advance 
from all participants. Participants could withdraw 
their consent and cancel their participation at any 
time. At the beginning of the interview, they were 
reminded to take breaks or end it at their discretion.

Protection of confidentiality and privacy of 
participants

Maximum effort was made to protect the participants’ 
confidentiality and privacy. No real names were used 
to label or document any data. Participants were asked 
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to choose a pseudonym, which was then used to label 
the short questionnaire, the audio file of the interview, 
the accompanying notes, and the transcript. No per-
sonal data or data that could identify individuals was 
recorded at any point.

Data collection

The semi-structured interviews took place between 
August 17, 2022, and December 8, 2022; all data were 
collected in German. The primary investigator con-
ducted the interviews.

Interview guide

The interview guide covers five topics after starting 
with an opening question inviting the interviewees’ 
free account. The opening question was worded as 
follows: “In this research project, we are looking at 
the delivery of the news of the violent death of a 
close person to children under the age of 18 years old 
from the perspective of close caregivers. This is a 
situation you know from your own experience … 
Would you tell me a little bit about it?” Any sponta-
neously arising follow-up questions to clarify aspects 
of the carers’ account would be asked after the first 
account of the interviewee.

Ad-hoc questions were prepared for the following 
topics: Information about the family; The death of a 
close person; Talking to the children about the death; 
Help and support; and Additional challenges and 
burdens.

The only other fixed question of the interview 
guide was the following close-up question: “Is there 
anything I didn’t ask about that you think is import-
ant for us to know?”

Data analysis

Interview recordings were transcribed by a profes-
sional transcription service according to the extended 
rules according to Dresing and Pehl (Dresing & 
Pehl, 2020).

In planning to focus on patterns of meaning across 
the dataset, an inductive approach of reflexive thematic 
analysis (RTA) was chosen as the method of data anal-
ysis (Braun & Clarke, 2013, 2022).

RTA is a widely used method of analyzing quali-
tative data, valued for its flexibility and usefulness in 
answering a wide range of research questions and 
analyzing various qualitative data types (Braun & 
Clarke, 2013; Trainor & Bundon, 2021). The data are 

organized by identifying, analyzing, and reporting 
themes (patterns) in a data set while maintaining its 
rich detail (Braun & Clarke, 2006). The inductive 
approach chosen for this study lets coding and theme 
development be directed by the content of the data 
itself rather than by existing concepts or ideas (Braun 
& Clarke, n.d.).

In their seminal paper “Using Thematic Analysis 
in Psychology,” Braun and Clarke (2006) outline a 
structured guideline for conducting TA consisting of 
six steps or phases, which are (1) familiarization, (2) 
generating initial codes, (3) generating themes, (4) 
reviewing themes, (5) defining and naming themes, 
and (6) producing the report.

All steps of RTA were followed rigorously. 
Semantic and latent codes were developed to capture 
explicitly expressed and more implicit meanings 
(Braun & Clarke, 2022). This iterative analytic pro-
cess also involved generating further codes that cap-
tured aspects informed by attachment theory while 
remaining true to the inductive nature of the anal-
ysis. The sometimes differently named codes from 
numerous rounds of coding of all transcripts were 
then amalgamated and collapsed. Codes were then 
clustered and organized into candidate themes, which 
were checked against the research question and the 
data. The codes which stood out as relevant to the 
research question were then used to further theme 
development. The initial familiarization, coding, and 
analysis were conducted in German. Further coding, 
analysis, and the writing of the analysis report were 
done in English. The primary investigator who con-
ducted the data analysis was experienced in analyzing 
qualitative data.

Reflexivity

The first author, the primary investigator, is a health 
scientist; the second and third authors are psycholo-
gists at the AETAS Children’s Foundation. The AETAS 
Children’s Foundation has a stance firmly rooted in 
attachment and family systems theories. It is essential 
to acknowledge the viewpoint of the researchers, as 
it will have influenced both the development of the 
study, including the interview guide, and the inter-
pretation of the results. The decision to conduct inter-
views with carers rather than with the affected 
children themselves also reflects this. Therefore, it is 
presupposed that carers are usually best suited to 
co-regulate their children. Consequently, they are fun-
damental in their children’s processing of highly 
stressful events. They are understood to be facilitators 
of their children’s processing, making the carers’ needs 
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and demands in the situation under study elementary 
for the well-being of the whole system.

The primary investigator with experience working 
with marginalized populations is also a certified 
psycho-trauma counselor. She approached the research 
project from the perspective of a health scientist but 
will have been influenced by her knowledge of 
psycho-traumatology. This was desirable in this case, 
as it offered a protective factor for the participants 
during the interviews. No participant knew the pri-
mary investigator in any other capacity than that of 
a researcher.

Ethical approval

The ethics committee of the Technical University of 
Munich on June 22, 2022, granted ethical approval 
for this interview study (approval number 
2022-252-S-NP).

Results

A total of 10 interviews were included in the analysis 
for this paper. The participants’ demographics are 
summarized in Table 1.

The interviewees were carers for a total of 23 chil-
dren. At the time the violent death of a close person 
occurred, their ages ranged from 8 months to 17 years 
(M = 8.2, Mdn = 11).

In nine of the 10 cases, the violent death had been 
through suicide, and in one case, through homicide. 
At the time of data collection, the deaths had occurred 
between one and 18 years ago. In most cases, the 
deaths were of the interviewee’s spouse, in one case 
of their parent, in one case of their sibling, and in 
two cases of their child. Four participants had been 
in the care of the AETAS children’s foundation fol-
lowing the death.

Participants described their experiences surround-
ing the suicide or homicide of a close person to dif-
ferent degrees of detail, depicting complex and 
heterogeneous situations. Many elaborated on the 
circumstances that led to the death and the time lead-
ing up to it, giving accounts varying from carers hav-
ing feared that it might come to the death (in case 
of known mental illness or intimate partner violence) 
to the death being unexpected and a shocking surprise 
to everyone. Some interviewees stated they had a clear 
and undistorted recollection of the news of the death 
and the time afterward. Conversely, others described 
gaps in memories and uncertainty about the timeline 
of occurrences. The latter phenomenon is common 
after traumatic experiences (van der Kolk et al., 1997), 
and participants who experienced this were reassured 
that this did in no way diminish the usefulness or 
validity of their accounts.

There is a tremendous amount of information and 
insight into numerous and diverse topics to be gained 
from the participants’ accounts. Nonetheless, the 
results and discussion sections in the scope of this 
paper will focus on the details relevant to the research 
question. Implications for carers, children, and their 
systems will be stated, and consequences will be 
projected.

Four themes relating to the research question were 
developed from the data. These are There is no script; 
They can’t handle the truth!, Just talk! and Taking your 
cue from others which will be presented in turn.

There is no script

There is no, no script for such a situation. (Helene).
Helene’s words, which lend themselves as a name 

for this theme, strikingly describe a situation with 
no predetermined or intuitive wording within the 
usual behaviors and competencies of carers. Most 
participants in this study expressed feeling unsure 
about what to say. Notably, the situation was beyond 
the scope of everyday parenting behavior. If there 
were individuals viewed as professionals present, the 
carers looked to them for guidance. In many accounts, 
carers expressed an awareness of not knowing what 
to say and an associated fear of “doing something 
wrong” and wreaking irrevocable damage by saying 
or doing the wrong thing. Robin expresses this 
by saying:

But thank God they [psychosocial emergency care 
team] were on site relatively quickly. And, um, I asked 
him how, uh/how I could best tell [youngest son]. And 
then he immediately told me a sentence (…) And then 
I actually used exactly this wording. So [youngest son] 

Table 1.  Sociodemographic characteristics of participants.
Variable Frequency (n = 10)

Age (years) Range 34–59
M = 47.6
Mdn = 49.5

Gender Women 8
Men 2

Highest 
educational 
level

A-Levels (Abitur) 1
Vocational training 1
University of Applied Sciences 

degree
2

University degree 6
Residence Large city (100,000 inhabitants or 

more)
4

Medium-sized town 
(20,000–100,000)

1

Small town (5,000–20,000) 1
Village/rural region 4
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sat on my lap in the kitchen. And, um, so/that’s exactly 
what I told him. (…) I was very, very grateful, simply 
because I got the right wording/the right wording for 
me, so that I didn’t do as much wrong as I probably 
would have, if I hadn’t known. (Robin)

Some carers even said that being supplied with 
wording and explanation models was what was needed 
most in the situation. Or, as Kim put it, “What I 
needed most was to somehow have a few sentences 
that I could use to make the incomprehensible a bit 
more understandable.”

Asked what was most helpful when Andreas found 
his wife after her suicide, he answered, “The col-
leagues from the crisis intervention team, right? 
Because that, um, then really takes hold. And I think, 
if you do something really wrong in those moments 
(.) um, yeah?” As far as the consequences of “wrong” 
words or actions are concerned, he remains vague 
and leaves it unanswered. Having only told his chil-
dren that something terrible had happened to their 
mother and to wait upstairs, it was the crisis inter-
vention team, who arrived shortly afterward, who 
delivered the news of the death to the children. In 
this account, too, Andreas expresses the conviction 
that those first moments really count and permanently 
influence processing and children’s lives. This senti-
ment could be found in several of the accounts.

A slightly different view is taken by Kim, who dis-
cusses the desire to optimize the way they speak to 
their children, saying, “I (.) had the feeling that this 
is something that I would like to discuss as well as 
possible with my children and I have the feeling that 
I am lacking something to be able to do that.” Although 
they stress in their account that as a competent mother 
and a professional in psychology, they were better pre-
pared than many other carers might have been. 
Nonetheless, Kim experiences insecurities about the 
“best” way of discussing the suicide with their children. 
This again conveys the belief that what and how it is 
communicated influences the children’s processing. 
While other carers focused on the detrimental effect 
that the “wrong” communication might have, in this 
case, there appears to be the idea that the “right” com-
munication can aid in setting the children on the best 
path. Nevertheless, the “right” communication is not 
apparent to the carer—neither intuitively nor through 
their parenting and professional knowledge.

They can’t handle the truth

While no carer in this study kept the death from the 
children, the cause of death was omitted by several, 
even if only at first. An apparent impulse of carers 

in this situation was to “protect the child” and not 
tell them about the violent nature of the death or 
death itself. Stephan puts it “But at that age it was 
quite clear to us that we couldn’t confront them with 
something like that.”

Some of the carers in this study were apprehensive 
to use the word suicide when talking to their children. 
Stephan said, “They still don’t know that it was a 
suicide. I mean, they are now three and five. Um, (.) 
they wouldn’t understand it [the word suicide] either.” 
The sentiments this father expressed were mirrored 
in some of the other accounts, although all other 
participants disclosed the mode of death to their chil-
dren promptly.

The idea of the children’s age being the reason for 
not telling them the death was through suicide was 
not always the reasoning behind the omittance of 
facts or the choice of wording. Even when delivering 
the news to older children, there seemed to be an 
impulse to “relay it as gently as possible” (Stephan) 
or to “paraphrase it, to describe it” (Andreas).

Um (…) jee, so we didn’t explain (.) directly to them 
um (groans)/(6) well, it’s a bit difficult. Um (…) we 
didn’t go into too much detail. (.) Um, but just um, 
simply said that she died, so to speak, fell asleep as 
peacefully as possible, something like that. (Stephan)

Stephan’s words show the carer’s inhibition and 
difficulty using clear and precise language. Not only 
does he use euphemistic language to describe dying 
to his children, but he even goes as far as telling a 
liar to protect them from the cruelness of the truth. 
Later in the interview, Stephan discussed how hardly 
anyone knew about the cause of death, highlighting 
a general reluctance to talk about suicide. While he 
expressed that he found this inability to speak openly 
about suicide a burden and a cause for stress, the 
taboo surrounding the subject seemed to leave him 
no choice in the matter.

Just talk!

Several participants described there to be a family his-
tory of suicide, which is taboo in the family, leading 
to estrangement and a lack of processing. All of those 
having experienced how multiple tabooed suicides in 
the close family show an immense burden and were 
determined not to carry on this behavior with their 
children. Even when faced with the persistent taboo 
within the family and social circle, they cultivated an 
open and honest exchange with their children:

So it was always kind of, suicide was always present, 
but it wasn’t talked about. And that’s why it was all 
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so clear to us straight away and and that’s why it was 
immediately clear to me and now I’ve had enough of 
this secrecy and I’m going to be open about it. 
(Helene)

The openness about the cause of death appeared 
to be universal in carers describing similar taboos 
within their family. They openly discussed suicide or 
homicide within the family and with a broader group 
of friends, acquaintances, and colleagues. Thus, some 
felt they were setting a good example for the children 
and were role models, offering orientation.

Wishing to talk to the children openly but not 
having the words to do so posed challenges for the 
carers. Several interviewees did not have anyone advis-
ing them on wording, leaving them with a feeling of 
having to make do with what they were able to come 
up with themselves:

I think (…) there’s no right and wrong. I don’t think 
you do everything right. Certainly not everything was 
right, but it was basically all I could say in the situa-
tion. So it was often not so much deliberate as it was 
more out of a feeling. (Helene)

Helene’s account seems to imply that not having 
“better” wording left her with no choice but to say 
what spontaneously came to her. She also acknowl-
edged that mistakes were likely made due to the lack 
of a script for this situation, as there seemed to be 
an equal chance of getting it wrong rather than right. 
Her sentiment that there is no wrong and no right 
again highlights the carers’ experience that there is a 
lack of predefined and correct script in these situa-
tions. However, rather than not speaking about the 
violent death at all, for fear of saying something 
wrong, these carers chose to take that risk rather than 
carry on the tabooing of the topic, which they believed 
to be more damaging potentially.

Taking your cue from others

Some interviewees talked about how their hand was 
forced to talk about the cause of death when they 
would rather have avoided doing so. For example, 
Kim said they only did so “Because my son simply 
asked. Um, at that point I thought that if he didn’t 
ask, um (…) I wouldn’t tell him at first because I 
didn’t know how to tell him.”

Including providing another example of a carer not 
wanting to discuss the circumstances surrounding the 
death due to lack of words, this quote illustrates that 
to some carers, actively lying appeared not to have 
been an option. While Kim would have happily omit-
ted the details, lying to a direct question of their son 

seemed to have been out of the question. Therefore, 
their son’s question forced Kim to disclose the cause 
of death.

Anja recounts that she was told by the person from 
the crisis intervention team who was present after her 
husband’s suicide that she should tell her son straight 
away. This was not concurrent with her impulse not 
to tell her son about it then and there. She quoted 
the person as saying, “Tell your children now that 
dad is dead because everything else will be difficult” 
(Anja). An ominous threat or danger arising from not 
telling the child immediately that their father was 
dead was implied in the professional’s words. Although 
Anja later mentioned that it was understandable and 
probably for the best that she informed her son 
straight away, she still maintained that the profession-
al’s “threat” made her do it. She even went as far as 
using the exact wording this person specified. In these 
highly stressful situations, carers seemed to doubt the 
professional knowledge of helpers either not or were 
so lost for words of their own that any wording 
appeared plausible and a relief. Several accounts 
relayed how some of the behavioral instructions and 
wording given by professionals, which were accepted 
without challenge, might, in hindsight, have seemed 
counterintuitive or not concurrent with the usual cul-
ture of communication within the family. One carer 
spoke about how the professionals told her to keep 
the cause of death from the children. This she did—
although this was not concordant with her very open 
approach to communication about her husband’s sui-
cide—until there were external circumstances that 
forced her to reveal the truth to the children. 
Nevertheless, carers’ experience with someone offering 
them impulses for action and guidance was portrayed 
as helpful and positive.

A different reason for carers being told to tell their 
children about the cause of death straight away was 
also mentioned in some interviews. In these accounts, 
the carers again felt that they were “forced” by some-
one else to relay the circumstances of the death to 
their child, but not because of some ominous conse-
quences the omittance might have:

[Helper] dictated to me [laughs] what I must say to 
the children. And I always realised that I needed a 
day or it took quite an effort, to have to tell the chil-
dren. And she said there’s no way around it. Who else 
should say it but me? (Nele)

Here, Nele made it clear that the reasoning behind 
her having to tell her children about her husband’s 
death and the cause of death lay in an inherent duty 
and obligation of carers. It was suggested that carers 
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should or even have to be the ones to tell the chil-
dren. Although, in this account, it appeared to be the 
helper who mentioned the carer’s obligation to deliver 
the news, the notion of this obligation was not always 
conveyed by others. The sentiment of having a duty 
to the children, even if it was hard and other protec-
tive impulses toward the children needed to be over-
come to do so, was common in many interviews and 
seemed to spring from the carers’ convictions.

As far as talking about the suicide or homicide in 
the time following the delivery of the news, many 
carers described taking the lead from the children. 
They recounted how they reacted to the children’s 
cues and questions rather than proactively initiating 
conversations. Anja said this clearly: “I only ever 
talked to the children about it when I felt that some-
thing was bothering them or when they told me 
something.” In some families, this meant many con-
versations and answering different children’s different 
demands. As Andreas described it, “However, with 
the children, there were lots and lots of conversations. 
And really depending um, yes, depending on the day, 
on the state of [everyone on] the day, you just cried 
or (.).” The carer’s wish to fulfill the needs of the 
children was clear from this account.

In some of the other families the challenges lay 
elsewhere. Checking in with the children and being 
aware of their wishes concerning communication 
about the death sometimes highlighted the children’s 
reluctance or even refusal to talk. From this also arose 
the need to adapt to various needs flexibly:

Well, you should always stay in contact with the chil-
dren and check, because everyone is different, and I 
can see that with my two [children]. (.) And always 
check: what do I say, when, how. And also to bear it 
when the children signal: Not now. (Vivien)

From Vivien’s words, it was clear how she attempted 
to negotiate her offers of talk, the topics of conver-
sation, and her phrasing per the children’s demands. 
Carers described different facets of this selfless behav-
ior to put the children’s needs before their own. For 
example, there seemed to be no room for Vivien’s 
wishes and need to talk in the above-case scenario. 
It is also apparent that the children’s refusal to speak 
sometimes burdened her. Other carers also recounted 
how they suffered when the child did not want to 
talk about the death. For example, when Tomke said, 
“He didn’t want to. That was terrible for me because 
he just didn’t want to talk. He didn’t want to, right?” 
For one interviewee describing this situation, the suf-
fering mainly sprang from a feeling of loneliness at 
not having their family to discuss the death. Mostly, 

carers were worried about the children who refused 
to discuss the death. This refusal to talk lasted a long 
time in some accounts describing it. Two participants 
whose losses occurred more than 10 years ago relayed 
that their children refused to discuss the deaths for 
10 years.

Discussion

From the accounts of the carers’ experiences, this 
study found implications for the delivering of the 
news of and talking about the violent death of a close 
person through homicide or suicide to children under 
four themes: (1) There is no Script, exploring how 
carers attempted to handle the task of delivering the 
news of death to the children and discussing it. 
Further, how carers felt they had no intuitively right 
words for this. They simultaneously assumed that the 
wrong words would be potentially harmful and have 
far-reaching consequences for the children. (2) They 
can’t handle the truth, describing how carers fear that 
children will be harmed by being told about death, 
thereby opting for half-truths, white lies, and euphe-
mistic language. (3) Just talk!, which covers the 
accounts of carers feeling that children need to know 
the truth and aiming for a transparent way of talking 
about the (cause of) death within as well as outside 
the closest family. (4) Taking your cue from others, 
looking at how the dialog about death is shaped by 
external forces and prompts.

Each of these themes highlights different facets of 
the many interconnected challenges the carers face 
and their ways and means of navigating them. 
Although the circumstances surrounding the deaths 
are quite heterogeneous in the individual accounts, 
there are many topics relevant to all carers.

While there appears to be an overarching feeling 
of not being equipped for the task of communicating 
about a close person’s death through suicide or homi-
cide with children by the repertoire of everyday intu-
itive parenting skills, the carers in this study derive 
different courses of action from this. Some carers feel 
that their lack of script would likely result in choosing 
the “wrong” words or actions. Regarding the conse-
quences of wrong words or actions, carers remain 
vague and leave them as an ominous threat to the 
child’s well-being. As the type of communication 
between carer and child plays a vital role in whether 
it is conducive to the child’s processing (Sloover et  al., 
2023), the carers’ caution is well founded. The wish 
to communicate in the best possible way and to not 
burden the child further is commendable, especially 
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since negative trauma-related parental appraisal, such 
as the preoccupation with the perceived vulnerability 
or ongoing impairment of the child, or self-blame for 
the potentially traumatic event, is associated with 
PTSS in children (Afzal et  al., 2023; Hiller et  al., 2018; 
Williamson et  al., 2019). Especially the implications 
of self-blame in this context are highly relevant, as 
bereavement through suicide is associated with 
increased feelings of guilt and self-blame compared 
to other causes of death (Bell et  al., 2012; Hanschmidt 
et  al., 2016; Pitman et  al., 2016; Tal et  al., 2017; 
Wagner et  al., 2021).

The lack of script carers’ experience leads some to 
seek advice from professionals (if available) either in 
the acute situation or later. Most carers feel that 
expert input concerning how to talk to the child about 
the death is very helpful and makes them feel more 
secure when facing this unusual and stressful task. 
While carers are grateful for advice and even concrete 
wording suggestions, especially when they ask for it, 
at least one carer in this study felt somewhat pres-
sured into action. Even though Anja feels that the 
expert’s input to tell her child about the death straight 
away was correct and that it was the right thing to 
do, she also recalls feeling an ominous threat insin-
uated in the expert’s words. This highlights the 
responsibility professionals hold in these situations. 
From other fields of research concerned with parents’ 
decision-making for their children, it is known that 
parents can perceive decision-making as burdensome 
and distressing, especially when there are high levels 
of uncertainty and the potential outcomes are con-
sidered particularly serious (Jackson et  al., 2008). 
Especially when carers feel shocked and overwhelmed, 
as would likely be the case in the situations under 
study, they perceive these emotions to interfere with 
their decision-making ability. When carers perceive a 
risk to their child as implied, they are likely to make 
quick decisions based on what they believe the pro-
fessionals’ advice or opinion to be (Snowdon et  al., 
2006). While this might not usually be something 
carers regret, there is also evidence for carers expe-
riencing experts implying threats to their child’s 
well-being as a motivation for decision-making as 
stressful and potentially traumatic (Reed et  al., 2017).

Other carers in this study feel the need to protect 
their child from the cruel truth as more important 
than disclosing the cause of death to them. Wanting 
to protect the child, as understandable an impulse as 
it is, comes with risks. From being attuned to their 
parents’ emotional state and not least from snippets 
of overheard conversations, children sometimes 
develop their own narrative about the death (Gancarz 

Davies & Salloum, 2014). As Gancarz Davies and 
Salloum (2014, p. 235) state: “These stories, created 
without direct adult involvement to correct for dis-
tortions and to clarify misinformation, can leave chil-
dren struggling in isolation and in a confused state 
between reality and fantasy.” While at play at all ages, 
these mechanisms are most pronounced in younger 
children, when the risk of children intertwining their 
story with magical thinking and making a connection 
to the allocation of fault is high (Busch & Kimble, 
2001). In these cases, filling the gaps in the narrative 
with misinformation increases the risk of self-blame 
for the loss (Howarth, 2011; Lampton & Cremeans, 
2002). The lack of orientation, for example, about the 
reasons for the death or the possibility of other carers 
or close persons dying, in itself, can become a cause 
for difficulty in trauma processing in children. 
Interestingly, similar mechanisms seem to work not 
only in more minor children, but also in adolescents. 
Feelings of guilt and responsibility for the death of a 
parent are much more pronounced in adolescents, 
when the cause of death remains unclear to them or 
if they are given distorted or insufficient information 
about the death (Harris, 1991). The carer’s attempt to 
protect the child or adolescent from the cruel reality 
could, therefore, end up backfiring and leave them in 
a very upsetting and burdening situation. Furthermore, 
a prerequisite for children to adjust to the death of  
a carer is to have a realistic and coherent understand-
ing of what has happened (Mitchell et  al., 2006). This 
also highlights the importance of using clear and 
understandable wording when talking to children 
about death. Some carers in this study attempted to 
soften the blow using euphemistic or metaphoric lan-
guage. Unfortunately, this is known to lead to mis-
understandings. To say that someone “is gone” implies 
they might come back, and to use the word “sleep” 
suggests they might wake up again.

For these reasons and to convey the permanency of 
death, communication with children about death must 
be as clear and honest as possible in order to orient 
them (Mitchell et al., 2006). While this holds for deaths 
by any cause, Mitchell et  al. (2006) stress the added 
importance when death occurs through suicide. 
Unfortunately, this is made even more difficult due to 
the sparse language when suicide is concerned 
(Fairbairn, 1995; Zyl, 2020). The limited and often 
judgemental language that is used in the context of 
suicide adds to the general stigmatization and taboos 
surrounding this cause of death (Sommer-Rotenberg, 
1998; Zyl, 2020). The societal stigmatization of both 
homicide and suicide is known to push the bereaved 
into isolation through not being able to discuss the 
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topic. This can be assumed to be of the utmost impor-
tance at the time, and through individuals distancing 
themselves (Hanschmidt et  al., 2016; Oexle et  al., 2020; 
Peters et  al., 2016; Pitman et  al., 2018; Ross et  al., 
2021). This taboo and stigmatization can be assumed 
to lead to carers losing potential support and help from 
their social environment, both for themselves and the 
children. The burden of adhering to this taboo and 
not revealing the cause of death to others, thereby 
cutting himself off from support and the opportunity 
to talk about the death, is clearly expressed in Stephan’s 
account. As social withdrawal and lack of social sup-
port are associated with adverse processing and the 
development of PTSD in children (Kultalahti & Rosner, 
2008; Trickey et  al., 2012), the very nature of the cause 
of death and its social implications are likely to neg-
atively impact trauma processing in families not going 
against societal mainstream.

Some carers in this study consciously broke with 
the taboo and worked against the stigmatization of 
the cause of death by talking openly about it. Several 
accounts convey how carers experienced the detri-
mental effects of taboo and stigma themselves when 
other close individuals, for example, family members, 
died through suicide. One hazard of keeping the cause 
of death from parts of the family is that, over time, 
secrets can increase chronic anxiety in families and 
limit family relationships (Knauth, 2003). Notably, this 
is something several interviewees describe. Not want-
ing to perpetuate these dynamics seems to have 
enabled the carers to go down a different route for 
their children’s benefit. The open approach to the 
topic is advantageous, as growing up in a family and 
a wider social circle, where everyone knows the same 
story and uses the same wording and explanation 
models, offers a sense of stability and orientation for 
the child. This is particularly important, as a cohesive 
joint narrative within the family benefits children’s 
well-being after potentially traumatic events (Sloover 
et  al., 2023). Furthermore, families’ dysfunctional 
communication patterns hinder recovery (Sloover 
et  al., 2023).

While the conscious use of the word “suicide,” even 
if children might be too young to understand the 
connotations, can be a means of desensitizing children 
to the social stigma surrounding suicide (Mitchell 
et  al., 2006), some carers in this study were reluctant 
to do so. This appears to be due to the belief that 
children under a certain age are unable to understand 
concepts such as suicide or homicide. Similar convic-
tion runs deep among carers, lay people, and profes-
sionals in the field of psychosocial emergency care. 
While the development of an understanding or even 

detailed knowledge of suicide is indeed dependent on 
age, Normand and Mishara (1992) found this to hap-
pen quite often earlier than anticipated. Furthermore, 
the development of concepts of death speeds up 
through children’s own experiences (Kane, 1979). 
Although a child might not fully grasp a specific 
concept of a life-changing event (yet), this does not 
mean they are not affected by it (Wolfelt, 2013). 
Therefore, the consequence of a lack of understanding 
should not automatically be to keep the truth from 
the child. Age-appropriate explanations are possible 
for any age (Wolfelt, 2013), and compassionately dis-
cussing the death can help children process the event 
(Sloover et  al., 2023). Developmentally timed and 
sensitive disclosure of potentially traumatic events has 
also been shown to result in positive outcomes in 
children, while silencing was shown to be harmful 
(Dalgaard & Montgomery, 2015).

Several carers discuss how they wait for the child 
to start the conversation. This communication pattern 
between carers and children appears not to be uncom-
mon after potentially traumatic events (McGuire et  al., 
2019). While this may reflect a sensitive and 
child-oriented approach, the reasons behind this 
behavior can be diverse. Not wanting to upset the 
child by initiating the conversation is often the reason 
behind the carer’s choice to wait for the child to 
approach them (McGuire et  al., 2019; Sloover et  al., 
2023; Williamson et  al., 2017; 2019). Several carers 
expressed this sentiment in this study. The unwel-
come, insensitive, and repeated discussion of traumatic 
events by the carer might retraumatize the child 
(Scheering & Zeanah, 2001), and co-rumination by 
the carer and child is related to increased symptoms 
of PTSD in children (Felix et  al., 2020; Sloover et  al., 
2023), this might well appear favorable at first glance. 
It is essential to remember that children might not 
initiate conversations to protect the carer (Field et  al., 
2014; Sloover et  al., 2023). Children are known to 
sometimes hide the intensity of their feelings about 
the violent death of a close person from their parents 
as to not add to their burden (Dyregrov, 2008; 
Feldman Hertz et  al., 2005) or because they want to 
support them (K. Dyregrov & Dyregrov, 2005). 
Especially if the carer themself is traumatized, they 
might not recognize this behavior in their child, as 
they are likely less attuned to their child’s emotions 
and needs, especially when showing symptoms of 
avoidance and withdrawal (Scheering & Zeanah, 
2001). The carers’ approach of waiting for the child 
to open up the discussion has to be seen in this 
complex context. As Sloover et  al. (2023) found, the 
favorable processing of the potentially traumatic event 
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is very much dependent on parental sensitivity. Giving 
inviting, possibly nonverbal cues can be a way for 
carers to navigate this challenging situation (Wolfelt, 
2013), especially since communication about poten-
tially traumatic events is more likely to occur when 
children perceive the carer to be open and receptive 
to this (Sloover et  al., 2023).

It is remarkable and commendable that most carers 
in this study put the perceived communication wishes 
of the child before their own. Even if this meant they 
could not discuss the death with those closest to 
them, such as their family, they followed the child’s 
lead, as was, for example, the case for Vivien and 
Tomke. The needs arising from carers themselves feel-
ing they cannot discuss the death, especially in the 
event of the other parent having died, should be the 
subject of further investigation.

The sentiment of having a duty to be the one to 
tell the children about the death and its cause, some 
carers expressed, poses a fascinating field for further 
research. Although this duty was sometimes conveyed 
by third parties, for example, in Nele’s case, most 
carers appear to have an inherent feeling of obligation. 
Even if it is hard to break the news and other pro-
tective impulses toward the child need to be overcome 
to do so, it often appears to be the carers’ convictions 
and, notably, wish to be the person to tell the child. 
As the trusted attachment figure is best suited to 
co-regulate the child after a highly stressful event and 
to facilitate processing (Finkeldei et  al., 2022), this 
impulse offers favorable opportunities. The implica-
tions of why the carers feel the duty, and if this might 
also be linked to protective feelings or ideas about 
good parenting, could be the subject of future research.

Strengths and limitations

To the best of our knowledge, this is the first study 
to investigate the experiences of carers in delivering 
the news of violent death to children under the age 
of 18 years old. Due to the specific nature of deaths 
through suicide and homicide and their implications, 
this study contributes valuable insights into the needs 
and demands of a hitherto invisible population under 
significant threat of future mental illness and trans-
generational perpetuation of suicide. The heterogeny 
of the sample and their accounts paint a multifaceted 
and rich picture of the phenomenon under study, 
covering several areas of importance to the develop-
ment of aid and support structures and services.

Nevertheless, several limitations to this study exist. 
The most obvious limitation is that selection bias can 
be assumed. As all but one participant was recruited 

via the online survey, a first-selection bias applies to 
the study rather than the interviews. It is known that 
individuals with high educational qualifications are 
disproportionately represented in online surveys 
(Blasius & Brandt, 2009). The sample of participants 
mirrored this tendency: more than half (69.4%) of 
the participants had completed a university degree. 
In contrast, neither people without a degree nor with 
a lower secondary school leaving certificate were rep-
resented in this sample. The interview study sample 
also showed this overrepresentation of high educa-
tional qualifications.

Furthermore, most participants came from a con-
venience sample. As six of the ten participants were 
recruited through direct contact by the AETAS 
Children’s Foundation, they either received support 
and help from the AETAS Children’s Foundation (four 
cases) or were at least offered it (two cases), even if 
they did not take AETAS up on the offer. The wish 
to give something back or stress how helpful the 
AETAS Children’s Foundation was could influence 
these participants’ accounts. Only four participants 
were recruited through multipliers and had not been 
in contact with the AETAS Children’s Foundation.

Another limitation related to the sample structure 
is that all participants are white cis persons and por-
tray only one facet of a diverse society.

Most participants received advice or counseling 
since the death, and it could be argued that they 
represent a population practiced in emotional literacy. 
This can be assumed not to represent the entire pop-
ulation of carers facing the topic under 
investigation.

Finally, it has to be acknowledged that processes 
during the potentially traumatic period and afterward 
can have an unknown effect on recall accuracy, pos-
sibly resulting in recall bias.

Conclusion

Carers who have to break the news about a close 
person’s death through suicide or homicide to children 
find themselves in highly stressful and burdening sit-
uations. Being lost for words and negotiating exactly 
when and what to say, making decisions on their own 
about something that many carers view as potentially 
harmful and life-altering for the children, leaves some 
carers literally speechless and others relying on 
instructions from professionals or other third parties, 
often without questioning them. Being supplied with 
wordings or models to explain something as unfath-
omable as the suicide or homicide of a loved one, 
and behavioral recommendations are viewed as 
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extremely helpful and orienting by the carers. This 
leaves professionals in this field with an immense 
responsibility that needs to be used carefully and 
wisely. This is because they enormously influence a 
highly vulnerable and susceptible population. Carers 
must be given guidance, orientation, and information 
to empower and enable them. Offering aid and sup-
port in these particular and extraordinary situations 
requires a community of thoroughly educated and 
trained professionals. They need to possess an under-
standing of underlying topics relevant to trauma pro-
cessing, the unique needs of families after homicide 
or suicide, and a systemic understanding and 
perspective.

Carers’ testimonies provide essential clues for the 
future development of adequate support services for 
adults and children. Services must be timely and 
low-threshold to meet a population’s needs in a highly 
stressful and burdened situation. Of particular impor-
tance for the population is that services are free of 
taboos and do not stigmatize certain behaviors or 
causes of death. This is especially relevant, as the 
“lack of script” seems to be exacerbated by the fact 
that suicide and homicide remain socially stigmatized 
and taboo topics. While this remains the case, society 
falls short of its responsibility toward its children. An 
editorial in The Lancet called parental death through 
suicide a “last taboo” even in public health (The 
Lancet Public Health, 2022), which was responded to 
by a letter from Alisic et  al. (2022) referring to paren-
tal death through homicide as a “double taboo.” As 
long as these taboos endure, children bereaved by 
these causes of death will remain primarily unseen 
and without support. Particularly in light of the 
importance of social support in trauma processing, 
we should not leave these children, carers, and fam-
ilies alone. Society needs to overcome the stigma and 
taboos surrounding violent deaths through suicide 
and homicide and needs to stop ignoring those most 
vulnerable parties affected by them. To start these 
much-needed conversations, children, carers, profes-
sionals, and society alike need to be equipped with 
stigma and blame-free, compassionate language to talk 
about (parental) suicide and homicide. This could be 
the subject of public health campaigns, as these topics 
have been neglected in this field (Alisic et  al., 2022; 
The Lancet Public Health, 2022). Investments are 
urgently called for in the (public) health as well as 
professional and peer support systems for children, 
adolescents, and their carers after suicide and 
homicide.

To the best of our knowledge, this study is the 
first to provide an account of carers’ experiences with 

delivering the news of a violent death through homi-
cide or suicide to children. Further, it offers many 
windows of insight into situations previously invisible 
to research. Further research to extend knowledge in 
this field, especially with a more diverse study pop-
ulation, is desirable as it is primarily exploratory. It 
may be pertinent for future research to explore further 
and understand how interventions can be more 
attuned, accommodating, and responsive to carers’ 
needs. This includes exploring how these interventions 
can be delivered reliably and with low thresholds and 
what structural prerequisites are necessary for com-
prehensive implementation.

Note

	 1.	 This paper refers to carers as persons who take primary 
responsibility for a child and care for it in everyday 
life. Due to the diversity of family constellations, these 
can be several different people, such as mothers, 
fathers, but also other attachment figures and foster 
parents. This does not include people who care for 
children exclusively in a professional context, such as 
childminders or teachers.
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