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Editorial Comment 

Navigating Marriage and 
Family Formation: Insights 
from India’s First Study on 
Married Care-Experienced 

Youth 
Kiran Modi and Gurneet Kaur Kalra 

t Udayan Care, our three-decade long journey in child and youth 
welfare has consistently reminded us that transitions into adulthood 
are never defined by education and employment alone. They are 

equally shaped by the invisible threads of relationships, belonging, and 
identity. Yet, when it comes to care-experienced youth, these threads are 
often frayed or absent, leaving them to navigate adulthood without the 
safety net of family. 

In India, where marriage and family formation remain deeply embedded 
in cultural and social life, the experiences of care leavers in these domains 

A 
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have been overlooked for far too long. Udayan Care is honoured to present 
India’s first systematic inquiry into the marital and family lives of youth with 
care experience. While global research on care leavers has traditionally 
emphasized education, employment, housing, and mental health, relational 
wellbeing, particularly marriage and parenting, remains strikingly 
underexplored. Without the safety net of families, these youths confront 
unique vulnerabilities in navigating adulthood. Marriage, a culturally 
significant milestone, often becomes a pathway to housing, social 
acceptance, and identity formation, yet it is fraught with challenges of trust, 
communication, stigma, and economic dependence. 
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Using a mixed-method design, we engaged 55 married care leavers 
through participatory tools co-developed with youth themselves. 
Quantitative analysis explored relationship between adverse childhood 
experiences (ACEs), marital outcomes, and parenting stress, while 
qualitative narratives highlighted lived realities of stigma, partner choice, 
and relational coping. Ethical safeguards including informed consent and 
counselling referrals were integral to the process. 

Findings revealed a complex interplay of resilience and vulnerability. 
Demographically, most participants were in their mid-adulthood and 
employment was reported by 71%, though gender disparities persisted, with 
women facing higher unemployment. Partner selection reflected both 
agency and constraint where 73% youth married non-care leavers, with 
women more likely to do so, suggesting need and desire for social 
acceptance and stability. Love marriages were notably more common 
among women (51%) than men (13%), underscoring gendered dynamics in 
autonomy and emotional connection. 

Accommodation patterns highlighted that most of the youth with care 
experience don’t have stable homes of their own, which makes their living 
situation fragile: only 22% lived in owned housing, while the majority resided 
in rented or extended family homes, reinforcing the link between marriage 
and housing security. ACE scores revealed that nearly one in four care leavers 
had endured seven or more adversities before age 18, with parental loss, 
violence, and neglect most prevalent. These early traumas echoed into 
adulthood, shaping trust deficits, emotional regulation difficulties, and 
heightened parenting stress. Theoretical mapping enriched these insights, 
where attachment theory depicted how disrupted early bonds hinder intimacy 
and marital stability. Social exchange theory contextualized the heightened 
costs of relationships amid financial insecurity and the marriage market 
theory explained constrained partner choices due to stigma and limited social 
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capital. Together, these frameworks underscored how structural 
disadvantages intersect with personal histories to shape marital trajectories. 

Despite challenges, marriage was often described as a turning point, a 
chance to rewrite narratives, build emotional bonds, and create nurturing 
environments for children. The findings clearly suggest that sustaining 
these aspirations require systemic support. Current legal frameworks, 
emphasize education and employability but somewhere don’t focus much 
on relational scaffolding. Our findings call for integrating trauma-informed 
counselling, marital preparation, parenting workshops, and housing support 
into aftercare policies. 

This editorial underscores that care leavers’ journeys into marriage and 
family life are not peripheral but central to their transition into adulthood. By 
amplifying their voices and bridging research with practice, we advocate for 
a holistic aftercare system, one that recognizes relational wellbeing as 
foundational to dignity, stability, and empowerment. 
 

DR. KIRAN MODI, Ph.D., founded Udayan Care in 1994 and has led major initiatives in 
family strengthening and care reform. She launched the niceh international academic 
journal, Institutionalised Children Explorations and Beyond, international conferences, 
pioneered India’s first care leavers’ study and network, and has published widely in 
national and international journals. 
 
DR. GURNEET KAUR KALRA, Ph.D., is a trained social worker and Manager of 
Research and Advocacy at Udayan Care. She leads international research 
collaborations and administers the journal Institutionalised Children Explorations and 
Beyond (with SAGE). She has authored several papers and book chapters and 
presented at national and international forums.   
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Sleep, Eat, Play, Learn, Be 
You, Community (Part 1) 

Kiaras Gharabaghi 

here is quite a lively global conversation going on about quality 
standards in the context of residential care. Conferences are being 
convened to discuss such standards, new research and/or editorials 

in the literature on this topic abound, and policymakers across many 
jurisdictions are busy trying to articulate such standards. One specific 
challenge is how one might measure performance against those standards, 
which is further complicated by the prevailing view that residential care 
ought to be steeped in relational practices, and these have always been 
difficult to concretely define and meaningfully measure. One emerging 
outcome at least in some jurisdictions is a hard turn to the past. By this, I 
mean a return to hard categories of pathological assessment and labeling, 
such that the breadth and depth of clinical interventions become the flag 
bearer for quality in residential care. People are talking about categorizing 
young people according to their diagnoses, their assessed functional 
capacities, and their deficits. In fact, entire systems are being built to match 
services to such clinical profiles, where quality care is equated with the way 
the complexity of a young person’s psychological circumstance 
corresponds to the availability of high-end clinical resources, such as 
psychiatry, psychology, a battery of assessments and fidelity to evidence-
based practices. 
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This might be a good time to remind ourselves that child and youth care 

practice, and by extension relational practices as a theoretical foundation 
for child and youth care practice, emerged specifically in resistance to this 
medical model of treatment. In North America, the treatment movement, 
driven by medical systems and ideologies that defined any behaviours of 
young people that were challenging to the norms of society as disease and 
illness to be cured, was very good at ‘hospitalizing’ children and youth, 
separated from their families and communities, and accultured into 
institutional ways of being. They were not so good at care. In fact, 
treatment involved little more than coercive interventions that imposed 
medications, control, surveillance, and conformity for as long as children 
and youth were within the system and then allowed for complete 
abandonment once they were discharged. Several generations of survivors 
from this cruel approach are still working through their trauma, and many 
are failing at that as evidenced by the relatively high rates of homelessness, 
addictions, and suicide amongst system survivors. 

The current movement toward defining quality standards in residential 
care is probably not stoppable, and at any rate, it may not be a bad thing to 
focus on quality standards in relation to care. The question is where to start 
and what to focus on, and here I want to (once again) weigh in with my 
suggestions. I will do these over the course of my next three contributions 
to CYC-Online, this being the first one. Each month, I will speak to two 
standards from the six quality standards as described in the title of this 
essay: Sleep, Eat, Play, Learn, Be You, and Community. In my view, if one 
could raise the quality of these across all residential services, we would 
have a transformational impact on how such services are experienced by 
children, youth, their families and their communities. This month, I will 
describe the first two of these standards: Sleep and Eat. 
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Sleep 

Sleep constitutes not only the physiological base for health, but it also 
represents one third of every person’s life. Therefore, focusing on sleep and 
ensuring that the benefits of sleep are maximized is a critically important 
measure of quality of care. To this end, the following standard is measured 
routinely. 

 

Quality Standard 
Every young person in residential care must have a bedroom (shared or 

single, depending on preference and availability) that features a quality bed 
with a high quality mattrass and pillow, and bedding that is chosen by the 
young person and reflects the young person’s needs and preferences in 
terms of weight of the bedding (eg: weighted blankets) and the aesthetics 
of the bedding (eg: something important to the young person). Furthermore, 
the lighting of the bedroom reflects the young person’s needs from a 
trauma and desire perspective and is adjustable based on mood and the 
current moment. All bedrooms (or sleeping spaces if shared) are 
personalized to reflect things that are important to the young person (family 
pictures, transitional objects, etc.). White noise is available to young people 
who want that. The bedroom is the young person’s private space, of the 
highest aesthetic quality available, and a sanctuary from the burdens of the 
day past and the day coming. Beyond the bedroom walls, the residence 
pays attention to the sensory factors that impact on sleep, including noise, 
smells, and temperature and humidity regulation. 

Service providers must track the quality of sleep experienced by young 
people in three different ways. First, all young people are invited to rate the 
quality of their sleep each morning. Second, all overnight staff maintain a 
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separate tracking of each child or young person’s sleep from their 
perspective, noting sleep interruptions and the causes for these wherever 
possible. And third, all periodic reviews of a young person’s experience in 
the residential setting (eg: Plan of Care meetings) include a discussion of 
sleep, including dreams, and such discussions are documented. 

All Plans of care must include a section that speaks to current and 
ongoing work to improve the sleep experience of every young person in the 
home. 
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Eat 
Food and Nutrition are known and evidence-based factors in health, 

learning, behaviour, cultural connections, identity, and the development of 
personal autonomy through expressions of ideological preference (eg: 
veganism). What we eat and how food is handled in a residence reflects 
multiple dimensions of the care environment. To this end, the following 
standard is measured routinely. 

 

Quality Standard 
Food is always available to all children and young people in the home. 

Food is not locked up and children and young people must be able to 
access food without having to ask for it from staff. The types of food 
available in abundance must reflect the cultural and identity factors of the 
current group of young people living in the residence. Children and youth 
have leadership roles in determining the methods of procuring food, the 
menu planning process, the preparation of food for meals and snacks, and 
the allocation of resources pursuant to food in relation to the allocation of 
resources pertaining to other items in the home. While staff maintain 
teaching and guidance roles in discussing health-related matters pertaining 
to food (eg: limits on junk food; menus correspond to national food guides), 
all food-related matters in the home are subject to collaboration between 
young people and staff and neither group can veto the desires or 
preferences of the other.  

All individual children and youth have food and nutrition plans 
documented in their case files. Such plans must take account of nutrition-
based substitutes or enrichments for pharmacological interventions. Such 
plans must also take account of the connection of food to identity 
formation, cultural and religious needs and preferences, and the 
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development of personal autonomy on the part of individual children and 
youth with respect to ideological preferences (meat-less diets, organic 
foods, halal or kosher foods, etc.). 

Food regimes in homes must be reflective of building a sense of 
belonging and care, and therefore food (withholding of food or offering 
reduced quantities or quality of food) can never be used as a punishment or 
a behaviour management measure. Furthermore, the food in the home is the 
only food for all people in the home at any given time. Staff cannot bring 
their own food (except for medical reasons) to the home, order food for 
themselves, or eat separately from the group. All food-related activity is 
activity reflecting the whole home environment, not the environment for 
children and youth separate from the environment for staff or other adults. 

All residential care providers must have a dietician on staff or procure 
consulting services through a registered dietician, who reviews individual 
food plans for each child or youth as well as the overall food system in the 
home and makes recommendations to optimize the impact of food in the 
home. Documentation must be in place of all such recommendations and 
the home’s response to these. Furthermore, all residential care providers 
must have a defined articulation of the food system in the home and its 
interfaces with child health, learning, and cultural and identity promotion.  
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Finally, all residential care providers must provide an annual report on 
their expenses on food, and all such expense reports must demonstrate at 
minimum year over year increases in line with inflation. 

Next month, I will describe the next two quality standards: Play and 
Learn. These are more complex than Sleep and Eat but equally important 
and certainly interface with Sleep and Eat as well. Once again, while these 
quality standards may appear as simplistic, once I have described them all, I 
will synthesize how these standards give rise to a relational care 
environment that is sustainable and can be measured. 

 

DR KIARAS GHARABAGHI is Dean of the Faculty of Community Services at Toronto 
Metropolitan University, Canada and a regular contributor to CYC-Online. He can be 
reached at k.gharabaghi@torontomu.ca 
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The Importance of 
Storytelling 

Alixandria Sims 

torytelling is essential for better engagement with young people. It 
affirms their dignity, validates their emotions, and fosters trusting 
and relational bonds. This story is not simply about a single incident 

of punishment, but about the lasting impact of power, silence, and 
emotional invalidation within a caregiving relationship.  
 
+++ 

 
“AVERY JO1! ALEXIA EVANGELINE1! TARRA-BREE1!” 
 
The yell could be heard across the street in the park where my younger 

sister played. Both names: they were angrier than usual. It wasn’t me. It 
wasn’t me. It wasn’t me. It wasn’t me. I emerged quietly from my bedroom, 
book in hand, index finger holding my place. My eyes shifted around the 
room, trying to sort out what had gone awry this time. My mind ran with 
questions. It couldn’t be something in my room, or we wouldn’t all have been 
called, plus I knew my room was up to scratch because it had been looked 
over after school. The kitchen seemed fine; I walked through it on my way 
to the living room. It wasn’t a question of hygiene because Avery was too 
young to leave a period mess in the bathroom, and mine wasn’t due yet. 

S 
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“Sit. Down.” Their voices rumbled with fury; their eyes were hot with 
anger as they pointed at the couch. I had to walk past them to sit. I kept my 
book in my right hand and moved toward the love seat as my older sister 
walked in. The book was snatched from my hand and snapped shut. Great. 
Now my page was lost, and I was in trouble for who knows what. It wasn’t 
me. It wasn’t me. It wasn’t me. It wasn’t me. Avery ran in, breathless and red 
in the face and squeezed in with us. She didn’t know to worry yet. She was 
only seven. Our mum and Avery’s dad stood over us with crossed arms, 
glaring daggers and eyes glazed from the marijuana they smoked in 
“secret”. Had they already been drinking, too? 1 

“Who did it? If you come clean now, no one will get into any trouble.” 
That was a lie. It was always a lie. Someone would get in trouble. It wasn’t 
me. It wasn’t me. It wasn’t me. It wasn’t me. I still didn’t know what was 
going on. 

“Did what?” Tarra asked. Very brave. I couldn’t have done that. It never 
mattered how calm and nonconfrontational we tried to sound; we were 
always “talking back.” It wasn’t me. It wasn’t me. It wasn’t me. It wasn’t me. 

“You know every well ‘what’ and don’t talk back like that. Goddamnit! 
You’re always so disrespectful. Why are teenagers today so rude?” 

“I have no idea what you’re talking about?” 
“DON’T talk back! The spray painted eff word in your new bathroom! We 

worked hard on that. It isn’t finished and one of you three has RUINED it 
with a swear word painted in blue across the wall!” It wasn’t me. It wasn’t 
me. It wasn’t me. It wasn’t me. 

We were traipsed down the steep, rickety stairs, and into Tarra’s private 
bathroom. I hated those stairs; they didn’t have a handrail. The bathroom 
had a toilet, a sink with a small cabinet, and a stand-up shower. My parents 

 
1 Names have been changed to protect the identities of the children involved in this situation. 
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wrenched open the accordion door and there was the offending word. All 
capitals, about two inches wide, and in bright blue paint. It wasn’t me. It 
wasn’t me. It wasn’t me. It wasn’t me. 

 
FUCK 

 
I was fascinated, horrified, and terrified at the same time. It wasn’t me. It 

wasn’t me. It wasn’t me. It wasn’t me. Why would either of the other two? 
Did a parent do it and forget? Why? While my mind raced, the parents yelled 
at us for what felt like 15 minutes or more. I knew my face looked like I 
wasn’t listening and maybe I wasn’t. I was too busy trying to solve it. I got 
yelled at for not caring, too. I was just trying to be helpful as I stood there, 
tears streaming down my face. I did too care! I couldn’t very well say that 
out loud. I knew it would cause more trouble and be seen as back talk. 

“That’s not all.” Cold voice. Angry faces. We were marched out to the 
garage. On the garage floor behind the motorcycle were flathead 
thumbtacks, points up. Would those pop the tire if no one noticed before 
the motorcycle backed up? I chanced a glance at my sisters. Avery looked 
cherubic, as always, a smile on her face, eyes wide in innocence. Tarra was 
fuming. If this were a cartoon she would have smoke coming out of her 
ears. We were taken out of the garage and across the road to the park. It 
wasn’t me. It wasn’t me. It wasn’t me. It wasn’t me. What was happening? 
 
AVERY 

 
Pressed into the tree and spelled out in the same thumbtacks as on the 

floor in the garage. The silver heads glinted in the sunlight against the 
wrinkled bark. It wasn’t me. It wasn’t me. It wasn’t me. It wasn’t me. 



 
 

March 2026 
ISSN 1605-7406 

20 

“Get. Back. On. The. Couch.” Quiet but furious. Whispered through 
clenched teeth. Not making a public scene but making sure we knew not to 
cause a fuss and get our butts in the house and get ready to be railed at. It 
wasn’t me. It wasn’t me. It wasn’t me. It wasn’t me. 

Tears continued to well up in my eyes; I could barely see through the fog 
on my glasses and the wall of tears that struggled to fall to my cheeks. It 
wasn’t me. It wasn’t me. It wasn’t me. It wasn’t me. Stop crying. STOP 
crying! This would forever be to my detriment. Crying was a sign of guilt in 
my family.  

They were still yelling at us and making promises that if we just gave 
ourselves up, then no one would be in trouble. It was decided that the three 
of us would be left alone to decide the guilty party and then come find them 
when we were through. I guess it was a peer court. In the end, nothing was 
decided by us. None of us knew who did it. It wasn’t me. It wasn’t me. It 
wasn’t me. It wasn’t me. We only knew, each in our hearts, that it wasn’t us.  

When our parents returned, they informed us they had made an 
executive decision. My tears were still coming, and my breath kept 
catching. It wasn’t me. It wasn’t me. It wasn’t me. It wasn’t me. I couldn’t see 
anyway, so I put my glasses in my lap and waited. 

“We know none of you will rat out the others, and if you don’t stop crying, 
we’ll really give you something to cry about! We’ve thought about it (probably 
while they were drinking or smoking) and made a decision. Avery is too young 
to even know what those words mean, and WHY would she put her own 
name in a tree?! And since she wouldn’t put her name, WHY would she put 
thumbtacks behind the motorcycle tire?! Tarra was away last night, and it 
wasn’t there yesterday.” It wasn’t me. It wasn’t me. It wasn’t me. It wasn’t me. 

They were screaming at me. They never seemed to need breath. It all 
came out at once. How-dare-you-and-the-disrespect-and-stop-crying-or-
I’ll-give-you-something-to-cry-about-and- vandalism-and-why-is-it-
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always-you?  It wasn’t me. It wasn’t me. It wasn’t me. It wasn’t me. It was 
never me, but I could never say it out loud. It’s disrespectful to talk back. My 
sisters were sent out of the room. Tarra stomped back down to her room, 
slamming doors on her way, and Avery, smiling ear to ear, ran across the 
road and back to play at the park. 

I was grounded for two weeks. It wasn’t me. No TV. It wasn’t me. No 
friends. It wasn’t me. No phone. It wasn’t me. No books. It wasn’t me. The 
last one was torture. I lived for books. I didn’t really have friends; books 
were my escape from my life. It wasn’t me. 

 
+++ 

 
“Hey do you remember the blue fuck? And the thumbtacks?”  Avery, in 

her 20s, asked at a family dinner. We still call it the blue fuck. It wasn’t me. It 
wasn’t me. It wasn’t me. It wasn’t me. Everyone else chuckled. I just felt my 
face flush, and I got angry. A scowl spread across my face. 

“It was me.” Laughter. They had figured it out years ago. They knew all 
along and never told me. No apologies, no guilt at punishing the wrong kid, 
no contrition from my sister. Just laughter and “oops.” My anger was 
considered an overreaction. 

It wasn’t me. It wasn’t me. It wasn’t me. It wasn’t me. 
 

+++ 
 
I am intensely aware of how damaging silencing and blaming children 

without listening to them can be. I hope that sharing this experience allows 
practitioners to better understand how a past can inform empathy for young 
people who feel misunderstood, disbelieved, or unable to safely express 
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themselves. Adults are not omniscient authorities; we need to be relational 
partners who model accountability and respect. 

 
Reflective Questions 

1. What messages about safety, trust, and voice might the child internalize 
from this experience? How might unresolved injustice manifest in 
adulthood? 

2. If this youth were on your caseload, how would you build relational safety 
with a youth who fears being disbelieved? 

3. This story takes place in a lower-middle-class blended family with some 
substance use. How might caregiver substance use influence escalation 
and perception, and how might a practitioner assess substance-related 
risk without making assumptions? 

 

ALIXANDRIA SIMS is a CYC student and emerging author. She graduated from the 
Education Assistant Certificate Program in 2025, where she earned a place on the 
Vancouver Island University Dean’s List. She lives on Vancouver Island in British 
Columbia, with her husband and three teenage children. 
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Kids Today: Thoughts From 
Research, Practice, and the 

Classroom 
Young people can be unfairly and negatively 

judged by older generations 

David A. Jobes 

cross time and generations, elders have often bemoaned with 
exasperation, “Kids today!” As a quintessential Baby Boomer, I often 
hear same-aged peers complain about youth (e.g., those born 

between the late 1990s and early 2000s). While developmental 
psychologists eschew using broad labels to describe large generational 
cohorts (i.e., the Silent Generation, Baby Boomers, Gen X, Millennials, Gen 
Z, and Gen Alpha), these labels tend to stick and become integrated into 
our cultural narrative, evoking common associations and perceptions. To 
this end, I would like to reflect a bit on young people who make up Gen Z 
and Gen Alpha—presently in their teens and 20s—from three distinct 
perspectives: clinical trial research, psychotherapy practice, and the college 
classroom. 

For 20-plus years, I have been immersed in randomized controlled trials 
(RCTs) of a suicide-focused treatment called the "Collaborative Assessment 
and Management of Suicidality" (CAMS—Jobes, 2023). While various RCTs 
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of CAMS are underway in the U.S. and abroad, I am presently focusing on 
three NIMH-funded studies with young adults, college students, and teens 
who are suicidal. The “Suicide Status Form” (SSF) is central to CAMS. It is a 
multipurpose tool for assessing, treating, tracking, and documenting clinical 
outcomes. In the first session of CAMS, patients rate SSF constructs (i.e., 
psychological pain, stress, agitation, hopelessness, self-hate, and overall 
risk of suicide) and respond to qualitative prompts writing out descriptions 
of these variables. Moreover, patients are prompted to write out reasons for 
living and dying, respectively, and describe the “one thing” that would make 
them no longer suicidal. 

Thirty-five years of studying SSF responses has provided a valuable 
window into the thinking of people who are suicidal. In terms of 
contemporary youth, we are currently seeing some noteworthy SSF 
responses that are unusually existential and focused on social 
determinants. For example, when asked about shame, one 12-year-old said, 
“Yes, I am ashamed of my existence!” An 11-year-old boy noted “the brain-
rot of my peers.” In a college-student RCT, we saw comments such as: “I 
will always be in debt” and “I’ll never own a house.” Others noted “the earth 
is dying” and “our political divisions.” One female college student described 
her self-defined “drivers” of suicide as “racial and gender oppression” and 
“there is no point in living.” Finally, an eighth-grader grimly summed up his 
reasons for dying, writing, “The boomers have messed up the world for us!” 
This particular response struck me. 

As a university professor, I am used to working with young people; as a 
clinician, I have seen countless teens, college students, and young adults 
over four decades. When I reflect on young people, what is common across 
generations is generally more striking than what is different. However, 
unlimited access to internet information, the explosion of social media, 
the Covid-19 pandemic, and artificial intelligence have been impactful on us 
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all. One could argue that contemporary young people have 
encountered species-level changes without parallel in history. While this 
may be debatable, it is nevertheless fair to say that a lot has happened over 
the last 20 to 30 years that may uniquely and profoundly impact young 
people today. 

I am currently teaching an undergraduate class ostentatiously titled “The 
Psychology of Living,” and it has been a joy. When I think about my 
students, I reflect on media-based complaints, critiques, and criticisms of 
young people today: that they are notoriously stuck on their phones, 
obsessed with their social media, and frantically seeking ever more likes. 
One research piece noted that an overreliance on technology and Covid-
related social isolation has led to today's youth literally talking less than 
previous cohorts. However, my Psych of Living students do not conform to 
this finding; they are engaged and active in our class. They are initially 
riveted by an exploration of lessons learned from suicide research and 
continue to come alive as we pivot to life as a journey, existential 
philosophy, the psychology of awe, the unconscious, living intentionally, 
mental health, post-traumatic growth, possible lives, love/relationships, 
mindsets, grit, spirituality, values, and how to create a life worth living with 
purpose and meaning. In turn, my students actually have a lot to say about 
all these topics. But for this to happen, I must ensure that our class is a 
“safe space." I tend to use silences to help draw them out, and I sometimes 
ask all of them to comment on a topic. While this approach creates some 
discomfort, it also helps students who might not otherwise speak up find 
their voice. And when they do speak up, they discover validation and 
support from their classmates and me. Last week, for example, I led a class 
exercise wherein students spent time reflecting on their purpose in life. As 
each student shared, it became abundantly clear through their 
emotions, laughter, and connection with each other that they relished the 



 
 

March 2026 
ISSN 1605-7406 

27 

chance to talk, revealing vulnerable versions of themselves not typically 
shown outside of class. Having mulled over what my students shared, I 
have concluded that today's young people are too often unfairly judged and 
criticized by their elders. In turn, I believe that we elders must endeavor to 
create more and better opportunities for young voices to be expressed and 
heard. 

Years ago, I visited a prestigious private boys' school in Washington, 
D.C., after some troubling mental health-related incidents. My consultation 
involved meeting with parents on a Thursday evening, followed by a Friday 
morning meeting with all the upper-school students (300-plus teens), with a 
final faculty meeting in the afternoon. My plan was to present a well-
disguised case of a teenager from my clinical practice. My patient, who had 
high-achieving parents, was emotionally distraught as he struggled with 
academics, peers, parents, and too many extracurricular activities and 
sports. I presented the case in each meeting before shifting to Q&A. On 
Thursday night, I saw parents squirm uncomfortably as I presented my 
case. On Friday morning, many nodding heads showed that the students 
readily identified with the case, and later, the faculty also gave knowing 
looks. My takeaway from the consultation? Parents complained that their 
sons refused to talk to them! The students bitterly complained that their 
parents refused to listen to them! And in exasperation, the faculty 
queried: What should we do with all the crazy parents? 

For my part, I am working hard to neither judge nor look down my nose 
at “kids today,” and I will continue to endeavor to create opportunities for 
young voices to be expressed, heard, and validated—the very thing I 
craved when I was young. 
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Key points 
• Every generation struggles with the challenges of their youth. 
• Today's youth are often criticized for their use of cellphones and social 

media. 
• Perspectives from clinical research, practice, and the classroom reveal 

the valuable insights of youth. 
• There is virtue in not judging kids today who simply need forums to 

make their voices heard. 
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Self-Harm and Suicide in 
Residential Care 

Ellie O’Donnell 

Abstract 
Self-harm and suicide behaviours in residential childcare require 

effective interventions, practices, and policies that ensure the safety 
and wellbeing of young people. This literature review examines 
current research on prevalence, risk factors and interventions, 
identifying inconsistencies in definitions and risk management. 

Trauma-informed care, dialectical behaviour therapy, staff training, 
supporting relationships, and adaptive coping strategies are 

highlighted as key approaches. The review highlights the need for 
developmentally appropriate and individualised care and safety 
planning, particularly for younger children and autistic children. 
Research gaps are noted, and policy recommendations include 

improved risk assessment, safety and care planning, and enhanced 
staff support. 
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Introduction 
Understanding self-harm and suicide behaviours in residential childcare 

is essential to developing appropriate interventions, practices and policies 
to ensure young people are safely cared for (Evans, 2018). This ensures 
those working within residential organisations have consistent training, 
understanding, and responses to self-harm and suicide behaviours (Paul & 
Hill, 2013). Research places importance on factors such as increased 
feelings of hope for the future and positive outcomes, and on reduced 
engagement in self-harm and suicide behaviours (Burnand & Johnson, 
2022; Ngune et al., 2021). Therefore, this literature review aims to explore 
existing research on self-harm and suicide behaviours in residential 
childcare, including current interventions and supports. The review makes 
recommendations for policy, including risk assessment and management, 
safety and care planning, and staff training and support. 

 

Language and definitions 
The language used to describe topics such as suicide and self-harm, 

and looked-after young people's experiences, are complex. To ensure a 
consistent understanding of topics, the following section will provide an 
overview of ‘residential childcare’, ‘suicide’, and ‘self-harm’ within the 
context of this review. 

 

Residential childcare 
In Scotland, residential childcare encompasses various settings, such as 

children’s homes, residential schools, and secure care (Scottish 
Government, n.d.). Children may reside in residential care for a number of 
reasons, such as behavioural and emotional difficulties, exposure to 
violence in the family home, abuse or neglect (Pinheiro et al., 2024). As a 
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result, children may be placed under a Compulsory Supervision Order 
through the Children’s Hearing (Scotland) Act 2011, Section 25 of the 
Children (Scotland) Act 1995, or through permanence orders under Section 
80 of the Adoption and Children Act 2007 (Scottish Government, n.d.). 

 

Suicide 
Although suicide has never been an offence in Scotland, until 1961 it was 

regarded as a crime in England and Wales (Suicide Act 1962; UK 
Government, n.d.). The act of suicide is often referred to as ‘committing 
suicide’, implying an offence has occurred, with phrases such as ‘completed 
suicide’ or ‘died by suicide’ being more compassionate (Padmanathan, 
2019). 

 

Self-harm 
The definition of self-harm is often inconsistent due to differing 

understandings of the behaviour and motivations behind it (National 
Collaborating Centre for Mental Health, 2011). Descriptions such as 
‘parasuicidal behaviour’, ‘non-suicidal self-injury’ and ‘self-mutilation’ have 
all been used to describe self-harm (Furnivall, 2023). For the purpose of this 
review, self-harm will be defined in line with the NICE guidelines (published 
in 2022): ‘Self-harm is defined as intentional self-poisoning or injury, 
irrespective of the apparent purpose’. Common behaviours include cutting, 
burning, biting, scratching skin, and poisoning (Cipriano et al., 2017) 
However, ‘[t]he guideline does not cover repetitive, stereotypical self-
injurious behaviour (such as head banging)’. Headbanging has been viewed 
as the most frequent form of self-injury among those with autism spectrum 
disorder (ASD)or those in a secure setting, due to it being a more 
‘accessible means of harm’ (Mournet et al., 2024; Steenfeldt-Kristensen et 
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al., 2020; Summers et al., 2017;). Research has uncovered that most 
individuals who engage in self-harm behaviours use more than one method, 
for example, cutting and ligature use (Cipriano et al., 2017). Frequent 
engagement is associated with mental health difficulties and increased risk 
of suicide attempts (Castellvi et al., 2017). 

 
Method 

To explore self-harm and suicide in residential childcare, a narrative 
literature review methodology was adopted. A systematic search was 
conducted across peer-reviewed databases for articles between 2008 and 
2025, with inclusion criteria focusing on self-harm and suicide in residential 
childcare. Studies from similar systems, for example, youth justice, kinship, 
foster care, and inpatient mental health, were also included where relevant 
to draw transferable insights. Analysis involved thematic synthesis of risk 
factors, intervention models, and policy frameworks. This review is not an 
exhaustive exploration of self-harm and suicide behaviours in residential 
childcare. 

 
Key findings 

 

Measuring and recording risk of self-harm and suicide 
Behaviour is described as having a temporal component, meaning it 

unfolds and develops over time. Therefore, tools have been developed to 
focus on risk factors, such as mental health and adverse childhood 
experiences (Stewart et al., 2020). An exploration of the Child and Youth 
Mental Health Screener (ChYMH-S; Stewart et al., 2017) found that the tool 
assesses varying factors, including mental state indicators, substance use, 
behaviours of concern, harm to self and others, communication, 
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development, stress, trauma, relationships, and education. Stewart et al. 
(2017) found the ChYMH to be a strong predictor of self-harm and suicide 
behaviours within mental health organisations. 

Additional tools, such as the Strengths and Difficulties Questionnaire 
(SDQ; Hall et al., 2019), the Revised Children’s Anxiety and Depression Scale 
(RCADS; Baron et al., 2021), the Massachusetts Youth Screening Instrument 
– version 2 (MAYSI-2; Grisso & Barnum, 2006), and the Children Revised 
Impact of Event Scale (CRIES; Ossa et al., 2019), have also been validated 
for the assessment of mental health concerns. Such measures and tools 
should be repeated at regular intervals to continue to assess the risk and 
effectiveness of intervention (where appropriate) (Law, 2012). Qualitative 
designs, such as the ‘ABC’ model, propose that activating events or triggers, 
resulting in self-harm and suicide behaviour, which creates an emotional or 
behavioural response are also effective in monitoring risk (Fowler et al., 
2021). 

Self-harm and suicide behaviours require various measures to further 
understand them (Bateson & Martin, 2021; Madge et al., 2011). Residential 
organisations adopt their own data entry system for how self-harm and 
suicide incidents are monitored and assessed (Wadman, 2017). UK 
guidelines for young people who present with self-harm and suicide 
behaviours recommend comprehensive psychological assessments should 
be completed (National Collaborating Centre for Mental Health, 2011). 
Various scales, tools and measures are a key part of this assessment for 
predicting future risk. Available tools include: the Suicide Risk Monitoring 
Tool (SMT), Ask Suicide Screening Questions (ASQ), Self Harm 
Questionnaire (SHQ), Suicide Ideation Questionnaire (SIQ), Beck 
Hopelessness Scale (BHS) and Children’s Depression Rating Scale-Revised 
(CDRS-R) (Erbacher & Singer, 2017; Harris et al., 2019). 
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Safety planning 
NICE guidelines state that young people who have engaged in self-

harming behaviours should be supported through a ‘safety plan’. This 
includes key coping strategies and sources of support for the young person 
during crisis, whilst highlighting warning signs for professionals to monitor 
(NICE, 2022). The guidelines further encourage a ‘designated lead’, to 
support staff and young people in implementing safety plans and ensuring 
these are adhered to. 

Research has placed further emphasis on the importance of safety plans 
using a Multi-Disciplinary Team (MDT) approach (Abbott-Smith et al., 
2023). 
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The Centre for Suicide Prevention (2021) describes a safety plan as ‘a 
written document that supports and guides an adult with suicidal ideation or 
behaviour to help them avoid a state of intense suicidal crisis’. Research has 
further described safety planning as a structured primary intervention 
between young people and professionals (Stanley & Brown, 2012). Safety 
plans are often developed in line with key aspects of the Cognitive 
Behavioural Therapy (CBT) model and have been found to lessen the risk of 
self-harm and suicide (Stanley & Brown, 2012; Mann et al., 2021). Research 
has identified that safety plans should include warning signs, coping 
strategies, social support, professional contacts, and environmental support 
(Bryan & Rudd, 2018; Mann et al., 2021). 

Various approaches have been identified for creating safety plans with 
young people. The Stanley and Brown model (2009) utilises a CBT-informed 
safety plan. This approach was found to be positive in reducing suicide 
ideation, however, motivation to engage in the plan was low (Stanley et al., 
2009). 

Therefore, motivational interviewing informed safety plans were 
developed (Czyz et al., 2019). Such studies found increased coping and 
engagement in safety planning but did identify a need for plans to be 
developmentally appropriate to young people (Abbott-Smith et al., 2023). 
OverCome (Muela et al., 2021) is a new intervention that focuses on self-
harm and suicide behaviours. This intervention places foregrounds the 
development and implementation of safety plans that the young person can 
utilise during periods of crisis. Muela et al. (2021) also suggest professionals 
and care staff working with young people should have safety plans to 
reduce the stigma around self-harm and suicide and to normalise the need 
for support. 

Further approaches, such as the SAFETY Programme (Asarnow et al., 
2017), Family-Based Crisis Intervention (FBCI; Ginnis et al., 2015), the 
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COPES model (Wolff et al., 2018), and the Adolescent Safety and Coping 
Plan (ASCP; McManama O’Brien et al., 2020), have been developed to 
explore family involvement for young people who continue to reside in the 
family home and for those who are transitioning out of highly-supervised 
environments. 

Gaps within the literature have identified a need to develop safety plans 
suitable for autistic children, due to social barriers and differences in 
communication styles (Camm-Crosbie et al., 2019; Crane et al., 2019). As a 
result, Rodgers et al. (2023) developed a safety plan to support autistic 
individuals, the ‘Autism Adapted Safety Plan’. This encompasses key 
elements required for a safety plan, however, with attention paid to 
communication styles. Strategies to support autistic young people in 
completing safety plans include visual aids, clear instructions, and 
recognition of sensory needs (Schwartzman et al., 2021). 

 

Prevalence and risk factors of self-harm and suicide in residential 
childcare 

Young people who reside in residential care have an increased likelihood 
of experiencing childhood adversity and trauma in comparison to those 
living in the family home (National Audit Office, 2015; Rosa, 2019; Rouski et 
al., 2021). 

Such experiences increase the prevalence of psychological difficulties 
and engagement in risk-taking behaviours, such as self-harm (Calvo et al., 
2024; Cleare et al., 2018; Martin et al., 2016; Yates, 2009). Mental health 
difficulties, such as depression, anxiety, and post-traumatic stress disorder, 
are correlated with self-harm behaviours, particularly for those residing in 
residential childcare (Varley et al., 2022). Carter et al. (2025) reported the 
use of self-harm to cope with distress and negative emotions related to the 
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young person’s life experiences. Young people living in care can also 
experience social isolation, loneliness and victimisation due to the stigma of 
residential care, further perpetuating the risk of self-harm (Emmerich et al., 
2024). 

Research has identified that 35 to 40% of young people living in 
residential care engage in self-harm, in comparison to 15% of those living 
with family (Geoffroy et al., 2022). This is further evidenced by Hawton et 
al. (2022), who identified that those living in residential childcare are at 
greater risk of self-harm, thus emphasising the need for tailored prevention 
and intervention. Young people may be exposed to the distress of other’s 
behaviours, contributing to what is often described as a ‘contagion effect’ 
(Chandler, 2016; Hawton et al., 2020; Papadima, 2019). For staff, frequent 
incidents can contribute to emotional fatigue, reduced tolerance, and 
reactive care practices, which in turn affect how well trauma-informed 
principles are applied (Brown et al., 2019; Clark et al., 2022; Friis et al., 
2024; Grybush, 2020). 

Research has highlighted the significance of adverse childhood 
experiences (ACEs) and mental health difficulties with respect to the 
prevalence of suicide (Stinson et al., 2021). An American study found 
experience of childhood trauma to be a predictor of suicide ideation and 
self-harm (Stinson et al., 2021). Further research identified each additional 
ACE increases an individual's risk of suicide by 123% (Dudeck et al., 2014). 
Muela et al. (2024) found that, of 185 young people in residential care in 
Spain, 26.5% had previously attempted suicide and 36.2% had ongoing 
suicidal thoughts. Only one-third of young people who had thoughts of 
suicide had sought professional support. Limited care staff knowledge and 
training impacted young people’s confidence in seeking support from them 
(Muela et al., 2024). Burnand and Johnson (2022) identified the importance 
of relationships, talking interventions, practical support, and professional 
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support for young people who engage in self-harm and suicide behaviours 
in residential care. 

 

Deaths of care experienced children in Scotland 
The Care Inspectorate (2020) conducted an overview of the deaths of 

care experienced children in Scotland between 2012 and 2018. They found 
that of the 42 children and young people who died, 14 died as a result of 
substance use, self-harm, and suicide. Half of these young people 
previously resided in secure care or settings with high levels of supervision. 
The review recommended the need for earlier identification of distress, 
effective multi-disciplinary team working, and available interventions. 
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Additional risk factors 
It should be noted that trauma and adversity are not exclusive factors 

for engaging in self-harm and suicide behaviours, however, these are the 
most significant factors for young people residing in residential childcare 
(Calvo et al., 2024). Additional risk factors include interpersonal difficulties, 
grief and bereavement, financial difficulties, mental health difficulties, and 
sensory needs (Blanchard et al., 2021; Darol & Mishara, 2021; Elbogen et al., 
2021; Ford, et al., 2021; Rasmussen et al., 2016; Reichl & Kaess, 2021). 
Research further states that young people with a learning disability (LD) or 
neurodevelopmental diagnosis (NDD) are at greater risk of engaging in self-
harm and suicide behaviours (Blanchard et al., 2021). Such diagnoses can 
impact the individual’s understanding, management, regulation, and 
communication of their emotions (Cibralic et al., 2019; Reyes et al., 2019; 
Sari et al., 2024). 

There is limited research on the relationship between those who identify 
as transgender or gender diverse (TGD), or lesbian, gay, bisexual, 
transgender, queer and intersex (LGBTQI), living in residential childcare and 
their engagement in self-harm and suicide (Cawley et al., 2019). Findings 
from the Life in Scotland report (LGBT Youth Scotland, 2022) indicated that 
69% of LGBTQI young people had experienced suicide ideation and 43% 
engaged in self-harming behaviours. Those living in residential care, or who 
had unstable living environments, reported high levels of distress. Research 
has explored TGD individuals and their engagement with Child and 
Adolescent Mental Health Services (CAMHS), finding that those who 
identify as TGD had increased vulnerabilities to experiencing mental health 
concerns and engagement in self-harm and suicide behaviours (Whittle et 
al., 2024). 
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Criminal justice context: Young offenders 
It is important to recognise that young people involved in the criminal 

justice system may be young prisoners. Since 2011, ten young people have 
died by suicide in HMPYOI Polmont (Judiciary of Scotland, 2025). Following 
the deaths of two young people, Katie Allan and William Lindsay, in custody, 
a Fatal Accident Inquiry (FAI) was conducted. The inquiry identified multiple 
systemic failings, including limitations in multi-disciplinary communication; 
inadequate mental health and suicide risk assessments; lack of trauma-
informed practice; and misattunement to signs of distress and risk (FAI, 
2025). Recommendations included in the FAI focused on the need for 
proactive risk assessments and management, including ligature prevention 
and suicide prevention technology, as well as the appropriate recording and 
communication of information (FAI, 2025; Judiciary of Scotland, 2025). 

Although these deaths occurred in a custodial context, they highlight 
wider concerns about the safety and care of vulnerable young people 
across Scotland’s systems, including residential and secure care. These 
concerns formed part of the broader policy and public discourse that 
contributed to legislative reform, including the Children (Care and Justice) 
(Scotland) Act 2024 (Scottish Government, 2024). While this is not a direct 
result of the FAI or the Children’s Hearing System review, the Act introduces 
significant changes, including raising the age of referral to the Children’s 
Hearing System to 18 years and ending the use of Young Offender’s 
Institutions (YOIs) for children (Scottish Government, 2024; Scottish Prison 
Service, 2025). As a result, children are no longer placed in YOIs, and those 
requiring a custodial sentence are now accommodated in secure settings 
up to the age of 18, after which they may transition to HMPYOI Polmont if 
required. 
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Approaches to intervention and support 
There are various interventions and supports which have been 

developed to support young people who engage in self-harm and suicide 
behaviours in residential childcare. These focus on trauma-informed care, 
relational factors, and evidence-based therapies. A key approach to 
supporting young people in residential care is the adoption of trauma-
informed care (TIC) (Goddard, 2021). TIC promotes safety, connection, and 
trust within a caregiving environment, assisting young people to manage 
their emotions and behaviours safely (Bath, 2008). Research identifies that 
staff training in TIC improves emotion regulation in young people and 
reduces self-harm behaviours (Hodgdon, 2023; Nikopaschos et al., 2023). 
Burnand and Johnson’s (2022) research found that giving young people the 
opportunity to discuss their engagement in self-harm and suicide 
behaviours is beneficial in the management of such behaviours. This 
discussion can take place with professionals or care staff. 

Research emphasises the importance of stable and supportive 
relationships between care staff and young people in reducing self-harm 
and suicide behaviours (Burnand & Johnson, 2022; Epstein & Ougrin, 2020). 
Holland et al. (2020) found that young people in residential care were more 
likely to seek support from CAMHS, peers, and pets, rather than care staff. 
Research has identified positive outcomes for those who access online peer 
support groups related to engaging in self-harm (Joens et al., 2011; Rowe et 
al., 2014). This was reported to be due to the informal aspect of online 
forums, however, mitigations for potential risks were required, for example, 
professional facilitators, trigger warnings, and training (Abou et al., 2022). 
Peer-led support groups were also found to reduce self-harming behaviours 
by empowering individuals and providing them with access to information 
and support (Abou et al., 2022). Although there is limited research as to the 
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effectiveness of family interventions in reducing self-harm behaviours, 
there is evidence of a positive impact on therapy attendance (Witt et al., 
2021). 

Therapeutic interventions, such as Dialectical Behaviour Therapy (DBT), 
have been shown to support a reduction in self-harm behaviours and 
suicide ideation (Asarnow et al., 2021; Kothgassner et al., 2021). DBT is a 
variant of cognitive behaviour therapy that can consist of individual 
psychotherapy sessions, group skills training, telephone consultation, and a 
therapist consultation team (Linehan, 2014). Research on the 
implementation of DBT within residential settings is limited, however, 
studies have found that where used young people have engaged in fewer 
incidents of self-harm and suicide behaviour (McIntyre, 2020). Witt et al. 
(2021) completed a study to assess the effectiveness of psychosocial 
interventions on incidents of self-harm behaviours. Interventions such as 
DBT, Cognitive Behavioural Therapy (CBT), Mentalisation-based Therapy 
(MBT), and family interventions were explored. This study found that DBT 
was most effective in reducing self-harm incidents post-incident in 
comparison with CBT, MDT, and alternate psychotherapies (Witt et al., 
2021). 

CBT allows young people to evaluate their thoughts, feelings and 
behaviours whilst supporting them to develop coping skills (NICE, 2024). 
Knowles et al. (2022) found that young people favoured developing coping 
skills supported by staff, and safe and accepting environments, over 
therapy as a way of reducing self-harm. They felt this risk would reduce 
once the young person had appropriate coping strategies and felt safe 
within their environment (Knowles et al., 2022).  
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Organisational considerations 
Research has identified key factors to further reduce the risk of harm for 

those working with self-harm and suicide behaviours. These include the 
environment, training, observations, and technology (Care Quality 
Commission, n.d.; Slaatto et al., 2022). Healthcare Improvement Scotland 
(2019) developed guidance for those working within the National Health 
Service (NHS), especially when working with individuals who present with 
complex mental health difficulties. The guidance, ‘Observation to 
Intervention’, focuses on factors such as patient history, safe environment, 
safety and care planning, trauma-informed approaches, risk assessment 
and management, observations, and tailored training and supervision. 
Although this is not focused on residential childcare, the guidance provides 
key elements that can be adapted and implemented into residential 
organisation practice and policy. 

Further consideration should be given to individuals' observations and 
how these are implemented. The National Confidential Inquiry into Suicide 
and Safety (2021) published data reporting that 40% of patients in hospital 
settings who died by suicide were subject to enhanced observation levels. 
As such, research has highlighted the importance of observations being 
carried out using therapeutic conversations (Barnicot et al., 2017; Insua-
Summerhays et al., 2018). The ‘Observation to Intervention’ document 
(Healthcare Improvement Scotland, 2019) highlights the importance of 
using communication during observations. This has been found to reduce 
social isolation and immediate risk of harm. It is deemed a key factor for the 
individual's recovery as it provides an opportunity to communicate thoughts 
and feelings that may be related to their risk (Insua-Summerhays et al., 
2018). Technology/artificial intelligence has been developed to monitor 
patients’ physical wellbeing without the requirement for visual observations 
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(Barrera et al., 2020). The technology monitors movement and heat 
changes, allowing for staff to observe any alterations in the patient’s 
breathing that may indicate distress (Barrera et al., 2020). This is mostly 
used within hospital settings and is yet to be explored within residential 
childcare homes. 

Additional factors related to risk include access to items. Research has 
highlighted that individuals who present at greater risk of harm to self often 
require certain belongings/items within their living space to be removed to 
create a safe environment (Bailey et al., 2024; Healthcare Improvement 
Scotland, 2019). However, research has highlighted the need for such risk 
management strategies to be proactive, due to the often-impulsive nature 
of self-harm and suicide behaviours (Asarnow & Mehlum, 2019; Wadman et 
al., 2019). 

Staff training is a crucial component in understanding and supporting 
young people who engage in self-harm and suicide behaviours (Ervine, 
2022a). Applied Suicide Intervention Skills Training (ASIST), SafeTALK, and 
Assessing Suicide in Kids (ASK) have been adopted by many residential 
childcare organisations (Shannonhouse et al., 2017). ASIST provides training 
to staff on how to connect, understand, and assist a person who is at risk of 
suicide (Rodgers, 2010). Although there is limited research on the 
effectiveness of ASIST in residential childcare, according to data from the 
National Suicide Prevention Lifeline, callers were significantly less likely to 
feel depressed, suicidal, and overwhelmed when an ASIST interview was 
completed (Gould et al., 2013). Due to training often focussing on 
adolescents, the ‘ASK’ workshop has been developed to support young 
people and children under the age of 14 (Mental Health Learning, n.d). This 
ensures developmentally appropriate resources and support are available 
for younger children. 
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Definitions of self-harm and risk are often subjective due to being based 
on staff experiences and perceptions (Ervine, 2022a). Ervine (2022a) found 
that staff were more likely to support young people who did not voice 
suicide ideation over those who did, as this was perceived as ‘care seeking’ 
(Klineberg et al., 2013). 

Burnout and secondary traumatic stress additionally impacted staff’s 
ability to understand and manage self-harm and suicide (Pintar Babic et al., 
2020). To support staff with this, research has identified the need for 
appropriate guidance and policy (Burnand & Johson, 2022). This works to 
increase awareness and knowledge of how to safely manage and record 
incidents of self-harm and suicide, thereby limiting feelings of uncertainty 
and fear (Brown et al., 2019; Burnand & Johson, 2022). 

As discussed previously, safety plans have been developed to suit 
individuals with LD and NDD (Camm-Crosbie et al., 2019; Rodgers et al., 
2023), however, these focus on NDD-specific facilities, rather than generic 
children’s homes or secure care (Bagshawe, 2023; Heady et al., 2022). 
Further consideration and research are required to assess the population of 
young people with LD and NDD who engage in self-harm and suicide 
behaviours in residential childcare. 

There is limited research on preadolescents (under 12 years of age) who 
engage in self-harm and suicide behaviours (Bolger et al., 1989; Peyre et al., 
2017). 

However, pre-adolescent suicide has increased in recent years, 
resulting in it being the fifth-highest cause of death for this age group 
(Peyre et al., 2017). A systemic review completed in 2022 found that 
approximately 17% of preadolescents who experience thoughts of suicide 
proceed to attempt suicide (Liu et al., 2022). Factors such as childhood 
trauma, limited parental support (Hostinar et al., 2015), mental health issues 
(May & Klonsky, 2016), and diagnoses including attention deficit 
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hyperactivity disorder (Beh-Yehuda et al., 2012), showed a higher risk of 
suicide behaviours. 

 

Policy implications 
This review emphasises the complexity of self-harm and suicide 

behaviours of young people in residential childcare and highlights several 
key areas for policy development and organisational practice. In summary, 
there is a need for clear and concise guidance and policy when working 
with young people who engage in self-harm and suicide behaviours. Not 
only is this to protect the wellbeing and psychological safety of the young 
people, but also that of the staff caring for them. From areas identified 
within this review, self-harm and suicide policy should include the aspects 
outlined below. 

 

 

https://cycanl.ca/conferences/world-conference-2026/
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Risk Management and Assessment 
Accurate assessment and ongoing monitoring of self-harm and suicide 

risk is critical (FAI, 2025). Organisations should implement validated 
screening and assessment tools, as reported in this review; these should be 
repeated at regular intervals to monitor risk trajectories and evaluate 
interventions (Harris et al., 2019). Documents for recording self-harm and 
suicide behaviours should be accessible and clear to avoid missed 
information and assessment; this will likely reduce staff fears of wrong 
practice (Brown et al., 2019). 

Policies should recognise the impulsivity of self-harm and suicide 
behaviours, whilst appropriately assessing and monitoring risk (Asarnow & 
Mehlum, 2019; Wadman et al., 2019). Consideration should be given to 
appropriate risk management, such as observation levels, safe environment, 
technology-assisted support, and safety and care planning (Bailey et al., 
2024; Barrera et al., 2020; Healthcare Improvement Scotland, 2019). 

 
Safety planning 

Individualised safety planning should be central to organisational policy 
and practice, with it being recognised as a primary intervention to reduce 
incidents of self-harm and suicide behaviours (Mann et al., 2021). NICE 
(2022) guidance emphasises the co-development of these with young 
people, multidisciplinary teams, and families where appropriate (Abbott-
Smith et al., 2023). Safety plans should be appropriately adapted to the 
young person’s needs, including learning disabilities or neurodiversity (ND 
and LDD). Staff training could incorporate motivational interviewing and 
collaborative safety planning approaches to enhance engagement (Czyz et 
al., 2019). 

Research has evidenced the need for trauma-informed and 
developmentally appropriate adaptations of safety and risk management for 



 
 

March 2026 
ISSN 1605-7406 

48 

those with learning disabilities, neurodevelopmental disorders, and pre-
adolescents. For example, communication aids, visual supports, and 
support with sensory needs (Peyre et al., 2017; Rodgers et al., 2023). 

 
Psychological therapies 

Policies should promote trauma-informed care, therapeutic 
relationships, and access to evidence-based psychological treatments such 
as DBT and CBT (Asarnow et al., 2021; Hodgdon, 2023; Witt et al., 2021). 

 
Staff Training 

Tailored training, such as trauma-informed care, allows staff to 
understand how to safely assess and manage incidents of self-harm (Bath, 
2008; Ervine, 2022b). Staff should complete specialist training in suicide 
prevention models such as ASIST, SafeTALK, and ASK (Rodgers 2010; 
Shannonhouse et al., 2017). To ensure appropriateness within residential 
childcare, continued use of such models should be coupled with evaluations 
and developmental adaptations. 

Consideration should be given to involving young people in the 
development of staff training due to their lived experienced. However, this 
must be approached ethically, safely, and through co-development, to 
avoid triggering distress (Knowles et al., 2022). Young people’s involvement 
may include the development of key messages, staff responses, and 
support strategies. Those involved should be offered appropriate debriefing 
and support. 

 
Staff Wellbeing 

Organisations should acknowledge the emotional demands on staff with 
respect to supporting young people with complex needs. Staff should have 
access to supervision, reflective practice, and psychological support (Brown 
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et al., 2019; Burnand & Johnson, 2022; Ervine, 2022b; Pintar Babic et al., 
2020). Staff should attend frequent supervision to complement training, 
thereby ensuring they meet the competencies required to work with such 
complex behaviours (Health Improvement Scotland, 2019). 

 
Definitions 

The subjective nature of self-harm and suicide definitions, and staff 
perceptions, may affect the consistency and accuracy of reporting 
incidents. Therefore, the definitions and language used should be that of 
guidelines, such as NICE, to ensure a universal understanding of the terms 
(NICE, 2022). 

 
Addressing the gaps 

Organisations should consider and address the gaps in current literature 
and guidance, particularly in relation to those who identify as TGD and 
LGBTQI, pre-adolescents, and young people with LD and NDD (Whittle et 
al., 2024). 

 
Conclusion 

This literature review examined self-harm and suicide among young 
people in residential childcare, exploring key definitions, prevalence, risk 
factors, and interventions. It highlights the challenges of inconsistent 
language and definitions, noting the influence of staff perceptions on the 
management of self-harm and suicide risk. Studies highlight the need for 
tailored interventions, such as trauma-informed care, therapeutic 
interventions like Dialectical Behaviour Therapy, and staff training in suicide 
prevention techniques. Additionally, it emphasises the importance of 
building supportive relationships and offering coping strategies to reduce 
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self-harm. While safety planning and risk assessment tools are crucial for 
managing risks, there is a need for developmentally appropriate and 
individualised approaches, especially for younger children and autistic 
children. The review notes gaps in the literature, particularly regarding the 
need for more research on younger children in care and less intrusive 
monitoring of young people in crisis. It also explores the implications of 
organisational policy on supporting and managing self-harm and suicide 
behaviours in young people. 
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Remembering Jesse 
Jackson: A Leadership 

Lesson 
James Freeman 

n February 17, 2026, American civil rights leader Jesse Jackson 
passed away at 84 years old. For more than six decades, he 
committed his life to human rights and the ongoing struggle for 

dignity and opportunity. His work spanned social justice efforts, 
international diplomacy, and a lifetime of public advocacy. 

I was 14 when he delivered his address to the Democratic National 
Convention in San Francisco. It was the year the Macintosh computer was 
released. I had my first Bruce Springsteen CD. Prince released Purple Rain 
and top movies were Ghostbusters and Karate Kid. The Night Stalker 
dominated the news and the Summer Olympics were in Los Angeles. 

As a teen I was more tuned into movies, music, and delivering 
newspapers on my bike in the afternoon. But even then, I was aware of 
Jesse Jackson as an influential Black leader. I remember he seemed like 
someone who carried conviction and a sense of purpose that reached far 
beyond a person or position. 

On July 18 of that year, near the end of his convention address, Jackson 
began naming the lessons he had learned through the hard‑fought 
campaign. One line in particular stands out: 

O 



 
 

March 2026 
ISSN 1605-7406 

66 

Leaders must be tough enough to fight, tender enough to cry, 
human enough to make mistakes, humble enough to admit them, 
strong enough to absorb the pain, and resilient enough to bounce 
back and keep on moving. 

 
There’s a deep connection between what he described as leadership 

and what our world still needs today in our own organizations and 
communities. I’m not suggesting this was his original meaning, only that his 
words speak to the kind of leadership our work still calls for. 

 
“Tough enough to fight” 

Leadership requires the courage to advocate for what’s right, even when 
it’s uncomfortable or unpopular. It’s about protecting people and 
interrupting harmful patterns before they take root. It’s the willingness to 
speak up and take responsibility for the wellbeing of the team and the 
community you serve. 
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“Tender enough to cry” 
Tenderness is a part of what makes us human. Leaders who can feel, 

express emotion, and stay connected to their own humanity create space 
for others to do the same. This is the heart of trauma‑informed practice: 
Permission to feel without shame and the understanding that vulnerability 
can strengthen trust rather than weaken it. 

 
“Human enough to make mistakes, humble enough to admit them” 

Every leader makes mistakes. What matters is how we respond to them. 
Humility allows us to acknowledge ruptures in relationships and repair them 
when needed. 

“Strong enough to absorb the pain” 
Leadership often means holding the emotional overflow of a team, 

whether that’s frustration, fear, grief, or uncertainty. We don’t have to carry 
it, but we do have to stay grounded enough not to pass it back to others. It 
requires support structures, reflective practice, and the ability to respond to 
pressure in ways that keep the environment safe and steady. 

 
“Resilient enough to bounce back and keep on moving” 

Resilience in leadership is the capacity to return to presence after a 
rupture or a hard moment. It’s the ability to re‑center and regain clarity after 
a challenging moment. To have a presence without becoming reactive or 
withdrawn, holding energy for our teams.  

Jackson’s reflection was lived experience distilled into a singular 
thought. Decades later, his words read like a blueprint for leading and 
caring with a relational approach. If we can embody even a fraction of that 
in our daily work, we will strengthen the spaces we lead and the 
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communities we care about and perhaps carry forward a piece of the legacy 
Jesse Jackson spent his life building. 
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Navigating Grief in Child and 
Youth Care 

Harrison Dax Nash 

Introduction 
Within child and youth care practice we are often working with children 

who have experienced profound loss. The news of a loved one’s death has 
an immediate, complex and deeply personal impact on the children we work 
with. It is something that I have had to approach frequently over the years, 
and this has helped my own understanding of how practitioners can 
respond sensitively and with the right level of compassion. 

From the environment we create, to the emotional readiness we bring, 
all these factors influence a child’s processing of loss. At the same time, no 
two situations are ever the same, but certain themes emerge both in 
practice and throughout the literature. In this article, I will endeavour to 
draw on practice examples whilst also exploring theoretical perspectives 
and practical guidelines to help highlight the essential role practitioners 
have and providing direct support to help children navigate the cyclical 
nature of mourning.   

 
Breaking the News 

Over the years I have, unfortunately, been involved in breaking the news 
to numerous children of loved one’s passing away. In more recent years our 
older youth may be more likely to hear the news themselves – e.g. through a 
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phone or even social media - and need us to console them afterwards, but 
as practitioners we always need to be emotionally prepared to inform 
children of such sad news knowing the detrimental impact it can have on 
their life (Thompson, 2019). My own personal tips around this is to not build 
up the conversation too long before getting to telling them what has 
happened – often children’s anxiety can rise rapidly if they feel that they are 
about to receive negative information and therefore we need to try and get 
to informing them promptly whilst being ready to deal with the emotional 
aftermath and response (Daly & Woods, 2012).  

Further, consider the environment in which you take the child to inform 
them of what has taken place. I have never done this in an office but tried to 
walk with the child to a quiet place – ideally in nature or a garden space – 
where there are limited distractions or disruptions. This sometimes needs 
planning, because the child’s own reaction can be unpredictable, and we 
need to ensure the environment is at least as calming as one can manage in 
the moment. Again however, if we are unnaturally taking the child to a 
location far away from where they stay, it can also present feelings of 
uncertainty, so we need to factor that in our plans too (Rutland County 
Council, 2019). We also do not want one specific place to be continually 
associated as somewhere that ‘sad news’ is given.  

I have decided to share some of the cases that I have remembered over 
the years because all of them illustrate the multitude of different scenarios 
that we can encounter in relation to children and grief: 

 
• One girl aged 6 had been placed at our youth centre for only a 

couple weeks. Her mother had substance misuse issues and had 
abandoned her child at the shelter in which she was staying. The 
mother had then overdosed and unfortunately passed away. As this 
girl was most comfortable in speaking Xhosa, I told the news to her 
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along with one of our child and youth care workers, sitting on a 
bench in a garden. At first, this girl was totally shocked, and 
appeared confused, before calling out ‘mama’ and being 
inconsolable. We had to inform the other girls who she stayed in a 
house with and fortunately in this regard they were all collectively 
supportive. With the counselling and assistance, she was then 
given, including a very nurturing pre-school environment where she 
also excelled at dancing, she was able to do very well and was 
ultimately reunified with her Grandparents which made for a 
positive outcome for this young lady.     

• Two teenagers aged 13 and 15. The younger female sibling was 
generally seen as more expressive and had a penchant for drama, 
whereas the older brother was milder mannered and studious. 
Unfortunately, their mother had passed away some years earlier 
before they arrived at the youth centre, and it had taken a 
considerable amount of time to trace their paternal family. As such 
they had not had as long to re-formulate a relationship with their 
father, who himself had challenges with alcohol and on-going 
health issues. Having said that, the news of his passing did seem to 
be very sudden. It was also not lost on me that this would be the 
loss of their second parent. The three of us went on a walk to our 
nearby field area, and whilst the sister was very upset, the brother 
was most deeply affected even remarking that he should just go 
and ‘kill himself’ and ‘throw his life away’ just like his father had. I 
had to re-visit this with him later because of course as practitioners 
we always need to attend to any ideations of suicide, although 
ultimately, he reframed this himself as being determined not to 
repeat the same mistakes that his father had made in his life. Of 
course, in residential care we know there are always added 
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complexities with grief, because there is always a reason for why 
the child is unable to stay with their parent However, both siblings 
ultimately completed high school successfully and went on to carve 
higher education and work pathways for themselves, with them 
both finding extensive involvement in extra-curricular activity to be 
a positive outlet for themselves.     

• The final one that stands out is three siblings, at the time age 9, 12 and 
14. The two younger siblings were girls – although one more 
introverted and one more extroverted, whereas the older brother had 
a perceived harder exterior. In this instance it was an aunt and uncle 
who had passed away, but in a violent shooting. As such, it was a 
completely unexpected situation. There was a secluded area under 
trees where we could sit together, but the news was especially 
shocking to them and I had to enlist the support of our child and youth 
care workers because ultimately these children stayed in different 
houses at our centre – as the living spaces were divided by gender – 
but clearly all the children were needing a collective level of emotional 
support. It was particularly striking to me that the boy – who would be 
the least expected to have an expressive reaction – was outwardly 
most devastated, collapsing to the ground in a profound display of 
grief and tears. Counselling was of course needed as a priority in this 
regard. Whilst the siblings may have shown a level of resilience 
following this, as practitioners we should be aware that such situations 
always need on-going monitoring because PTSD can also be triggered 
from a traumatic loss (Thompson, 2019).  

 
While this article will explore grief from a more theoretical perspective, I 

always find that reflections from our own practice examples are some of the 
most powerful sources of learning we can have. It is also worth noting that 
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all of us need to be aware of the idea of ‘vicarious trauma’ and ensure we 
take proactive steps to aide our own mental health and wellbeing (Daly & 
Woods, 2012).  

Before I look further at theory, I also wanted to share one further 
reflection which is around the impact of Covid-19. Within residential care, as 
I am sure many of those reading this will relate to, we were seen as 
essential workers and ultimately had to make many adjustments aligned 
with the guidelines and recommendations around ‘social distance’. One 
thing that was experienced as very difficult during this time was when 
children experienced a loss of loved ones, and we had to also navigate 
attendance of such events as funerals whilst then having an appropriate 
level of isolation on return from this. Whilst the adaptations that were 
needed to be made at a child and youth care centre during the pandemic is 
a whole other journal article in itself, I genuinely also want to commend the 
child and youth care sector at large for their own commitment, resilience 
and creativity, as this experience made very clear (Sebastian & 
Sathyamurthi, 2025). Here, we also saw how significant the unique form of 
care provided by child and youth care workers in the life space is, as 
children also had to contend with enormous feelings of hurt and uncertainty 
(Swanzen and Jonker, 2021).  
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Theoretical Context to Grief in Children 
Often, we associate grief mainly with the loss of loved ones. However, it 

is important to see grief as an intense emotional reaction to a loss. This is 
not exclusive to death – feelings of grief can also occur when there is: 

 
• Loss in the environment. 
• Loss related to skills and abilities. 
• Loss of external objects. 
• Loss of relationships. 
• Loss of self. 

 
This broader understanding of grief is consistent with contemporary 

bereavement theory, which recognises that grief can arise from many forms of 
loss, not only death (Daly & Woods, 2012). Whilst the focus of this article may 
draw on examples specifically around bereavement, this broader 
acknowledgement is also important. As I have often spoken of with our child 
and youth care workers, even children being taken away from their home 
environment – however the conditions may have been – has grief attached to it. 

Common responses to grief can show themselves in ways that can be 
physical, behavioural, emotional, academic, social and spiritual. There is 
also not a ‘one size fits all’ approach to dealing with grief – a child can be as 
likely to display behaviours that are aggressive as much as they can display 
behaviours that are regressive. Such signs are covered extensively in 
available literature on the topic (Sebastian & Sathyamurthi, 2025). 

If we now look at cognitive responses in relate to death, at times 
children may seem preoccupied with the person who is deceased – even 
looking to have conversations with them or appearing to look for them. This 
can cross into hallucinations, such as believing they see or hear the 
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deceased. Concentration can be affected which can include a lack of 
orientation of time and place, with short-term memory lapses also 
occurring. These cognitive reactions are well‑documented in child 
bereavement research (Thompson, 2019). 

As practitioners we also need to know that, whilst all matters need to be 
handled sensitively, children should also not be protected from grief, 
funerals or issues of death and dying in general. Adults cannot shield 
children from sorrow caused by death but can guide and comfort them 
through their mourning (McEntire, 2004). Children need to be educated in 
terms they can understand. This links to the developmental stages of 
children which impacts on their comprehension of grief as follows (NASP, 
2015):  

 

Age Understanding of Grief Common Behaviors 

0-2 Cannot understand death/loss. All 
he/she knows is that someone who 
cared for him/her is no longer present. 

Needing to be held, sleep problems, 
stomach problems, separation anxiety, 
crying. 

3-5 “Magical thinking” leads them to 
believe that they somehow caused the 
loss or somehow can bring the person 
back. They will repeatedly ask 
questions about the loss. 

Regression in behavior, confusion, 
concerns about their own safety. 

6-10 If loss is due to a death, they begin to 
suspect that they might die. Develop 
interest in causes of the loss. Loss is 
viewed as final and inevitable. Start 
asking for reasons and connect the 
fact that what is happening to others 
may happen to them. 

Anger, difficulty in paying attention 
and concentrating, not completing 
schoolwork, withdrawal. 
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11-14 Comprehend loss as final and 
unavoidable. May start to show 
concern for future and impact it can 
have on others. 

Anger, risk-taking, lack of 
concentration, unpredictable ups and 
downs or moodiness. 

15-18 Essentially adult views of loss.   Withdrawal from parents, pushing 
limits or rules, inability to focus, 
increased risk-taking, wanting to 
spend lots of time with friends. 

 
There are also other important points to consider when it comes to grief. 

Whilst children feel the pain of loss, they do not yet possess the coping 
skills that adults have developed. As such, feelings of grief are more often 
expressed through behaviour. Children may also hide sadness or deny the 
reality. It is also important to see grief as cyclical – reoccurring again over 
time. This aligns with the “continuing bonds” perspective, which recognises 
that grief re-emerges at different developmental stages (Klass et al, 1996). 
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In residential care settings there is an essential need to ensure grief is 
sufficiently worked through. Perhaps a child is placed in a home soon after 
the death of a parent for example, and the usual steps that take place on a 
new admission of a child end up taking priority over the immediate need for 
counselling and therapeutic support. It is easy for this to inadvertently take 
place! Then the observation feedback shows that this child is very well 
adjusted and has quickly made new friends. But then, when we see complex 
behaviours from this child a couple years later? Or conduct that is 
considered ‘explosive’ in nature? It can be easy to gloss over the impact of 
the initial loss, and the cyclical nature of what we see further down the line. 
We must also note the importance of a comprehensive child-friendly social 
work assessment (Ziyambi, 2020) as this helps to guide a lot of the 
intervention planning for the child. In South Africa, the initial assessment 
needs to be done within 48 hours of the child being placed at the centre 
(Children’s Act 2005) but does not mean the assessment process cannot be 
expanded upon. 

In my own work providing therapy, I remember using Gestalt play 
therapy with art and seeing one teenager’s projections being the word 
‘Mom’ on the clouds in the sky. The pain had not been dealt with, but this 
‘unfinished business’ had been manifesting itself as anger in terms of 
behaviour. We can also see how play therapy can allow traumatised 
children to overcome anxiety and express themselves in a nonverbal and 
non-threatening way (Burgh, 2016). There is also evidence to suggest 
males may be more silent in their grief, but more likely to exhibit addictive 
behaviours (Stroebe & Schut, 1995) and as such creative approaches to 
therapeutic intervention should be utilised as a preventative measure. If 
insufficient attention is paid to supporting the grieving child, disturbances 
can continue into adulthood (Berg, 2006). 



 
 

March 2026 
ISSN 1605-7406 

79 

In general, there are four tasks grieving children must complete for 
recovery from grief. Social workers and child and youth care workers should 
be aware of the intrinsic role they have in providing support for such 
children during this process. The tasks are: 

 
• Acknowledging the reality of the loss. 
• Experiencing the feelings of grief and confronting the pain of the 

loss. 
• Adjusting to a way of life without the person who died, the lost 

object or the change in the family. 
• Re-entering life – becoming involved with others. 

 
These tasks align with Worden’s widely recognised “Tasks of Mourning” 

(2009).  
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Words and Actions to Avoid 
Another important point to cover is ‘What should I NOT do?’ 
I am acutely aware that most literature will guide us on what we should 

be doing to help children process grief, but on an innately human level it is 
also helpful for us to be told what we should not be doing, or what might 
not be conducive to helping children to cope with their loss. 

For those working with families, the following points can also be helpful 
in relation to teaching parents as well: 

 
• DO NOT suggest that the child has grieved long enough or indicate 

that the child should get over it 
• DO NOT act as if nothing happened 
• DO NOT tell a child things that she/he will later need to unlearn 
• DO NOT force them to go to the funeral if they adamantly refuse to 

go or (importantly) deny them the opportunity to go to the funeral 
home for the visitation or funeral if they do want to  

• DO NOT rely on a child for your own emotional support 
• DO NOT burden your child with adult responsibilities 
• DO NOT try to protect a child from your own sad feelings 
• DO NOT say things like: 

 “I know how you feel.”    
 “You’ll be stronger because of this.” 
 “It could be worse you still have …”.   
 
The above cautions reflect best‑practice bereavement guidance 

(Thompson, 2019). For many of those reading this, the initial response may 
be ‘but I would never say this’. However, I have often seen a bias that may 
creep in, for example, your colleague who has a depressive episode when it 
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comes to the anniversary of their father’s death. Meanwhile, your own 
father died more recently, and you are judgemental in your outlook, 
believing they should have ‘got over it’. Again, this speaks to the fact that all 
our experiences with grief are completely unique and naturally the same 
applies to the children we work with.  

Remember, grief itself is open-ended and continually transformed as we 
go through life and experience further losses. But as practitioners, if we 
struggle with our own grief, it will be difficult to work in the presence of 
another person’s grief. This is consistent with research on vicarious trauma 
in helping professionals (Daly & Woods, 2012). 

 
Helpful Strategies 

Ultimately, it is important for us all to upskill ourselves in relation to the 
most helpful strategies when it comes to working with grieving children. 
Specifically in residential care, there is a higher occurrence of loss in 
relation to loved ones. There can also be a multitude of complexities with 
this, as the exact nature of the child’s relationship with that person may be 
unclear, and the grief must be navigated externally to the family home 
(Thompson, 2019). 

While this is not a complete list, all of the points can be valuable in our 
approach to grieving children and young people (Daly & Woods, 2012): 

 
• It is better for the child to learn about the loss from a family 

member (or refer to someone equipped to break the news to the 
child) – in residential care it is important the practitioner breaking 
the news to a child has a pre-existing relationship with them and 
that matters such as home language is given consideration – the 
rest of the team should also be informed. 
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• Answer questions with honesty and provide facts. 
• Use accurate words, such as died (or, in another context, 

divorced). 
• Provide developmentally appropriate definitions of words. 
• Reassure that death is not “contagious”. 
• Talk about and encourage discussion of the person (or pet) using 

names and memories. 
• Where suitable, involve the child in decisions about attending the 

funeral or memorial service. 
• Prepare the child for what will happen, what they will see and how 

people will behave at the funeral or memorial service. 
• Model appropriate responses to loss. 
• Offer physical contact (like hugs) and nurturing if the child 

responds to this, but respect personal boundaries and preferences. 
• Encourage and allow fun and happy times. 
• Ask and discuss “What do you need to comfort yourself?” - create 

with the child a list of comfort strategies. 
• Listen much and say little. 
• Acknowledge feelings with a word.  “Oh … I see … mmmmm …” 

[active listening]. 
• Keep lines of communication open. 
• Be aware of religious beliefs in explaining to the child. 
• Reassure the child that all emotions (sadness, anger, relief, guilt) 

are normal responses to loss. 
• If possible, teach the child about death (depending on age and 

developmental phase). 
• Give the feeling a name e.g. “That sounds frustrating.” “You sound 

lonely.” “It sounds like you are worried.” – in general feeling 
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identification is very important in terms of engaging in any 
therapeutic process (Sebastian & Sathyamurthi, 2025). 

• Be gentle and patient. 
• Allow for expression of feelings but not in a way that hurts others, 

property or the child themselves e.g. “I can see how angry you are 
about … tell me with words (or draw me a picture), it is not okay to hit.” 

• Plan an activity such as planting a tree, a memory book, or 
participate in the funeral in an appropriate way. 

• Reassure the child of your love and support. 
• Address the child’s unspoken feelings. 
• Help the child to use their grief positively. For example, help others 

in similar situations – in practice the commonality of children in 
residential care having endured similar grief experiences can be 
emotionally bonding. 

• Provide structure and routine with flexibility as needed. 
• Reassure the child that he or she did not cause the death (or 

breakup, etc.)   
• Include the child in the process of acceptance and healing. 
• Encourage drawing, reading, playing, art, music, dance, acting 

and/or sports – this is where it is always important to ‘know your 
child’ and understand what they like to do. 

• Allow for some regressive behavior and offer comfort. 
• Expect and accept mood swings. 
• Be proactive and inform children about changes in routine, 

expectations, etc. Consistency and predictability are important, 
whenever possible. 

• Try to ensure plenty of sleep, proper nutrition, exercise and quiet 
time. 
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• Provide or replace items that provide security. 
• Holidays and anniversaries can be especially painful – be aware of 

these where possible (such as Mother’s Day and Father’s Day)   
 

Coping Mechanisms 
I also feel that it is important that as practitioners we have a ‘toolbox’ of 

practical ideas that we can use to help children within the grieving process. 
I often mention to our team that within our ‘Individual Development Plan’ for 
children in our care the tasks to reach the goals should be explicitly 
mentioned along with the responsible team members. We all have a 
responsibility to help the child achieve in all areas with relation to the ‘circle 
of courage’ model we commonly utilise.   

Coping strategies are not as predictable in children – noting that children 
respond differently to different techniques – but there are various 
bereavement rituals and activities that can be used to assist the child (Miller 
et al, 2020): 

 
 Wearing/carrying a special object – a special object that reminds 

them of a loved one can be offered to be worn or carried or kept in a 
special place. 

 Recalling dreams – children might have vivid dreams in which the 
loved one appears – expect feelings to arise and help the child 
express and release them – there is also therapeutic work involving 
dreams that can be looked at, inclusive of utilizing a Gestalt 
approach. 

 Writing or drawing thoughts and feelings – many children express 
themselves through creative methods (this can trigger emotions but 
can be a release). 
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 Writing a letter to the person who died. 
 Creating a memory box – the child can place special objects, 

photographs, messages, letters, thoughts and feelings in this. 
 Doing something the deceased would enjoy – leading to an eventual 

acceptance of the loss. 
 
By creating rituals, children are given an opportunity to reflect, express, 

share and release their emotions in significant times. A sense of purpose, 
integrity and empathy, as well as an understanding of the deeper meaning 
of life, is given space to blossom. On an even deeper level, through rituals, 
children realize they are not isolated or separate, whether in their joy or in 
their pain. Recognizing these significant events through ritual allows us to 
process our emotions in a healthy way (Daly & Woods, 2012). 

 
Seeking Help 

Should the intensity of the reaction to grief becomes uncontrolled and 
destructive, it may be that more advanced psychological and psychiatric 
support is needed. We should also be able to mitigate to ourselves that 
such assistance should be seen as part of a broader multi-agency 
collaborative approach to helping the child navigate a difficult period of 
their life (Daly & Wood, 2012).  

The specific warning signs that could lead you to take such referral 
steps would be (Thompson, 2019): 

 
• Extreme and sustained changes in behaviour after loss. 
• Grieving process seems to interfere with the child’s daily 

functioning for an extended period. 
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• If the expression of, or lack of, feelings seems too strong for what 
is happening or lasts too long and presents concern. 

• Exhibiting self-destructive behavior. 
• Getting into trouble with the law. 
• Extreme belligerent (aggressive) acting-out, destructive or 

impulsive behavior that has a detrimental impact on those around 
the child. 

• Expresses suicidal ideation. 
• Prolonged appetite changes that cause severe weight gain or loss. 
• Erratic sleep patterns that leave them unable to rest, or (adversely) 

sleep excessively at unusual times. 
• Long term withdrawal from peers or family. 
• Inability to experience pleasure. 
• Feeling overwhelmed by anger, fear or hopelessness. 
• Only feeling happy when using drugs and/or alcohol. 
• Sharp drop in school performance or refusal to attend school. 

 
Grieving is as natural 

as crying when you hurt, 
sleeping when you are tired, 
eating when you are hungry, 

or sneezing when  
your nose itches. 

It is nature’s way of  
healing a broken heart. 

 
Doug Manning 
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This reminder aligns with contemporary grief theory, which emphasises 
that grief is a natural, adaptive process rather than a pathology (Sebastian & 
Sathyamurthi, 2025). 

 
Conclusion 

Supporting children with grief is a profound responsibility of our 
practice, and there are a diverse range of responses and eventualities that 
can take place. While we can use information such as the developmental 
stage of the child to help us prepare, grief is not a linear process, and we 
must prioritise the child’s own emotional safety. Ideally, supporting children 
with grief is a team approach and as practitioners we should also avoid 
minimising their personal experience. 

By ensuring we have a full toolbox of strategies and coping mechanisms, 
we can complement our genuine care with practical support that helps 
blend human empathy with professional knowledge. Our own approach to 
grief can support healing whilst also strengthening foundations for 
resilience, connection and hope. 
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Postcard from 
Leon Fulcher 

 
From New Zealand 

 
 

ia Ora Tatau 
Katoa  and 
Warm 
Greetings to 

Child and Youth Care 
Workers and Supervisor 
wherever you are in our 
world!  New Zealand has 
just recently experienced 
a full lunar eclipse that 
was visible from the 
Philippines and Southern Mexico from mid-evening onwards. This was said 
to be the last of its kind visible in the South Pacific for another two years, so 
we were keen to see and watch this eclipse unfold. 

Watching a full lunar eclipse involves a lot of waiting around. While the 
sun and earth move in steady rotation, watching such movements from our 
Earthly location meant that the whole process took more than five hours. 
We watched time move slowly! At first the moon grew darker as the eclipse 
gained momentum. When the earth finally blocked the sun from shining on 
the moon, it changed into a full “red moon” over New Zealand. 

K 
 

The lunar eclipse moved slowly, moving to cover from 
lower right to upper left 
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Meanwhile, half the world 
away, prospects for World 
Peace took a setback after 
attacks on Iran by the US and 
Israel prompted immediate 
retaliation with missile and 
drone attacks on US military 
bases in the region. So-called 
Iran-backed proxies, Hezbollah 
and Huthie, have also been 
heavily bombed, in Beirut, 
southern Lebanon and Yemen. 
With control over the regional 
airspace, the US President 
says “4 weeks” although 
history tells a different story of 
short events ending soon. 

The people living in 
Southern Lebanon have been 
told by the Israeli government 
that they should move away 
from the area if they wish to 
avoid the bombing episode 
that will shortly begin there. 
Basic infrastructure in Southern 
Lebanon is being destroyed, as 
has happened in the south side 
of the capital city, Beirut. Re-

 
The classic ‘Red Moon’ of a full lunar eclipse 

 
Israeli tanks manoeuvre near the Israel-Lebanon 

border 

 
Trying to stop a blaze at Israel bombed a solar 

farm and electricity generation plant 
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building in Lebanon will take 
years. 

By targeting regional 
infrastructure, it means that 
electricity and gas supplies have 
been disrupted or destroyed. 
Regional warfare continues to 
spiral with significant victims of 
the violence. 

Those who remained in 
Southern Lebanon have 
experience first-hand what 
bombing and warfare inflict on the 
population. The most vulnerable 
of that population are children and 
hundreds have been killed 
already. A school located 200 
metres from an Iranian military 
base was demolished. 

Graves were dug for at least 
168 children killed when US-Israeli 
air strikes hit an elementary 
school located 200 metres from a 
US military base. This illustrates 
yet again how children are the real 
victims of war and the failures of 
adult peacemakers. May the 
Peace be upon us! 

 
Israeli helicopter fires along the border 
between northern Israel and Lebanon 

 
Mourners dig graves during a funeral for 

students were killed when US-Israeli 
airstrikes hit the Shajaba Tayyiba Girls’ 

elementary school 

 
The full moon rising on eclipse night 
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There are many 
cultural traditions 
associated with lunar 
eclipses. These tend to 
highlight beginnings and 
reminders of the powers 
that makes any eclipses 
of moon or sun worth 
standing in awe of such 
wonders. Lunar eclipses 
are historically viewed 
globally as celestial battles or mythical creatures consuming the moon, 
often inspiring traditions of making loud noises (pots, drums) to scare away 
evil forces. Cultural, spiritual, and protective rituals include reconciliation, 
staying indoors, and specific precautions for pregnant women. 

What folklore surrounds an eclipse of the moon where you live? If ever 
there is to be an eclipse near where you live, make sure you do everything 
possible to view one from start to finish. It is an amazing experience every 
time, but the first one is always memorable. Reach for the moon! 

 
 

 
 
             

 

 
Photographic art with the lunar eclipse 
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