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RESEARCH ARTICLE

Sounds of silence. The “special grief” of drug-death bereaved parents: a
qualitative study
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aFaculty of Health and Social Sciences, Western Norway University of Applied Sciences, Bergen, Norway; bKronstad District Psychiatric
Center, Haukeland University Hospital, Bergen, Norway; cUtrecht University, Utrecht, The Netherlands

ABSTRACT
Background: Drug-death bereavement is an understudied topic. We explore what bereaved parents
experience after losing their child to drug use. The aim of the paper is to provide knowledge about
what drug-death bereaved parents go through and study the kinds of help and support they receive.
Method: Reflexive thematic analysis is used to analyze 14 semi-structured in-depth interviews with
Norwegian parents.
Results: We generated four main themes: (I) ‘constant preparedness’ describes the burdensome over-
load that the parents experienced before death; (II) ‘stigmatization’ represents public and self-induced
stigma; (III) ‘emotional overload’ refers to the parents’ complex and ambivalent emotions, such as
anger, guilt and shock after the loss; and (IV) ‘complex relations’ describes the parents’ relations with
public services and their personal social networks.
Discussion: We discuss how overload, before and after the loss experience, causes a special grief. How
this overload, silence from helpers, self-stigma and complicated interactions with social networks con-
tribute to the grief of these parents is also discussed. Potential implications for policy and practice are
subsequently outlined.
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Introduction

Bereavement after unnatural deaths (e.g. murder, suicide,
early child death) is associated with serious mental and
physical health difficulties (Dyregrov et al. 2003; Li et al.
2005; Stroebe et al. 2017), low levels of health-related quality
of life (Song et al. 2010) and even an increased risk of early
death for the bereaved parent (Li et al. 2003). Bereaved
parents after unnatural deaths who struggle with grief-
related emotions and reactions can potentially benefit from
individualized help provided by public services and support
from their social network, helping them to avoid major
health problems (Stevenson et al. 2017; Dias et al. 2019). In
order to offer the right kind of help, we need knowledge of
the grief they experience.

Losing a child due to a drug-related death (DRD) is
unnatural. Definitions of DRD vary, and there is a need for
the clarification of terms regarding DRDs (Robertson et al.
2019). In the absence of any consensus about the term, we
define DRDs as deaths caused by the intake of substances
classed as narcotics and deaths among people who use nar-
cotics where the cause of death is violence, accidents, infec-
tious disease or other health disorders, which in different
ways may be linked to drug use. DRD has reached epidemic
proportions in the US; the age-adjusted rate of overdose

deaths increased significantly by 9.6% from 2016 (19.8 per
100,000) to 2017 (21.7 per 100,000) (Centers for Disease
Control and Prevention 2019). In Europe, the mortality rate
due to overdoses in 2017 was estimated at 22.6 deaths per
million population (European Monitoring Centre for Drugs
and Drug Addiction 2019, p. 80). Norway, where this study
took place, has one of the highest reported prevalence rates
of overdose in Europe (Norwegian Directorate of Health
2019, p. 5). As other research on bereaved persons following
sudden and unexpected, self-inflicted or violent deaths has
demonstrated that unnatural deaths are related to an
increased prevalence of complicated grief among this popu-
lation (Dyregrov et al. 2003; Heeke et al. 2017), there is
need for particular attention to the situation of bereaved left
behind after DRDs. Prolonged grief disorder (PGD) is by far
the most common form of complicated grief. PGD is charac-
terized by persistent separation distress and combined with
cognitive, emotional and behavioral symptoms, resulting in
functional impairment for at least six months following
death (WHO 2020).

Turning to scientific investigations of relevance to DRD
bereavement: Oreo and Ozgul (2007) reported parental grief
even before the child died from DRD. Parents described
reactions such as cognitive intrusions, avoidance behavior
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and emotional distress due to the child’s drug use. Orford
et al. (2010) outlined how family life with a person who is
using drugs can be highly stressful, with constant conflicts.
Coping alongside a person who uses narcotics can be an
oscillation between sacrificing one’s own interest versus
withdrawing from him or her. It can entail being fearful to
act versus feeling the need to contact services to deal with
urgent concerns about their child (Maltman et al. 2019).

How family members experience drug-death bereave-
ment has hardly been investigated. A systematic review by
Titlestad et al. (2019) identified only seven qualitative stud-
ies from Norway, Denmark, Brazil, the US, England and
Scotland (da Silva et al. 2007; Grace 2012; Biong et al.
2015; Nowak 2015; Biong and Thylstrup 2016; Templeton
et al. 2017; Feigelman et al. 2020) and one quantitative
study from the US (Feigelman et al. 2011) which satisfied
the inclusion criteria and were of good methodological
quality. This systematic review suggested that family mem-
bers who were aware of the drug use experienced years of
uncertainty, despair, stigma, hopelessness and powerlessness
before the loss. The results indicate that those bereaved as
a result of a DRD perceived a heavier emotional burden
and lacked even more support from their social environ-
ment than those bereaved by other types of unnatural and
natural deaths.

A distinction is frequently made between drug- and alco-
hol-related deaths; research has covered both of these, either
jointly or singly. Valentine and colleagues conducted the
largest in-depth study covering both of these so-called sub-
stance misuse death, interviewing 106 bereaved by drug- and
alcohol-related deaths, in England and Scotland. Drug- and
alcohol-related death are likely to have different consequen-
ces for the bereaved (Valentine and Bauld 2018, p. 2, 7).
Using drugs is an illegal activity and the addiction stigma is
likely to be worsened by criminalization, since drug use is
conflated with felonious conduct (Corrigan et al. 2017).
Furthermore, people who die from an overdose are more
likely to be male and young and to suffer a death that
occurs early in the course of addiction (Templeton
et al. 2017).

Most of the literature from the UK does not distinguish
between the two different types of deaths described above.
However, an article by Templeton et al. (2017) did report
specifically on their drug-death bereaved sample (n¼ 32).
Templeton et al. (2017) argue that their findings support
Guy and Holloway (2007) descriptions of drug death as a
‘special death’, highlighting the difficult circumstances sur-
rounding the death, the stigma associated with DRDs, inter-
actions with public services and an unworthiness about
grieving. Special deaths are deaths characterized by a high
level of trauma and can be socially stigmatizing or existen-
tially problematic, with the attendant grief being frequently
disenfranchized (Doka 2002). Templeton et al. (2017) also
reported that many of those bereaved after a DRD described
living with a feeling of loss and grief, including before the
loss, so-called ‘anticipatory grief’ (Rando 1986, p. 24), and
that the bereaved struggled in accessing support from both
formal and informal circles.

Valentine et al. (2016) described substance misuse deaths
as ‘stigmatized’ deaths. For the bereaved, they were said to
be associated with disenfranchized grief. ‘Disenfranchized
grief’ follows a loss that is not, or cannot be, openly
acknowledged, depriving the bereaved of the opportunity to
share their experiences with others and therefore the oppor-
tunity to receive social support (Doka 1999). It has long
been understood that stigma exists in the relationship
between an attribute with a person/group and some audien-
ces who view that attribute as abnormal, as described in
Goffman (1963, p. 3). Goffman (1963) stated that stigma is
‘in the eyes of the beholder’ and can be perceived from sev-
eral perspectives. From a social psychological perspective,
stigma has two dimensions (Corrigan et al. 2009). One is
public stigma, i.e. negative attitudes of the general public
toward individuals who possess an undesirable characteristic,
such as substance abuse (Corrigan et al. 2011), and the other
is self-stigma, i.e. the internalization of public stigma and a
consequential reduction in self-efficacy and self-esteem
(Corrigan and Watson 2006). Stigma toward people who use
drugs is well known (Corrigan et al. 2009). Goffman (1963)
wrote about ‘spill over’, where an individual’s ‘stains’ spill
over to the next of kin in such a way that the social discredit
affects them to the same degree. In this way, family mem-
bers themselves become stigmatized through association
with a relative who uses drugs (Corrigan et al. 2017).

In sum, while scientific investigation has recently
increased understanding of grief following DRDs, there is
much still to learn about this special type of grief, particu-
larly to inform health care professionals and affected fami-
lies. To fill the knowledge gap regarding bereavement
following DRD, a large Norwegian study called ‘The Drug-
death Related Bereavement and Recovery Study’ (in
Norwegian, ‘The END-project’) was launched in the spring
of 2017 at the Western Norway University of Applied
Sciences. The purpose of the main project was to contribute
to a greater understanding of the consequences of DRD for
the deceased next of kin, their situation and needs, as well
as enhancing quality and competence in health and welfare
services. The main study is a mixed-method study, collecting
quantitative data through a survey and qualitative data
through interviews (ResearchGate 2019).

Since there have scarcely been any empirical investigation
into bereaved parents’ grief following a DRD or about what
help and support they need (Titlestad et al. 2019), the aim
of this sub-study is to explore how parents’ experience drug-
death bereavement and what different kinds of help and
support do they receive.

Methods

This sub-study is an explorative, inductive study. To gener-
ate a phenomenological, hermeneutic understanding of how
parents experience DRD, we used reflexive thematic analysis
as described by Braun and Clarke (2019). We searched spe-
cifically for a variety of grief experiences which can charac-
terize drug-death bereavement. Semi-structured in-depth
interviews were carried out, and NVivo 12, qualitative data
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analysis software (QSR International Pty Ltd, 2018), was
used in the data analysis process. This paper was guided by
‘Standards for Reporting Qualitative Research: A Synthesis
of Recommendations’ (O’Brien et al. 2014).

Recruitment and sample size

In the period from March 2018 until the end of December
2018, drug-death bereaved family members and friends were
enrolled on the main project. They were invited to fill in a
questionnaire, either on paper or digitally. A flyer that
described the project, and invited participants to take part in
a survey, was sent to all Norwegian municipalities’ public
email addresses. We also contacted personnel who were
engaged in the Norwegian Directorate of Health project to
reduce drug overdoses, involving 28 municipalities at that
time. Recruitment was also facilitated through non-govern-
mental organizations working with drug use, treatment cen-
ters, the Norwegian Labor and Welfare Administration
(NAV) and crisis teams (either by mail or by handing out
flyers). We disseminated information about the project
through participation at conferences and various media such
as television, radio and social media (Facebook and Twitter).
‘Snowball recruitment’ by participants and by collaborators
in other research networks or professionals in clinical prac-
tice was another important recruitment strategy employed.

The interview sample in this sub-study was drawn from a
total sample of parents (n¼ 95) who participated in the sur-
vey. There were 75 parents’ who agreed to be interviewed
and were eligible for interview. The participants spoke fluent
Norwegian and had lost a child to DRD at least three months
prior to recruitment. No other restrictions were set for the
time since death. A matrix describing the eligible parents’
characteristics was developed. The sample to be analyzed in
this paper was selected according to pre-defined selection cri-
teria; (1) gender, (2) parents’ place of residence (city or vil-
lage, northern/central/western/southern/eastern geographical
parts of Norway), (3) gender of the deceased, (4) time since
loss, (5) participants’ age, and (6) age of the deceased.

Malterud et al. (2016) have proposed a set of dimensions
that to help determine sample size. These include the study’s
aim, sample specificity, theoretical background, dialog qual-
ity and strategy for analysis. We adhered to Malterud et al.
(2016) for their guidance on ‘information power’ to ensure
adequate size of the final sample. During the recruitment
process, one mother withdrew for personal reasons and one
of the recruited participants failed to attend the planned
interview. We were unable to reach out to the latter individ-
ual, either during or after the interview time, and no explan-
ation was given as to why the potential participant decided
not to keep the pre-planned appointment. Sample size was
constantly evaluated with regard to information power and
after interviewing seven fathers and six mothers, we decided
to equalize the sample according to gender, in case the
descriptions specific to gender became relevant to our dis-
cussion. Another mother was therefore invited to participate.
After interviewing her, and given that the contribution of

new knowledge was limited, we concluded that we had
reached a satisfactory level of information power.

Semi-structured in-depth interviews

A semi-structured interview guide, built on the questions in
the survey that we wanted to explore in detail, was devel-
oped for the interviews. The guide consisted of five themes:
(1) the time before the death, (2) the loss, (3) stigma from
the environment and self-stigma, (4) help, support and cop-
ing, and (5) post-traumatic growth. In the preparation
phase, the interviewing authors discussed codes that could
possibly be relevant as follow-up questions in the interviews.
During the interviews, we encouraged the participants to tell
us about the deceased, their relationship to the deceased, the
deceased’s living habits, the circumstances surrounding the
death, their grief reactions and how the death affected their
health, working situation and leisure time. In relation to
stigma, we talked about attitudes emanating from their sur-
roundings and how they and others in their network com-
municated about the loss. We encouraged the parents to
reflect on support from family, friends, colleagues, social
networks and support groups and help from health and
social services, the police, ambulance personnel, priests, cri-
sis teams etc. We also asked the participants to share their
thoughts about potential barriers to support and what help
and support they needed, in addition to barriers or facilita-
tors of own coping and meaning making. However, first and
foremost, the interview method followed the principle of
‘following the interviewee’, as the interviewer pursued the
thoughts and reflections of the parents during the inter-
views, implying that the main themes in the guide were cov-
ered, but not necessarily in set order. Also, the interviewers
welcomed new topics relevant to the research questions.

The interviews were carried out in the period August to
December 2018. To synchronize the interview method and
pilot-test the interview guide, the last author conducted a
trial interview with a bereaved parent, with the first and
second authors (interviewers) present. The interview was
discussed with the bereaved and the research interviewers.
The interview guide was adjusted according to discussions
after the trial interview and prior to other in-
depth interviews.

Following completion of the informed consent process, the
first, second and last author conducted interviews in a private
setting selected by the participant (home ¼ 9, work office ¼
4, a hotel (sheltered space ¼ 1). The interviews were audio-
taped and transcribed verbatim by a research assistant. In
addition, all interviewers noted their general impressions
immediately after each interview. The length of the interviews
ranged from 1h and 20min to 3 h and 10min, including
required or desired breaks. Altogether, the transcripts con-
sisted of 431 single-spaced pages (range 20–39).

Sample

The sample consisted of 14 parents: seven women and seven
men, who were parents to 14 deceased persons in total. One
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parent represented two deceased people and a divorced cou-
ple represented one deceased person. All the parents were
aware of the drug use and none of the deceased had died
after first-time use. Ten of the parents had lost a son and
four parents had lost a daughter. The time since death
ranged from three to 126months (mean ¼ 38) and all
parents reported (on a five-point Likert scale) to have been
close to the deceased (12 reported to have been very close).
Nine of the deceased died of a not-intentional overdose, one
of an intentional overdose (suicide), two of illness, accident
or violence, and two of unclear causes. The age of the
deceased varied between 19 and 45 years (mean ¼ 27.36)
and the age of the parents ranged between 45 and 75 years
(mean ¼ 58.29). The participants came from all parts of
Norway (north n¼ 2, central n¼ 2, west n¼ 5, south n¼ 2
and east n¼ 3), with eight living in a village and six in a
town. Twelve of the parents were married/cohabitants, while
one had a boyfriend and one was divorced. Only two of the
14 participants were still married to the other parent of the
deceased. The parents were well educated (79% had received
higher education beyond 12 years). Annual household gross
income was in the range from 25,000 to over 125,000 euros
and 42.9% had an annual household gross income of
75,000–99,999 euros. The income level in Norway is high,
and the participants’ income was high compared to the aver-
age annual household gross income.

Reflexive thematic analysis of interviews

Braun and Clarke (2019) describe a six-phase process for
reflexive thematic analysis: (1) familiarization with the data;
(2) coding; (3) generating initial themes; (4) reviewing
themes; (5) defining and naming themes; and (6) writing up.
The phases are sequential; each builds on the previous one,
and the analysis is therefore a recursive process. We ana-
lyzed the interviews as recommended by Braun and Clarke
(2019), conducting a reflexive thematic analysis with move-
ment back and forth between different phases.

In order to become immersed and intimately familiar
with their content, the first author (a social educator and
PhD student) read and reread all the interviews, and as
codes were developed, they were generated in NVivo. This
was a back and forth process, suggesting codes, re-reading
the interviews, changing/adjusting codes after discussions
with the last author (a sociologist and senior researcher).
The first and last authors examined the codes and collated
data to identify significantly broader patterns of meaning
(potential themes), then altered the codes in accordance
with consensus discussions with the coauthors (two psychol-
ogists). Themes, defined as patterns of shared meaning,
underpinned a central concept or idea (Braun and Clarke
2019). The clustering of themes was generated by moving
back and forth between the phases. Led by the first author,
all authors worked out the scope and focus of each theme,
deciding on an informative name. A table of the codes and
themes was then produced.

Trustworthiness of the findings was enhanced by thor-
ough discussions among the coauthors. All authors agreed

upon the coding framework, the interpretation of the data
and the confirmation of descriptive and analytical themes.
Researchers’ background and position affects what we
choose to investigate, how we investigate, which findings we
consider most relevant, and how we conclude (Malterud
2001; Palaganas et al. 2017). We aimed for an inductive
approach, although we discussed that we - as researchers -
needed to be aware of our contributions to the construction
of meanings and of lived experiences throughout the
research process.

Ethical considerations

All procedures were conducted in accordance with the
Declaration of Helsinki (The World Medical Association, 9
July 2018). This study was approved in February 2018 by
the Norwegian Regional Committees for Medical and Health
Research Ethics (reference number 2017/2486/REK vest).

All participants were informed, in writing when consent-
ing to participate, and it was repeated verbally at the onset
of the interview, what the purpose, method and procedure
of the study was. It was further explained that the data
would be published in a non-identifiable manner. The
parents signed a written consent form and were assured of
anonymity, confidentiality and the option to withdraw from
the study at any time. The interview data were treated confi-
dentially. All identifying information concerning transcripts
and recordings was de-identified and stored on the research
server at the university.

Care was provided to the participants during the entire
interview process according to Dyregrov (2004) recommen-
dations concerning research on vulnerable populations. The
participants were made aware of the possibility to contact
the project manager if answering questions about difficult
life experiences prompted a need to talk to someone after-
wards. All the participants reported positive experiences
relating to their participation, and many expressed gratitude
for the opportunity to share their stories during the inter-
views, although they acknowledged feeling tired afterwards.

Results

Four main themes were generated from the analyses: (I)
constant preparedness; (II) stigmatization; (III) emotional
overload; and (IV) complex relations (Figure 1). Each main
theme contains several codes reflecting the content of
numerous meaning units from all parents. Descriptions of
drug-death bereavement include experiences from the time
before the loss, such as dealing with a child with a severe
drug problem and society’s attitudes toward people who use
drugs, and how these experiences influenced the parents’
grief. After the loss, the parents described their grief on two
levels: the intrapersonal level and the interpersonal level.
The intrapersonal level deals with the bereaved (e.g. (III)
emotional overload), while the interpersonal level relates to
the bereaved and their surroundings (e.g. (IV) complex rela-
tions). Meanwhile, (II) stigmatization connects with both
levels (self-stigmatization and stigmatization by others).
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(I) Constant preparedness

The parents reported that their child’s use of narcotics had
an enormous impact on their everyday life. This theme rep-
resents the time before the loss, when the parents prepared
for the worst-case scenario. They were in constant readiness,
prepared to step in if their child needed help, while putting
their own life on hold. This period was described via the
two codes: (a) conflicting emotions; and (b) consequences
for everyday life.

Conflicting emotions
All the parents knew about the drug use prior to the death.
They talked about how, over the years, they had feared they
would lose their child. This fear was exacerbated by the
child’s way of life. Several of the deceased individuals had
taken multiple overdoses prior to the lethal overdose. In
addition, some of the children had revealed that they had
given up on life. They communicated distress over the fact
that life had not turned out the way they had hoped, and
that they had ceased trying to quit using narcotics. Although
the fear had increased over time, many parents were still
shocked and overwhelmed at the time of death.

Many also felt rejected. As their child’s drug use esca-
lated, the parents said they felt helpless. Health and social
workers’ obligations concerning professional secrecy kept
them in the dark, and it was hard being kept out of the
loop, not getting the information they needed to help their
son or daughter. Neither knowing what to do, nor being in
a position to help caused a high level of emotional stress.
They described the situation, on the one hand, as hopeless;
on the other hand, all of them had hoped for recovery at
one time. To have a child with severe drug use problems
was described as a roller coaster of complex emotions, which
on many occasions was difficult to deal with. A father
described the variety of emotions, oscillating between
exhaustion and optimism:

It is extremely difficult to live so close, [the deceased] becomes a
very demanding person. These extreme situations, where we had
to call the police, are very demanding, it is shocking. And,
especially, it is very demanding to constantly have a person who
is sick, right? It rarely goes well. Then things went well for a
period of time, I was optimistic, and then it went downhill,
right, it was like a roller coaster. (ID 42)

The heights represented feelings like hope but, as is typ-
ical for a roller coaster ride, the drops got steeper and
steeper for many, especially for the parents who lost a young
adult. These parents witnessed how their adolescent off-
spring’s drug use escalated rapidly over a short period, feel-
ing that their child was slipping through their fingers,
unable to stop the motion.

Parents who for decades had dealt with their child’s drug
use expressed an additional emotional conflict. Like other
parents, they had hoped for a drug-free life for their child,
especially after drug-free periods; but, at the same time, they
experienced grief reactions. One mother described 20 years
of anticipatory grief, as she had been in constant prepared-
ness for her child to die (ID 160).

Consequences for everyday life
The child’s way of life had major consequences for the
parents’ everyday life. While other parents experienced their
child becoming independent, these parents reported that
their child’s need for support escalated. They also reported
that they felt rejected by the Child Welfare Services and the
Norwegian Labor and Welfare Administration (NAV) and
described confidentiality as a major barrier to cooperating
with the services, especially during the child’s transition
period from adolescence to adulthood. One mother
described her hopeless position in terms of someone who
has responsibility, but without the permission to take action:

I had called the Child Welfare Services, I had called the general
practitioner, and the grandfather had called the mental health
team, which did not have time available. There wasn’t much

(I) Constant preparedness 

DRD 

(II) Stigmatization 

(II) Stigmatization 

(III) Emotional overload 

(IV) Complex relations 

• Conflicting emotions  
• Consequences for 

everyday life 

• Societal stigma 
• A lack of help from 

public services 
• Challenging 

communication about 
the loss 

• Complex emotions  
• Complex reactions 

• Parent’s self-stigma 

Figure 1. Generated codes and the four main themes describing drug-death bereavement.
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more we could do. I called the Child Welfare Services, and they
said the only thing I could do is to admit her, but I didn’t have
the authority to admit her anywhere. As I said, you don’t feel
that you are getting help. And, all this time, there’s no one. It’s
an eternal struggle. (ID 62)

(II) Stigmatization

This theme reflects parents’ reports about experiences of
stigma: (a) societal stigma; and (b) parents’ self-stigma. The
parents described how the stigmatization of people who use
drugs was reflected in societal attitudes, that is, people pre-
suming that being addicted to drugs is self-inflicted. They
did not report that they perceived stigmatization by virtue of
being parents bereaved due to a DRD, although they often
struggled with self-inflicted stigma.

Societal stigma
According to the parents, society’s attitudes to drug use are
reflected in stigmatizing statements, especially in online dis-
cussion forums where it is stated that people who have a
drug addiction chose this life and need to get a grip on
themselves. Many referred to comments that described peo-
ple who use drugs as an outcast group in society. Such com-
ments were perceived as prejudicial statements, and some
pointed out that these comments are not in line with up-to-
date best practices, which treat addiction as an illness.

Some of the parents also experienced stigma from profes-
sionals working within health and welfare services. In meet-
ings with NAV, they found that their child was not taken
seriously and sometimes not even spoken to. This mother
ponders whether lack of communication is due to negative
attitudes toward the person who uses drugs and lack of skills
about addiction:

He [the deceased] said then, “Mom, they treat me differently
when you’re with me”. I could give them the extra information,
most likely [… ] They [people who use narcotics] are not
treated very well in many places [… ] the attitudes the health
professional has to the person who uses drugs. Honestly, I think
they know too little about addiction problems [… ]One has to
be very skilled to be able to handle addiction, and if you were to
do it, it’s a long learning process (easy laughter) and you can’t
give a three months’ stay and say “out, now you’re done”.
(ID 7)

Professionals’ lack of consideration of their child’s wishes
and needs mirrored helpers’ attitudes, the parents said.
Some parents also described that they felt shamed by helpers
in situations where the parent – in desperation – had con-
tacted public services for emergency help.

Parents’ self-stigma
Shame and guilt for failing as a parent characterized the
self-inflicted stigma which they reported to have imposed on
themselves. In the process of self-examination, several of the
parents felt that they had failed because they had not been
able to protect their child or prevent their death. A father
described his feeling of failure in this way:

As a parent, you have a role, one that we couldn’t really live up
to, as we failed to play our role. You are supposed to protect
[your child], make your child independent and get them to
leave the nest, right? And, somehow, it does not work out. You
haven’t finished the task, and it’s kind of shameful, yes, you’ve
failed a bit in living up to the society’s expectations? Maybe in
relation to your own social standing. I know it’s not like that,
but the feeling associated with this, that’s what the feeling says
to me, well, that’s what makes it a little difficult. (ID 39)

Parents stated that they were aware that the stigma they
had imposed on themselves did not necessarily reflect other
peoples’ thoughts or attitudes. A mother explained that she
felt like she did not live up to society’s standards about how
to be a responsible parent and therefore she over interpreted
others’ behavior:

Well, I know everyone thinks it [… ] if you have a child who
uses drugs, then, in a way, you haven’t been good enough. So,
you’re looking for it, the blame in other people’s eyes, you see
it, even if it’s not there. (ID 125)

Although they ruminated about whether people looked
down on them, many of the same parents pointed out that
there was an absence of stigma from their social support
network. They were comforted by people in their social net-
work, who reassured them about being good parents and
stated that this could have happened to anyone. However, it
was very difficult for them to absorb such opinions, as views
of people in their network were overridden by their own
inner self-inflicted stigma.

(III) Emotional overload

The parents reported that their search for answers to their
child’s troubles and death affected their emotional life and
behavior. After the loss, they experienced an overload of
complex and ambivalent emotions as well as complex reac-
tions due to the loss of their loved one. This overload was
connected to two codes: (a) complex emotions; and (b) com-
plex reactions.

Complex emotions
All 14 parents expressed a breadth of emotions triggered by
the loss. The most striking feelings were anger, guilt, relief
and shame. Especially during the first years after the loss,
many parents described a rapid oscillation between various
feelings mixed with rumination. The emotion that was most
often expressed was anger, especially anger toward different
health and welfare services:

So angry [… ] I’m angry at her [the deceased], I’m angry at the
healthcare services. I’m looking for someone to blame, so if I
can’t blame myself, then I must be able to blame someone else
and then it must have been someone else’s fault [… ] probably
the healthcare services or child welfare or the police. (ID 62)

Guilt and shame were commonly described, for failing as
a parent and particularly guilt for not being able to stop
their child from using drugs. They found that shame caused
by society’s ideals or expectations was easier to put aside
than feelings of guilt. Some of them expressed relief on
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behalf of the deceased, relief for others or relief on their
own behalf. Parents who expressed relief had either lost a
child after decades of drug use, or the load prior to the
death from their perspective was so heavy that no other
solution than a tragic outcome was to be expected. All the
parents described their child’s resources and dwelt on the
life that the child had never had.

Complex reactions
Even though the parents feared for their child’s life, their
death was described as a shock and they reacted both men-
tally and physically to the loss. The consequences were social
isolation and an increased concern for and a fear of losing
others. Those who apparently struggled the most were
parents who either had lost their only child or their child
had been an enduring strain on them. These parents also
lost an important part of their identity: the role as a full-
time helper and/or as a parent. Like this father, a few
parents struggled to find purpose in life:

You become a parent, and the world changes. And then you
lose your child, then the world changes again, it’s not the
opposite of becoming a parent, maybe much bigger on many
levels [… ] Everything is about the child [… ] So when all that
disappeared, then all our tasks disappeared, so, we are in such a
very big vacuum in terms of figuring out what, what now, what
should we do next, what should we do, why, what is the point
really? (ID 39)

Thinking of the deceased, and what they could have done
differently, kept some of the parents awake at night. Other
reactions, such as sleeping problems, and physical reactions,
such as feeling tired, nauseous, dizzy, exhausted and anx-
ious, were also described.

(IV) Complex relations

Overall, the bereaved stated that relations with public serv-
ices and their personal social networks were complex. As
was the case during the time before death, most experienced
a lack of help from public services. In general, they consid-
ered the support from family and friends to be good,
although communication about the loss was difficult for
both parties involved. Such complex relations were described
in terms of two codes: (a) a lack of help from public serv-
ices; and (b) challenging communication about the loss.

Lack of help from public services
All of the parents described that they did not get the help
they needed from public service, though the meetings with
first responders (i.e. police, doctors, paramedics, priests and
undertakers) were described as professional. Most bereaved
experienced that they got information about what had hap-
pened, and that priests and undertakers facilitated a digni-
fied memorial service for the deceased. When the funeral
was over, however, only a few representatives from the pub-
lic services reached out to the bereaved. Those who received
help had to ask for this themselves and only one of the
parents was offered help from a local crisis team.

The first to arrive were the doctors and the ambulance staff, and
then came the police and morticians, and somebody told me
that, if I needed to talk to someone, I could call someone
[laughter]. I received the number for a crisis relief team, I tried
to call once, around Christmas, but they closed at 8 p.m., so
there wasn’t much help in that. (ID 123)

Those who asked for help sought help primarily from a
general practitioner. Sickness benefits from the National
Insurance Scheme, graded from 100% down to 20%, were
used as a return-to-work strategy. A few parents also
reached out to their child’s case manager and asked them
for a follow-up appointment so they could go through what
had happened in the days up to the death. Although this
help was appreciated, the bereaved had an unmet need to
talk to professionals, especially concerning how to cope with
their ruminations about ‘what went wrong’.

Challenging communication about the loss
Most of the parents found that their social network, such as
family members, colleagues, friends and friends of the
deceased, provided the support they needed. Despite being
in shock, and not being able to respond to the care from
their surroundings, they stated that people in their networks
whom they were close to never gave up on them, although
they differed in their views concerning how the loss had
affected their way of communicating with others. Some said
that losing their child had made it easier to talk to others
and to share feelings and experiences. Others said that they
had pulled back and only shared thoughts with a few close
family members. Some were afraid that their grief was an
unbearable burden to place on others, while others found
that people were insecure and did not know what to say,
which this mother and other bereaved interpreted as an
indication of not wanting to hurt the bereaved parent:

I think others do not know what to say and how I will react.
Some people find it very difficult if others gets very emotional,
starts crying for example, others find it very difficult to handle
that [… ] I have siblings who are health professionals, I thought
that maybe they would try, but it seems difficult even for them.
There is no unwillingness, they don’t know how to reach out.
(ID 15)

Discussion

The themes identified from the data, (I) constant prepared-
ness, (II) stigmatization, (III) emotional overload and (IV)
complex relations, support the suggestion that DRD is a spe-
cial kind of death. In line with Doka’s (2002) definition of a
special death, the parents in this study experienced stigma
both before and after their child’s death. Before the death,
there seemed to be a spillover effect from the stigmatized
drug user (especially in meetings with helpers), while, after
the death, the parents experienced an intrusive kind of self-
stigmatization. This self-stigma was triggered by shame and
guilt about failing as a parent and not fulfilling society’s
norms about successful parenting. There seem to be high
levels of stress inherent in the parents’ descriptions of con-
stant preparedness and oscillating between conflicting
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emotions. We maintain that the emotional overload before
and after death, combined with the self-inflicted stigma that
the parents experience, imposes a considerable burden
resulting in both a special death and a special grief.

The special grief of drug-death bereaved parents

This study supports previous findings about parents experi-
ences of emotional overload before death and their constant
fight to find help for the child (Oreo and Ozgul 2007;
Orford et al. 2010; Maltman et al. 2019). The descriptions of
a constant preparedness showed how difficult it can be to
live with a child using narcotics. Rejection from the Child
Welfare Services and NAV, as well as a lack of cooperation
due to confidentiality, had major consequences for the
parents’ everyday life. The children were all over 18 years
and therefore considered ‘adult’ in Norway where this study
took place. However, to put this in perspective, the transi-
tion from childhood to adulthood in industrialized societies
takes longer than it used to (Arnett 2000). Many young peo-
ple still need emotional, economic and practical support
after receiving the age of majority. The term ‘extended par-
enthood’ reflects the consequences that this extension has
for parents who have children who need this continued sup-
port (Tysnes and Kiik 2019). Although the person who used
drugs was considered an independent adult at the time
before their death, the lack of tailored help from health and
welfare services led to the parents in our study experiencing
a need for extended parental involvement. The parents took
over responsibilities which normally – at this time in the
child’s life – should have been handled by their child him-

or herself. They had continued to provide the child with all
types of support, while, at the same time, dealing with their
own emotional ‘roller coaster’. These findings illustrate that
drug-death bereavement is complex and that an overload
before death affects the parents’ grief after death (Figure 2).
These results also speak to the need to enhance cooperation
between the person who uses drugs, their next of kin and
public services.

Even though all of the parents were aware of their child’s
drug use and feared losing their child, many nevertheless
experienced their child’s death as a shock. As reported by da
Silva et al. (2007), a chaos of conflicting emotions and reac-
tions, such as grief, anger, guilt, self-blame and relief, fol-
lowed the unexpected death. The bereaved who had years of
experiences with their child’s drug use and who described
anticipatory grief reported the same spectrum of complex
grief emotions or reactions as those bereaved with less prep-
aration and/or forewarning.

The parents in our study were essentially angry with
public services. Excessive bitterness or anger related to the
death are typical reactions to bereavement (Stroebe et al.
2007). In the Brazilian study by da Silva et al. (2007)
secrecy regarding drug use followed by DRD aroused
strong feelings of anger, while Templeton et al. (2017)
reported that anger was directed toward those they believed
were involved in or responsible for their loved one’s death.
By contrast, characteristics of the Nordic welfare states are
a high degree of equality in services, a high level of taxes
and a high level of public spending on welfare (Greve
2007). We believe there is a difference between the
Brazilian/UK and the Norwegian studies, that the
Norwegian parents’ anger is for not giving them public
services they expected to get from the welfare state. Our
results also show that, after their child’s death, the parents
ruminated about why the child had not received this help,
as well as why they themselves were not offered help to
cope with the loss. Based on this study’s findings and other
studies about drug-death bereaved in different countries of
the world, it can thus be suggested that anger and frustra-
tion, reflected in rumination, is a central feature of the
special kind of grief following a DRD.

We have reasoned that disenfranchized grief was
described in our findings, although in different forms than
in previous studies of drug-death bereavement. Livingston
(2017, p. 231) and Valentine et al. (2016) described losses
that were unacknowledged and/or forbidden, while, in our
study, the parents described their losses as acknowledged
(i.e. by their social networks). Still, there are different types
of disenfranchized grief (Thompson and Doka 2017, p.
178). Disenfranchized grief can also be self-imposed, in
which the bereaved take on the social and cultural norms
and attitudes of those around them in relation to what
deserves to be grieved over (Doka 1999). Although it is
unclear how self-stigma determined whether or not the
parents in fact grieved in public, several of the bereaved
described the stigma that they had imposed on themselves,
since they felt shame and guilt about failing as a parent. In
addition, a lack of public services could have contributed

Overload of emotional stress, 

extended parenthood and 

societal stigma

Anticipatory grief

Death is

a shock

Emotional overload 

and complex 

reactions

Disenfranchised 

grief due to a lack of 

help, self-stigma and 

challenging 

communication

Highly intense 

grief reactions

Figure 2. What the parents go through and what characterizes and triggers the
“special grief”.
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to a feeling of unacknowledged grief. A national guideline
Psychosocial Interventions in the Event of Crisis, Accidents
and Disasters recommends municipalities to activate psy-
chosocial crisis teams for the bereaved after a sudden and
potentially traumatic death (Norwegian Directorate of
Health 2016, p. 31–35). Despite this recommendation,
when their child died, only one of the 14 parents received
help from public services without asking for it. The finding
that the drug-death bereaved are less likely to access public
services after such a traumatic, unnatural death is in line
with the findings of other studies (Biong et al. 2015;
Valentine et al. 2016).

We believe that stigmatization on a group level during
the time before the child died, as well as the demonstrated
self-inflicted stigma that the parents placed on themselves, is
a typical feature of drug-death bereavement. Shame and guilt
about failing as parents characterize one of the extra burdens
that the parents had imposed on themselves and, according
to Jie Li et al. (2019), guilt might be a core symptom of grief
complications and depression. Complicated grief has been
reported as being high in studies of other bereaved samples
after a DRD (Templeton et al. 2016). As illustrated in Figure
2, highly intense grief reactions were described, albeit pri-
marily by those who had lost their only child or those who
had witnessed how their child’s drug use escalated rapidly.
These parents also described an enduring overload before
death and a high level of rumination after death. They felt
emotionally and physically exhausted and described a variety
of negative consequences for their physical, mental and
social health. Years of discredit and devaluation had left
their mark. Along with self-stigma came social isolation and
an intense feeling of shame which prevented participation in
society for some of the parents. These reactions had lasted
for more than six months, alerting us to the possibility of
complications in the grieving process.

From the general literature on grief and bereavement and
taking into consideration the results from studies on drug-
death bereaved, it is possible to make some assumptions
about bereavement after DRDs. A theoretical model, ‘The
special grief’, describing components of drug-death bereave-
ment has been developed by Dyregrov et al. (2019).
Dyregrov et al. (2019) accept that anticipatory grief, in add-
ition to the stress of living with a person who uses narcotics,
can contribute to an emotional overload and make the proc-
essing of grief more difficult for the bereaved. In line with
theories of stigma, the model also incorporates the possibil-
ity that those bereaved by DRDs can experience negative
attitudes and actions from those around them, such as net-
works, local communities and support services. In addition,
the model integrates the notion of disenfranchized grief
among the drug-death bereaved, indicating that experiencing
unacknowledged losses could complicate the grieving pro-
cess. Our study’s findings elaborate on the elements and the
dynamic within the described theoretical model by Dyregrov
et al. (2019). Accordingly, we identified an extensive over-
load of emotions and we suggest that the consequences for
daily life can be explained in terms of an ‘extended parent-
hood’ (Figure 2). Our findings also elaborate on the

elements complicated and disenfranchized grief, suggesting
that, for these parents, silence from helpers, self-inflicted
stigma and complicated interactions with their social net-
works can increase the risk of complications. In addition, we
discuss stigma as a possible reason for lack of help from
public services, a result that is a potential factor which is
appropriate for further investigation.

Methodological issues

We recognize that multiple realities exist. We have outlined
personal experiences and viewpoints that may have resulted
in methodological bias, although we have aimed to clearly
and accurately present the parents’ perspectives. To improve
methodological rigor, we have endeavored a transparent and
clear description of the research process from the initial out-
line through the development of the methods and the
reporting of the findings. Reflexive journals were written
after each in-depth interview, containing information about
our subjective responses to the setting and the participants.
In addition, the results section contains key, illustrative, ver-
batim extracts from the interviews. Describing reflexivity is
important to enhance a study’s validity. As recommended in
standards for reporting qualitative research (Malterud 2001;
O’Brien et al. 2014), we described the characteristics and the
role of the researchers in the paper. We argue that the
checklist for reporting standards strengthens the transpar-
ency of this study and enhances the transferability of its
findings to other contexts. The systematic review by
Titlestad et al. (2019) calls for more rigorous studies and, as
recommended in this review, we have investigated and
described distinctive characteristics such as the deceased’s
age, the time since death, whether the next of kin was aware
of the drug use, and whether the deceased died after first-
time use or drug use over time.

One strength of this study is the wide use of different
recruitment strategies. Nevertheless, despite our efforts to
recruit bereaved parents from all classes in society, the risk
of sampling bias is present, particularly given that people
from lower social classes are under-represented. On the
other hand, the size of our study sample has sufficient infor-
mation power, in accordance with Malterud et al. (2016)
descriptions.

There are pros and cons in the choice of applying a the-
matic analysis. Thematic analysis has been described as an
‘anything goes’ approach (Braun and Clarke 2006;
Majumdar 2019, p. 205). Braun and Clarke (2019, 2006)
have addressed this criticism in recent years, developing
guidelines for assessing the quality of qualitative research
analysis. We argue that, by following the stages involved in
reflexive thematic analysis, we strengthen the quality, trans-
parency and transferability of this study. In addition, the use
of thematic analysis enabled us to stay close to the data pro-
vided by the participants and thereby remain empirically
faithful to the included cases, providing explicit and trans-
parent links between our conclusions and the data material.
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Conclusion and implications for practice and policy

The findings of this research project contribute to our
understanding of the complexity of drug-death bereavement,
and we believe these results will be of interest to bereaved
family members and their social networks, as well as profes-
sionals in health and welfare services. Hopefully, they will
lead to improvements in how we communicate about and
relate to DRDs. Show kindness and compassion is also one
of five key messages identified from the UK-study by
Valentine and colleagues which is described in the guideline
Bereaved through substance use: Guidelines for those whose
work brings them into contact with adults bereaved after a
drug or alcohol-related death (Cartwright 2015; Valentine
and Bauld 2018). The findings from our study hopefully also
contribute to an increased awareness and adherence to
guidelines that describe how to implement relief measures
for drug-death bereaved (e.g. Cartwright 2015; Norwegian
Directorate of Health 2016).

This study set out to explore drug-death bereaved
parents’ grief experiences and what help and support they
received. The parents experienced a special death and
described a special grief. The title of the paper, ‘Sounds of
Silence’, refers to the Simon and Garfunkel song ‘The Sound
of Silence’ (Simon 1964) and characterizes what drug-death
bereaved parents go through. The song’s lyrics demonstrate
how silence can be perceived: ‘People talking without speak-
ing, People hearing without listening, People writing songs
that voices never share, And no one dared, Disturb the
sound of silence.’ This silence is reflected in how the parents
perceived a silence from helpers when their child was alive.
When the child died, the silence from public services was
described as deafening. They were not sought out, and the
ones who got help had to seek out the services themselves.
Self-stigma, which disturbed the dynamics in their commu-
nication with others, and the fact that people in the network
were perceived as insecure also represented a type of silence.
We argue that one of the main findings of this study is that
such silence may have the potential to trigger intense suffer-
ing, and perhaps even complications in the grieving process,
consequences that may be prevented or risks at least less-
ened, if the words of the bereaved parents expressed in this
investigation are heard.
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