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CT: Hello and a very warm welcome to the Talking About Bereavement podcast, brought to you by the Bereavement Education Programme at NHS Education for Scotland. I'm Clare Tucker from the education team, and we're so glad you're here. In this series, we're opening up honest and thoughtful conversations about bereavement. We'll be joined by guests who will share their experiences, insights, and the meaningful work that they're doing to support others through grief and bereavement. Whether you're a professional, a carer, or someone with a personal interest, there's something here for you.
Hi again, and welcome to this episode of the podcast. I'm really pleased to introduce my guest today. We've got a great conversation ahead, so let's dive in. And if you find this episode helpful, please consider subscribing, sharing it with a colleague or friend, and leaving us a review. Your support helps us to reach more people and keep these important conversations going.
So my guest today is Ruth Fisher, who is a lecturer in paramedic science at Queen Margaret University. Hello, Ruth. How are you doing today?
RF: I'm good. Thank you Clare, and thank you for having us.
CT: No, thank you very much for coming. So Ruth is a paramedic of 10 years, and she's held roles across all four pillars of practice, education, leadership, clinical and research. Before joining Queen Margaret University, she worked for Yorkshire Ambulance Service, holding the role of clinical supervisor and team leader for her last three years with the service. And before she trained to be a paramedic, she worked as a crime scene investigator for a period of time. Ruth, when we met before or for the first time, I think one of your opening phrases to me was I've always dealt with death. So I'm sure you'll have lots of interesting insights and perspectives to share with listeners today. I wondered perhaps if you'd like to share and start off by sharing a little bit more about yourself, your life and your work and how you've got to where you are in terms of that just now. Thank you.
RF: Thank you, Clare, and it's a pleasure to be here. And I think, yes, that absolutely that must have been one of the first things I said to you is I've always dealt with death. And since I left school nearly 20 years ago, all my careers have involved death from my period of time with the police as a crime scene investigator and having contact with people who had just dealt with quite possibly quite dramatic, quite traumatic bereavements that were in shock and, and still processing what had happened in the unthinkable to, to being a paramedic at the height of COVID, to being that team leader and going to the cardiac arrests when everything was so uncertain. It's been an education, but also it's a privilege. It's, it's one of the most sacred points of, of, of a life is the end, the start and the end. And to be able to be present and, and support those who are, are going through bereavement or anticipating that bereavement is, is just, it's an honour and a privilege. So, yeah, the more we can do to support them and to support clinicians in what is a truly terrifying point of their journey. Is, is a great opportunity, so.
CT: Sure. Yeah, absolutely. So, what is it that you think we can do to support people who are anticipating loss or bereavement well. How do we do this well, I suppose thinking about the areas in which you've worked both in the sort of clinical space and, and, and the research, I know you're involved with as well now. So what, what are your, your thoughts about how we do support people well in these circumstances?
RF: I think there is almost a unintentional swerve towards trying to, well I understand and making up about us and actually we can't understand as, we might appreciate how they feel, we might have been in a very similar situation, but everyone's experiences are going to be different. And even if we have been in that exact situation, the bereavement and their grief and their feelings about that are very much theirs. And, and you will get all sorts of responses to bereavement, delivering death messages, you know, and, and make, delivering that news first hand. And, and you can't prepare for that person, but at the same time asking them what they need in that moment. And if they don't know what they need, what they want is, is probably the best thing that we can do. We can't bring them back sadly, and we, we can't prevent the inevitable as it was, but we can, we can explain what's happened or happening, what to expect, if it's in anticipation.
One of the best pieces of advice I was given by a hospice nurse was if it's somebody that has, for example, stomach cancer or, or something to do with the oesophagus, sadly when they, they pass there may be a massive kind of bleed, whether it be out of the mouth or another body orifice. And it's shocking to visually see that even as a, a healthcare professional or a carer that’s seen it before. And actually best thing to do is get dark coloured towels or bedding and it reduces some of that shock. So it's little things about saying this might be what happens, do you, you might prepare for it, but it's still going to shock you. And even doing that when it is another healthcare professional that is about to, to, to manage that bereavement, because in that point, they're not a healthcare professional. They're a family member, a loved one or if, if it's themselves you know the patient and just remembering that, that, you know, it's not an everyday thing that they're dealing with. It might be for us, but it's not for them.
Being compassionate and, and very much what do you need, what do you want and what can I do about it. Whether it's making a cup of tea, making sure they're not alone. And actually, is there anything culturally that we can do to support them. Off the top of my head, I can't think what culture is, but about opening the window is after death to allow the soul to, to leave. Little things, but it means so much. There's that saying of they may forget what you've said, but they will never forget how you made them feel. And that is, that is the pinnacle of supporting somebody in bereavement for, for me and from my experience. But the other thing is to not lose yourself as well.
Discussing bereavement with a, a cystic fibrosis nurse, she said how do you deal with it, when the when suddenly, you know, somebody passes or dies and you have to allow yourself to grieve when it is the right time. That moment isn't about you. It is about the family, the loved ones, the friends. But actually, to then take care of yourself and allow yourself to grieve if you need to. Is how you kind of keep that humanity part of yourself going and not kind of internalising it or, you know, suddenly breaking down in front of everyone because that's, that's not good for you or for them and it doesn't support very well but yeah, that, that would be the top of my list of things.
CT: Some really interesting points and so, yeah, really important in what you said there. Just at the beginning of what you were, were talking about, I think you were referring to the avoiding that ‘oh, I understand how you feel’ or ‘I've been there situation’ and yeah, just really absolutely would agree. And there's so many things I think that can affect a person's experience of bereavement that even if, as you say, you're in a scenario where you have experienced something very similar in terms of the, the matter in which a person's died, it doesn't necessarily impact the same. And, and everyone is different, aren't they? So
RF: Yeah.
CT: I think keeping that in mind and really trying to hold back on those, those phrases, which can sometimes just spill out, can't they? When we say
RF: Yes.
CT: You know, we're trying to be compassionate and empathetic to someone, but actually we don't know how somebody else is feeling. So, yeah, that's, that's just such an important point. Are there a lot of experiences that you had through your 10 years working clinically as a paramedic that focused very much on bereavement in terms of the outcomes? And do you have sort of practical examples or experiences particularly that stood out for you in terms of good ways to, to support people who are bereaved in those situations beyond what you've said or, or perhaps even think where things hadn't gone as well as you'd hoped and, and that was a learning, you know, point for, for your team and, and the care that, that you know is delivered in the future.
RF: Absolutely. More, more than I could probably count, but I would say probably the biggest kind of turning point of learning for myself as a, as a newly qualified paramedic all the way through to, you know, first days as a team leader. It, it was that human element. There was an instance where I was still very wet behind the ears and a patient sadly died on route to hospital, died in the ambulance. And the way it was handled, and the family was in the ambulance with us, didn't sit right with me in terms of how callous some of my colleagues felt that they were being. You know, it was very much, oh, they're dead, you deal with it, we're going. And they didn't mean that on reflection, I obviously know that now. But it's very easy to become desensitised when you are dealing with death and bereavement on a very daily basis, which in a team leader role, you can be in that role or even, you know, any healthcare role, depending on where you work. And it's, it's hard to remember that actually, it's a job to us, but it's possibly the worst day of somebody else's life and hanging on to I might not be affected, but I still need to be compassionate. My colleagues may still be affected because we all have our own life experiences and, and things that sit very close to our hearts and just being very mindful of that and how you potentially come across.
It's also important to recognise that potentially you will, you will be on the receiving end of a bit of verbal abuse or very anger potentially from bystanders, people who, who known the patient. And that's not necessarily something personal. They're looking for somebody to blame as a part of their coping mechanism, but to keep yourself safe. And them as well and anybody you know, if, if it's one person and there's a group of people there to keep them safe. 
And by not to, to carry that weight because it can be very easy to take it on. There’s a lot of I done wrong. And actually, it's the natural response to, to quite a shocking life event essentially. But always coming back to that what do you need, transferring that care that person at the centre of your care sadly is, is potentially not there anymore or you might have a supporting role. That's, as a paramedic I deal predominantly with out of hospital cardiac arrests, but one of the most effective ways almost of ensuring that has been allocating somebody from the team to be that person that links with kind of the next of kin, the, the main standards and loved ones. Because then [inaudible] process that. They can step back clinically, and they can do what we were saying about explaining things in, in layman's terms and being there to support them and having that kind of rapport built. So actually, you almost have two patients or two service users if you're in on that situation, and it can help. And that that has been shown in research that actually involving them in like that, involving their loved ones, is really, really helpful for coping and, and managing with, with the bereavement and the loss. It's really, really helpful for, for them
CT: So is this, sorry to interrupt, are you referring to sort of during the process of a cardiac arrest and resuscitation still going on or are you talking about a scenario in which a person's died and making sure that that person who's bereaved is seen, you know, as a, as a keeper, as a key person to support them as well? Or is it both?
RF: I, I would say both. I mean prehospital practice evolves all the time and hospital practice constantly evolves as well. And for us as a paramedic allow it well, not allowing enabling the, the loved ones to be involved in the decision to stop has been shown to psychologically be really beneficial. But it isn't easy and not everybody wants to be involved or to do it. And everyone will you know, it's up to that person. You know, you're not going to force them into the middle of it. So that's not going to be helpful.
But whether it's, you know, we've turned up and sadly they're not with us anymore immediately that next, you know, what can we do? Would you like us to put them back to bed? How, would you like to sit with them and have some time? We'll leave you be. What do you need from us? And it, it really is that very much you are now my, my patient for lack of a better term. And I need to take, I need to help you with the next steps. And particularly where almost the worst example for me is always where it's been a couple married or together for 20, 30, 40 years and suddenly one's gone. And that can be quite heart wrenching almost. But actually, the smallest things can make the biggest impact in that situation. You know, who can I call? Can I get you a cup of sweet tea? Let's have a talk, you know, tell me about them. Tell me about your other half.
CT: That's such a lovely way to see it or describe it, of having two patients. I've never sort of heard it described in that way. But it's, it's lovely to hear that the, you know, the opportunity there to provide that care and attention to the person who's bereaved as well as the person who was the primary patient, I suppose. And is that hard from a time perspective? You must be under such pressure and clinical workloads and things is it, is it tricky to, to protect that time and not be immediately called off to the next, next job or
RF: Yeah.
CT: is that something that's recognised as important and really try to, to protect? 
RF: It is, it can be really challenging. I know systems differ in Scotland and England, but particularly in England, where we required support from police because of the processes, it was almost easier to protect that time to say, yes, I've got to do my paperwork or my colleagues doing my paperwork and I'm going to come and sit with you and I really want to hear about, you know, this really interesting picture from the war what, what tell me about that. And, and get the chance to get to know the person that you've just done probably some of the worst medical procedures to and just remind yourself and them that you know, that was a person they had a past and they were loved by this person and, and they now have to navigate a world without them. And how can we make their entry into that journey the best it can possibly be?
CT: And I suppose our listeners come from across health and social care, do you think, Ruth, that some of those lessons of things that you found or the evidence suggests is helpful for people who are bereaved in that out of hospital context is relevant in other health and social care situations too if people are encountering people at the end of life and, and those that are important to them, do you think some of those things that you shared there are relevant to other contexts too? I presume the answers yes.
RF: Yes, definitely. And I think just, just because we, I mean, we talk as out of hospital as paramedics a lot of the time, but all these things still apply in hospital. It's almost easier personally out of hospital because you can, you know, stay in their own home potentially or they're in their familiar environment and we're perhaps more comfortable in the back of an ambulance or in a hospital where there's, you know, clinical rooms that we can go and hide in almost and have a lot more control. But it's also important to that journey because, yes, they will be an unfamiliar place in a hospital potentially or hospice and their family may not be able to reach them for some time, you know, if they're travelling long distance and you're potentially going to be with that person for quite a while if they're in, in the hospital. So it is so important across all professions, actually, even after, if it's not the immediate aftermath, if somebody's turning up for an appointment and they're, you know, they're still, they're still dealing with that loss potentially. And it can have physical effects as we all know on them and, and their wellbeing. So the, the, you know, being compassionate and person centred in our everyday approach, it goes a long way. 
CT: I suppose I was going to come on to ask how we can ensure we do these sorts of bereavement interactions well and how we support people well, a lot of it's, you've covered already, I suppose, whether we could pull out a little bit more about the, the managing people's reactions because I guess that's again, something that must be relevant to people wherever they work across health and social care and people involved in sharing the news of a person's death with, with people who are close to them. And you talked about anger and responding to that and I imagine you must have seen a lot of different immediate reactions and you must have got a lot of skill in, in knowing how to manage those scenarios, which are, as you say, you're not in your environment, you're in someone else's environment or you know, a public area or outside. And that must be quite hard to navigate a scenario where as you say, it's, it's not a sort of clinical setting so, so to speak. And, and you, you know, you've maybe got lots of different reactions as well from people I suppose if there's, you know, more than one family member or friend or, or neighbour or whoever it might be with that person. What, what insights do you have to help us with that?
RF: I would say it's, some of it will be age dependent. I would say they, for example, if they're dealing with bereavement or loss of a child it can be a lot, almost harder to support because the grief is all, you know, it's usually more than one person. It isn't always, but it's, you know, it's usually a family unit or, you know, maybe siblings or if it is a younger adult who has children in the household, that in particular can raise some very mixed reactions, particularly if, for example, it's the other parent or like an older sibling and they suddenly lash out or you then got to think about the children and the children might be really upset or they might not understand what's going on. And then, you know, on the, the, the flip side, if it's the matriarch or patriarch of a family, you're then potentially going to have a lot of family members appearing, but they're all going to be in the throes of grief. And it's knowing how to kind of manage a lot of people who are very different kind of responses to it. And I don't think there is a right or a wrong way. It's very much be respectful and, and you know, who are the closest people to that person and who needs your support the most in that period. And usually that's you talking to them and not necessarily everybody if it's a, you know, a group of 20-30 people, but you know, the main family, the, the parents, the daughters, son children that are the immediate family who, what do you need from us? Do you need me to look after your sister or, you know, do, do we perhaps need to call someone to come that you know, will know how to support this person best and know this person a lot better than Joe Bloggs off the street. And actually, is there someone that you need us to call and do the hard bit for you? Which again, you know, that's absolutely no problem. But then it's about how you deliver that message. And there's a lot of stuff out there that says, you know, use the word death, use the word they've died, don't sugarcoat it. But there's a nice way and a, a not so nice way to do that as well. So it's just being really mindful about how hard your words and how you make people feel connect.
CT: Yeah, absolutely.
RF: Yeah.
CT: Certainly that sort of clear language approach is one that I think we would encourage if, you know, if people are comfortable with that rather than using too many euphemisms and things. But, but again,
RF: Yeah.
CT: I suppose mirroring the language that people who are bereaved themselves are using, and if they're using a particular phrase and that appears
RF: Yes.
CT: to be what's comfortable for them, then, you know, I, I guess there's no harm in in going with that, providing, you know, we all understand what, what we're talking about.
RF: Yeah, no absolutely.
CT: I was just thinking about family dynamics as you were talking there. And we had a, a conversation recently with a funeral director who was talking about how there's increasing complexities in, in managing dynamics sometimes after people have died and perhaps some more complicated family setups or, or estrangements and things. So, I hadn't thought about that before we started chatting. But as you were talking there, I was thinking, yes, there's that element as well I suppose if people are gathering and maybe one can't assume that maybe they all see eye to eye or have, have good relationships themselves so, with each other I mean,
RF: Yeah.
CT: so yeah, the complexity of what you can be in the middle of must be at times potentially really overwhelming, I guess.
RF: Yeah.
CT: Yeah, yeah. 
RF: It's, I mean, if, if it's, if the bereavement has been sort of a traumatic incident, whether it be medical or, or trauma based, it can almost cause a flare and blame might be getting thrown around and tensions do arise. Especially like you say, if there's estrangements or people don't see eye to eye and they tend not to do well in the same room. And it can just be a case of, right, we all need to kind of separate here. Are we all safe for, for the big, big one? Because just because it's quite a emotional event doesn't mean that we're necessarily safe. And then right, what does that individual need. If they need to be separate from that person that's grand. What can we do about that? Navigating that with the support of the family and supporting the family to navigate that, which sounds a bit counterintuitive, but if you like you say, you take the lead with their language and understanding you know has somebody got a grip on, on what's going on in the wider family. Are they kind of the one that everyone listens to. Right, can I take your lead and how can I help you? And again, just yeah, being led by them. There is, no I would say there's no right or wrong way what whatever the circumstance, and that can be the one thing that ties everybody in knots is I want to do this right, but there's not going to necessarily be the right thing to say. There's not going to be the right thing to do. And actually, just doing your best is all you can ask and not tie yourself in knots over it either.
CT: It was really, it was really good to hear you mention about sort of cultural differences as well. And you talked about perhaps one particular faith or belief group wanting a window to be opened. And I suppose that, you know, it's great to hear you mention that as well because I think it's a really important thing around those sort of end of life rituals and traditions and wishes for, for people who are dying and those, those who are close to them after they've died. And, and I suppose as healthcare and social care staff, perhaps, I don't know, some may feel daunted sometimes about not knowing about all, or feeling that they maybe don't know enough
RF: Yeah.
CT: about all the various different beliefs or, or faith beliefs that people may have. But I think it really just links back to what you were saying in terms of taking a person-centred approach and asking people what's important to them. Because actually, even if people do come from a, a similar community or faith background, then I suppose we shouldn't really be making assumptions that they will have the same views or perspectives on, on their wishes. So you must have, you must always have to, so I suppose, go in with a bit of an open mind about what you're going to encounter and what their wishes will be.
RF: Yeah.
CT: And, and responding to that I guess that can't always be easy because you're not necessarily, you know, you don't, it's very unlikely that you'll have met them before I guess whereas in a, another health or social care context, I suppose there's an opportunity often to, to learn a little bit more about what's important to someone before these sorts of circumstances happen. So that sort of immediacy must be, that must be really hard as you're trying to navigate everything all at the same time.
RF: Yeah. And I think which, whichever profession you're saying you work in that cultural humility, it can be key to that interaction. And it's okay to say, I don't know. And actually, would you mind educating me? The, the reaction to that is probably going to be a lot more than going in and going, right we're not doing anything because I don't know what's going on or actually no stopping listening and taking, you know, learning from that experience is probably the most valuable thing you can do as a, as a healthcare professional. And if you have the opportunity to, to meet the person before they, they die to, to learn from them what they want, what their beliefs are, and then what they would like to happen is, is a truly special moment.
CT: So I suppose I was going to ask you, it sounds like, you know, the care that you're delivering when you were working clinically and, and now as you think about research is, is you know, of, of really high quality. Is there any way that we think we could do this better or that across health and social care, we could support people who are bereaved or anticipating loss even better than we already do? Anything that you think we should be thinking more about or striving towards?
RF: Think if there's anything it would be to stop beating ourselves up and not…and thinking we don't know what to do and trying to be perfect because that's when the experience becomes very much centred on us. And you know, we do say the wrong things, or we don't necessarily give people the best experience of support during bereavement. But then just following that, that kind of framework of do what you need, what do you want, fulfilling basic needs and what can I do in this exact moment to support you is if you do that, we can't ask for more. Unfortunately, we're, we're not magicians. We can't bring people back, which is what possibly a lot of people will want. But we can support them through possibly the hardest times of their life. And just having respect for the fact that it might be another day to us, but it's not for them. It's the worst time they’ve possibly ever had. And if they've never seen death before first hand, it can be even more shocking. And just, you know, gently navigating them through it, what's happening, what's to be done and just being patient, absolutely. 
CT: So important, remembering that this may be their first experience of, of witnessing death. And yeah, absolutely I think I can see that must be something that's increasingly hard to keep in your mind if as you go through one's career and, and sadly perhaps do experience death and dying in the course of your work, to remember that, you know, that is unusual for, for the majority
RF: Yeah.
CT: and, and people are, as you say, experiencing what could be, you know, one of the worst moments of their life. Yeah, yeah.
RF: Yeah. And, and I think I know it's not strictly related, but even for students and, and people supporting students, they haven't necessarily met death before. And one of my students a few years ago asked me, but why didn't I cry when they lost their first patient. And it, it was, you know, not a relatively normal job they'd been to, but they didn't know they were going to react that way. And it shocked them. But then obviously applying that kind of same principle as supporting learners is equally important, but just at the right time is what I would say to that. And that's how they're going to learn moving forward by us embodying what we want them to become.
CT: Yeah. I was going to ask you about the sort of teaching element to your, your experience. And you know, how we, how we do support new students in, I suppose it's across all health and social care specialities and, and training, assuming they've not come from a role where they've experienced death and dying in the course of their work before. How we do that well, how, how do we introduce those topics and concepts and then the experience, the practical bit and support people through that.
RF: Yeah, yeah. And, and this, the theories and the, the underpinning approaches are very similar. The long gone are the days where it was a case of you say I'm not okay, we will hang you out back by your jumpsuit until you come to your senses. There's no room for that anymore. But it's okay to be okay as much as it's okay to not be okay and not be afraid to speak up and seek support from your placement area from, for the providers, for their bosses and their occupational health support. And then for students also from the university. And, and there's charities for, for all the different professions that have their own kind of access to things as well. But you aren't alone in the same way that the people we're, we're supporting aren't alone in that moment. We're there for them. We aren't alone after the fact. And it your, your response may surprise you, but it could as easily surprise you when you see it again and something different happens. So yeah, it's, it's similar principles all the way around.
CT: I think that's really powerful the it's okay to be okay. I've never heard anyone say that, Ruth. And we hear so much about it's okay to not be okay, which is clearly a hugely important message as well. But we do hear people talking about their experience of death and dying at work. And there are times when they don't feel affected, like the example you gave of a student who didn't cry. And I suppose sometimes we don't know why some situations affect us more than others. It may be perhaps because it links back to an experience we've had before ourselves or not. And yes, gosh so just also giving people reassurance that that it's okay to feel okay and be managing. And that's, doesn't necessarily mean that you're, you know
RF: Yeah.
CT: there's anything wrong with, you know, with how you're reacting to that. Yes, that's such an interesting phrase. I'd never thought of it that way around.
RF: And I think that's, you can tie yourself in knots when you're quite new to the job and say, oh, but I shouldn't be acting like this. But the day you stop caring, is the day that you might need to talk to somebody.
CT: And I wanted to come on as our conversation came towards the end about thinking about your wellbeing in particular. And we've sort of already covered quite a lot this in a general way, but sort of to ask you, you know, how you've managed to keep well in the course of, of your work. And as you said that phrase at the beginning about you've always dealt with death thinking back to your role as a crime scene investigator and then through your paramedic journey, how is it that you've managed to maintain your wellbeing or you know, or, or taken steps to try to do that through your work?
RF: So I, I dealt with it, as a student and a newly qualified, I dealt with death with, by baking. That was my, if I had a shift where I had a loss or I dealt with a bereavement, I would go home before I went to bed I would bake, usually malt loaf because it was quick and easy. But that was my way of just taking time to myself. And like I said earlier, allow myself to grieve that person in my way and, and to take that moment to just stop and be present and then moving on. There will [inaudible] there will be times when something sticks with you. And it's important when, when that happens to speak up and not be afraid to speak up. Because I think there's still a lot of fear around being a healthcare professional and not be seen to be coping with the job. And actually you do need support regardless of your occupation, your experience, and you are entitled to that support as well. So don't be afraid to kind of speak up and say I need, I need to talk to somebody. If you're in ambulance worker in certain departments, you'll be very familiar with gallows humour. The very, very dark sense of humour we can have. And your colleagues are as much part of that support system as, as the external agencies. And you, you know, don't recommend kind of, you know, going home and drinking three bottles of beer or whatever because that can often not fix the problem, which is…
CT: Certainly wouldn't be an approach that we would be recommending. Yeah, absolutely,
RF: Definitely not. But yeah, if you have something you really enjoy and you can get into that routine or you find it helps, trial and error, you know, try different things and just having that moment for yourself, it can be hugely effective. At one point I was boxing. That was my other thing. I would go home and spar with my punch bag just to get some dopamine going and some endorphins. And that again, it's a way to get rid of anything from the day when it's something somebody said to me when I was very early on in my career was even just taking off the uniform and act like it's, it's like it's a shield. And actually, when you take off that uniform, you leave that behind. And that, that's always stuck with me. And that was something very later in my career was certainly something that I held quite close because the sheer volume of, of death we were seeing at the height of COVID, that was all you could do. That really was your armour, and you had to wash it constantly. But I it's a case of you need to find what works for you, because what works for me might not work with you, for you Clare, or for any of your colleagues. And what works for you might not work for me, but the only way you're going to find out is if you try different things and don't be afraid to try new things as well. Highly recommend crochet. So that's also a very good one. 
CT: That's good. I like, I can't crochet, but I like a bit of knitting. So yeah, I'll join you with the craft. No, I think it's really good to hear you talk more about the wellbeing and the looking after yourself because you very graciously earlier on said that those moments aren't about you. I.e., not about the staff member when a person has died. And you know, obviously from what you said, I can see that your focus is very much in those moments on supporting the person who's bereaved and the family, for example. But, but yeah, you would then went on to say, I think allowing yourself to grieve, you know, perhaps it's a late, a later time or at the end of the shift. So just those things, they're both so important, aren't they. I think it's really good to hear you know reiterate those points about looking after yourself or seeking support. And, and yeah, that visual of, of uniform coming off is a really powerful one. I think isn’t it, I’d never, again, not really, put that, yeah thought about that before. But that visual is, it's a good moment to be reminding oneself, I suppose, if you can
RF: Yeah.
CT: if one needs a reminder at the end of a shift, you know, to, to be coming back to the person underneath rather than the, you know, the uniform and the worker.
RF: Yeah…absolutely. 
CT: Oh, it's been fascinating to, to talk to you, Ruth. I suppose as we come towards the end, is there anything that you've not had an opportunity to say that you'd like to or any sort of key take home message that you'd like people to really take away from our conversation?
RF: I think my, my key message would be, be human. And remember that everyone else is as well. It's our first time on earth. We're not superheroes, but we can still make a difference and hang on to that. Absolutely.
CT: That's brilliant. Thank you so much. It's been lovely to speak to you today.
RF: Thank you.
CT: If you'd like to listen to more episodes of this podcast, you can do so on Podbean or Spotify, just search Talking About Bereavement. Or if you'd like to find out more about the NES Bereavement Education Programme or have any questions, please get in touch or check out the Support Around Death website at www.sad.scot.nhs.uk/podcast. Please note, the views and perspectives expressed by guests on the podcast do not necessarily represent those of NES.
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