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Abstract 
GraveTalk was a pilot project conducted in 2013-4 to initiate conversations around death, 
dying and funerals within the Church of England. The scheme entailed the training of 
facilitators to set up café-style events within their churches, at which conversations were 
prompted by the use of a pack of ‘conversation cards’.  

Data were gathered from three sources to provide an overview of the conduct and effects 
of the initiative from the perspective of facilitators and participants. The sample was 
necessarily small and selective, and the results did not lend themselves to quantitative 
analysis. However, almost all participants reported positively on their experience and 
analysis of recurrent themes provided some important insights into the way such 
conversations may be structured. In particular, they cast light on the importance of a 
carefully-created hospitable environment in creating the conditions for group discussions of 
this type; and on the role and potential of conversation cards as a facilitative tool. 
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Introduction 
The GraveTalk project was initiated by the Archbishops’ Council of the Church of England as 
part of that church’s response to the changing sociology of death and dying across UK.   On 
the one hand, an increasing proportion of the population know that they have a terminal 
diagnosis some weeks, months or years before they die. This increases the opportunities for 
people to make practical (Wills, ACPs, Care Home planning, funeral planning), social (family 
gatherings, reconciliations) and personal (memoirs, prayer, reflection) preparation for their 
death. On the other, people may have fewer skills in approaching the topic of death and 
mortality than ever before: the improving general health of the population and our social 
arrangements around dying mean that it is quite common now for a person to undergo their 
own dying process without having had the opportunity to observe death in detail or 
accompany another in their dying.   

Within this context, so the argument went, the Church of England should have a role to 
play in encouraging a rich discourse around death. It is a national body which seeks to be 
available to all people living in England who have need of it; it is engaged with individuals 
and families over decades and generations, and it has traditionally been the main provider 
of the rites and rituals to do with death and mortality. But the proportion of total deaths that 
are marked with a Church of England funeral is dropping (from 46% to 36% between 2000 
and 2011 – Archbishops’ Council, 2013, p.16); death and mortality are not frequent topics of 
discussion in Church circles, and there is no reason to believe that congregations generally 
are any more at ease with the subject than any other sector of the population as a whole.  

The reasoning behind ‘GraveTalk’ was that, if the Church of England is to fulfil its role of 
accompanying people of all religious commitments and none through the experience of 
death and funerals, it must seek to  develop ‘death confident’ congregations in which dying 
and mortality can be discussed relatively openly and easily.  
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Background: GraveTalk and the denial of death 
Traditionally, the national Churches (Church of England, Church in Wales, Church of 
Scotland, Church if Ireland) have provided a range of services relating to death for the use 
of the whole population of their respective provinces. The most obvious of these are the 
provision of funerals and the pastoral and emotional care of the bereaved; but their 
influence may well be more subtle and far-reaching. For example, at the individual level 
there is some research suggesting that religious people deal with death differently than their 
peers in secular society as a whole (Bachner et al, 2011; Neimeyer et al, 2011; Abdollahi, 
2012; Dobbs et al, 2012 Vail et al, 2012; Ellis et al, 2013), and may have learnt some coping 
strategies that could be more widely applied. Furthermore, at the level of society as a whole 
the recent centenary of the start of the First World War has brought home the churches’ 
contribution both to encouraging young men to accept their own deaths, and remembering 
their ‘sacrifice’ in war memorials and public acts of remembrance.  

In principle, therefore, the Church of England may be well-placed historically and 
culturally to host a conversation about death and dying that responds to a need in and is 
accessible to a wider sector of society. The need for such a conversation is widely observed 
and frequently restated. At the individual level, the seminal work of Kubler-Ross (1997) has 
led to widespread acceptance of the therapeutic importance of conversations about death 
(e.g. LeMay and Wilson, 2007). As well as potentially reducing the existential anxiety of 
those who are dying, there is an argument for engaging all adults in such conversations, in 
order to enable advanced planning for care needs, wills and funerals: such planning can 
have a significant effect upon the experience of death and bereavement both for the dying 
and their carers (Carr and Khodyakov, 2007; Detering et al, 2010; Dying Matters, 2014).   

Furthermore, at the social level Illich (1976) successfully argued that the medicalization 
of death inevitably led to a loss of a sense of its meaning, of the rituals used to manage it, 
and the rise of a rhetoric of a ‘war’ against death. Society cannot be based upon an 
assumption that death should always be resisted, postponed or avoided (Bauman 1992), 
and the denial of death and suppression of the fear of death may have far-reaching social 
effects (Becker, 2007).   

In the light of these observations, it may be argued that the Church’s commitment to 
encourage the development of a richer and more honest discourse on death, dying and 
mortality is important not just for individuals but for the wellbeing of society as a whole. 
However, for the same reasons, in a largely secular society this task is too important to be 
left solely to the Church. As well as evaluating the GraveTalk pilot in its own terms, part of 
the purpose of this paper is to consider whether it may have wider applicability in a range of 
contexts. 

 

Methods   
The purpose of this project was to pilot and evaluate one proposal for enriching the local 
church’s discourse on death, by providing occasions and a structure for conversation on 
death, dying and funerals. In order to provide an accessible template for conversations 
about death and dying, the project drew upon two seminal ideas. First, it adapted the idea 
of a ‘Death Café’ as a place and occasion set apart for conversations on this subject. The 
Death Café movement emerged in late 2011 in the USA as a series of ‘pop-up cafes’: it 
continues to grow, and at the time of writing claims that there have been 1443 café events 
to date in 27 countries.   The movements stated objective is 'to increase awareness of death 
with a view to helping people make the most of their (finite) lives'  
(http://deathcafe.com/what/). As adapted in the GraveTalk project, the key premise is that, 
by providing thoughtful and thought-through hospitality and an occasion for meeting, 
attendees are empowered to share their thoughts on a potentially frightening and 
contentious group of topics.  
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Secondly, a set of 50 ‘Conversation Cards’ was developed (Figure 1) for the project that 
could be given to a discussion group to prompt conversation. The basic principle of 
Conversation Cards is that one of the interlocutors in the conversation begins by turning 
over a card with a question that all attempt to answer, rather than simply posing one of 
their own choosing. Cards have been used particularly to develop conversations with 
children by family counsellors and in a psychotherapeutic context (e.g. 
http://www.morethanatoy. com/products/conversation-cards). Relatively recently, the 
concept has been developed to include a range of family, educational and health projects 
(see http://finkcards.co.uk/); and in a number of cases cards have been developed 
specifically to enable conversations related to death and dying. The fundamental hypothesis 
underlying the use of such cards is that they can usefully initiate and structure conversations 
when unstructured conversation may be too difficult or threatening. In relation to death and 
dying, the ‘Conversations for Life’ programme has developed a card-based game to 
stimulate discussion about palliative care needs with dying patients and their families 
(http://conversationsforlife.co.uk/conversation-game/) in the UK; a broader-based game has 
been successfully introduced in the USA, which closely parallels the GraveTalk pack of 
conversation cards (http://mygiftofgrace.com/).  

There has been little research into the use of such cards in this context (Menkin 2007, 
Lankarani-Fahd et al, 2010, Pazart et al, 2011) and what there is tends to focus on the role 
of ‘card-sorting’ in individual decision-making in end-of-life care. But the one small study on 
the role of conversation cards in groups (Ball et al, 2014) suggests the device can reduce 
inhibitions around the discussion of a difficult subject. The reasons are unclear, but one 
possibility is that the device of presenting the question on a card means that nobody ‘owns’ 
the process, has prior warning, or will be offended if it is rejected.  

Figure 1. Examples of Gravetalk conversation cards. 

 
 
The overall structure of the pilot involved five phases (Figure 2). First, a sample of 25 

parishes from the diocese of Lichfield were invited to participate. These were selected to 
represent a range of geographical, social and economic contexts; in addition, the 
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congregations which identified with these parishes varied widely in size, age and social 
composition. Each parish was asked to send at least one, and preferably two, participants to 
an induction day where the purpose of the project was explained and the key roles of 
‘facilitator’ and host’ explained. The facilitators were asked to organise and run at least one 
such event in their parish. They were given a simple structure for the event which they were 
encouraged to adopt or modify to suit the local circumstances.  After the induction but 
before running their own events, all facilitators and hosts were invited to a GraveTalk event 
specifically for them, to give them first-hand experience of the process. 

The GraveTalk events were organised in individual parishes by the facilitators at a time 
and a place decided by them within a three-month window. At the end of that period there 
was a final Feedback day to enable participants to share experiences and pool insights. 

Figure 2. Chronology of GraveTalk events. 

 
Data collection and evaluation 
The purpose of the data gathering exercise was to identify strengths and weaknesses in the 
GraveTalk process with a view to making recommendations to the sponsoring body as to 
whether, and if so how, GraveTalk may form the basis for a national initiative. Given the 
scale of the pilot, it was clear that some forms of data collection would not be possible 
without skewing the results. Thus, for example, the presence of observers or the recording 
of conversations in small groups would be likely to inhibit some forms of interaction; and in-
depth participant interviews were beyond the scope of the project. Instead, we gathered 
three forms of qualitative data from participants which we expected to give complementary 
and perhaps convergent information on the project’s viability and the participants’ 
experience: 

1. The individual facilitator’s insights were gathered in a written report for each event. 
This covered a range of topics from the usefulness of the training and materials, 
through the appropriateness of the process and setting, to the perceived responses 
of individuals and the group of attendees as a whole. Apart from initial questions on 
the numbers and timing of the event, the report took the form of free-text answers 
to set questions.  The two authors individually analysed these for recurrent themes, 
then collated and further analysed the results under a set of shared headings. The 
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consensus tally produced is summarised in Table 1 for those themes which occurred 
independently in five or more reports. 

2. Participant reactions were gathered by means of a short (15 mins) telephone 
interview with one person who had attended each event, generated at random from 
a list of those who had indicated that they were willing to be contacted. This 
provided information on the way in which the event was perceived, and how it met 
the needs and expectations of attendees. Results were analysed independently and 
thematically by two researchers, who collated their results to generate a list of 
recurrent themes. Themes which were present in at least five separate responses are 
collated in Table 2 below. 

3. At the feedback day, four Focus Groups of facilitators and hosts who addressed the 
question, “From your experience, if some-one else was considering running 
GraveTalk, what reasons would you give to recommend running GraveTalk, and what 
advice would you give to address potential problems?”  This provided the opportunity 
for participants to reflect upon and synthesise their shared experience, to identify 
shared perceptions which would not necessarily be identifiable in the written 
facilitator reports. Key themes were extracted from the recordings by two 
researchers by repeated independent review of the recordings, followed by the 
creation of a shared narrative of the main findings.  

Once these three sources of data had been analysed separately, the findings were  
combined to form a conspectus which comprises the major part of the ‘Conclusions’ section 
below. 

 

Results  
Facilitator Report Feedback 
Of the facilitator reports, one report was in narrative form and had to be discarded; three 
combine the findings from two events in the same parish. This gave a total of 28 reports 
covering 31 events. The suggested format for the GraveTalk event was followed in 24 
events, with only minor alterations/adaptions (e.g. to the introduction, leaflets, closing 
comments) made for the others.  

The first part of the facilitator report was structured to provide basic information on the 
conduct and perceived success of the event. All but one report (no reply to the question), 
stated that participants found the experience ‘valuable’. Facilitators reasoned this was due to 
the sharing of thoughts and feelings of the topic. Six events reported some participants 
finding the event unpleasant/distressing, explaining this was due to experience of 
bereavements or issues that were raised, rather than event content. Nine events reported 
tears, but felt this was natural due to nature of the topic, rather than evidence of distress. 
In addition, they reported laughter alongside tears.  

“People were surprised at how easily they talked” 
“There was a good balance of laughter and deeper discussion on each table” 
“No one showed signs of being upset. Several asked, 'How do we initiate a discussion 

with family?'” 
“There were two people that got a bit upset but it was because of the relief they felt 

about being able to talk freely about experiences they had in the past.” 
On the basis of these comments, it seems safe to conclude that facilitators generally 

considered GraveTalk in a very positive light, and that there was little cause for concern that 
participants would leave the event in distress or with a negative experience. These overall 
conclusions could be cross-checked and later proved to be borne out in the  participant 
interviews. 
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As can be seen from Table 1, when asked ‘What went well?’ and ‘What was 
difficult/disappointing’, most comments fell under a few distinct categories. Chief of these 
were: 

 Hospitality, including refreshments, layout, planning and seating. This was by far the 
most frequently-reported positive theme, and the poor quality or planning of 
refreshments in some cases was also seen as a serious shortcoming. 

 Interpersonal interaction, primarily the quality of the conversation and the 
enthusiasm with which participants engaged. Most facilitators commented positively on 
this and a number expressed surprise at the willingness with which people engaged in 
the process. In the few cases where the facilitator was disappointed in the response, it 
was around a particular exercise or facility (such as the option to light a candle). 

 Group composition and management. A number of facilitators expressed their 
disappointment at low numbers, and the fact that the group comprised mainly or solely 
churchgoers. In addition, a number (4) reported difficulty with one of the conversational 
groups although at this stage did not give detail. This point was further developed in the 
Focus Groups (see below). 

 Conversation cards were generally seen as a very useful tool, but with criticisms of 
some particular questions. 

 
Table 1. Reported aspects of events that went well and were disappointing (items 
independently reported five times or more). 

 

Telephone Interview Feedback 
One willing participant from each event completed a short structured telephone interview 
about their experience of GraveTalk, giving a total of 31 interviewees. Only two of the 31 
participants reported a negative experience, but this presumably reflects the fact that those 
with a positive experience are most likely to volunteer to be interviewed. Although 
participants were invited to offer themselves for interview before the session began, they 
were not asked to commit themselves (by giving contact details) until the point of 
departure, and in this sense the sample was clearly self-selecting. 

When asked for the reasons behind their positive impression, most participants referred 
to Participants’ overall impression of the events was positive due to the 
organisation/facilitation , the open atmosphere and the refreshments; they also appreciated 
the way the ‘café space’ enabled them to discuss a taboo subject and to share information 
and insights on death, dying and funerals. These findings broadly reflect the perceptions of 
the facilitators on the importance of hospitality and the quality of the interpersonal 
interactions: the persistence with which these two themes are linked suggests a causal 
connection, with thoughtful hospitality providing the basis on which it becomes possible to 
broach difficult or taboo subjects. Conversely, the five negative comments typically came 
from participants who were disappointed that discussion was left to the groups, rather than 

What went well What was difficult/disappointing 

Quality of conversation (14) Low numbers (9) 

Refreshments (12) Refreshments/logistics (6) 

Quality of interaction (10) Only Church goers (6) 

Layout (9) Questions wrongly chosen/hard to understand (5) 

Enthusiasm/engagement (7) No time for questions/debrief/follow-up (5) 

Planning (6)  

Cards/topics (5)  



The Journal of New Writing in Health and Social Care 
Volume 1 Issue 2 June 2015 

 

 27 

led by the facilitators, suggesting that these individuals felt inhibited by what they 
considered to be negligent hospitality.  

When participants were asked what prompted them to attend the event, they answered 
with one or both of the following: personal contact and commitment such as an invitation, 
support for organisers or friendship; or a recent or repeated experience of death, either 
among close relatives or through having a terminal disease. This suggests that there are 
‘push’ and ‘pull’ factors contributing to the decision to engage in this form of conversation 
about death, dying and funerals: participants are ‘pulled’ by their social group, but also may 
be ‘pushed’ because the issues have become particularly relevant for them. 

“‘Enjoyed’ is probably not the right word, but I enjoyed the event. I found it helpful to 
talk, even though it was in a church setting, about death. Death isn’t something you can 
normally talk about. The event got you thinking.” 

“Last year 2 close friends died, and the husband of work colleague died. I have been 
thinking about death due to these recent events. I went with friends from church. I would 
normally avoid the subject, but went for the exact reason – ‘to talk’. I wanted to know what 
you do if you find someone dead.” 

“I am old and thinking about end of life. My wife wouldn’t talk about it, but having gone 
to the event has changed her perception. I had questions about funerals etc. in mind, but 
the event was much wider than that which has led to a more balanced perspective” 

“The cards were really good – they were helpful in starting conversations, thought 
provoking.  Small groups were good, probably easier than large groups but a large group 
would have allowed more mixing between tables and maybe access other cards.” 

“Disappointed – there was no input from the organising team. They simply left it to the 
people in groups to lead. This resulted in people’s opinions only being shared.” 
 
Table 2. Responses of interviewees (frequency in brackets) 

 
Question 1: Overall impression Question 2: Reasons for 

attending 
Question 3: What did you 
enjoy/dislike 

Positive: able to discuss a taboo 
subject (12) 

Personal contact: invitation, 
support for organisers (15) 

Positive: atmosphere (24) 

Positive: organisation/facilitation (6) Recent experience of death (9) Positive: taboo subject (8) 

Negative: not enough organisation  Positive: info on funerals etc (6) 

  Positive: question cards (6) 

 
Focus groups 

The intention behind gathering information from Focus Groups was to explore how 
participating facilitators reinforced or nuanced each other’s perceptions of the GraveTalk 
events. It will be recalled that facilitators had been encouraged at their training day to 
consider how to adapt GraveTalk to their local context. Although almost all used some 
variation of the suggested timetable and structure for the event itself, they more freely 
adapted the arrangement of the space, hospitality and key roles to suit local circumstances, 
and in the Focus Groups discussed some of these decisions.  

As might be expected by this stage, facilitators stressed the importance of hospitality, 
organisation and attentiveness to the quality of the interaction in the small groups. 
However, it emerged that facilitators had adapted their role in different ways. In some 
cases, facilitators simply oversaw the event, whereas one participant suggested having a 
facilitator at each table as a ‘chairperson’. One of the focus groups concluded that more 
than one facilitator is necessary, so that should anyone become distressed one facilitator 
can "go and support her whilst group continue to function" with other facilitators still 
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present. There was no consensus as to whether the facilitators should be members of the 
clergy or lay people, with benefits of both discussed. It was suggested that people may 
"want reassurance of clergy [presence]", but lay people as facilitators may lead to inclusion 
of wider community. 

The importance of good refreshments was reiterated during the focus groups, although it 
transpired that there was wide variation in the how these were provided.  This, perhaps, 
reiterates the importance of deploying facilitators who are sensitive to local conditions and 
norms: in all cases hospitality breeds trust, but the appropriate forms of hospitality vary 
widely.  

By comparison with the individual facilitator reports, the importance of group dynamics 
and good group management was a more prominent theme. Through the focus groups 
facilitators discussed how important it was to separate those who came together, as well as 
being mindful of individuals who dominated discussions. One facilitator commented that, 
due to knowing the participants, they could “engineer” the groups to avoid issues. Another 
facilitator shared an experience of having to sit with one group as they were not letting one 
participant who had learning difficulties contribute to the conversation. 

The ‘Conversation cards’ device was widely appreciated as it provided the necessary 
structure for a conversation which might otherwise be difficult to initiate. There was 
extensive detailed discussion of individual cards in order to inform the revised edition, but it 
falls outside the scope of this paper. 

Finally, a theme which had appeared in both the facilitators’ reports and telephone 
interviews was highlighted here: the importance of setting aside time for feedback at the 
end, as "we had lots of folk who wanted to sit down and discuss".  
 

Discussion and conclusions 
The GraveTalk project pilot was a small enterprise, limited in both generalizability and 
scope. In interpreting the data, it needs to be remembered that the parishes and groups of 
Churches that volunteered were a self-selecting sample, who might be expected therefore to 
respond positively to the challenge; and that at this stage no attempt was made to extend 
GraveTalk to the wider community. The ‘user voice’ from each event was represented by 
only one interviewee, who was again largely self-selecting, and the interview data (while 
consistent) do not show the necessary signs of ‘saturation’: in other words, further 
interviews would yield further insights.  

Reviewing the data as a whole there can be little doubt that, for most participants 
consulted, GraveTalk was welcome and useful: for many, it addressed a need to talk about 
death and dying which was not being fulfilled elsewhere and some reported a deepening of 
their interpersonal relationships and/or a reduction in their anxiety as among the main 
benefits. It seems equally clear that the basic strategy, of training Facilitators and Hosts to 
stage an event through an induction day, providing them with a model but then encouraging 
them to adapt it, proved valuable as a way of both providing a supportive structure and 
leaving enough to individual discretion to allow the Facilitators and Hosts to ‘own’ the 
process. Finally, the primary tool supplied, the Conversation Cards, seems to have made a 
major contribution to the success of the project.  

In addition, the data have yielded some useful insights into the potential role of 
structured conversations about death, dying and mortality which may have wider 
applicability to the currently under-researched ‘death café’ movement. In particular, the 
following themes emerge from the data which appear to reinforce each other: 

1. The importance of hospitality as a set of gestures which collectively communicate the 
message that the event is being competently and thoughtfully managed; that 
participants’ needs have been anticipated; and that the context is therefore a 
relatively ‘safe’ one for conversations on a challenging topic. One of the important 
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aspects of hospitality as understood here is the display of sensitivity entailed in 
adaptation to local context, adjusting the timing, location and semiotics of the event 
in response to local needs. 

2. Personal and Interpersonal dynamics both within and beyond the boundaries of the 
event itself. Positively, their role is detectable in the fact that a large proportion of 
participants attended through personal contacts or loyalties; and in the value 
participants placed upon the quality of the group discussions. Less positively, 
facilitators reported on difficulties with overly-assertive individuals; and on the 
difficulties of separating couples who had arrived together. ‘Personal dynamics’ are 
manifest in the observation that a number of participants attended because the 
subject had recently become particularly relevant to them because of a terminal 
diagnosis or bereavement. This serves as an important reminder that, however 
general the event may appear, for some participants it will have a pointed and 
immediate significance. A practical response to this was offered by one of the Focus 
Groups  with the suggestion that time be set aside at the end for a ‘debrief’. 

3. The role of Conversation cards. There was general appreciation of the value of a 
device of this sort in order to initiate and steer the conversation in individual groups, 
although particular cards were rejected by some as misleading or unhelpful. The 
principle of using conversation cards in this way seems sound, although further 
research and experimentation would be valuable in order to cast light on their actual 
role in practice and their most appropriate use. 

On the basis of these findings, the sponsors of the research concluded that the GraveTalk 
structure could, with modifications, form the basis of a national programme within the 
Church of England. But there was nothing in the data that we gathered for the evaluation 
which implied that any specifically religious context was required as a condition of a 
successful event. Although the usefulness of the event appears to depend on a level of 
common interest, mutual trust and a network of personal contacts, these may equally be 
found in a range of other situations such as  elderly day care, schools and wellbeing groups. 
Given these findings, it is reasonable to speculate that, GraveTalk could be usefully adapted 
to a range of such situations. 
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