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Abstract

Language is a powerful underlying tool that is often overlooked and ill-considered within the health and social care professions. Yet, language has been consistently associated with stigma and distress in various service users, particularly children who are highly influenced by social nuances. Studies have explored language use by the care professions from the users’ perspective, but the professional perspective requires further exploration. Therefore, this pilot qualitative study aimed to address this gap. Three health and social care professionals were purposively sampled and interviewed about language culture in everyday practice and interpretations about how language shapes perceptions, relationships, and identity. Interviews were semi-structured, and the data were thematically analysed with underlying phenomenological, interpretivist and constructivist paradigms. The findings identified three core themes: 1) Language as an emotional defence and protection, 2) Language as a reflection of power, identity and belonging, and 3) Language in constructing images and views of children and their families. Participants described language not only as a means of communicating but as a mechanism through which emotions, assumptions, organisational pressures, and other practice dynamics are conveyed. Language use was also linked to underlying views or biases of children receiving care and that of their families, as well as reflecting the ability to handle emotional distress and denoting belongingness within their professional identities. Given the potentially adverse impact of language in current practice, recommendations included a need for reflective practice and supervision for care professionals, as well as education and training in using empathic, relational, therapeutic and inclusive language. 
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This work forms a report of a qualitative study that has been tailored to suit a journal within the field of health and social care. The study aims to explore the culture of language use within children’s services and how language is used in routine practice. The context and rationale for the study are described throughout this introductory chapter. This is followed by the details and justification for the methods used to recruit participants, collecting qualitative data and synthesising the findings. The report terminates with a conclusion summarising the key findings, their value in relation to the previous literature and recommendations for ongoing practice. 

Language is a fundamental yet powerful nuance that is the cornerstone of communication; however, terminology can influence how information is perceived or understood, and in turn, this can impact care experiences and related well-being (Blanton, 2021). This is because language is frequently altered or modified, either consciously (intentionally) or subconsciously, to convey differing meanings regarding communicated information, but this may amount to implicit biases, negative evaluations, discrimination, or even verbal abuse (Warr et al., 2024). Implicit bias can be defined as attitudes or thoughts that occur outside of conscious awareness and promote bias towards individuals or groups, and this often incurs harm in some way, but initially unknowingly to the communicator (Rogerson et al., 2022). That is, implicit biases can often continue in the long term and become ingrained into routine communication habits in the absence of feedback and/or reflective thinking (Alspach, 2018). The use of problematic or undermining language is one of antiquity, with negative language having been used in a dehumanising or hateful way as early as 1,000-3,000 BC (Aguizy & Haykal, 1996). Such language may have initially led to disadvantaged positions, emphasising the power of ‘words’ in shaping the discourses of population groups (Holinger, 2022; Unicef, 2022).

Only recently were tools developed to assess whether implicit biases and aversive language were present within health and social care, occurring soon after the millennium, following publication of the key paper ‘Unequal Treatment: Confronting Racial and Ethnic Disparities in Health Care’ by the Institute of Medicine (2003). This was also preceded by an empirical study, comprising a large survey of physicians, showing that unconscious biases were conveyed towards patients of minority ethnic groups (van Ryn & Burke, 2000). A decade later, in the 2010s, a growing body of research had emerged revealing the use of problematic language, as well as implicit biases, not only within healthcare but in social care and various other sectors (Chapman et al., 2013; Stokes & Schmidt, 2011). Several empirical studies have explored problematic language use, revealing insights into its varied impacts on users of children’s services. Language has been utilised to label persons and categorise them into groups, suggestive of underlying prejudices and perceptions of persons in care as being ‘different’ to those not in care. In the interviews of children and young people in care in the UK, Mannay et al. (2017) showed that participants encountered indirect and direct forms of labelling, which triggered feelings of being different and somewhat ‘anomalous' compared to others in society. This type of labelling, has also been reported in research of Carey (2023) and Cooper (2011), where participants (children in care and their foster parents) reported labelling language as damaging to their mental wellbeing, as well as promoting and protracting stigma. On further exploration of such experiences, participants explained that it was the messages they received or interpreted from language used by care providers that seemingly implied individuals were undesired in society and that they had a problem or something about them that required change in order to become more accepted. As a result, the language portrayed individuals in care as part of a separate and taboo group within society.

The cited authors provided some examples of negative language used by providers in social care. For instance, children were often portrayed as ‘bad’ persons, emphasising misconceptions that they were placed in care because of anti-social or undesirable behaviours (Carey, 2023). Other examples of undermining language included ‘delinquent’, ‘untrustworthy’ and ‘troubled’, which were also corroborated in other research studies (Cooper, 2011; Mannay et al., 2017). This language blamed the target group, implying that they were responsible for being in care, promoting frustration, anger and distress. However, it is important to note that this cited literature has been centred on the views of children in care and their guardians or foster parents and therefore, does not reliably reflect the perceptions of care providers. A degree of subjectivity and bias may exist when relying on data from children in care, and therefore, indicating a need to explore the views of care providers directly.

In another example, youths in care were even perceived as being criminals or having been involved and/or were prone to engage in criminal activity, based on language reported to be used by care workers, such as ‘what did you do?’ and ‘did you kill your parents?’. This language was assumptive and suggested that persons in care probably had been in contact with the criminal justice system at some point in their early lives, and therefore, triggering underlying cognitive biases about being inferior to society (Carey, 2023). However, the assumption about engagement in criminal activity is not entirely false. A history of offending is relatively common in children in care, with data from official UK sources reporting a rate of 51%. This prevalence of offending is markedly higher when compared to similar youth groups who have not been in authority care: 11% (Children’s Commissioner, 2022).

The labelling of children in care using assumptive and negative language has even been ‘medicalised’ and considered a disease, given perceptions that such individuals are, have and will always remain as ‘bad’ or unwanted people (Carey, 2023). Aside from assumptions about criminal offending, children in care also report social workers holding beliefs that they have a mental disorder, and use language to reinforce these assumptions even in the absence of an actual clinical mental health diagnosis (Carey, 2023). Again, however, research has shown that a substantial proportion of children in care have a mental health problem, with a prevalence that has been as high as 80% (Cummings & Shelton, 2024). In interviews with children in care with a known mental disorder, research has found that they frequently encounter stigmatising language and likely, more so than children lacking mental health issues (Jarlby et al., 2018; Majumder, 2015). This may suggest that the language used by care providers is influenced by underlying or presumed assumptions about the potential factors contributing to children becoming involved with formal care services. Some of the most damning reports of stigma and undermining language use have emerged from interviews of children in care and of refugee status. Examples of language used by care workers included ‘crazy’ and ‘dangerous’ (Jarlby et al., 2018; Majumder, 2015).

Social work experts have evaluated the problems caused by labelling language towards children in care, incurring negative short and long-term effects, while remaining within the short-term and working memories of affected children. This acts as a persistent reminder and trigger of distress when interacting with care professionals (Schoepflin, 2009). The term ‘degradation ceremony’ has been used to describe a critical problem in which awareness of children being in care leads to devaluation and removal of their personal identities and belonging in society, particularly when knowledge of being in care is known to several persons (Schoepflin, 2009). This awareness and the spread of labels have also been reflected within educational settings where children reported being interrupted and called out of class by social workers to attend meetings, leading to rumours and discussions about their in-care status and/or mental health problems (Jones et al., 2020; Mannay et al., 2017). Children felt this as a marked intrusion of privacy and an undignified and disrespectful exposure of their personal issues (Mannay et al., 2017). Similarly, interviews with children in care conducted by Jones et al. (2020), showed that support workers utilised undermining terms including ‘supervised’, knowledge of which to others, leading to changes in peer behaviour such as social avoidance and even ridicule.

Evidence has also revealed that teachers and social workers use language that undermines the academic abilities and career goals of children in care, implying that they have lesser prospects than children who are not known to authorities (Cooper, 2011; Jones et al., 2020; Mannay et al., 2017). Children interviewed felt that this was a product of assumptions and a lack of professionalism, with labels used to infer the presence of intellectual problems without any actual evidence to make such assumptions (Jones et al., 2020; Mannay et al., 2017). Examples of labelling language used in this context include the words ‘dumb’, ‘stupid’ and ‘defunct’, which not only stigmatised children but also resulted in emotional and psychological distress (Carey, 2023). Another example used by social workers was reported to comprise the phrase  ‘not as intelligent or independent as I thought’ (Cooper, 2011). While some may argue that language is just words, research has shown that negative and stigmatising language can have serious impacts on individuals, indicating the importance and relevance of this background data to the study undertaken. Mannay et al. (2017) showed that labelling language and the resulting exposure of children in care status led to emotional distress and anxiety and, in turn, social vigilance and tendencies to avoid social encounters. Research has also shown that when knowledge of in-care status occurs among peers in school, bullying is a common consequence, and having vivid negative memories for a long period of time, promoting further psychological distress and social isolation (Dansey et al., 2019; Jarlby et al., 2018; Jones et al., 2020). Such problems were also found to incite perceptions of worthlessness and hopelessness, potentially being prerequisites to developing mental health problems such as depression cases (Dansey et al., 2019; Urquhart-Stewart & Wylie, 2021).

An additional problem is that children in care have few coping strategies and low levels of resilience to be able to handle and overcome the stressors resulting from language misuse by the care professions. Even in reports of children challenging and resisting acceptance of specific terms or words used by social workers, their efforts were often short-lived and therefore, failing to benefit themselves and others in care (Carey, 2023; Mannay et al., 2017). Another coping strategy reported to be used by children is avoidance, where individuals act to mask and hide information about being in care, in order to avoid stigma and bullying (Carey, 2023; Dansey et al., 2019; Jones et al., 2020). This, however, does little to tackle inappropriate language use by the care professions. This type of self-defence has also been noted in other interviews with children in care, although being unable to disclose their issues to others was also problematic, as it promotes international and rumination of negative thoughts (Cooper, 2011; Urquhart-Stewart & Wylie, 2021). Therefore, children seemingly become increasingly isolated, lonely and depressed, but with little attribution and act to tackle the underlying use of inappropriate language (Jones et al., 2020). Although much of the pre-existing literature has provided valuable insight into the issues resulting from language use by care providers, there are some limitations to understanding language cultures and use among the care professions. These emerge from reliance on interviews with affected children, where there have been reports of children potentially providing untruthful or deviant responses during engagement with research. This means there may be a degree of suspicion about whether evidence drawn from children in care about provider language use is valid and impedes its value for influence and changing ongoing practices (Sargent & O'Brien, 2004). This problem further indicates the importance of exploring language cultures and use from the care provider perspective.

Before discussing the methods, there is growing awareness that the language used by care providers, support networks, and society towards ‘looked after children’ and young people in care can negatively impact their wellbeing, supporting the prior empirical evidence (NSPCC, 2023). ‘Looked after children’ are typically defined as individuals who have been in local authority care for more than 24 hours because of reasons like safety concerns, absence of parents or guardians, respite care, or involvement in a criminal offence (NSPCC, 2024). In the UK, over 83,000 children receive such care at any one time, and every year an additional 33,000 enter care. This highlights a significant and concerning demand for such services and suggests that many in this group are likely to encounter the effects of aversive language, implicit biases and associated stigma (Department for Education, 2024). A significant proportion (estimated 45%) of ‘looked after children’ access child and adolescent mental health (CAMHS) services, indicating the complex issues this group encounters, along with their vulnerable status and disposition to encountering adverse effects in response to exposure to problematic language (Children’s Social Care, 2020; Department for Education, 2018).

A review of factors contributing to poor mental health in ‘looked after children’ did not identify problematic or undermining language as a key risk factor, although such language use has been known to have a negative impact on their psychological wellbeing in other sectors (Children’s Social Care, 2020; Richards, 2014; Tanvir & Mitu, 2024). The British Psychological Society recently reflected on how language used towards children in care can negatively affect their lives, demonstrating various impacts (Jacob-Thomson, 2021). Language can stigmatise children in care, fostering negative thoughts and internalising such thoughts with the persistence of ruminations, which can lead to volatile, aggressive, and violent behaviours. Additionally, exposure to aversive language and stigma can affect a person’s attitude towards others, as well as life in general, and often over extended periods, especially when conveyed outside support networks, like in the mass media. The term ‘looked after children’ has been criticised for suggesting that children in care are missing an essential quality (that they have a deficit or deficiency), which leads to their perception as being different to others and potentially harmful to society (Jacob-Thomson, 2021).

In response to a gap in the current literature, the aims of the research are to explore how professionals working in children’s health and social care services experience and make sense of the culture of language use within their everyday practice. The objectives are to gain a deeper understanding of how professionals interpret and respond to the language used in children’s services, and how such language might shape their perceptions, relationships, and professional identity. The research question based on the aim comprised: how do professionals working in children’s health and social care use, view, and make sense of language use and language culture within their everyday practice?


[bookmark: _Toc216435693]Methods

To address the research question, this pilot research study adopted a qualitative design as this methodology is conducive to exploring the lived experiences and views of target populations, in this case, health and social care professionals (Denny & Weckesser, 2022). Qualitative studies allow investigators to gather and analyse extensive data through interview methods and/or observations, aiming to capture information that cannot be reliably acquired or is difficult to obtain using quantitative approaches (Watkins, 2012). The quantitative equivalent of the qualitative study is a cross-sectional survey; however, this approach is prone to various biases, including response bias, non-response bias and bias related to leading question items and superficial data collection (Ayorinde et al., 2020). Therefore, the qualitative design was essential to gather evidence about the identified gap; this approach is also useful for informing ongoing research, which can be tailored to expand on the data and/or explore additional avenues (Flick, 2019).

In regard to the research question, the qualitative design was needed to explore experiences of health and social workers, but not only to understand how language is used in their routine practice, but also to identify its origins and perceived impacts on users and services. To ensure that participants' responses convey meaningful insights into the construct of interest, the study was founded on an interpretive and constructivist paradigm with phenomenology. This approach allowed the interviewer to explore participants’ experiences deeply, uncovering underlying meanings and enabling understanding of lived experiences by considering individuals’ perceptions of the external world and reality (Sundler et al., 2019). This approach addressed the research question by allowing information to emerge naturally in the response data but relying on a degree of interpretation via hermeneutic principles (Flick, 2019). Other founding theories in qualitative research were less suited for this study. For example, ethnography allows researchers to observe and understand the behaviours of others and aims to derive reasons for behaviours or social phenomena, but this relies on prolonged observation and therefore was inconducive for the study herein (Reeves et al., 2008). Grounded theory was also deemed of minimal value to the research question, as this theory seeks to generate new theories about a construct or area of practice, which was not the intention of this research; rather, there was a need to explore lived experiences in depth (Chun et al., 2019). The interpretive and constructivist paradigm helped to ensure that the research was positioned to explore the subjective realities of participants, while acknowledging that their views and experiences are often socially constructed (Burns et al., 2022).

Persons eligible for participation in the research included health and social care professionals who were registered with their professional bodies and were currently working in England, UK. Participants were known to the author and were sent invitations to participate in the research. This reflects a purposive sampling method, which is the most common recruitment technique applied in qualitative research (Andrade, 2020). This is because qualitative research aims to collect large amounts of data from a few participants of a target group, and therefore, the sampling method needs to be selective to help capture and include persons who are most likely to be rich sources of information of interest to research questions (Denny & Weckesser, 2022). Typically, qualitative research using a phenomenological grounding attains sample sizes around 8-12 persons; however, a smaller sample was plausible for this pilot interview study (Vasileiou et al., 2018). Because of the small sample size and pilot qualitative design, it was not possible to achieve data saturation, which is often used to promote trustworthiness in qualitative research by ensuring no new data emerges from ongoing data collection and thus, recruitment of a target sample (Saunders et al., 2017). Participants included in the study comprised two social workers and one nurse, who had extensive experience within their fields and had regular contact with children with mental health needs and were known to local authorities.

The qualitative data were collected via one-to-one semi-structured interviews, which were conducted remotely using the video conferencing platform, Microsoft Teams. Semi-structured interviews are considered the best method of collecting qualitative data as the questions are pre-planned and designed to thoroughly probe into participants’ experiences and views. In addition, this type of interview approach utilises open and closed questions to gather deep and meaningful information while retaining focus on the construct of interest (Gray, 2017). A topic guide was created to help the interviewer follow and standardise the question set across all participants. The interviews were audio-recorded using Teams and were transcribed into digital transcripts using verbatim transcription software. This was essential to ensure an accurate, error-free, and permanent record of the response data, and to facilitate qualitative data analysis. The interviews were designed to last no longer than 30 minutes per participant, which offered ease and convenience while helping to maintain engagement and deep thought during the interview process. 

The qualitative data, within the transcripts, were analysed using thematic analysis with underlying phenomenological, interpretivist and constructivist paradigms. This analysis method was selected because of its widespread use in qualitative research, as well as its straightforward and simple process for extracting and describing informative themes, which could then be used as a collective to answer the research question (Nowell et al., 2017). Due to the lack of methodological guidelines for analysing qualitative data, the process of theming was guided by the recommendations of Braun and Clarke (2013). This involved a six-stage process, which is bulleted below. The transcript data were also managed using qualitative software (NVivo), which helped to optimise efficiency and accuracy when analysing the data (Vasileiou et al., 2018).

· Reading the transcripts to familiarise oneself with the relevant expected and unexpected findings, while also identifying any consistencies or disparities
· Creating initial codes by breaking down the data to uncover definitions or meanings of response components
· Developing initial themes by merging related codes to form meaningful segments of data
· Reviewing the initial codes and themes by revisiting the original transcripts to address any issues, conflicts, or discrepancies
· Finalising the codes and themes after the review process
· Assigning the themes informative titles, and presenting the themes using sub-headings, detailed descriptions/interpretations of each theme, and applying direct quotations from participants as supportive elements

To mitigate researcher subjectivity bias and other common criticisms of qualitative research, various methods were employed to help reduce such bias risks. The various methods, known as the pillars of trustworthiness, seek to optimise credibility (truthfulness of data), dependability (equivalent of reliability in quantitative research) and confirmability (reflectiveness of participants’ responses in reported data) (Ahmed, 2024).  Transferability (applicability or generalisability) was not a priority as this research was a pilot study (Korstjens & Moser, 2018).

The following methods were used to support trustworthy data: Firstly, member checking/respondent validation, this is a method to improve dependability and confirmability through re-contacting participants after data analysis to verify if their interpreted responses accurately reflect their original accounts and underlying meanings (Birt et al., 2016; Noble & Smith, 2015). Secondly, reflexivity, by maintaining a log and using reflective practice to further researcher bias which helped to identify and mitigate any underlying cognitive biases regarding the research area and participants (Dodgson, 2019).

Since the research involved human subjects in interviews, ethical approval was sought and authorised. The investigator adhered to the ethical research principles detailed within the Declaration of Helsinki (World Medical Association, 2018) and the guidance published by the Medical Research Council (MRC, 2025). Several measures were implemented to address potential ethical concerns in the study: obtaining informed and valid consent with information sheets used to guide decision making, upholding confidentiality at all times, and maintaining data protection by storing data securely. 
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A total of three core themes emerged from the interpretive phenomenological approach to qualitative data analysis. The themes included: 1) Language as an emotional defence and protection, 2) Language as a reflection of power, identity and belonging, and 3) Language in constructing images and views of children and their families.
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This first theme was informed by the responses of all three participants and alludes to the role of language in acting as a tool to assist professionals in coping and managing the emotional tolls of interacting with children in social care. Many experiences of children being managed were traumatic and distressing, and this was translated onto health and social care workers. In some instances, the emotional tolls were so intense that the language breached their emotional defences, resulting in experienced stress, and incited desires for detachment from affected children. Thereby, language was used as a buffer from the emotional intensity of interactions with children and their families, allowing professionals to manage problems without clouding of thought or judgement.

“Saying a child is displaying dysregulated affect feels tidier than saying ‘this ten year old is terrified every night.’ The first version lets us function. The second one hurts.” [P2]



The description of sustaining function among professionals suggests that the language used was essential rather than optional, permitting tolerance to emotional distress and enabling professional distancing to maintain the cognitions needed to operate effectively in practice. Participants also described language as professional and shaped in a way that was self-protective of the distressing experiences children had encountered in their past lives. Participants appeared to use this protection to avoid immersing themselves in the past realities of children’s lives, to avoid experiencing distress and the potential mental health harms of this stress. Ultimately, this allowed participants to continue functioning within their professional roles, and likely, outside of their professional lives. 

“Saying a child is displaying dysregulated affect feels tidier than saying ‘this ten year old is terrified every night.’ The first version lets us function. The second one hurts.” [P2]

The use of professional language to maintain this form of detachment from stress reflects a phenomenological challenge with participants partially experiencing the suffering that children once had, but conflicting with a need to remain emotionally resilient. Therefore, language was utilised as a catalyst for managing intolerable stress in affected children. Additionally, the use of language in shorthand or as jargon appeared to create further detachment from children’s past stressors and, thereby, distance between the professionals and children. Such shorthand was noted to harbour intrinsic and deep-seated assumptions about users and thereby, demonstrating a form of labelling and being suggestive of implicit biases and stigma in practice. Another interpretation is that shorthand was used to shield professionals from the distress users had or were experiencing and to condition participants to practice effectively across users and settings. The use of language in this way could also amount to a maladaptive approach; however, in view of alliances being central to promoting engagement and disclosure needed to support risk management and decision making.

“Words start doing the emotional and moral work for us, they create distance” [P1]

“Shorthand… carries assumptions… it does the emotional and moral work for us” [P1]

“It sounds cold… like we’re describing data, not people” [P3]

While language was viewed as protective, it was not entirely neutral, as it also enables the health and social care professionals to operate effectively within challenging contexts, but that distancing themselves from children’s past realities diminishes opportunities for conveying empathy and providing humanised and supportive care. Participants also described instances where their attempts to emotionally distance themselves were compromised, leading to the provision of more empathic care and language use. Seemingly, professionals conveyed more compassion, although a deep-seated feeling of being uncomfortable remained, which incites shame. In other reports, a participant described that distancing language was a notable risk to dehumanising care and families, but they had no other means of describing information about individuals’ situations in a non-clinical or non-labelling way.

“That one sentence just stopped everyone… I felt quite emotional, a mix of relief and shame” [P2]

“Presentation’ can strip away the personhood of a child… reduce them to a clinical description” [P1]

Importantly, the use of specific language in another case induced awareness of the need to engage in reflective thinking. This helped a participant to recognise their emotional dissonance, the disconnect between genuine and conveyed emotions, and to help reframe their approach to benefit children’s experiences of interacting with the profession. Therefore, the professional encountered internal tension whereby there was both comfort and a disturbing nature to realising how they used language, particularly as language use often conflicted with professional standards and personal values.

“When I met her, she was just scared… I felt a bit guilty” [P3]

“I went in expecting her to be aggressive because of that sentence. Then I met her, and she was just scared” [P3]


Participants recognised that their use of language and the habitual patterns of language use altered depending on their emotional state. This appeared to demonstrate the use of language as a mirror, enabling participants to remain emotionally aware and therefore, emotionally intelligent. Language was therefore perceived as a coping mechanism but also emerged as a symptom of translated distress; when emotionally overwhelmed, defensive, distant and professional language was used, but when empathic, there were tendencies to use more empathic, relational and supportive language. Therefore, it seemed that language was a mirror of emotional states, and in turn, these affected the professionals’ behaviours in practice. 

“When I’m stressed, I go really ‘case-note-y’… short, formal, detached” [P3]

“My notes were full of phrases like ‘non-attending,’ ‘engagement limited.’ I could see my emotional exhaustion in my own words” [P2]

“I could see my burnout in my own words” [P2]
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This second theme describes the way in which health and social care professionals utilised and described language to delineate hierarchy in the provider-client relationship, as well as to define and emphasise their identity and competencies within their professional roles. Therefore, language was used to advocate professional cultures, as opposed to simply conveying and sharing information. 

In some participants, language was used to uphold and convey professionalism and confidence, but it was unclear whether language was used in an undermining way when referring to clients. Indeed, language was used to uphold the legitimacy of individuals' professional identities and to incite a sense of belonging within their professions, as, on the contrary, participants believed that failure to use professional language led to negative evaluations by others. Moreover, participants described that language was conformed into normal practices as it remained a part of their induction when entering registered practice, whereby, undermining language was integrated into the transitional and developmental content. However, accepting the misuse of language could perhaps be interpreted as a sign of uncertainty and vulnerability of the professionals, as opposed to true beliefs about using language to benefit end users. The use of terms such as ‘soft’ also indicates that emotional integrity and consideration of language use were devalued by professional and service hierarchies. 

“Everyone else just seemed to know… you copy the language because you want to fit in” [P3]

“You pick up the terms your colleagues use because you don’t want to sound soft… It’s a badge of belonging… you pick up the terms to not sound soft” [P2]

“Everyone else just seemed to know… so you go along with it” [P3]

“One style is precise and reflective. The other is shorthand without thinking… where harm creeps in” [P1]


Therefore, interpreting these responses implies that language is used as a means of performing in practice, establishing a position within the norms of the profession and with perceptions of being judged or discriminated against, should variances in language be utilised. However, language was also viewed as acting to highlight the hierarchies and power imbalances between professionals and service users and/or their relatives. Using non-technical language when interacting with users was viewed as impairing the relationship and, therefore, the ability to generate rapport and an alliance. This effectively detracted from the provision of person-centred care and instead promoted a one-sided and unidimensional model of care, which was not always valued by clients.

“If professionals use technical language without explanation, it creates an unequal relationship” [P1]

“Families experience them as moral statements… shaming, frightening” [P1]

Specific phrases used by professionals were also seen to incite negative feelings or interpretations in clients, with the example of safeguarding being a commonly used term, but this induces anxiety and fear in parents due to being perceived as an indictment. Some terms even led to overt emotional distress and tearfulness in parents, where phrases were interpreted in a way that incited self-blame for poor child outcomes. Seemingly, professionals were relatively unaware of the language being used during such interactions and, therefore, reflected an oversight of communicated information, suggesting that there was minimal reflective practice and/or training in language use in the health or social care professions. Therefore, there appeared to be a marked gap between the intentions of participants when conveying information and the consideration of the lived experiences and interpretations of users, which could be highly variable. 

“High-risk’ to us means immediate safeguarding concerns; to parents, it can feel like an indictment” [P1]

“A foster parent became tearful when I said ‘placement breakdown’… she said, ‘It sounds like you’re saying I broke him” [P2]


Participants also described caution when asking particular questions and attempted to remain diligent with their term and phrase selection, but felt anxiety about how such information would be received. This suggested that professionals lacked confidence and training in appropriate and non-biased or non-discriminatory language use, identifying an unmet need of this group. It may also imply that professionals engaged in a degree of risk-taking when communicating with families. However, professionals did not report on being challenged by users regarding their language use or the nature in which information was asked or conveyed, potentially highlighting issues related to power imbalances and suppression of users’ views and openness in communication. Such power was even seen to impose an emotional burden on families where a relative perceived language use as labelling and as a long-lasting assumption, promoting distress and alarm about how professionals could be stigmatising and discriminatory. However, it was unclear whether such language use was important in helping to incite awareness among families and, in turn, behavioural change that could actually assist their children in overcoming their past and present issues. 

“My heart was pounding… it’s intimidating to question ingrained culture” [P2]

“Older colleagues sometimes saw it as naïve” [P1]

“There was awkward silence when I asked, ‘What do you mean by chaotic?” [P3]

“She said, ‘You’ve already made up your minds about me.’ And she wasn’t wrong” [P3]


Further, there were also responses from the interviews to suggest that there are inter-professional variances in language use, potentially reflecting generational differences in awareness and use of language. In effect, more experienced and older professionals may be invested in utilising language that is societally established as the norm, while younger and less experienced professionals may be less aware and diligent with their language, the latter having increased tendencies to convey undermining terms. However, the variances in language across members of team units were not explored to uncover this construct further. 

“Older colleagues saw it as naïve” [P1]

“It was awkward… but afterwards a colleague said she’d wanted to ask too” [P3]
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This final theme explores the ways in which participants had some awareness of using language to help formulate insights into children’s and their families’ lives, in order to better understand individual situations and circumstances. Such language not only shapes how users are perceived but also impacts decision-making and, therefore, access to and outcomes from support and treatment provided. 

Several participants provided examples of the ways in which phrases, used as shorthand, influenced perceptions of users and often in an undermining and negative way. This relates to the commonly cited phrase of ‘looked after children’, inciting views about children being problematic and troublesome. This phrase also became a label and, therefore, promoted or conveyed stigma towards children, as well as implying that children were to blame for the problems in their lives and had one or more deficits. 
 “LAC becomes shorthand for problematic” [P1]
“Everything the child does is interpreted through that label” [P2]
In addition, language was used to describe challenging behaviours, but with connotations that such behaviours were modifiable or treatable when reality is much more complex than applying interventions to resolve complex issues within individuals’ lives. Therefore, language promoted practices that were guided towards controlling others as opposed to being understanding and therapeutic. Moreover, language appeared to influence professional behaviour through altering management plans with interventions implemented in the absence of a thorough understanding of the issues at hand and avoiding seeking additional or variant explanations.
“Challenging behaviours makes people sound like problems to be solved” [P3]
“A young person was referred to as ‘a LAC with behavioural issues.’ The meeting drifted into containment without exploring trauma” [P1]

“Words like ‘behavioural issues’ push people into behaviour management plans… without asking why” [P1]


Participants also used language in a way that conveyed concern and uncertainty regarding the approaches to and impact of conducting formal assessments and generating treatment plans. In this regard, language helped to reveal impairments in professional practice and appeared deleterious to reasoning, judgement and decision making. In effect, language was seemingly used to prime participants into using either empathic and compassionate communication, or punitive language that incited self-blame, stigma and suppression. Connectedness was seen as a critical juncture in which language could induce realisations about the different needs of individual cases and, in turn, reinvigorate empathy into care provision and management decision-making.

“Because people kept repeating ‘behavioural issues,’ the meeting drifted into containment strategies rather than exploring trauma” [P1]

“Reframing ‘challenging’ as ‘struggling to feel safe’ changed the entire atmosphere of the meeting” [P2]

“Once you say ‘challenging,’ everything gets viewed through that lens” [P3]

“When we said ‘connection-seeking,’ empathy returned” [P2]



The interviews also revealed that problematic language use could quickly become entrenched in long-term practice and therefore, undermining words and phrases existed beyond isolated or transient moments of communication oversight. This may help to explain how deterring language spreads across professional groups to become widely used, as well as influencing cultures in practice that sustain implicit biases and power imbalances. However, even incidental language use or language used as an attempt to compensate for causing unintentional harm remained in practice, reflecting a degree of professional uncertainty and anxiety, as well as unmet educational and training needs. In addition, it appeared that language was seen as a reflection of accountability for specific outcomes, as opposed to being used to support high-quality care, which is often challenging to measure from an audit or research perspective. Despite this, auditing language use in practice may help to incite more considered and formalised language conveyance and thereby represent a solution to overcoming several of the issues identified within this interview study. 

“That line will follow him into the record… it becomes a script the child has to live up to” [P1]

“Our language mirrors our anxiety as a service” [P2]

“A phrase stays in the file and influences how every new worker thinks” [P2]

“We’re always writing for audits, not for people” [P3]

“A phrase written by one person can live on long after they’ve left the case” [P3]


Finally, while many of the responses provided insight into the adverse impacts of language use, there were some examples of positive language use and in a way that was motivating and therapeutic. The framing of language appeared to help translate meaning away from focusing on deficits among children towards one of understanding, and was congruent with trauma-focused care. There was a degree of relief experienced by professionals upon realising that emotional dissonance was present, but language had a profound influence on users, helping to reveal and highlight the offset of moral principles for the sake of poorly considered communication. This even translated into physical responses in which the use of the phrase ‘problem child’ induced a tight chest and a strong sense of anger and frustration. In other cases, there was a shift and reframing of language in a case where the approach transitioned from one of blame to one of empathy. In another case, rewriting the case notes in an empathic way was seen to reframe the mind and cognitions and thoughts about the case, not only within the professional who documented the information but in others who read the case notes and were responsible for providing ongoing care. 

“Parent struggling to engage due to fears about losing their child” [P1]
“He’s connection-seeking… It stopped everyone… I felt relief and shame at the same time” [P2]
“This young person is surviving the only way they know how” [P3]
“It was like a tightening in my chest… I felt protective anger” [P1]

“From ‘non-compliant parent’ to ‘parent afraid of losing their child.’ The plan shifted from blame to empathy” [P1]

“I rewrote my notes to recognise the person behind the behaviour” [P2]

“It felt true and kind… I want to talk like that” [P3]


[bookmark: _Toc216435698]Conclusion
This interpretative phenomenological study using qualitative methodology sought to explore how three health and social care professionals working in children’s services experience and use language in their routine practice. The objectives were to uncover the nature and influences of language use and whether language cultures exist within the care professions. Through the three interviews, participants described language as not only a means of communicating but a mechanism through which emotions, assumptions, organisational pressures, and other practice dynamics are conveyed. The findings also showed that language used by the professions is often linked to their underlying views or biases of children receiving care and that of their families, as well as reflecting the ability to handle emotional distress and denoting belongingness within their professional identities.
The first theme demonstrated how participants used language as an emotional defence when working with children and families who have encountered hardship and trauma. Across participants, terminology, the use of shorthand and jargon acted as a protective mask against emotionally difficult situations. Participants translated distressing encounters by using neutral or technical language, allowing them to retain clarity of thought and cognitive functioning to aid ongoing support provision and care planning. However, this form of distancing was subject to some limitations. Participants acknowledged that using such protective language was seemingly effective as an emotional detachment, but this dehumanised care. The shortening of phrases also conveyed implicit biases, conveying assumptions about children that were not grounded in empathy or professionalism. In some cases, realisation of this language use indicated feelings of discomfort, shame and guilt, although this may be seen as a key self-discovery to maintaining awareness and diligence when using language within practice. 
The second theme revealed how language was used in a way that incurred power imbalances and helped to establish and maintain professional identities, generating a sense of belonging within the professions. Adopting professional terminology was applied to demonstrate competency in practice, legitimacy and to align with each profession’s norms/cultures. This was even used as self-protection to avoid negative evaluation by peers, suggesting strong urges to ‘fit in’ within professional groups. However, the adoption and sustained use of language generated hierarchies between professionals and children/families, promoting power imbalances in relationships. Technical language fuelled this problem by being judgemental and blaming. Such findings imply that care professionals may have unmet education and training needs and may benefit from language use by engaging with reflective practice. The third and final theme showed how language shaped the professionals' views about children and their families, largely in a negative way, in which assumptions about behaviours and upbringing became evident. This may impact decision-making with a focus on tackling behavioural problems, as opposed to trauma-informed therapy, which is a widely recognised and effective means of supporting the well-being of children in care and/or with mental health problems (Sun et al., 2024; Wilson et al., 2025).

Overall, the findings show how language holds significant potential to both constrain and transform care provision, revealing implications and recommendations for ongoing practice. It is recommended that the health and social care professions regularly engage in reflective practice, in order to identify and tackle inappropriate language use and to help transition language norms and cultures towards those that prioritise users and support person-centred outcomes. Additionally, language should be incorporated into supervision to ensure those active in practice are aware of how language can be used maladaptively to cope with emotional stress. In turn, supervisors could provide advice on more effective emotional support interventions, which may help to prevent problems such as burnout. Finally, the health and social care professions require education and training on the use of relational, empathic and inclusive language, to avoid incurring negative impacts on children and their families. 
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