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Abstract

Specialists in death, dying, and bereavement and their consequences for individuals, families, and communities have experience and research findings that are relevant to an understanding of the reactions of individuals faced by deadly violence. At such times powerful emotions and ingrained patterns of thought and behavior can given rise to disproportionate responses that may feed into cycles of violence.    


An extended table shows how professionals helping individuals and families faced with violent death share common aims with those aiming to help larger social units faced with armed attacks. It follows that these professionals should work together to improve death education, to prepare people for possible deadly violence and, where possible, to suggest alternatives, to create secure places and relationships in which communication becomes possible, bad news can be broken and understood, feelings examined, differences reconciled and people can redirect anger into the prevention of escalation rather than its perpetuation.  All of these activities hold out hope that cycles of deadly violence can be broken as well as mitigating the consequences when they are not.


The undoubted success of the worldwide palliative care movement resulted from the recognition of serious deficiencies in existing services, the provision of an inclusive, holistic, program that extends across medical, social, psychological, and spiritual realms of discourse, providing care for patients and their families, irrespective of wealth, race, religion, and political persuasion, by dedicated leaders and teams, backed by education and information services and organized across geographical boundaries. 


It is argued here that the time is ripe for a similar commitment to bring to an end the scandal of armed conflict by a similarly multi-disciplinary, multi-cultural effort to relieve the suffering that both causes and results from armed conflict. This must remain independent of race, religion, political persuasion and opposing sides, and could build upon the leadership, educational models, information services and international organizations that already exist for the provision of  palliative and bereavement care.

Current thinking about the psychological, social, and spiritual aspects of death, dying and bereavement stem from several sources all of which converged following World War II and were added to after the war in Vietnam. These included studies of the human responses to stress and danger ( Selye, 1956 and, after Vietnam, Horowitz 1986 ), responses to bereavement (Lindemann 1945), studies of people approaching death (Feifel. 1959) and studies of the effects of separating children from parents (Bowlby 1953). Each of these situations was found to give rise to powerful emotional reactions and behavior that can influence cognitive functioning, decision-making and the way people view the world. Over the years these studies resulted in improved understanding of the psycho-physiology of stress, the nature of grief and its vicissitudes, the psychological, social and spiritual aspects of dying, and the nature of attachments across the life cycle. They have resulted in great improvements, across the globe, in medical and other services for the care of people faced with trauma, death, bereavement, and mass disasters.   In this paper we contend that they also have a contribution to make to our understanding of some of the psychological, social, and spiritual aspects of armed conflict, and the cycles of violence which cause it to persist. 

Much of the expertise that is reflected in these developments has focused on attachments and losses that affect individuals. These include the normal events of dying, bereavement, and grief that are unavoidable in the lives of mortal human beings, and the complications that can result from psychological vulnerability to loss, unusually traumatic circumstances, and larger-scale catastrophes. Many professionals have contributed to these efforts, they include members of The International Work Group on Death, Dying, and Bereavement (IWG) whose members have played  a major part in the creation of hospice and palliative care programs, bereavement services, and education about death, dying, and bereavement.


The IWG is an invitational international organization that seeks to develop the field by conducting regular meetings at which leaders can study together (www.iwgddb.org). Members come from many disciplines including medicine, nursing, social, work, psychology, psychiatry, theology or chaplaincy, education and sociology, and from many countries. They meet twice in every three years in a different part of the world, for five days, in task and/or topic-oriented groups, some of which work on the preparation and publication of documents arising out of their discussions. Specialized work groups have studied and responded to the needs of communities and individuals stricken by traumatic losses, disasters, wars, and the cycle of violence. This has led to several publications approved by the organization as a whole (e.g., IWG, 1978, 2002, 2005, in process

Following these initiatives, this article argues that individuals who are specialists in death, dying, and bereavement and their consequences for individuals, families, and communities—sometimes called "thanatologists"—can and should offer insights that are relevant to an understanding of the reactions of individuals (including leaders, followers, and others) faced by deadly violence. We believe these insights are relevant to the prevention and/or mitigation of armed conflicts and cycles of violence. Our hope is that many of the lessons learned in the study of death, dying, and bereavement can be applied to reduce the risks of armed conflicts and cycles of violence.

Some Lessons Learned from the Study of Death, Dying, and Bereavement

When people are faced with life-threatening illness or bereavement, deep-seated response patterns and emotions often compete with, and may impair fine judgment and rational behavior. Individuals, families and groups faced with death and bereavement do not always think and act in ways that are entirely logical, for a time it is quite normal for the emotional disturbance evoked by these situations to impair their thinking to the extent that people may say and do things that are against their long-term interests and those of others. For example, they may refuse to accept intolerable realities, blame or accuse others unfairly, or become incapable of making wise decisions about important matters. This does not, of course, mean that they are mentally ill,  very few would meet psychiatric criteria, but they are impaired and may need help. 

On the other hand it is also true that confrontations with death, dying, and bereavement can bring maturity, creativity, and spiritual growth. From the experience of danger and bereavement, in the longer term individuals, families, and communities, often learn to accept and cope effectively with the realities of life and death. They may then play important roles by helping others through the crises of illness, loss, and grief.

People vary greatly in their vulnerability to loss and threats of death. Some rise to the occasion and adjust well to these situations; they need little support and may even reach out to and support others. Others, through no fault of their own, may need a great deal of support. It is part of the role of helpers to recognize vulnerability and to ensure that support is given where it is most needed. The aim of clinicians is not to take over and run the lives of others, but to provide the understanding, emotional support, and security that will get persons through crises without lasting harm to themselves or others. 


Much research has shown that bereavements for which people are unprepared, deaths that are unexpected and untimely, give rise to more lasting problems in physical and mental health than deaths that are timely and expected (Stroebe & Schut 2003).  Experience of hospice and palliative care has shown that, given accurate information and support, most people can accept the prospect of loss, death, and change (Wright et al. 2008). For those who need it, stress inoculation and meeting with veterans who have "been there", can prepare them for traumatic life events and reduce their impact (Paton and Violanti (2007). This implies that every effort should be made to prepare people for the traumas that are to come.

In the aftermath of traumatic life events powerful emotions and other deep-brain mechanisms often come into play. These distort our perception, impair the processing of information, disorganize our thinking, and cloud our judgment. Following acts of deadly violence all affected people, including leaders, members of the media, and celebrities are vulnerable to these influences. In the course of human history, deadly violence has played a major part in the initiation and perpetuation of cycles of violence including wars. Indeed these very psychological responses are often misused to manipulate populations by means of "propaganda" and "spin" (Miller & Dinan 2008). 

Much of the acute distress and cognitive impairment encountered in confrontations with  traumatic events will decline once the immediate crisis is over. Evidence from palliative care, bereavement and trauma research shows that the prompt identification and treatment of the minority of traumatized and/or bereaved persons who suffer post-traumatic stress disorder (PTSD) and other acute stress reactions holds out good prospects of success (National Institute for Clinical Excellence, 1995). It also enables people to correct misperceptions, obtain a new perspective on the situation, and may reduce overreaction and revenge-seeking.

However, distorted perceptions and assumptions often persist and feed into cycles of hostility and violence. Barriers to communication enable these misperceptions to persist. These may be more difficult to change. What solutions can be offered to this problem? 

Common Aims Before and After an Irrevocable Event Leading to Unwanted Change

Table 1 offers examples of ways in which parallels can be drawn between common aims in

	Helping Individuals and Families Before and After a Violent Death
	Common Aims Before and After an Irrevocable Event Leading to Unwanted Change
	Helping Societies Before and After a Deadly Attack

	Long Before Death

Education in culturally sensitive understandings of death and bereavement. 
	 Acceptance of the inevitability of change and death as normal parts of life.
	Long Before Attacks

Education in culturally sensitive understandings of death, loss, and deadly conflict.

	Who? Educators of children and health professionals.
	 
	Who? Media, historians, teachers, and public servants.

	Threat of Death

Break bad news in sensitive but honest ways. Education in  assessment of likely problems, and management of violence and death. Provide culturally aware information and discussion of painful realities in a safe place with a trusted helper. 
	Minimize impact, prepare for possible loss, prepare people to change assumptive worlds.

 
	Threat of Attack

Education in non-violent solutions to threat and ways to reduce danger of escalation of conflict. Training of emergency responders to include stress inoculation.

	Who? Police, medical and nursing staff
	
	Who? Respected authorities, media, trainers of emergency services.

	After Violent Death

Break news sensitively, give emotional support, reassurance, and explanation.
	Minimize impact, reduce risk of overreaction, reassure normality of emotional reaction.
	After Deadly Attack

Provide, accurate information, emotional support, and reassurance

	Who? Counselors, psychotherapists, ER staff, etc.
	Create a trusting relationship
	Who? Respected authorities, the "right" mediator, facilitator, civil servants, etc.

	Where? Safe Space (comfortable office, client’s home, etc.)
	Create a safe environment
	Where? Choose neutral ground for negotiation.

	How? Helper gives factual Information calmly and honestly plus reassurance (e.g., when breaking news).
	Provide relevant information about traumatic or violent event
	How? Gives factual information clearly, honestly, and without elaboration (not more than is known to be true)

	Encourages person(s) to tell story from their own points of view.
	Understand the others point of view
	Encourages leaders or representatives from both sides to tell their stories.

	Helper listens, empathizes, reflects, and facilitates emotional expression.
	Acknowledge and validate unavoidable grief, trauma and suffering.
	Helper listens with respect and encourages mutual understanding

	Helps client(s) to recognize the aggressor  in themselves, and assume responsibility for destructive and constructive acts.
	Take responsibility for own responses and behavior.
	Helper recognizes difficulty of loss of face, facilitates apologies and acceptance of unpalatable information that contradicts prior assumptions. Encourages participants to assume responsibility for their part in violence and to commit to the 

deescalation of conflict. 

	Explore meaning of present (e.g., widow-to-widow). = Come to terms with changed reality (reality testing).
	Reconciliation


	Enable parties to come to terms with reality and initiate peaceful acts (e.g., set up formal inquiry or reconciliation commission).

	Rituals of remembrance (e.g., funeral, memorial service). 
	Commemorate loss
	Rituals of remembrance

	Facilitate complaints (e.g., legal action against perpetrator). Victim compensation.
	Apologize, make restitution. Achieve justice, not vengeance.
	Organize or support movement toward judicial processes. Justice, compensation, "making whole." Victim Compensation.

	Mobilize support of family and social network.
	Create and/or maintain community
	Mobilize mutual support among community members and promote group cohesion.


responding to an irrevocable event leading to unwanted change, whether that involves helping individuals and families before and after a violent death or helping societies before and after a deadly attack.

It follows that professionals with knowledge and experience in the care of people facing death and bereavement need to work with their counterparts in the right hand column, 

- to improve death education, 

- to prepare people for possible deadly violence, 

- to create secure places and relationships in which communication becomes possible, bad news can be broken and understood, feelings examined, differences reconciled and people can redirect anger. 

Given the right help it is reasonable to expect that new meanings will emerge that respect the values of the past while accepting the changes that are inevitable in a changing world.

Lessons from the History of the Hospice and Palliative Care Movement

The history of the hospice and palliative care movement, and its rapid spread across the world, shows that communication and support across cultural boundaries are possible and can lead to major societal changes. In the specific case of the hospice and palliative care movement, the following factors seem to have contributed to the improvements in the care of dying and bereaved people:

1. Palliative care was an important idea whose time had come—the message that, by focusing attention on the problems faced by individuals and families facing death, both prevention and substantial relief of suffering would result, came at a time when several studies had revealed the scandalous extent to which the problems had been avoided, evaded, and ignored by the authorities best qualified to solve them, the medical profession (Glaser & Strauss,1965 & Sudnow, 1967). The value of this idea has been amply confirmed and has given rise to a whole new field of care (Hanks, et al., 2009).

2. Recognition of the value of combining science and humanities, evidence and intuition, head and heart, in an inclusive, holistic, program that extends across medical, social, psychological, and spiritual realms of discourse was central to the gains achieved.

3. Because the sole object of hospice and palliative care is to provide care for patients and their families, irrespective of race, religion, and political persuasion, it is widely accepted even in areas that are not normally accessible to outsiders. 

4. Leaders whose knowledge, commitment, and communication skills gave human faces to the movement, drew together teams dedicated to advance the field and spread the word. 

5. The establishment of education and information services—initially the Study Centre at St Christopher’s Hospice and the Hospice Information Service, but later a range of national and international services—made possible great strides by making use of the best available means of disseminating interchange of knowledge. 

6. The establishment of international organizations, including the IWG, enabled leaders in the emerging multi-cultural, multi-disciplinary, and international field of thanatology, on an egalitarian basis, to meet together, share thinking, develop programs, support each other, and hammer out mutually agreed standards, assumptions, and principles to guide further development of the field. 

This knowledge and experience has implications that extend to all those faced with deadly violence including armed conflicts. For example:

1. The dreadful human and other costs of armed conflict means that modern warfare is no longer a reasonable means of resolving conflicts. Just as the care of dying and bereaved people is no longer the exclusive responsibility of the medical profession, by the same token, armed conflict should no longer be the exclusive responsibility of politicians and the military. Peace movements in Northern Ireland, South Africa, and other countries show that alternative solutions are possible. This article contends that the ideas outlined in this document reflect another idea whose time has come.

2. The value of drawing on a wide knowledge base when considering ways to break the cycles of armed conflict has already become evident (IWG 2005 & 2010). 

3. The objectives of reducing suffering and providing care to all who need it irrespective of race, religion, political persuasion, or sides in a conflict, should make the intervention proposed here acceptable across boundaries of hostility.

4. Among the many leaders who make up the IWG, and others who work in the field of death, dying, and bereavement, there are already some who are prepared to commit themselves to the further development of these ideas. Their existing record of achievement is not inconsiderable.

5. Hospice and palliative care services are already providing care in the aftermath of armed conflicts and disasters, and thanatologists have long seen it as part of their role to undertake death education on a wider basis. This existing network of communication, information, and education can be extended to include the ideas advanced in this article and help to supplement and integrate with political, military, and other frames of reference. 

6. This article, along with existing publications from IWG and other sources, point to contributions that organizations for those who work in the field of death, dying, and bereavement can make. It is our belief that they can provide the mutual support that will turn theory into practice.

Conclusion


Professionals with training and experience in the care of traumatized, dying, and or bereaved individuals possess knowledge and insights that are relevant to educating and supporting people before and after armed conflicts. Through their clinical work, military service, assistance in disasters, consulting, and research, these professionals have a depth and breadth of understanding and experience that positions them to intervene in constructive ways that may well reduce the risk of further armed conflict. 


They know that traumatic life events can release powerful emotions that distort perception, impair information processing, disorganize patterns of thinking, and undermine judgment. They are aware that these powerful emotions can initiate and perpetuate cycles of violence. In addition, they have special strengths in recognizing hidden assumptions, prejudices and other codes that contribute to these problems. These insights, together with their experience in the use of therapeutic skills to tackle such problems, places them in a good position to help.

Not only the general population, but political and military leaders, and representatives of the media, are vulnerable to the influence of grief, fear, anger, and their physiological accompaniments. For the leaders, experts in death, dying and bereavement could provide training and, in the event of armed attacks, appropriate understanding and emotional support that would enable them, in turn, to give more sophisticated understanding and support to those they lead. For the representatives of the media, they could also provide training before and guidance after an attack that would enable the media to communicate information and guidance more effectively. 


Prompt correction of misperceptions, together with cognitive and emotional support and, where possible, removal from continuous exposure to stress, can be expected to reduce the risk of spontaneous overreaction and revenge-seeking behavior.  It should also help people to recognize, understand, and challenge destructive codes. 


Experts in palliative care and bereavement understand the dynamics of recovery from loss and acute grief. They know that, given a little help and support at the right time, it is possible for people to change and grow in maturity, even in the face of death. 


Those working in the field of palliative care and bereavement have developed world-wide networks of communication that are capable of providing impartial information and education and to help people to tolerate loss and change. These could be extended to reduce the risk of escalating violence as well as helping those persons damaged by such conflict. 

Consequently, this article seeks to encourage professionals in the field of death, dying, and bereavement to make their expertise more widely available, to carry out research, and to develop the educational and innovative services that will educate people about the roots of and alternatives to deadly violence, support people faced by deadly conflict, and reduce the risk that cycles of violence will become perpetuated. 
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