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PREFACE

The Macmillan Encyclopedia of Death and Dying is a contribution to the under-
standing of life. Scientists and poets have long recognized that life and death are
so intimately entwined that knowledge of one requires knowledge of the other.
The Old Testament observes that “all flesh is as grass.” Religions have addressed
the question of how one should live with the awareness of inevitable death.
Often the answer has been based upon the vision of a life beyond death. Soci-
eties have developed systems of belief and practice to help their people cope
with the prospect of death and the sorrow of grief. Children are often puzzled
by the curious fact that flowers fade and animals stop moving. This incipient
realization of mortality eventually becomes a significant part of the adult’s world-
view in which hope contests with fear, and faith with doubt.

The twenty-first century has inherited an anxiety closet from the past, a
closet packed with collective memories of unsettling encounters with death. This
history of darkness concealed threats from predators and enemies; child-bearing
women and their young children would suddenly pale and die; terrible plagues
would periodically ravage the population; the dead themselves were sources of
terror when resentful of the living; contact with corpses was perilous but had to
be managed with diligence, lest the departing spirit be offended; the spirit world
often intervened in everyday life; gods, demi-gods and aggrieved or truculent
ancestors had to be pacified by gifts, ceremonies, and conformity to their wishes;
animal and human sacrifices were deaths intended to protect the lives of the
community by preventing catastrophes or assuring good crops. Everyday life was
permeated by rituals intended to distract or bribe the spiritual forces who con-
trolled life and death. Fairly common were such customs as making sure not to
speak ill of the dead and protecting home and person with magic charms.

Particular diseases have also left their lingering marks. Tuberculosis, for
example, horrified several generations as young men and women experienced
a long period of suffering and emaciation before death. The scourge of the
industrial era did much to increase fears of dying slowly and in great distress.
Syphillis produced its share of unnerving images as gross disfiguration and a
descent into dementia afflicted many victims near the end of their lives. All of
these past encounters and more have bequeathed anxieties that still influence
attitudes toward death today.

vii



PREFACE

The past, however, offers more than an anxiety closet. There was also com-
fort, wisdom, and the foundation for measures that greatly improved the chances
of enjoying a long, healthful life, and to palliate the final passage. The achieve-
ments of public health innovations and basic biomedical research are fulfilling
dreams that motivated the inquisitive minds of early healers. The hospice care pro-
grams that provide comfort and pain relief to terminally ill people build upon the
model demonstrated by devoted caregivers more than 2,000 years ago. The peer
support groups that console grieving people were prefigured by communal gath-
erings around the survivors in many villages. Religious images and philosophical
thought have helped people to explore the meanings and mysteries of death.

The Macmillan Encyclopedia of Death and Dying draws extensively from the
past, but is most concerned with understanding the present and the future. The
very definition of death has come into question. The ethics of assisted death and
euthanasia have become the concern of judges and legislators as well as physi-
cians and clergy. Questions about ongoing changes in society are raised by the
facts that accidents, homicide, and suicide are the leading causes of death among
youth, and that the suicide rate rises so precipitously for aging men. Continuing
violence in many parts of the world suggests that genocide and other forms of
mass killing cannot only be of historical concern. Other death-related issues
have yet to receive the systematic attention they deserve. For example, widow-
hood in third world nations is a prime example of suffering and oppression in
the wake of death, and, on a different front, advances in the relief of pain too
often are not used in end-of-life medical management.

Each of these issues are addressed in this two-volume set as part of a more
comprehensive exploration of the place of death in contemporary life. The cov-
erage of the topics is broad and multidisciplinary because death threads through
society in so many different ways. Attention is given to basic facts such as life
expectancy and the changing causes of death. Many of the entries describe the
experiences of terminally ill people and the types of care available while others
focus on the situation of those who grieve and mourn. How people have
attempted to understand the nature and meaning of death is examined from
anthropological, historical, psychological, religious, and sociological perspectives.
The appendix, which complements the substantive entries, can be found near the
end of the second volume. It provides information on numerous organizations that
are active in education, research, services, or advocacy on death-related topics.

The contributors are expert scholars and care providers from a variety of dis-
ciplines. Many have made landmark contributions to research and practice, and
all have responded to the challenge of presenting accurate, up-to-date, and well-
balanced expositions of their topics. As editor in chief, I am much indebted to
the distinguished contributors for giving their expertise and time so generously.
Contributing mightily to the success of this project were associate editors Jim
Crissman, Mike Kearl, and Brian Mishara, each also providing many illuminating
articles of their own. Macmillan has published reference books of the highest
quality on many topics; the high standards that have distinguished their publi-
cations have assured the quality of this project as well. The editor appreciates the
opportunity to have worked with Macmillan’s Shawn Beall, Joe Clements, Elly
Dickason, Brian Kinsey, and Jill Lectka.

ROBERT KASTENBAUM
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ABORTION

Abortion is one of the most emotional and divisive
moral issues of twenty-first-century American life.
Consensus has not been reached on the numerous
questions that swirl around the subject, including
whether or not a woman has the right to choose a
legal abortion, and under what conditions; the role
of parents if she is not legally an adult; and the roles
of the state and religion having veto power. In addi-
tion, the questions of when life begins and at what
point it should be protected remain controversial.

Strictly defined, abortion is the expulsion or
removal of an embryo or fetus from the uterus
before it has developed sufficiently to survive out-
side the mother (before viability). As commonly
used, the term abortion refers only to artificially
induced expulsions caused by mechanical means
or drugs. Spontaneous abortions occurring natu-
rally and not artificially induced are commonly
referred to as miscarriages.

Women choose to have abortions for a variety
of reasons: They have had all the children they
wish to have; want to delay the next birth; believe
they are too young or too poor to raise a child; are
estranged or on uneasy terms with their sexual
partner; or they do not want a child while they are
in school or working.

Artificially Induced Abortion around the World

Unplanned and unwanted pregnancies are com-
mon, and this fact fuels the controversy in every
region of the world. Globally, more than one in

four women who become pregnant have an abor-
tion or an unwanted birth. In the developed coun-
tries of the world, including those in North America
and Western Europe, where average desired family
size is small, an estimated 49 percent of the 28 mil-
lion pregnancies each year are unplanned and 36
percent of the total pregnancies end in abortion. In
the developing countries, including parts of Eastern
Europe, the Middle East, and Africa, where desir-
able family sizes are larger, an estimated 36 percent
of the 182 million pregnancies each year are
unplanned and 20 percent end in abortion.

Women worldwide commonly initiate sexual
intercourse by age twenty, whether they are mar-
ried or unmarried. In the developed countries,
77 percent have had intercourse by age twenty.
This compares to 83 percent in sub-Saharan Africa
and 56 percent in Latin America and the Caribbean.
Couples in many countries have more children
than they would like, or have a child at a time
when they do not want one. The average woman
in Kenya has six children, while the desired family
size is four; the average Bangladeshi woman has
four children but desires three.

From a global perspective, 46 million women
have abortions each year; 78 percent of these live
in developing countries and 22 percent live in
developed countries. About 11 percent of all the
women who have abortions live in Africa, 58 per-
cent in Asia, 9 percent in Latin America and the
Caribbean; 17 percent live in Europe, and the
remaining 5 percent live elsewhere in the devel-
oped world.
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Of the 46 million women who have abortions
each year in the world, 26 million women have
abortions legally and 20 million have abortions in
countries where abortion is restricted or prohibited
by law. For every 1,000 women of childbearing
age in the world, each year 35 are estimated to
have an induced abortion. The abortion rate for
women in developed regions is 39 abortions per
1,000 women per year; in the developing regions
the rate is 34 per 1,000 per year. Rates in Western
Europe, the United States, and Canada are 10 to 23
per year.

Methods of Abortion

About 90 percent of abortions in the United States
are performed in the first twelve weeks of the
pregnancy. The type of procedure used for an
abortion generally depends upon how many
weeks the woman has been pregnant.

Medical induction. The drug mifepristone com-
bined with misoprostol has been used widely in
Europe for early abortions, and is now used rou-
tinely in the United States. Mifepristone blocks uter-
ine absorption of the hormone progesterone, caus-
ing the uterine lining and any fertilized egg to shed.
Combined with misoprostol two days later, which
increases contractions of the uterus and helps expel
the embryo, this method has fewer health risks than
surgical abortion and is effective 95 percent of the
time. Researchers in Europe report few serious
medical problems associated with this method.
Some of the side effects include cramping, abdom-
inal pain, and bleeding like that of a heavy men-
strual cycle.

Both pro-choice activists and pro-life activists
see mifepristone with misoprostol as an important
development in the abortion controversy. If abor-
tion can be induced simply, safely, effectively, and
privately, the nature of the controversy surround-
ing abortion will change dramatically. Clinics that
perform abortions are regularly picketed by
antiabortion protesters in the United States, making
the experience of obtaining a legal abortion diffi-
cult for many women. If use of this method
spreads in spite of opposition from antiabortion
groups, abortion will become an almost invisible,
personal, and relatively private act.

Vacuum aspiration. Also called vacuum suction
or vacuum curettage, vacuum aspiration is an abor-
tion method performed during the first trimester of

pregnancy, up to twelve weeks from the beginning
of the last menstrual period. It is the most common
abortion procedure used during the first trimester
in the United States, requiring a local or general
anesthetic. The procedure takes about ten to fifteen
minutes, although the woman stays in the doctor’s
office or hospital for a few hours afterward. Prepa-
ration for the procedure is similar to preparing for
a pelvic examination. An instrument is then
inserted into the vagina to dilate the opening to the
cervix. The end of a nonflexible tube connected to
a suction apparatus is inserted through the cervix
into the uterus and the contents of the uterus,
including fetal tissue, are then sucked out. Vacuum
aspiration is simple and complications are rare and
usually minor.

Dilation and curettage or dilation and evacuation.
Dilation and curettage (D and C) is similar to vac-
uum aspiration but must be performed in a hospital
under general anesthetic. It is performed between
eight and twenty weeks after the last menstrual
period. By the beginning of the second trimester of
pregnancy, the uterus has enlarged and its walls
have thinned. Its contents cannot be as easily
removed by suction, and therefore the D and C pro-
cedure is used. The cervix is dilated and a sharp
metal loop attached to the end of a long handle (the
curette) is inserted into the uterus and used to
scrape out the uterine contents. Dilation and evacu-
ation (D and E) is a related procedure used between
thirteen and sixteen weeks after the last menstrual
period. D and E is similar to both D and C and vac-
uum aspiration, but is a bit more complicated and
requires the use of forceps and suction.

Induced labor. For abortions later in the preg-
nancy (sixteen to twenty-four weeks), procedures
are employed to render the fetus nonviable and
induce delivery through the vagina. Only 1 percent
of abortions in the United States are performed by
inducing labor and a miscarriage. Because the
woman experiences uterine contractions for several
hours and then expels a lifeless fetus, these pro-
cedures are more physically uncomfortable and
often more emotionally upsetting. The two most
common procedures used in this period are
prostaglandin-induced and saline-induced abor-
tions. Prostaglandins can be injected directly into
the amniotic sac through the abdominal well,
injected intravenously into the woman, or inserted
into the vagina as a suppository. They stimulate
uterine contractions that lead to delivery. Saline



(salt) solution can also be injected into the amniotic
fluid and has a similar effect. Late-term abortions,
also called partial-birth abortions by some, stir con-
siderable controversy in the United States.

Hysterotomy. This extremely rare procedure,
also performed from sixteen to twenty-four weeks
after the woman’s last menstrual period, is limited
to cases in which a woman’s uterus is so mal-
formed that a D and E would be dangerous. In
essence, a cesarean delivery is performed and the
fetus is removed.

Methotrexate and Misoprostol. Because of social
and political pressure from antiabortion activists,
the number of obstetricians, gynecologists, and hos-
pitals performing abortions in the United States has
been steadily dropping, but this trend could change
as doctors adopt a nonsurgical alternative using
prescription drugs already marketed for other pur-
poses. A combination of the drug methotrexate,
which is toxic to the embryo, with misoprostol,
which causes uterine contractions that expel the
dead embryo, has been shown to be effective in
inducing abortions at home.

The Abortion Issue in the United States

In 1973 the U.S. Supreme Court overturned by a
7-2 vote laws that had made abortion a criminal
act. Since that decision by century’s end approxi-
mately 21 million American women have chosen
to have 35 million abortions. Researchers estimate
that 49 percent of pregnancies among American
women are unintended, and half of these are ter-
minated by abortion. Forty-three percent of
women in the United States will have at least one
abortion by the time they reach the end of the
childbearing period of life, age forty-five. Fifty-
eight percent of the women who had abortions in
1995 had used a contraceptive method during the
month they became pregnant.

Induced abortion rates vary considerably by
age. Figure 1 shows the proportion of pregnancies
ending in live births, induced abortion, and fetal
loss compared to the age of the woman. Induced
abortion rates also differ considerably by race and
Hispanic origin. About 16 percent of pregnancies
among non-Hispanic white women end in abor-
tion (1 in 6); 22 percent of pregnancies among His-
panic women (1 in 5); and 38 percent of pregnan-
cies among non-Hispanic black women (2 in 5).
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FIGURE 1

Percentages of pregnancies ending as a live birth,
induced ahortion, or fetal loss by age of woman, 1996
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On average, women in the United States give
at least three reasons for choosing an abortion:
three-fourths say that having a baby would inter-
fere with work, school, or other responsibilities;
approximately two-thirds say that they cannot
afford to have a child; and half say that they do not
want to be a single parent or are having problems
with their husband or partner. Support for abortion
varies considerably by social class, with support
consistently increasing by income and education.

For more than two centuries in early U.S. his-
tory (from the 1600s to the early 1900s), abortion
was not a crime if it was performed before quick-
ening (fetal movement, which begins at approxi-
mately twenty weeks). An antiabortion movement
began in the early 1800s, led by physicians who
argued against the validity of the concept of quick-
ening and who opposed the performing of abor-
tions by untrained people, which threatened physi-
cian control of medical services. The abortion
controversy attracted minimal attention until the
mid-1800s when newspapers began advertising
abortion preparations. Opponents of these medi-
cines argued that women used them as birth con-
trol measures and that women could also hide
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extramarital affairs through their use. The medi-
cines were seen by some as evidence that
immorality and corruption threatened America. By
the early 1900s, virtually all states (at the urging of
male politicians; women could not vote at the
time) had passed antiabortion laws.

In the landmark 1973 case Roe v. Wade, the
U.S. Supreme Court made abortion legal by deny-
ing the states the right to regulate early abortions.
The court conceptualized pregnancy in three parts
(trimesters) and gave pregnant women more
options in regard to abortion in the first trimester
(three months) than in the second or third
trimester. The court ruled that during the first
trimester the abortion decision must be left to the
judgment of the woman and her physician. During
the second trimester, the right to abortion remained
but a state could regulate certain factors in an effort
to protect the health of the woman, such as the
type of facility in which an abortion could be per-
formed. During the third trimester, the period of
pregnancy in which the fetus is viable outside the
uterus, a state could regulate and even ban all
abortions except in situations in which they were
necessary to preserve the mother’s life or health.

The controversy over abortion in the United
States did not end with the Supreme Court’s deci-
sion, but rather has intensified. Repeated cam-
paigns have been waged to overturn the decision
and to ban abortion altogether. Although the high
court has continued to uphold the Roe decision,
support for abortion rights has decreased with the
appointment of several conservative judges.

A New York Times/CBS News Poll taken
twenty-five years after Roe v. Wade found that the
majority of the American public still supports legal-
ized abortion but says it should be harder to get
and less readily chosen. Some observers call this a
“permit-but-discourage” attitude. Overall, 32 per-
cent of the random sample of 1,101 Americans in
the poll said abortion should be generally available
and legal; 45 percent said it should be available but
more difficult to obtain; and 22 percent said it
should not be permitted.

Physical and Emotional Aspects of Abortion

The chance of dying as a result of a legal abortion
in the United States is far lower than the chance of
dying during childbirth. Before the nine-week point
in pregnancy, a woman has a one in 500,000

TABLE 1

Abortion risks

Risk of Death
In Any Given Year

Legal abortion

Before 9 weeks 1in 500,000
9-12weeks 1in 67,000
13-16 weeks 1in 23,000
After 16 weeks 1in 8,700
lllegal abortion 1in 3,000
Pregnancy and childbirth 1in 14,300

SOURCE: Carlson, Karen J., Stephanie A. Eisenstat, and Terra
Ziporyn. The Harvard Guide to Women’s Health. Cambridge,
MA: Harvard University Press, 1996.

chance of dying as a result of an abortion. This
compares to a one in 14,300 chance of dying as a
result of pregnancy and childbirth (see Table 1).
Infection is a possibility after an abortion, but long-
term complications such as subsequent infertility,
spontaneous second abortions, premature delivery,
and low birthweight babies are not likely.

Some women experience feelings of guilt after
an abortion, while others feel great relief that they
are no longer pregnant. Still other women are
ambivalent: They are happy to not be pregnant,
but sad about the abortion. Some of these emo-
tional highs and lows may be related to hormonal
adjustments and may cease after the woman’s hor-
mone levels return to normal. The intensity of feel-
ings associated with an abortion usually diminish
as time passes, though some women may experi-
ence anger, frustration, and guilt for many years.

Those experiencing severe, negative psycho-
logical reactions to abortion are rare, according to
research findings reviewed by a panel commis-
sioned by the American Psychological Association.
The panel wrote, “the question is not simply
whether abortion has some harmful psychological
effects, but whether those effects are demonstrably
worse than the psychological consequences of
unwanted childbirth.” Women experiencing distress
could find comfort in talking with loved ones, sen-
sitive and trusted friends, and professional coun-
selors experienced in working with abortion issues.

See also: BIOETHICS; BLACK STORK; CHILDREN, MURDER OF;
INFANTICIDE; MORTALITY, CHILDBIRTH; MORTALITY,
INFANT
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ADVANCE DIRECTIVES

An advance directive is a statement that declares
what kind of lifesaving medical treatment a patient
wants after he or she has become incompetent or
unable to communicate to medical personnel.
Advance directives, which are recognized in every
state, are a response to the increasing ability of
physicians since the 1950s to delay death through
an array of medical technology, such as respirators,
feeding tubes, and artificial hydration. This ability
to prolong life has led to the need for doctors,
patients, and patients’ families to make decisions
as to whether such technology should be used,
especially in those situations when the patient is
either near death, comatose, or severely and
chronically ill.

Advance directives are an outgrowth of the
doctrine of “informed consent.” This doctrine,
established by the courts, holds that patients, and
not their physicians, are responsible for making
the final decision about what medical care they
want after being provided with complete and accu-
rate medical information. It represents a shift from
an earlier more paternalistic model of the doctor-
patient relationship in which the physician made
most medical decisions. The doctrine is based on
the principles of autonomy and self-determination,
which recognize the right of individuals to control
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their own bodies. An advance directive is a way of
recognizing this right prospectively by providing
instructions in advance on what the patient would
want after he or she is no longer able to commu-
nicate his or her decision.

Types of Advance Directives

There are two forms of advance directives: living
wills and health care powers of attorney. A living
will, so named because it takes effect while the
person is still alive, is a written statement express-
ing whether or not a person wants to accept life-
sustaining medical treatment and under what con-
ditions. For example, a living will may state that a
person wants a ventilator, but not a feeding tube,
in the event of an irreversible or terminal illness.
Many states also have Do Not Resuscitate laws, a
narrowly tailored type of living will, that allows
patients to indicate that they do not want car-
diopulmonary resuscitation if they suffer cardiac
arrest. These laws also protect health providers
from civil or criminal liability when honoring
advance directives.

A health care power of attorney, also known as
a durable power of attorney or a proxy, provides
for someone else, usually a family member or close
friend, to make decisions for the patient when he
or she is unable. It is broader than a living will
because it includes all medical decisions, not just
those pertaining to life-sustaining medical treat-
ment. It does not require that the person be termi-
nally ill or in a vegetative state before it is triggered.
However, unlike a living will, a proxy may not con-
tain specific instructions on a patient’s willingness
to accept certain life-sustaining treatment. Instead it
is left up to the appointed family member or close
friend to determine what the patient would want,
based on what the patient has said in the past or
the patient’s overall life philosophy. For this reason,
it is helpful to combine living wills and a power of
attorney in one document. Every state has laws that
provide for living wills, health care proxies, or
both. These laws are commonly referred to as Nat-
ural Death Acts.

Advance directives do not have to be in writ-
ing and can include oral statements made to fam-
ily, friends, and doctors before the patient became
unable to make a decision regarding his or her
medical care. Most states require that evidence

concerning these statements be clear and convinc-
ing. In other words, they should not be “casual
remarks” but “solemn pronouncements” that
specifically indicate what type of life-sustaining
treatments the patient wants, and under what con-
ditions. Because such statements are open to inter-
pretation, and past remarks may not be indicative
of what a patient presently wants, oral advance
directives are often not effective.

If a patient has failed to execute a living will or
health care proxy, many states provide for the des-
ignation of a surrogate decision maker (usually a
family member). However, the situations when a
surrogate may be appointed are limited. Depend-
ing upon the state, it may only apply when the
individual has a terminal illness or is permanently
unconscious, or to certain types of treatment, such
as cardiopulmonary resuscitation. The surrogate
must consider the wishes of the patient, if known,
and his or her religious views, values, and morals.

Advance directives may not apply in an emer-
gency situation, especially those that occur outside
of a hospital. Emergency medical services (EMS)
personnel are generally required to keep patients
alive. Some states allow EMS personnel not to
resuscitate patients who are certified as terminal
and have an identifier, such as a bracelet.

Although the law encourages people to com-
plete advance directives, most do not. It is esti-
mated that only between 10 to 20 percent of the
population have advance directives. There are sev-
eral reasons for this. Young people think that they
do not need one, even though the most well-
known cases involving the right to die—Karen Ann
Quinlan and Nancy Cruzan—involved young
women in their twenties in persistent vegetative
states. For old and young alike, bringing up the
issue with potential surrogates, such as family and
friends, can be uncomfortable and upsetting. Some
individuals, especially those from traditionally dis-
enfranchised populations such as the poor and
minority groups, may fear that an advance directive
would be used to limit other types of medical care.

Another primary reason why advance directives
are not completed is that oftentimes patients wait
for their physicians to broach the subject, rather
than initiating it themselves. In a 1991 Harvard
study four hundred outpatients of thirty primary
care physicians and 102 members of the general



public were interviewed to determine the per-
ceived barriers to executing an advance directive.
The most frequently cited reason for not complet-
ing an advance directive was the failure of physi-
cians to ask about it. There are several reasons why
physicians often do not initiate such discussions,
including a belief that such directives are unneces-
sary (especially for younger patients) and lack of
specific knowledge on how to draft one. Also,
insurance companies do not reimburse physicians
for their time spent discussing advance directives.

Limitations of Advance Directives

Even when advance directives are completed, they
may not be complied with. One reason is that they
may not be available when needed. In a self-
administered questionnaire distributed to 200 out-
patients in 1993, half of the patients who had exe-
cuted an advance directive kept the only copy
locked in a safe-deposit box. Hospitals may also
fail to include a copy of the patient’s advance
directive in his or her chart. Physicians may be
unaware of a patient’s advance directive even
when the document is placed in the patient’s chart.

Another obstacle to the implementation of
advance directives is that the documents them-
selves may contain ambiguities or terms open to
interpretation, making it difficult to apply. For
example, some living wills may simply state that
the patient does not want heroic medical measures
to be undertaken if the condition is terminal. But
the term “heroic measures” can mean different
things to different people. Artificial nutrition and
hydration may be considered heroic to some, but
not to others. Other living wills (and some state
laws) require that a patient be terminally ill before
it is activated. But physicians may disagree over the
definition of terminally ill; for some it means immi-
nent death and for others it means an irreversible
condition that will ultimately result in death. And
even a clearly written advance directive may no
longer represent a patient’s wishes as death
becomes imminent.

Health care proxies also have limitations. They
often contain no guidance for the appointed per-
son on the patient’s views toward life-sustaining
medical interventions. Decisions may therefore be
based on what the proxy wants and not the patient.
Because the proxy is usually a relative or close
friend, this person’s strong connections to the
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patient, and own feelings and beliefs, may influ-
ence the decisions made. This is especially true
when it comes to withholding certain controversial
treatments, such as a feeding tube. Figuring out
what the patient would want can also be difficult.
Past statements may not be indicative of present
desires because a grave illness can alter views held
when healthy.

Even when a patient’s preference is clear, as
expressed by the surrogate or within the document
itself, physicians may not always comply with the
patient’s wishes. One of the largest studies of clini-
cal practices at the end of life, the Study to Under-
stand Prognoses and Preferences for Outcomes and
Risks of Treatment (the Support study) involved
4,805 patients in advanced stages of serious ill-
nesses in five teaching hospitals located throughout
the United States. The study found that physicians
often ignore advance directives. This was true even
where, as in the Support study, efforts were made
to improve physician-patient communication on
end-of-life decisions. The reasons are several,
including unclear advance directives and pressure
exerted by family members to ignore directives.
Physicians may also fear that they may be sued for
withholding life supports, although no such law-
suits have ever been successful.

Advance directives also pose a direct challenge
to a physician’s medical judgment. While the pater-
nalistic model of the physician-patient relationship
has been supplanted by one based on shared deci-
sion making and informed consent, remnants of
the old model still remain. Physicians who see
their primary goal as saving lives may also be less
willing to yield to the patient’s judgment, especially
when it is difficult to predict with certainty whether
life supports will enhance the patient’s life or ren-
der dying more painful.

Improving Advance Directives

Attempts to address some of the deficiencies in
advance directives have taken several tracks. One
approach is to make advance directives more prac-
tical and easier to interpret and apply. One sugges-
tion is to include specific medical scenarios and
more detailed treatments (although too much speci-
ficity can leave out the present scenario). Partner-
ship for Caring, an advocacy group located in
Washington D.C., suggests including whether or not
artificial nutrition and hydration should be provided
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being that these types of treatment often create dis-
agreements. Another suggestion is to include a val-
ues history, a detailed rendition of the patient’s reli-
gious, spiritual, and moral beliefs, which can
provide guidance and clarification of the reasons
for not choosing life supports. Still another
approach recommended by the American Medical
Association is the inclusion of general treatment
goals, for example “restoring the ability to commu-
nicate,” that can be used to assess the appropriate-
ness of a given intervention.

Other approaches to increase compliance with
advance directives have focused on the behavior of
physicians. The medical profession has been criti-
cized for not adequately preparing physicians for
dealing with death. Professional medical groups,
such as the American Medical Association, have
become more involved in preparing physicians by
issuing guidelines and reports. A more extreme
approach is advocated by some who have pro-
posed imposing sanctions, either professional disci-
plinary action or penalties and fines, for ignoring an
advance directive. Although some state laws pro-
vide for such sanctions, they are rarely if ever
applied. Legal actions to recover monetary damages
from the physician or health care provider for ignor-
ing advance directives have also been initiated.

Other approaches include making the public
and medical providers more aware of advance
directives, and making them more accessible. A
1990 federal law, the Patient Self-Determination
Act, requires hospitals, health maintenance organ-
izations, and others that participate in Medicaid or
Medicare to tell patients their rights under state
laws to make end-of-life medical decisions. It also
requires that advance directives be maintained in
patients’ charts. An important public education
component of the law requires health care
providers to educate their staff and the public
about advance directives. Several states have tried
more experimental approaches, including allowing
advance directives to be displayed on driver’s
licenses and identification cards.

Advance directives are a relatively new phe-
nomenon in medical care, with the first laws pro-
viding for them passed in the latter part of the
twentieth century. Although there is widespread
public support, that support is often more theoret-
ical than practical. Changes in medical practices,

the public’s awareness, and the documents them-
selves have been proposed in order to encourage
their use.

See also: B1oETHICS; CRUZAN, NANCY; END-OF-LIFE
ISSUES; INFORMED CONSENT; LIVING WILL; NATURAL

DEATH AcTS; QUINLAN, KAREN ANN
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VICKI LENS

AFRICAN RELIGIONS

In the religions of Africa, life does not end with
death, but continues in another realm. The concepts
of “life” and “death” are not mutually exclusive con-
cepts, and there are no clear dividing lines between
them. Human existence is a dynamic process
involving the increase or decrease of “power” or
“life force,” of “living” and “dying,” and there are dif-
ferent levels of life and death. Many African lan-
guages express the fact that things are not going
well, such as when there is sickness, in the words
“we are living a little,” meaning that the level of life
is very low. The African religions scholar Placide
Tempels describes every misfortune that Africans
encounter as “a diminution of vital force.” Tllness
and death result from some outside agent, a person,
thing, or circumstance that weakens people because
the agent contains a greater life force. Death does
not alter or end the life or the personality of an indi-
vidual, but only causes a change in its conditions.
This is expressed in the concept of “ancestors,” peo-
ple who have died but who continue to “live” in the
community and communicate with their families.

This entry traces those ideas that are, or have
been, approximately similar across sub-Saharan
Africa. The concepts described within in many
cases have been altered in the twentieth century
through the widespread influence of Christianity
or Islam, and some of the customs relating to buri-
als are disappearing. Nevertheless, many religious
concepts and practices continue to persist.

The African Concept of Death

Death, although a dreaded event, is perceived as
the beginning of a person’s deeper relationship
with all of creation, the complementing of life and
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the beginning of the communication between the
visible and the invisible worlds. The goal of life is
to become an ancestor after death. This is why
every person who dies must be given a “correct”
funeral, supported by a number of religious cere-
monies. If this is not done, the dead person may
become a wandering ghost, unable to “live” prop-
erly after death and therefore a danger to those
who remain alive. It might be argued that “proper”
death rites are more a guarantee of protection for
the living than to secure a safe passage for the
dying. There is ambivalence about attitudes to the
recent dead, which fluctuate between love and
respect on the one hand and dread and despair on
the other, particularly because it is believed that
the dead have power over the living.

Many African peoples have a custom of remov-
ing a dead body through a hole in the wall of a
house, and not through the door. The reason for
this seems to be that this will make it difficult (or
even impossible) for the dead person to remember
the way back to the living, as the hole in the wall
is immediately closed. Sometimes the corpse is
removed feet first, symbolically pointing away
from the former place of residence. A zigzag path
may be taken to the burial site, or thorns strewn
along the way, or a barrier erected at the grave
itself because the dead are also believed to
strengthen the living. Many other peoples take spe-
cial pains to ensure that the dead are easily able to
return to their homes, and some people are even
buried under or next to their homes.

Many people believe that death is the loss of a
soul, or souls. Although there is recognition of the
difference between the physical person that is
buried and the nonphysical person who lives on,
this must not be confused with a Western dualism
that separates “physical” from “spiritual.” When a
person dies, there is not some “part” of that person
that lives on—it is the whole person who continues
to live in the spirit world, receiving a new body
identical to the earthly body, but with enhanced
powers to move about as an ancestor. The death of
children is regarded as a particularly grievous evil
event, and many peoples give special names to
their children to try to ward off the reoccurrence of
untimely death.

There are many different ideas about the
“place” the departed go to, a “land” which in most
cases seems to be a replica of this world. For some
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it is under the earth, in groves, near or in the
homes of earthly families, or on the other side of a
deep river. In most cases it is an extension of what
is known at present, although for some peoples it
is a much better place without pain or hunger. The
Kenyan scholar John Mbiti writes that a belief in
the continuation of life after death for African peo-
ples “does not constitute a hope for a future and
better life. To live here and now is the most impor-
tant concern of African religious activities and
beliefs. . . . Even life in the hereafter is conceived
in materialistic and physical terms. There is neither
paradise to be hoped for nor hell to be feared in
the hereafter” (Mbiti 1969, pp. 4-5).

The African Concept of the Afterlife

Nearly all African peoples have a belief in a singu-
lar supreme being, the creator of the earth.
Although the dead are believed to be somehow
nearer to the supreme being than the living, the
original state of bliss in the distant past expressed
in creation myths is not restored in the afterlife.
The separation between the supreme being and
humankind remains unavoidable and natural in the
place of the departed, even though the dead are
able to rest there and be safe. Most African peoples
believe that rewards and punishments come to
people in this life and not in the hereafter. In the
land of the departed, what happens there happens
automatically, irrespective of a person’s earthly
behavior, provided the correct burial rites have
been observed. But if a person is a wizard, a mur-
derer, a thief, one who has broken the community
code or taboos, or one who has had an unnatural
death or an improper burial, then such a person
may be doomed to punishment in the afterlife as a
wandering ghost, and may be beaten and expelled
by the ancestors or subjected to a period of torture
according to the seriousness of their misdeeds,
much like the Catholic concept of purgatory.
Among many African peoples is the widespread
belief that witches and sorcerers are not admitted
to the spirit world, and therefore they are refused
proper burial—sometimes their bodies are sub-
jected to actions that would make such burial
impossible, such as burning, chopping up, and
feeding them to hyenas. Among the Africans, to be
cut off from the community of the ancestors in
death is the nearest equivalent of hell.

The concept of reincarnation is found among
many peoples. Reincarnation refers to the soul of a

dead person being reborn in the body of another.
There is a close relationship between birth and
death. African beliefs in reincarnation differ from
those of major Asian religions (especially Hin-
duism) in a number of important ways. Hinduism is
“world-renouncing,” conceiving of a cycle of
rebirth in a world of suffering and illusion from
which people wish to escape—only by great
effort—and there is a system of rewards and pun-
ishments whereby one is reborn into a higher or
lower station in life (from whence the caste system
arose). These ideas that view reincarnation as
something to be feared and avoided are completely
lacking in African religions. Instead, Africans are
“world-affirming,” and welcome reincarnation. The
world is a light, warm, and living place to which
the dead are only too glad to return from the dark-
ness and coldness of the grave. The dead return to
their communities, except for those unfortunate
ones previously mentioned, and there are no limits
set to the number of possible reincarnations—an
ancestor may be reincarnated in more than one
person at a time. Some African myths say that the
number of souls and bodies is limited. It is impor-
tant for Africans to discover which ancestor is
reborn in a child, for this is a reason for deep
thankfulness. The destiny of a community is ful-
filled through both successive and simultaneous
multiple reincarnations.

Transmigration (also called metempsychosis)
denotes the changing of a person into an animal.
The most common form of this idea relates to a
witch or sorcerer who is believed to be able to
transform into an animal in order to perform evil
deeds. Africans also believe that people may
inhabit particular animals after death, especially
snakes, which are treated with great respect. Some
African rulers reappear as lions. Some peoples
believe that the dead will reappear in the form of
the totem animal of that ethnic group, and these
totems are fearsome (such as lions, leopards, or
crocodiles). They symbolize the terrible punish-
ments the dead can inflict if the moral values of the
community are not upheld.

Burial and Mourning Customs

Death in African religions is one of the last transi-
tional stages of life requiring passage rites, and this
too takes a long time to complete. The deceased
must be “detached” from the living and make as
smooth a transition to the next life as possible



In the village of Eshowe in the KwaZulu-Natal Province in
South Africa, a Zulu Isangoma (diviner), with a puff
adder in bhis mouth, practices soothsaying, or predicting,

with snakes. It is impossible to generalize about concepts
in African religions because they are ethno-religions,
being determined by each ethnic group in the continent.
GALLO IMAGES/CORBIS

because the journey to the world of the dead has
many interruptions. If the correct funeral rites are
not observed, the deceased may come back to
trouble the living relatives. Usually an animal is
killed in ritual, although this also serves the practi-
cal purpose of providing food for the many guests.
Personal belongings are often buried with the
deceased to assist in the journey. Various other rit-
uals follow the funeral itself. Some kill an ox at the
burial to accompany the deceased. Others kill
another animal some time after the funeral (three
months to two years and even longer is the period
observed). The Nguni in southern Africa call the
slaying of the ox “the returning ox,” because the
beast accompanies the deceased back home to his
or her family and enables the deceased to act as a
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protecting ancestor. The “home bringing” rite is a
common African ceremony. Only when a deceased
person’s surviving relatives have gone, and there is
no one left to remember him or her, can the person
be said to have really “died.” At that point the
deceased passes into the “graveyard” of time, los-
ing individuality and becoming one of the
unknown multitude of immortals.

Many African burial rites begin with the send-
ing away of the departed with a request that they
do not bring trouble to the living, and they end
with a plea for the strengthening of life on the
earth and all that favors it. According to the Tan-
zanian theologian Laurenti Magesa, funeral rites
simultaneously mourn for the dead and celebrate
life in all its abundance. Funerals are a time for the
community to be in solidarity and to regain its
identity. In some communities this may include
dancing and merriment for all but the immediate
family, thus limiting or even denying the destruc-
tive powers of death and providing the deceased
with “light feet” for the journey to the other world.

Ancient customs are adapted in many South
African urban funerals. When someone has died in
a house, all the windows are smeared with ash, all
pictures in the house turned around and all mirrors
and televisions and any other reflective objects cov-
ered. The beds are removed from the deceased’s
room, and the bereaved women sit on the floor,
usually on a mattress. During the time preceding
the funeral—usually from seven to thirteen days—
visits are paid by people in the community to com-
fort the bereaved family. In the case of Christians,
consolatory services are held at the bereaved home.
The day before the funeral the corpse is brought
home before sunset and placed in the bedroom. A
night vigil then takes place, often lasting until the
morning. The night vigil is a time for pastoral care,
to comfort and encourage the bereaved. A ritual
killing is sometimes made for the ancestors, as it is
believed that blood must be shed at this time to
avoid further misfortune. Some peoples use the
hide of the slaughtered beast to cover the corpse or
place it on top of the coffin as a “blanket” for the
deceased. Traditionally, the funeral takes place in
the early morning (often before sunrise) and not
late in the afternoon, as it is believed that sorcerers
move around in the afternoons looking for corpses
to use for their evil purposes. Because sorcerers are
asleep in the early morning, this is a good time to
bury the dead.
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In some communities children and unmarried
adults are not allowed to attend the funeral. During
the burial itself the immediate family of the
deceased is expected to stay together on one side
of the grave at a designated place. They are forbid-
den from speaking or taking any vocal part in the
funeral. It is customary to place the deceased’s per-
sonal property, including eating utensils, walking
sticks, blankets, and other useful items, in the
grave. After the funeral the people are invited to the
deceased’s home for the funeral meal. Many people
follow a cleansing ritual at the gate of the house,
where everyone must wash off the dust of the
graveyard before entering the house. Sometimes
pieces of cut aloe are placed in the water, and this
water is believed to remove bad luck. Churches
that use “holy water” sprinkle people to cleanse
them from impurity at this time.

In southern Africa the period of strict mourning
usually continues for at least a week after the
funeral. During this time the bereaved stay at home
and do not socialize or have sexual contact. Some
wear black clothes or black cloths fastened to their
clothes, and shave their hair (including facial hair)
from the day after the funeral. Because life is con-
centrated in the hair, shaving the hair symbolizes
death, and its growing again indicates the strength-
ening of life. People in physical contact with a
corpse are often regarded as unclean. The things
belonging to the deceased should not be used at
this time, such as the eating utensils or the chairs
the deceased used. Blankets and anything else in
contact with the deceased are all washed. The
clothes of the deceased are wrapped up in a bun-
dle and put away for a year or until the extended
period of mourning has ended, after which they are
distributed to family members or destroyed by
burning. After a certain period of time the house
and the family must be cleansed from bad luck,
from uncleanness and “darkness.” The bereaved
family members are washed and a ritual killing
takes place. The time of the cleansing is usually
seven days after the funeral, but some observe a
month or even longer. Traditionally, a widow had
to remain in mourning for a year after her hus-
band’s death and the children of a deceased parent
were in mourning for three months.

A practice that seems to be disappearing in
African urban areas is the home-bringing ritual,
although it is still observed in some parts of Africa.
A month or two after the funeral the grieving family

slaughters a beast and then goes to the graveyard.
They speak to the ancestors to allow the deceased
to return home to rest. It is believed that at the
graves the spirits are hovering on the earth and are
restless until they are brought home—an extremely
dangerous situation for the family. The family mem-
bers take some of the earth covering the grave and
put it in a bottle. They proceed home with the
assurance that the deceased relative is accompany-
ing them to look after the family as an ancestor.
Some Christian churches have a night vigil at the
home after the home-bringing. The theologian
Marthinus Daneel describes the ceremony in some
Zimbabwean churches, where the living believers
escort the spirit of the deceased relative to heaven
through their prayers, after which a mediating role
can be attained. The emphasis is on the transfor-
mation of the traditional rite, while providing for the
consolation of the bereaved family. This example
shows how these churches try to eliminate an old
practice without neglecting the traditionally con-
ceived need that it has served.

These burial and mourning customs suggest
that many practices still prevailing in African Chris-
tian funerals are vestiges of the ancestor cult, espe-
cially the ritual killings and the home-bringing rites.
Because a funeral is preeminently a community
affair in which the church is but one of many play-
ers, the church does not always determine the form
of the funeral. Some of the indigenous rites have
indeed been transformed and given Christian
meanings, to which both Christians and those with
traditional orientation can relate. Sometimes there
are signs of confrontation and the changing and
discontinuance of old customs to such an extent
that they are no longer recognizable in that context.

African funerals are community affairs in which
the whole community feels the grief of the
bereaved and shares in it. The purpose of the activ-
ities preceding the funeral is to comfort, encourage,
and heal those who are hurting. Thereafter, the
churches see to it that the bereaved make the tran-
sition back to normal life as smoothly and as
quickly as possible. This transition during the
mourning period is sometimes accompanied by
cleansing rituals by which the bereaved are assured
of their acceptance and protection by God. Because
the dominance of Christianity and Islam in Africa
has resulted in the rejection of certain mourning
customs, the funeral becomes an opportunity to
declare faith.
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ALLAN ANDERSON

AFTERLIFE IN CROSS-
CULTURAL PERSPECTIVE

The fear of death and the belief in life after death
are universal phenomena. Social scientists have
long been interested in the questions of how the
similarities and the differences in the views of
afterlife and the social reactions to death of differ-
ent cultures be explained, and the systematic order
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that can be found in these similarities and differ-
ences. This entry attempts to shed light on a few
anthropological, sociological aspects of the organ-
ization and distribution of these ideas in connec-
tion with the afterlife.

Death As Empirical Taboo
and the Consequent Ambivalence

Human consciousness cannot access one’s own
death as an inner experience. In other words,
death is an ineluctable personal experience, which
remains outside of an individual’s self-reflection
throughout his or her entire life.

However, during their lives humans might be
witnesses to several deaths, for the quest of the
survivors after the substance of death follows the
same Baumanian “cognitive scheme” as when they
think about the substance of their own mortality.
“Whenever we ‘imagine’ ourselves as dead, we are
irremovably present in the picture as those who do
the imagining: our living consciousness looks at
our dead bodies” (Bauman 1992, p. 15) or, in the
case of someone else’s death, the agonizing body
of “the other.”

Therefore, when speaking about the cognitive
ambivalence of death, this entry refers to the simul-
taneous presence of (1) the feeling of uncertainty
emerging from the above-mentioned empirical
taboo character of death, and (2) the knowledge of
its ineluctability. This constellation normally con-
stitutes a powerful source of anxiety.

It is obvious that a number of other situations
can also lead to anxieties that, at first sight, are
very similar to the one emerging from the cognitive
ambivalence of death. However, while such expe-
riences can often be avoided, and while people
normally have preceding experiences about their
nature, by projecting these people might decrease
their anxiety. The exceptionally dramatic character
of the cognitive ambivalence of death emerges
both from its harsh ineluctability, and from the fact
that people have to completely renounce any pre-
ceding knowledge offered by self-reflection.

The Concept of Death As a Social Product

In order to locate the problem of death in the social
construction of reality in a more or less reassuring
way, and thus effectively abate the anxiety emerg-
ing from the cognitive ambivalence of death, every
culture is bound to attribute to it some meaning.
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This meaning, accessible and perceivable by human
individuals, involves constructing a unique concept
of death and afterlife. Naturally, there is great dif-
ference in the intensity of the necessity of meaning
attribution to death between different cultures. The
construction of a death concept (partially) alleviates
the empirical taboo of death, and makes it mean-
ingful. This “slice” of knowledge as an ideology, as
a “symbolic superstructure” settles on the physio-
logical process of death, covering, reconceptualiz-
ing, and substituting it with its own meanings
(Bloch 1982, p. 227).

The mnecessity of anthropomorphizing. It can
hardly be argued that more or less the whole
process of the construction of knowledge on the
nature of death is permeated by the epistemologi-
cal imperative of anthropomorphizing. The essence
of this mechanism, necessarily resulting from death
as an empirical taboo, is that individuals essentially
perceive death and afterlife on the pattern of their
life in this world, by the projection of their anthro-
pomorphic categories and relations.

The significance of anthropomorphizing was
emphasized at the beginning of the twentieth cen-
tury by a number of scholars. As Robert Hertz
claims, “Once the individual has surmounted death,
he will not simply return to the life he has left . . .
He is reunited with those who, like himself and
those before him, have left this world and gone to
the ancestors. He enters this mythical society of
souls which each society constructs in its own
image” (Hertz 1960, p. 79). Arnold van Gennep
argues, “The most widespread idea is that of a
world analogous to ours, but more pleasant, and of
a society organized in the same way as it is here”
(van Gennep 1960, p. 152).

Anthropomorphizing the ideas concerning the
other world, in other words “their secularization,”
is present in all religious teachings with greater or
less intensity. It can also be found in systems of
folk beliefs that are not in close connection to
churches or religious scholars. It is an obviously
anthropomorphic feature of the Hungarian peasant
system of folk beliefs that is far from being inde-
pendent from Christian thinking. According to the
members of the Hungarian peasant communities,
for example, the surviving substance generally
crosses a bridge over a river or a sea in order to
reach the other world. Before crossing, the soul
has to pay a toll. Tt is also an anthropomorphic

image from the same cultural sphere that on the
night of the vigil the departing soul may be fed
with the steam of the food placed on the win-
dowsill of the death house, and can be clad by
clothes handed down to the needy as charity.
Anthropomorphic explanation is attributed to the
widespread practice of placing the favorite belong-
ings of the deceased in the tomb. These items are
usually placed by the body because the deceased
is supposed to be in need of them in the afterlife.

The need to rationalize the death concept. In
most cases images concerning the other world take
an institutionalized form, that is their definition,
canonization, and spreading is considerably influ-
enced by certain social institutions—generally by a
church or an authorized religious scholar.

While constructing the reality enwrapping
death, the assertions of these social institutions
draw their legitimacy from two basic sources. The
first is the anthropomorphic character of their
death concept, namely that this concept promises
the fulfillment of the people’s natural desire for a
more or less unbroken continuation of existence,
which almost equals to an entire withdrawal of
death as a metamorphose. The second is the
worldly influence these social institutions, com-
prising mostly the control of the process and social
spaces of socialization, which lays at the basis of
the normative efficiency of these social institutions,
and which thus endows the beliefs distributed by
them with the appearance of reality and legitimacy.

A key duty of those constructing the death
concept is, therefore, to create a feeling of proba-
bility and validity of this slice of knowledge, and to
provide the continuous maintenance of the same.
This can be fulfilled on the one hand by the repro-
duction of the normative competence laying at the
basis of the legitimacy, and on the other hand by
the “rationalization” or “harmonization” of the
death concept—that is, by the assimilation of its
elements to (1) the extension and certain meta-
morphoses of the normative competence; (2) the
biological dimension of death; and (3) other sig-
nificant social and cultural changes.

The necessity of the harmonization of some of
the changes of normative competence with the
death concept is well exemplified by the twentieth-
century eschatological, ceremonial, and moral
Christian sanctions against suicides. In the back-
ground of this change can be found both the



decomposition of the (at least European) hege-
mony of Christian readings of reality, the pluraliza-
tion of religiosity at the end of the millennium, and
the exacerbation of the “open market competition”
for the faithful, as well as the modification of the
social judgement or representation on the “self-
determination of life” (Berger 1967, pp. 138-143).

On the other hand, the social institution respon-
sible for constructing and controlling death concepts
can never lose sight of the biological aspect of life,
which obviously sets limits to their reality-
constructing activity: They are bound to continu-
ously maintain the fragile harmony between the
physiological dimension of mortality and the ideol-
ogy “based on it,” and to eliminate the discompos-
ing elements (Bloch and Parry 1982, p. 42). The
same concept is emphasized by Robert Hertz based
on Melanesian observations:

. . the dead rise again and take up the
thread of their interrupted life. But in real
life one just has to accept irrevocable fact.
However strong their desire, men dare not
hope for themselves ‘a death like that of
the moon or the sun, which plunge into
the darkness of Hades, to rise again in the
morning, endowed with new strength.’
The funeral rites cannot entirely nullify the
work of death: Those who have been
struck by it will return to life, but it will be
in another world or as other species.
(Hertz 1960, p. 74)

The aforementioned thoughts on the harmo-
nizing of the physiological dimensions of death
and the death concept can be clarified by a con-
crete element of custom taken from the European
peasant culture. It is a well-known phenomenon in
most cultures that the survivors strive to “blur” the
difference between the conditions of the living and
the dead, thus trying to alleviate the dramatic
nature of death. It is the most practically and easily
done if they endow the corpse with a number of
features that only belong to the living. However,
the psychological process induced by death obvi-
ously restrains these attempts. The custom of feed-
ing the returning soul, which was present in a part
of the European peasant cultures until the end of
the twentieth century, provides a great example.
The majority of the scholarship discussing this con-
cept is about symbolic forms of eating/feeding
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(that is, the returning soul feeds on the steam of
food; the food saved for the dead during the feast
or given to a beggar appear on the deceased per-
son’s table in the afterlife). Texts only occasionally
mention that the dead person takes the food as the
living would do. If the returning soul was sup-
posed to eat in the same manner as the living, it
would have to be endowed with features whose
reality is mostly and obviously negated by experi-
ence (according to most reports the prepared food
remains untouched), thus they would surely evoke
suspect concerning the validity and probability of
the beliefs. The soul must be fed in a primarily
symbolic way because the worldly concept of eat-
ing needs to be adjusted to the physiological
changes induced by death as well, so that it would
also seem real and authentic for the living.

Finally, the social institution controlling the
maintenance of the death concept has to harmo-
nize its notions about the substance of death con-
tinuously with other significant slices of reality as
well, namely, with some changes of society and
culture. Consider the debates on reanimation and
euthanasia in the second half of the twentieth cen-
tury. These debates constrained the Christian pas-
toral power to create its own standpoints, and to
partly rewrite some details of the Christian concept
of death such as other-worldly punishments of the
suicides.

These examples demonstrate that the complete
freedom of the attribution of meaning in the con-
struction of death concept is a mere illusion. This
freedom is significantly limited by the fact that these
beliefs are social products; in other words, that the
factors indispensable to the successful social process
of reality construction—to make a belief a solid and
valid reading of the reality for the “newcomers in
socialization”—are generally fairly limited.
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PETER BERTA

AIDS

In June 1981 scientists published the first report of
a mysterious and fatal illness that initially appeared
to affect only homosexual men. Subsequent early
reports speculated that this illness resulted from
homosexual men’s sexual activity and, possibly,
recreational drug use. In the months that followed,
however, this same illness was diagnosed in new-
borns, children, men, and women, a pattern
strongly suggesting a blood-borne infection as the
cause of the observed illness. The illness was ini-
tially identified by several terms (e.g., “gay bowel
syndrome,” “lymphadenopathy virus (LAV),” and
AIDS-associated retrovirus (ARV), but by 1982 this
disease came to be known as acquired immune
deficiency syndrome (AIDS) because of the impact
of the infectious agent, human immunodeficiency
virus (HIV), on an infected person’s immune sys-
tem. Since about 1995 the term HIV disease has
been used to describe the condition of HIV-
infected persons from the point of early infection
through the development of AIDS.

Over the next two decades AIDS became one
of the leading causes of death in the United States
and in other parts of the world, particularly in per-
sons younger than forty-five years of age. Since
the 1990s in the United States AIDS has come to be
viewed as an “equal opportunity” disease, because
it affects persons of all colors, class, and sexual ori-
entation. Despite the evolution of major treatment
advances for HIV infection and AIDS, HIV disease

has been the cause of death for about 450,000 per-
sons living in the United States since the onset of
the epidemic. In addition, an estimated 800,000 to
900,000 Americans are infected with the virus that
causes AIDS—and perhaps as many as 300,000 are
unaware of their infection. Better treatments for
HIV infection have resulted in a reduction in the
number of deaths from AIDS and an increase in
the number of persons living with HIV infection.

The cause of AIDS was identified in 1983 by
the French researcher Luc Montagnier as a type of
virus known as a “retrovirus.” This newly identified
retrovirus was eventually called “human immun-
odeficiency virus,” or HIV. Scientists have estab-
lished HIV as the cause of AIDS, even though a
small group of individuals have questioned the
link between HIV and AIDS. An HIV-infected per-
son who meets specific diagnostic criteria (i.e., has
one or more of the twenty-five AIDS-defining con-
ditions indicative of severe immunosuppression
and/or a seriously compromised immune system)
is said to have AIDS, the end stage of a continuous
pathogenic process. Multiple factors influence the
health and functioning of HIV-infected persons.
For example, some persons who meet the diag-
nostic criteria for AIDS may feel well and function
normally, while other HIV-infected persons who
do not meet the diagnostic criteria for AIDS may
not feel well and have reduced functioning in one
or more areas of their lives.

While drugs are now available to treat HIV
infection or specific HIV-related conditions, these
treatments are expensive and unobtainable to most
of the world’s infected individuals, the vast majority
of whom live in poor, developing nations. Thus the
most important and effective treatment for HIV dis-
ease is prevention of infection. Preventive meas-
ures are challenging because sexual and drug use
behaviors are difficult to change; certain cultural
beliefs that influence the potential acquisition of
infection are not easily modified; many persons at
highest risk lack access to risk-reduction education;
and many persons (especially the young) deny
their vulnerability to infection and engage in behav-
iors that place them at risk of infection.

An individual may be infected with HIV for ten
years or more without symptoms of infection. Dur-
ing this period, however, the immune system of
the untreated person deteriorates, increasing his or



her risk of acquiring “opportunistic” infections and
developing certain malignancies. While HIV dis-
ease is still considered a fatal condition, the devel-
opment in the 1990s of antiretroviral drugs and
other drugs to treat opportunistic infections lead
many infected individuals to hope that they can
manage their disease for an extended period of
time. Unfortunately, the view that HIV disease is a
“chronic” and “manageable” condition (as opposed
to the reality that it is a fatal condition) may lead
persons to engage in behaviors that place them at
risk of infection. In the United States, for example,
epidemiologists have noted an upswing in the
number of HIV infections in young homosexual
men who, these experts believe, engage in risky
behaviors because HIV disease has become less
threatening to them. These individuals are one
generation removed from the homosexual men of
the 1980s who saw dozens of their friends,
coworkers, and neighbors die from AIDS and thus
may not have experienced the pain and grief of the
epidemic’s first wave.

Origin of HIV

The origin of the human immunodeficiency virus
has interested scientists since the onset of the epi-
demic because tracing its history may provide
clues about its effects on other animal hosts and on
disease treatment and control. While HIV infection
was first identified in homosexual men in the
United States, scientists have learned from studies
of stored blood samples that the infection
was present in human hosts years—and perhaps
decades—before 1981. However, because the
number of infected individuals was small and the
virus was undetectable prior to 1981, a pattern of
disease went unrecognized. HIV disease may have
been widespread, but unrecognized, in Africa
before 1981.

While a number of theories, including contro-
versial conspiracy theories, have been proposed to
explain the origin of HIV and AIDS, strong scien-
tific evidence supports the view that HIV repre-
sents a cross-species (zoonosis) infection evolving
from a simian (chimpanzee) virus in Southwest
Africa between 1915 and 1941. How this cross-
species shift occurred is unclear and a topic of con-
siderable debate. Such an infectious agent, while
harmless in its natural host, can be highly lethal to
its new host.

AIDS

Epidemiology of HIV Disease

Because HIV has spread to every country of the
world, it is considered a pandemic. By the end of
2001 an estimated 65 million persons worldwide
had been infected with HIV and of these, 25 mil-
lion had died. An estimated 14,000 persons world-
wide are infected every day. Most (95%) of the
world’s new AIDS cases are in underdeveloped
countries. About 70 percent of HIV-infected per-
sons live in sub-Saharan Africa. Globally 1 in 100
people are infected with HIV. The effects of HIV
disease on the development of the world have
been devastating. Millions of children in develop-
ing nations are infected and orphaned. The
economies of some developing nations are in dan-
ger of collapse; and some nations risk political
instability because of the epidemic.

Over the past decade an estimated 40,000 per-
sons living in the United States have become
infected with HIV every year, a figure that has
remained relatively stable. Between 1981 and 2000
more than 774,000 cases of AIDS were reported to
the Centers for Disease Control and Prevention
(CDO). Of these cases, more than 82 percent were
among males thirteen years and older, while more
than 16 percent were among females thirteen years
and older. Less than 2 percent of AIDS cases were
among children younger than thirteen years of age.
More than 430,000 persons living in the United
States had died from AIDS by the end of 1999. The
annual number of deaths among persons with
AIDS has been decreasing because of early diag-
nosis and improved treatments for opportunistic
infections and HIV infection.

The epidemiologic patterns of HIV disease
have changed significantly since the onset of the
epidemic. In 1985, for example, 65 percent of new
AIDS cases were detected among men who have
sex with other men (MSM). Since 1998 only about
42 percent of new AIDS cases have been detected
among MSM, although the rate of new infections in
this group remains high. Increasing numbers of
new AIDS cases are attributed to heterosexual con-
tact (but still only about 11 percent of the cumula-
tive AIDS cases) and among injection drug users
(about 25 percent of cumulative AIDS cases). In
2002 women, who are primarily infected through
heterosexual contact or injection drug use, account
for about 30 percent of all new HIV infections, a
dramatic shift in the United States since 1981. In
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developing parts of the world men and women are
infected in equal numbers.

In the United States new HIV infections and
AIDS disproportionately affect minority popula-
tions and the poor. Over half (54%) of new HIV
infections occur among African Americans, who
represent less than 15 percent of the population.
Hispanics are disproportionately affected as well.
African-American women account for 64 percent
(Hispanic women, 18%) of new HIV infections
among women. African-American men account for
about half of new HIV infections among men, with
about equal numbers (18%) of new infections in
white and Hispanic men. HIV infections in infants
have been dramatically reduced because of the use
of antiretroviral drugs by HIV-infected women who
are pregnant.

HIV Disease: The Basics

There are two major types of human immunodefi-
ciency virus: HIV-1 and HIV-2. HIV-1 is associated
with most HIV infections worldwide except in
West Africa, where HIV-2 is prevalent. Both types
of viruses may be detected through available test-
ing procedures. HIV is a retrovirus and member of
a family of viruses known as lentiviruses, or “slow”
viruses. These viruses typically have a long interval
between initial infection and the onset of serious
symptoms. Lentiviruses frequently infect cells of
the immune system. Like all viruses, HIV can repli-
cate only inside cells, taking over the cell’s machin-
ery to reproduce. HIV, once inside a cell, uses an
enzyme called reverse transcriptase to convert
ribonucleic acid (RNA) into deoxyribonucleic acid
(DNA), which is incorporated into the host cell’s
genes. The steps in HIV replication include:
(1) attachment and entry; (2) reverse transcription
and DNA synthesis; (3) transport to nucleus;
(4) integration; (5) viral transcription; (6) viral pro-
tein synthesis; (7) assembly and budding of virus;
(8) release of virus; and (9) maturation. In addition
to rapid replication, HIV reverse transcriptase
enzyme makes many mistakes while making DNA
copies from HIV RNA, resulting in multiple variants
of HIV in an individual. These variants may escape
destruction by antibodies or killer T cells during
replication.

The immune system is complex, with many
types of defenses against infections. Some parts of

this system have key coordinating roles in mobiliz-
ing these defenses. One such key is the CD4+
T-lymphocyte (also known as CD4+T cell and
T-helper cell), a type of lymphocyte that pro-
duces chemical “messengers.” These messengers
strengthen the body’s immune response to infec-
tious organisms. The cell most markedly influenced
by HIV infection is the CD4+T-lymphocyte. Over
time HIV destroys these CD4+T cells, thus impair-
ing the immune response of people with HIV dis-
ease and making them more susceptible to second-
ary infections and some types of malignant tumors.

If HIV infection progresses untreated, the HIV-
infected person’s number of CD4+T-lymphocytes
declines. Therefore, early in the course of HIV dis-
ease the risk for developing opportunistic infec-
tions is low because the CD4+T-lymphocytes may
be nearly normal or at least adequate to provide
protection against pathogenic organisms; however,
in untreated individuals the risk of infection
increases as the number of CD4+ cells falls. The
rate of decline of CD4+T lymphocyte numbers is
an important predictor of HIV-disease progression.
People with high levels of HIV in their bloodstream
are more likely to develop new AIDS-related symp-
toms or die than individuals with lower levels of
virus. Thus early detection and treatment of HIV
infection and routine use of blood tests to measure
viral load are critical in treating HIV infection. HIV
may also directly infect other body cells (e.g., those
of the brain and gastrointestinal tract), resulting in
a range of clinical conditions. When cells at these
sites are infected with HIV, such problems as
dementia and diarrhea may result; thus even if
HIV-infected persons do not develop an oppor-
tunistic infection or malignancy, they may experi-
ence a spectrum of other clinical problems that
require medical treatment or interfere with their
quality of life.

How Is HIV Spread?

The major known ways by which HIV infection is
spread are: (1) intimate sexual contact with an
HIV-infected person; (2) exposure to contaminated
blood or blood products either by direct inocula-
tion, sharing of drug apparatus, transfusion, or
other method; and (3) passage of the virus from an
infected mother to her fetus or newborn in utero,
during labor and delivery, or in the early newborn
(including through breast-feeding). Some health



care workers have become occupationally infected
with HIV, but these numbers are small in light of
the millions of contacts between health care work-
ers and persons with HIV infection. Most occupa-
tionally acquired HIV infections in such workers
have occurred when established “universal pre-
cautions” have not been followed.

HIV-infected blood, semen, vaginal fluid,
breast milk, and other bodily fluids containing
blood have been proven to have the potential to
transmit HIV. While HIV has been isolated from
other cells and tissues, the importance of these
bodily fluids in transmission is not entirely clear.
Health care workers may come into contact with
other bodily fluids that can potentially transmit
HIV. While HIV has been transmitted between
members in a household setting, such transmission
is extremely rare. There are no reports of HIV
being transmitted by insects; by nonsexual bodily
contact (e.g., handshaking); through closed mouth
or social kissing; or by contact with saliva, tears, or
sweat. One cannot be HIV-infected by donating
blood. Transfusion of blood products can pose a
risk of infection, but the risk is low in the United
States, where all such products are carefully tested.

Several factors (called “cofactors”) may play a
role in the acquisition of HIV infection, influence
its transmission, affect development of clinical
signs and symptoms, and influence disease pro-
gression. Cofactors that have been mentioned in
scientific literature include anal receptive sex
resulting in repeated exposure to absorbed semen;
coexistence of other infections (e.g., syphilis, hep-
atitis B); injection and recreational drug use; use of
immunosupressant drugs (e.g., cocaine, alcohol, or
amyl/butyl nitrites); douching or enemas before
sexual intercourse; malnutrition; stress; age at time
of seroconversion; genetic susceptibility; multiple
sexual partners; and presence of genital ulcers.

Preventing HIV Infection

HIV infection is almost 100 percent preventable.
HIV infection may be prevented by adhering to
the following measures:

e engaging in one-partner sex where both par-
ticipants are HIV-negative and are maintain-
ing a sexual relationship that only involves
those two participants;
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e using latex or polyurethane condoms prop-
erly every time during sexual intercourse,
including oral sex;

e not sharing needles and syringes used to
inject drugs or for tattooing or body piercing;

e not sharing razors or toothbrushes;

e being tested for HIV if one is pregnant or
considering pregnancy;

e prohibiting oneself from breast-feeding if
HIV-positive; and

e calling the CDC National AIDS Hotline at
1-800-342-AIDS (2437) for more information
about AIDS prevention and treatment (or by
contacting www.cdc.gov/hiv to access the
CDC Division of HIV/AIDS for information).

What Happens after Infection with HIV?

Following infection with HIV the virus infects a
large number of CD4+ cells, replicating and spread-
ing widely, and producing an increase in viral bur-
den in blood. During this acute stage of infection,
which usually occurs within the first few weeks
after contact with the virus, viral particles spread
throughout the body, seeding various organs, par-
ticularly the lymphoid organs (Iymph nodes,
spleen, tonsils, and adenoids). In addition, the
number of CD4+ T cells in the bloodstream de-
creases by 20 to 40 percent. Infected persons may
also lose HIV-specific CD4+ T cell responses that
normally slow the replication of viruses in this early
stage. Within a month of exposure to HIV the
infected individual’s immune system fights back
with killer T cells (CD8+ T cells) and B-cell anti-
bodies that reduce HIV levels, allowing for a
rebound of CD4+ T cells to 80 to 90 percent of
their original level. The HIV-infected person may
then remain free of HIV-related symptoms for years
while HIV continues to replicate in the lymphoid
organs seeded during the acute phase of infection.
Also at this point many infected persons experi-
ence an illness (called “primary” or “acute” infec-
tion) that mimics mononucleosis or flu and usually
lasts two to three weeks.

In untreated HIV-infected persons, the length
of time for progression to disease varies widely.
Most (80 to 90 percent) HIV-infected persons
develop AIDS within ten years of initial infection;
another 5 to 10 percent of infected persons
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progress to AIDS within two to three years of HIV
infection; about 5 percent are generally asympto-
matic for seven to ten years following infection
and have no decline in CD4+T lymphocyte counts.
Efforts have been made to understand those fac-
tors that affect disease progression, including viral
characteristics and genetic factors. Scientists are
also keenly interested in those individuals who
have repeated exposures to HIV (and may have
been acutely infected at some point) but show no
clinical evidence of chronic HIV infection.

Testing and Counseling

Testing for HIV infection has complex social, ethi-
cal, legal, and health implications. HIV testing is
done for several reasons: to identify HIV-infected
persons who may benefit from early medical inter-
vention,; to identify HIV-negative persons who may
benefit from risk reduction counseling; to provide
for epidemiological monitoring; to engage in pub-
lic health planning. Individuals who seek HIV
testing expect that test results will remain confi-
dential, although this cannot be entirely guaran-
teed. Anonymous testing is widely available and
provides an additional measure of confidentiality.

HIV testing has been recommended for those
who consider themselves at risk of HIV disease,
including:

e women of childbearing age at risk of
infection;

e persons attending clinics for sexually trans-
mitted disease and drug abuse;

e spouses and sex- or needle-sharing partners
of injection drug users;

e women seeking family planning services;
e persons with tuberculosis;

e individuals who received blood products
between 1977 and mid-1995; and

e others, such as individuals with symptoms of
HIV-related conditions; sexually active ado-
lescents; victims of sexual assault; and
inmates in correctional facilities.

Detection of HIV antibodies is the most com-
mon approach to determine the presence of HIV
infection, although other testing approaches can
detect the virus itself. Testing for HIV infection is
usually accomplished through standard or rapid
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detection (results are obtained in five to thirty
minutes) of anti-HIV antibodies in blood and
saliva. The most common types of antibody test for
HIV serodiagnosis include the enzyme-linked
immunosorbent assay (ELISA), the Western blot,
immunofluorescence, radioimmuno-precipitation,
and hemagglutination. These tests do not directly
measure the presence of the virus but rather the
antibodies formed to the various viral proteins.
One home testing kit—the Home Access HIV-1
Test System—is approved by the U.S. Food and
Drug Administration. Oral and urine-based tests are
available for rapid screening in medical offices but
are typically followed up by one or more tests for
confirmation. Most tests used to detect HIV infec-
tion are highly reliable in determining the presence
of HIV infection, but false-positive and false-nega-
tive results have been documented by Niel Con-
stantine and other health care professionals.

Testing for HIV infection should always include
pre- and posttest counseling. Guidelines for such
testing have been published by the CDC. Pretest
counseling should include information about the
test and test results, HIV infection, and AIDS; per-
formance of a risk assessment and provision of
information about risk and risk reduction behaviors
associated with the transmission of HIV; discussion
about the consequences (i.e., medical care, preg-
nancy, employment, insurance) of a positive or
negative result for the person being tested and for
others (family, sexual partner(s), friends); and dis-
cussion about the need for appropriate follow-up
in the event of positive test results. Post—test coun-
seling is dependent upon test results, but generally
includes provision of test results, emotional sup-
port, education, and, when appropriate, referral for
medical or other forms of assistance.

Clinical Manifestations of HIV Disease

The clinical manifestations of HIV vary greatly
among individuals and depend upon individual
factors and the effectiveness of medical interven-
tion, among other factors. Primary infection may
also offer the first opportunity to initiate antiretro-
viral therapy, although all experts do not agree that
such therapy should be initiated at this stage of the
infection. The symptom-free period of time fol-
lowing primary infection has been extended in
many infected persons by the introduction of
highly active antiretroviral therapy (HAART). Many
HIV-infected persons, especially those who do not
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receive antiretroviral therapy, those who respond
poorly to such therapy, and those who experience
adverse reactions to these drugs, will develop one
or more opportunistic conditions, malignancies, or
other conditions over the course of their disease.

Opportunistic Infections

Prior to the HIV epidemic, many opportunistic
infections (OIs) seen in HIV-infected persons were
not commonly encountered in the health care
community. Many of the organisms responsible for
these OIs are everywhere (ubiquitous) in the envi-
ronment and cause little or no disease in persons
with competent immune systems. However, in
those who are immunocompromised, these organ-
isms can cause serious and life-threatening disease.
Since the introduction of HAART the incidence of
HIV-related opportunistic infections and malignan-
cies has been declining. The epidemiological pat-
terns of at least some of these opportunistic
diseases vary by region and country. Ideally,
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treatment of Ols is aimed at prevention of infec-
tions, treatment of active infections, and preven-
tion or recurrences. Over the course of the HIV
epidemic several new drugs and treatment ap-
proaches aimed at Ols have been introduced or
refined. Guidelines have also been developed con-
cerning the prevention of exposure to opportunis-
tic pathogens.

Opportunistic infections affecting HIV-infected
persons fall into four major categories:

1. Parasitic/Protozoa infections—cryptosporidi-
osis, toxoplasmosis, isosporiasis, and micro-
sporidiosis.

2. Fungal infections—pneumocystosis, crypto-
coccus, candidiasis (thrush), histoplasmosis,
and coccidioidomycosis.

3. Bacterial infections—mycobacterium avium
complex (MAC), mycobacterium tuberculosis
(TB), and salmanellosis.

4. Viral infections—cytomegalovirus, herpes

simplex types 1 and 2, and varicella-zoster
(shingles), cytomegalovirus, and
hepatitis.

virus

Parasitic infections can cause significant illness and
death among HIV-infected persons. Fungal dis-
eases may vary widely among persons with HIV
disease because many are commonly found in cer-
tain parts of the world and less common in others.
Bacterial infections are also seen as important
causes of illness and death in HIV-infected per-
sons. Viral infections are common in this popula-
tion and are often difficult to treat because of the
limited number of antiviral drugs that are available.
Persons with HIV disease often suffer from recur-
rences of viral infections. Those whose immune
systems are severely compromised may have mul-
tiple infections simultaneously.

Two categories of malignancies that are often
seen in persons with HIV disease are Kaposi’s sar-
coma (KS) and HIV-associated lymphomas. Prior
to the HIV epidemic KS was rarely seen in the
United States. Since the mid-1990s, researchers
have also suggested an association between cervi-
cal and anal cancers. When cancers develop in a
person with HIV disease these conditions tend to
be aggressive and resistant to treatment.

In addition to the opportunistic infections and
malignancies, persons with HIV disease may expe-
rience Wasting syndrome and changes in mental
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functioning. Wasting syndrome is a weight loss of
at least 10 percent in the presence of diarrhea or
chronic weakness and documented fever for at
least thirty days that is not attributable to a concur-
rent condition other than HIV infection. Multiple
factors are known to cause this weight loss and
muscle wasting, including loss of appetite, de-
creased oral intake, and nausea and vomiting.
Wasting is associated with rapid decline in overall
health, increased risk of hospitalization, develop-
ment of opportunistic infection, decreased quality
of life, and decreased survival. Interventions
include management of infections, oral nutritional
supplements, use of appetite stimulants, manage-
ment of diarrhea and fluid loss, and exercise.

AIDS dementia complex (ADC) is a complica-
tion of late HIV infection and the most common
cause of neurological dysfunction in adults with
HIV disease. Its cause is believed to be direct infec-
tion of the central nervous system by HIV. This con-
dition can impair the intellect and alter motor per-
formance and behavior. Early symptoms include
difficulty in concentration, slowness in thinking and
response, memory impairment, social withdrawal,
apathy, personality changes, gait changes, difficulty
with motor movements, and poor balance and
coordination. As ADC advances, the affected per-
son’s cognitive functioning and motor skills wors-
en. Affected persons may enter a vegetative state
requiring total care and environmental control.
Treatment focuses on supportive care measures
and aggressive use of HAART.

Finally, persons with HIV disease frequently
experience mental disorders, especially anxiety and
depression. These are typically treated by standard
drug therapy and psychotherapy. Persons with HIV
disease are also at greater risk of social isolation,
which can have a negative impact on their mental
and physical health.

Management of HIV Disease

Better understanding of HIV pathogenesis, better
ways to measure HIV in the blood, and improved
drug treatments have greatly improved the outlook
for HIV-infected persons. Medical management
focuses on the diagnosis, prevention, and treat-
ment of HIV infection and related opportunistic
infections and malignancies. HIV-infected persons
who seek care from such providers should expect
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to receive compassionate and expert care in such
settings. Management of HIV disease includes:

e carly detection of HIV infection;

e carly and regular expert medical evaluation

of clinical status;

education to prevent further spread of HIV
infection and to maintain a healthy lifestyle;

administration of antiretroviral drugs;

provision of drugs to prevent the emergence
of specific opportunistic infections;

provision of emotional/social support;

e medical management of HIV-related symp-
toms;

early diagnosis and appropriate management
of OlIs and malignancies; and

e referral to medical specialists when indicated.

The mainstay of medical treatment for HIV-
infected persons is the use of antiretroviral drugs.
Goals of antiretroviral therapy are to prolong life
and improve quality of life; to suppress virus
below limit of detection for as long as possible; to
optimize and extend usefulness of available thera-
pies; and to minimize drug toxicity and manage
side effects.

Two major classes of antiretroviral drugs
are available for use in the treatment of HIV
infection—reverse transcriptase inhibitors (RTIs)
and protease inhibitors (PIs). These drugs act by
inhibiting viral replication. RTIs interfere with
reverse transcriptase, an enzyme essential in tran-
scribing RNA into DNA in the HIV replication
cycle. Protease inhibitor drugs work by inhibiting
the HIV protease enzyme, thus preventing cleav-
age and release of mature, infectious viral particles.
Dozens of other drugs that may become available
in the next few years to treat HIV infection are
under development and testing. Because of the
high costs of these drugs, individuals needing
assistance may gain access to HIV-related medica-
tions through the AIDS Drug Assistance Program
(ADAP) and national pharmaceutical industry
patient assistance/expanded access programs.

Panels of HIV disease experts have released
guidelines for the use of antiretroviral agents in
infected persons. The guidelines, which are revised
periodically to reflect rapidly evolving knowledge
relative to treatment, are widely available on the



Internet. These guidelines have greatly assisted
practitioners to provide a higher standard of care
for persons living with HIV disease.

Viral load tests and CD4+ T-cell counts are
used to guide antiretroviral drug treatment, which
is usually initiated when the CD4+ T-cell count falls
below 500 and/or there is evidence of symptomatic
disease (e.g., AIDS, thrush, unexplained fever).
Some clinicians recommend antiretroviral drug
treatment to asymptomatic HIV-infected persons.

Because HIV replicates and mutates rapidly,
drug-resistance is a challenge, forcing clinicians to
alter drug regimens when these instances occur.
Inadequate treatment, poor adherence, and inter-
ruptions in treatment increase drug resistance. This
resistance can be delayed by the use of combination
regimens to achieve CD4+T-cell counts below the
level of detection. Careful adherence to prescribed
HAART regimens is crucial in treatment and many
interventions have been tried to improve patient
adherence. Because some HIV-infected persons are
taking multiple doses of multiple drugs daily, adher-
ence challenges patients and clinicians alike. Once
antiretroviral therapy has been initiated patients
remain on this therapy continuously, although inter-
mittent drug treatment is being studied. Because
persons living with HIV disease may take numerous
drugs simultaneously, the potential for drug interac-
tions and adverse reactions is high. These persons
typically have a higher incidence of adverse reac-
tions to commonly used drugs than do non-HIV-
infected patients.

In the United States HIV/AIDS is an epidemic
primarily affecting men who have sex with men
and ethnic/racial minorities. Homophobia, poverty,
homelessness, racism, lack of education, and lack of
access to health care greatly influence testing, treat-
ment, and prevention strategies. While an effective
vaccine is crucial to the prevention of HIV, efforts to
develop such a vaccine have been unsuccessful to
date; therefore, current and future prevention
efforts, including behavior modification interven-
tions, must be aimed at ethnic minorities, men who
have sex with men, and other high-risk populations.
Finally, a safe, effective antiviral product that
women can use during sexual intercourse would
greatly reduce their risk of infection.

See also: CAUSES OF DEATH; PAIN AND PAIN MANAGEMENT;
SUICIDE INFLUENCES AND FACTORS: PHYSICAL ILLNESS;
SYMPTOMS AND SYMPTOM MANAGEMENT
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ANIMAL COMPANIONS

There are more than 353 million animal compan-
ions in the United States. More than 61 percent of
households own a pet; 39 percent have dogs
as pets; and 32 percent have cats. In addition to
dogs and cats, other animals considered animal
companions—that is, pets—are birds, fish, rabbits,
hamsters, and reptiles. Every year, millions of pets
die from natural causes or injury, or are eutha-
nized. Because many people form deep and sig-
nificant emotional attachments to their pets, at any
given time the number of people suffering from
grief in relation to the loss of a pet is quite high.
Pet loss has been shown to potentially have a seri-
ous impact on an owner’s physical and emotional
wellbeing. Part of what accounts for the profound-
ness of the human reaction can best be explained
through a discussion of the bond between animal
and human.

Factors contributing to the formation of bonds
between people and their pets include compan-
ionship, social support, and the need for attach-
ment. Pets often become active members of a
household, participating in diverse activities with
the owners. Indeed, according to the grief expert



Therese Rando, pets have some outstanding quali-
ties as a partner in a relationship. “They are loyal,
uncritical, nonjudgmental, relatively undemanding,
and usually always there. Many of them are
delighted merely to give and receive affection and
companionship. They can be intuitive, caring and
engaging, often drawing us out of ourselves”
(Rando 1988, p. 59). Understandably, therefore,
when the bond between pet and owner is broken,
a grief response results.

Grief is defined as “the complex emotional,
mental, social, and physical response to the death
of a loved one” (Kastenbaum 1998, p. 343). Rando
adds that grief is a process of reactions to the ex-
perience of loss: It has a beginning and an
end. “Research and clinical evidence reveal that in
many cases the loss of a pet is as profound and far-
reaching as the loss of a human family member”
(Rando 1988, p. 60), with grief, sometimes pro-
tracted and crippling, as an outcome. However,
there is generally little social recognition of this
form of loss. Despite the fact that the resolution of
the grief often surpasses the length of time seen
with human losses, the easy accessibility and
replacement of the lost animal often provokes hid-
den grief reactions. Grief may also be hidden
because of the owner’s reluctance and shame over
feeling so intensely over a nonhuman attachment.
People who have lost a pet may repress their feel-
ings, rationalize or minimize their loss, or use denial
as a way to cope. The intensity and stages of griev-
ing depend on various factors, including the age of
the owner, the level and duration of the attachment
between pet and owner, the owner’s life situation,
and the circumstances surrounding the loss.

In 1998 social worker JoAnn Jarolmen studied
pet loss and grief, comparing the reactions of 106
children, 57 adolescents, and 270 adults who had
lost pets within a twelve-month period. In her
study, the scores for grief for the children were
significantly higher than for the adults. The fact
that children grieved more than adults over the
loss of a pet was surprising being that children
seem more distractible and are used to the inter-
changeability of objects. The grief score was higher
for the entire sample of the one-to-four-month
group—after death—than the five-to-eight-month
group. Similarly, in 1994 John Archer and George
Winchester studied eighty-eight participants who
had lost a pet, and found that 25 percent showed
signs of depression, anger, and anxiety a year after
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the loss. Grief was more pronounced among those
living alone, owners who experienced a sudden
death, and those who were strongly attached to
their pets. Pet owners who are elderly may suffer
especially profound grief responses because the
presence of a companion animal can make the dif-
ference between some form of companionship and
loneliness.

Within a family, the loss of a pet can have a sig-
nificant impact. Pets frequently function as interact-
ing members of the family; hence, the absence of
the pet will affect the behavior patterns of the fam-
ily members with the potential for a shift in roles.

Grief from pet loss is not confined to owners.
For veterinarians, the option of euthanasia places
the doctor in the position of being able to end the
lives, legally and humanely, of animals they once
saved. As the veterinarian injects the drugs that end
the suffering of the animal, he or she is involved in
the planned death of a creature, perhaps one
dearly loved by the owner(s). In the presence of
death and grief, the veterinarian is often placed in
a highly stressful situation.

For people with disabilities, the loss of a pet
takes on another dimension because the animal
not only provides companionship but is relied on
to assist its owner with a level of independence
and functioning. For this population, the necessity
to replace the animal is paramount to maintain a
level of functioning; the grief over the loss may
become secondary. Counseling may be important
to help the owner remember the unique qualities
of the deceased animal as he or she works to train
a new one.

When to replace the animal is often a dilemma.
Quickly replacing a pet is rarely helpful and does
not accelerate the grieving process. The loss of a
pet is significant and immediate replacement tends
to negate the healing aspects of grief.

Counseling for grieving pet owners should be
considered when individuals experience a pro-
longed period of grief with attendant depression,
when it is the first experience of death (usually for
young children), and when a family seems to be
struggling to realign itself after the loss. The focus
of counseling is to help clients cope with the loss
through discussion of their feelings, fostering
of remembrances, and support of positive coping
mechanisms.

See also: GRIEF: OVERVIEW; HUNTING
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ANTHROPOLOGICAL
PERSPECTIVE

It is rather hard, if not impossible, to answer the
question of how long anthropology has existed.
Should social scientists consider anthropology the
detailed descriptions appearing in the work of
ancient and medieval historians—which deal with
the culture of certain ethnic groups, such as their
death rites, eating habits, and dressing customs—
just as they consider the fieldwork reports based
on long-term participating observations published
in the twenty-first century? Although it is not easy
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to find the unambiguous answer to this question, it
is obvious that no work in history of science can
lack a starting point, which helps its readers pin
down and comprehend its argumentation. During
the mid-1800s anthropology first appeared as a
“new” independent discipline in the fast-changing
realm of social sciences.

The Evolutionist Perspective

Searching the origins of society and religion, writ-
ing the “history of their evolution,” seemed to be
the most popular topic of nineteenth-century
anthropology. Death and the belief in the soul and
the spirits play important roles in the evolutionist-
intellectual theories of origin written by Edward
Burnett Tylor in 1871 and other scholars of the
nineteenth century.

Tylor assumed that in the background of the
appearance of the soul beliefs, there may be such
extraordinary and incomprehensible experiences
as dreams and visions encountered in various
states of altered consciousness, and the salient dif-
ferences between the features of living and dead
bodies. In his view, “the ancient savage philoso-
phers” were only able to explain these strange,
worrying experiences by considering humans to be
a dual unity consisting of not only a body but of an
entity that is able to separate from the body and
continue its existence after death (Tylor 1972,
p. 11). Tylor argues that this concept of spirit was
later extended to animals, plants, and objects, and
it developed into “the belief in spiritual beings” that
possess supernatural power (polytheism) (ibid.,
p. 10). Eventually it led to monotheism. Tylor, who
considered “the belief in spiritual beings,” which
he called animism, the closest definition and start-
ing point of the concept of religion, argues that
religion and notion of death were brought into
being by human worries concerning death.

Tylor’s theory was attacked primarily because
he did not attribute the origin of religion to the
interference of supernatural powers but rather to
the activity of human logic. He was also criticized
on the grounds that a part of his concept was
highly speculative and unhistorical: He basically
intended to reconstruct the evolution of religion
from contemporary ethnographic data and through
the deduction of his own hypotheses. Although
most of these critiques were correct, Tylor can only



partly be grouped among the “armchair anthropol-
ogists” of his time.

Two other individuals—]Johann Jakob Bachofen
and James G. Frazer—are also acknowledged as
pioneers during this early period of anthropology.
Bachofen prepared a valuable analysis of the few
motives of wall paintings of a Roman columbarium
in 1859 such as black-and-white painted mystery
eggs. He was among the first authors to point out
that the symbolism of fertility and rebirth is closely
connected with death rites. Based on his monu-
mental collection of ethnographic data from several
cultures, Frazer, in the early twentieth century and
again in the 1930s, intended to prove that the fear
of the corpse and the belief in the soul and life after
death is a universal phenomenon.

The French Sociology School

The perspective of the authors of the French soci-
ology school differed considerably from the prima-
rily psychology-oriented, individual-focused views
of these evolutionist-intellectual anthropologists.
Emile Durkheim and his followers (including
Robert Hertz and Marcell Mauss) studied human
behavior in a “sociological framework,” and fo-
cused their attention primarily on the question of
societal solidarity, on the study of the social impact
of rites, and on the various ties connecting individ-
uals to society. In other words, they investigated
the mechanisms by which societies sustain and
reproduce themselves.

In his monumental work 7he Elementary
Forms of the Religious Life (1915), Durkheim argues
that the most important function of death rites and
religion in general is to reaffirm societal bonds and
the social structure itself. In his view, a society
needs religion (totem as a sacral object in this case)
to represent itself in it, and it serves to help society
to reproduce itself. In his other work of the same
subject (Suicide: A Study in Sociology, 1952)
Durkheim studies the social and cultural determi-
nation of a phenomenon that is considered prima-
rily psychological.

However, it was undoubtedly the 1907 work of
Durkheim’s disciple, Robert Hertz, that has had the
most significant impact on contemporary anthro-
pological research concerning death. Hertz prima-
rily built his theory on Indonesian data, and
focused his attention on the custom of the second-
ary burial.
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Hertz discovered exciting parallels among
(1) the condition of the dead body, (2) the fate of
the departing soul, and (3) the taboos and restrict-
ing measures concerning the survivors owning to
their ritual pollution. In his view, where the custom
of the secondary burial is practiced, the moment of
death can be considered the starting point for
these three phenomena: the corpse becomes unan-
imated and the process of decomposition starts;
the taboos concerning survivors become effective;
and the soul starts its existence in the intermediary
realm between the world of the living and the
deceased ancestors. (In this liminal state of being
the soul is considered to be homeless and malig-
nant.) This intermediary period ends with the rite
of the secondary burial, which involves the exhu-
mation of the corpse and its burial in a new, per-
manent tomb. This rite also removes the taboos of
the survivors, thus cleansing them from the pollu-
tion caused by the occurrence of the death. The
same rite signals, or performs the soul’s initiation
to the realm of the ancestors, by it the soul takes its
permanent status in the other world.

Hertz argues that the most important function
of these death rites is to promote the reorganiza-
tion of the social order and the restoration of faith
in the permanent existence of the society, which
had been challenged by the death of the individ-
ual. In addition to these functions, they serve the
confirmation of solidarity among the survivors.

The utmost merit of Hertz’'s work is undoubt-
edly the novelty of his theoretical presuppositions.
Like Durkheim, he concentrated on the social
aspects of death and not on its biological or psy-
chological sides. Hertz was among the first to point
out how human death thoughts and rituals are
primarily social products, integrated parts of the
society’s construction of reality that reflect the soci-
ocultural context (religion, social structure). Ac-
cording to Hertz, the deceased enters the mythic
world of souls “which each society constructs in its
own image” (Hertz 1960, p. 79).

Hertz emphasized that social and emotional
reactions following death are also culturally deter-
mined, and called attention to numerous social
variables that might considerably influence the
intensity of these reactions in different cultures
(i.e., the deceased person’s gender, age, social sta-
tus, and relation to power).
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In one and the same society the emotion
aroused by death varies extremely in
intensity according to the social status of
the deceased, and may even in certain
cases be entirely lacking. At the death of a
chief, or of a man of high rank, a true
panic sweeps over the group . . . On the
contrary, the death of a stranger, a slave, or
a child will go almost unnoticed; it will
arouse no emotion, occasion no ritual.
(Hertz 1960, p. 76)

From the commentaries on Hertz’s work, only one
critical remark needs mentioned, which calls atten-
tion to the problem of exceptions and the dangers
of the overgeneralization of the model of second-
ary burials.

Arnold van Gennep and the Model
of the Rites of Passage

In his book The Rites of Passage (1960), Arnold van
Gennep places the primary focus on rites, in which
individuals—generally with the proceeding of
time—step from one social position/status to
another. (Such events are birth, various initiations,
marriage, and death.) The author considers these
“border-crossings” crisis situations.

Van Gennep claims that these rites accompany-
ing transitions generally consist of three structural
elements: rites of separation—preparing the dying
person, giving the last rite; rites of transition—
for example, the final burial of the corpse in
the cemetery or the group of rites that serve to
keep the haunting souls away; and the rites of
incorporation—a mass said for the salvation of the
deceased person’s soul. In the case of a death
event, the individual leaves a preliminary state (liv-
ing) by these rites and through a liminal phase in
which the deceased usually is in a temporary state
of existence between the world of the living and the
dead), and reaches a post-liminary state (dead).

Van Gennep argues that these rites socially val-
idate such social/biological changes as birth, mar-
riage, and death. They also canalize the accompa-
nying emotional reactions into culturally elaborated
frames, thus placing them under partial social con-
trol, consequently making these critical situations
more predictable. His theory served as a starting
point and pivot of several further rite studies
(including the liminality theory of Victor Turner in
1969), inspired the study of the rites’ symbolic
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meanings, and promoted research that investigated
the ways of an individual’s social integration.

The British Functionalist School

While the evolutionist-intellectual anthropologists
were interested in finding the reason of the origin
of religion and the followers of the French sociol-
ogy school concentrated on the social determina-
tion of attitudes concerning death, members of the
British functionalist school were concerned with
the relation of death rites and the accompanying
emotional reactions. They focused their attention
on the question of the social loss caused by death
(such as the redistribution of status and rights).

The two most significant authors of this school
had opposing views of the relationship between
religion/rites and the fear of death. Bronislaw
Malinowski considered the anxiety caused by the
rationally uncontrollable happenings as the basic
motivation for the emergence of religious faith. He
suggested that religion was not born of speculation
and illusion,

but rather out of the real tragedies of
human life, out of the conflict between
human plans and realities. . . . The exis-
tence of strong personal attachments and
the fact of death, which of all human
events is the most upsetting and dis-
organizing to man’s calculations, are per-
haps the main sources of religious belief.
(Malinowski 1972, p. 71)

In his view the most significant function of religion
is to ease the anxiety accompanying the numerous
crises of a life span, particularly the issue of death.

However, according to Arnold Radcliffe-Brown

in the case of certain rites, “It would be easy to
maintain . . . that they give men fears and anxieties
from which they would otherwise be free—the
fear of black magic or of spirits, fear of God, of the
devil, of Hell” (Radcliffe Brown 1972, p. 81).
It was George C. Homans in 1941 who succeeded
in bringing these two competing theories into a
synthesis, claiming that they are not exclusive but
complementary alternatives.

From the 1960s to Present

There has been continual interest in the anthropo-
logical study of death, marked by the series of
books and collections of studies published. Among



these works, scholars note the 1982 collection of
studies edited by Maurice Bloch and Jonathan
Parry that intends to provide a comprehensive cov-
erage of one single area: It studies how the ideas
of fertility and rebirth are represented in the death
rites of various cultures. The equally valuable book
Celebrations of Death: The Anthropology of Mortu-
ary Ritual (1991) by Richard Huntington and Peter
Metcalf, which relies extensively on the authors’
field experience, discusses the most important
questions of death culture research (emotional
reaction to death; symbolic associations of death,
etc.) by presenting both the corresponding estab-
lished theories and their critiques.

See also: AFTERLIFE IN CROSS-CULTURAL PERSPECTIVE;
CANNIBALISM; DURKHEIM, EMILE; GENNEP, ARNOLD VAN;
HERTZ, ROBERT; HUMAN REMAINS; OMENS; RITES OF

PASSAGE; SACRIFICE; VOODOO
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ANXIETY AND FEAR

A generalized expectation of danger occurs during
the stressful condition known as anxiety. The anx-
ious person experiences a state of heightened ten-
sion that Walter Cannon described in 1927 as readi-
ness for “fight or flight.” If the threat passes or is
overcome, the person (or animal) returns to nor-
mal functioning. Anxiety has therefore served its
purpose in alerting the person to a possible dan-
ger. Unfortunately, sometimes the alarm keeps
ringing; the individual continues to behave as
though in constant danger. Such prolonged stress
can disrupt the person’s life, distort relationships,
and even produce life-threatening physical
changes. Is the prospect of death the alarm that
never stops ringing? Is death anxiety the source of
people’s most profound uneasiness? Or is death
anxiety a situational or abnormal reaction that
occurs when coping skills are overwhelmed?

There are numerous examples of things that
people fear—cemeteries, flying, public speaking,
being in a crowd, being alone, being buried alive,
among others. Unlike anxiety, a fear is associated
with a more specific threat. A fear is therefore less
likely to disrupt a person’s everyday life, and one
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can either learn to avoid the uncomfortable situa-
tions or learn how to relax and master them. Fears
that are unreasonable and out of proportion to the
actual danger are called phobias. Many fears and
phobias seem to have little or nothing to do with
death, but some do, such as fear of flying or of
being buried alive.

Theories of Death Anxiety and Fear

Two influential theories dominated thinking about
death anxiety and fear until the late twentieth cen-
tury. Sigmund Freud (1856-1939) had the first say.
The founder of psychoanalysis recognized that
people sometimes did express fears of death. Nev-
ertheless, thanatophobia, as he called it, was
merely a disguise for a deeper source of concern.
It was not death that people feared because:

Our own death is indeed quite unimagin-
able, and whenever we make the attempt
to imagine it we . . . really survive as spec-
tators. . . . At bottom nobody believes in
his own death, or to put the same thing in
a different way, in the unconscious every
one of us is convinced of his own immor-
tality. (Freud 1953, pp. 304-305)

The unconscious does not deal with the passage of
time nor with negations. That one’s life could and
would end just does not compute. Furthermore,
whatever one fears cannot be death because one
has never died. People who express death-related
fears, then, actually are trying to deal with unre-
solved childhood conflicts that they cannot bring
themselves to acknowledge and discuss openly.

Freud’s reduction of death concern to a neu-
rotic cover-up did not receive a strong challenge
until Ernest Becker’s 1973 book, The Denial of
Death. Becker’s existential view turned death anxi-
ety theory on its head. Not only is death anxiety
real, but it is people’s most profound source of
concern. This anxiety is so intense that it generates
many if not all of the specific fears and phobias
people experience in everyday life. Fears of being
alone or in a confined space, for example, are fears
whose connections with death anxiety are relatively
easy to trace, but so are the needs for bright lights
and noise. It is more comfortable, more in keeping
with one’s self-image, to transform the underlying
anxiety into a variety of smaller aversions.
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According to Becker, much of people’s daily
behavior consists of attempts to deny death and
thereby keep their basic anxiety under control.
People would have a difficult time controlling their
anxiety, though, if alarming realities continued to
intrude and if they were exposed to brutal
reminders of their vulnerability. Becker also sug-
gested that this is where society plays its role. No
function of society is more crucial than its strength-
ening of individual defenses against death anxiety.
Becker’s analysis of society convinced him that
many beliefs and practices are in the service of
death denial, that is, reducing the experience of
anxiety. Funeral homes with their flowers and
homilies, and the medical system with its evasions,
are only among the more obvious societal ele-
ments that join with individuals to maintain the fic-
tion that there is nothing to fear.

Ritualistic behavior on the part of both individ-
uals and social institutions generally has the under-
lying purpose of channeling and finding employ-
ment for what otherwise would surface as
disorganizing death anxiety. Schizophrenics suffer
as they do because their fragile defenses fail to pro-
tect them against the terror of annihilation. “Nor-
mal” people in a “normal” society function more
competently in everyday life because they have
succeeded at least temporarily in denying death.

Other approaches to understanding death anx-
iety and fear were introduced in the late twentieth
century. Terror management theory is based on
studies finding that people who felt better about
themselves also reported having less death-related
anxiety. These data immediately suggested possi-
bilities for preventing or reducing disturbingly high
levels of death anxiety: Help people to develop
strong self-esteem and they are less likely to be
disabled by death anxiety. If self-esteem serves as
a buffer against anxiety, might not society also be
serving this function just as Becker had suggested?
People seem to derive protection against death
anxiety from worldview faith as well as from their
own self-esteem. “Worldview faith” can be under-
stood as religious belief or some other conviction
that human life is meaningful, as well as general
confidence that society is just and caring.

Another fresh approach, regret theory, was
proposed in 1996 by Adrian Tomer and Grafton
Eliason. Regret theory focuses on the way in which



people evaluate the quality or worth of their lives.
The prospect of death is likely to make people
more anxious if they feel that they have not and
cannot accomplish something good in life. People
might torment themselves with regrets over past
failures and missed opportunities or with thoughts
of future accomplishments and experiences that
will not be possible. Regret theory (similar in some
respects to Robert Butler’s life review approach)
also has implications for anxiety reduction. People
can reconsider their memories and expectations,
for example, and also discover how to live more
fully in the present moment.

Robert Kastenbaum suggests that people might
not need a special theory for death anxiety and fear.
Instead, they can make use of mainstream research
in the field of life span development. Anxiety may
have roots in people’s physical being, but it is
through personal experiences and social encounters
that they learn what might harm them and, there-
fore, what they should fear. These fears also bear
the marks of sociohistorical circumstances. For
example, fear of the dead was salient in many
preliterate societies throughout the world, while
fear of being buried alive became widespread in
nineteenth-century Europe and America. In modern
times many people express the somewhat related
fear of being sustained in a persistent vegetative
state between life and death. Death-related fears,
then, develop within particular social contexts and
particular individual experiences. People do not
have to rely upon the untested and perhaps
untestable opposing views of Freud and Becker—
that they are either incapable of experiencing death
anxiety, or that death anxiety is the source of all
fears. It is more useful to observe how their fears as
well as their joys and enthusiasms are influenced by
the interaction between cognitive development and
social learning experiences. In this way people will
be in a better position to help the next generation
learn to identify actual threats to their lives while
not overreacting to all possible alarms all the time.

Death Anxiety Studies

There have been many empirical studies of death
anxiety, but many questions also remain because
of methodological limitations and the difficulties
inherent in this subject. Nevertheless, a critical
review of the literature does reveal some interest-
ing patterns:
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e Most people report that they have a low to
moderate level of death-related anxiety.

e Women tend to report somewhat higher lev-
els of death-related anxiety.

e There is no consistent increase in death anx-
iety with advancing adult age. If anything,
older people in general seem to have less
death anxiety.

e People with mental and emotional disorders
tend to have a higher level of death anxiety
than the general population.

e Death anxiety can spike temporarily to a
higher level for people who have been
exposed to traumatic situations.

Religion. The relationship between death anxiety
and religious belief seems to be too complex to
provide a simple pattern of findings. Death-related
teachings differ, and believers may take different
messages from the same basic doctrine. Historical
studies also suggest that religious faith and prac-
tices seem to have sometimes reduced and some-
times increased death anxiety.

Health. The findings already mentioned come
mostly from studies in which respondents in rela-
tively good health reported on their own fears.
Other studies and observations, though, give occa-
sion for further reflection. There is evidence to sug-
gest that people may be experiencing more anxiety
than they are able to report. Even people who
respond calmly to death-related words or images
show agitation in breathing, heart rate, and reaction
time, among other measures. Researchers Herman
Feifel and B. Allen Branscomb therefore concluded
in 1973 that everybody, in one way or another, is
afraid of death. Presumably, people may have
enough self-control to resist death-related anxiety
on a conscious level but not necessarily to quell
their underlying feelings of threat.

Gender. The gender differences also require a
second look. Although women tend to report
higher levels of death-related anxiety, it is also
women who provide most of the professional and
volunteer services to terminally ill people and their
families, and, again, it is mostly women who enroll
in death education courses. Women are more open
to death-related thoughts and feelings, and men are
somewhat more concerned about keeping these
thoughts and feelings in check. The relatively
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higher level of reported death anxiety among
women perhaps contributes to empathy with dying
and grieving people and the desire to help them
cope with their ordeals.

Age. The relationship between age and death
anxiety is also rather complex. Adolescents may at
the same time harbor a sense of immortality and
experience a sense of vulnerability and incipient
terror, but also enjoy transforming death-related
anxiety into risky death-defying activities. What
people fear most about death often changes with
age. Young adults are often mostly concerned
about dying too soon—before they have had the
chance to do and experience all they have hoped
for in life. Adult parents are often more likely to
worry about the effect of their possible deaths upon
other family members. Elderly adults often express
concern about living “too long” and therefore
becoming a burden on others and useless to them-
selves. Furthermore, the fear of dying alone or
among strangers is often more intense than the fear
of life coming to an end. Knowing a person’s gen-
eral level of anxiety, then, does not necessarily
identify what it is that most disturbs a person about
the prospect of death.

Anxiety levels. The fact that most people report
themselves as having a low to moderate level of
death anxiety does not offer support for either
Freud’s psychoanalytic or Becker’s existential the-
ory. Respondents do not seem to be in the grips of
intense anxiety, but neither do they deny having
any death-related fears. Kastenbaum’s Edge theory
offers a different way of looking at this finding.
According to the theory, most people do not have
a need to go through life either denying the reality
of death or in a high state of alarm. Either of these
extremes would actually interfere with one’s ability
both to enjoy life and cope with the possibility of
danger. The everyday baseline of low to moderate
anxiety keeps people alert enough to scan for
potential threats to their own lives or the lives of
other people. At the perceived moment of danger,
people feel themselves to be on the edge between
life and death, an instant away from catastrophe.
The anxiety surge is part of a person’s emergency
response and takes priority over whatever else the
person may have been doing. People are therefore
not “in denial” when, in safe circumstances, they
report themselves to have a low level of death anx-
iety. The anxiety switches on when their vigilance
tells them that a life is on the edge of annihilation.
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Anxiety and Comfort Near the End of Life

What of anxiety when people are nearing the end
of their lives, when death is no longer a distant
prospect? The emergence of hospice programs and
the palliative care movement is stimulating
increased attention to the emotional, social, and
spiritual needs of dying people. Signs of anxiety
are more likely to be recognized and measures
taken to help the patient feel at ease. These signs
include trembling, restlessness, sweating, rapid
heartbeat, difficulty sleeping, and irritability. Health
care professionals can reduce the anxiety of termi-
nally ill people by providing accurate and reassur-
ing information using relaxation techniques, and
making use of anxiolytics or antidepressants.

Reducing the anxiety of terminally ill people
requires more than technical expertise on the part
of physicians and nurses. They must also face the
challenge of coping with their own anxieties so
that their interactions with patients and family pro-
vide comfort rather than another source of stress.
Family and friends can help to relieve anxiety
(including their own) by communicating well with
the terminally ill person.

See also: BECKER, ERNEST; BURIED ALIVE; CADAVER
EXPERIENCES; DYING, PROCESS OF; FEIFEL, HERMAN;
FREUD, SIGMUND; TERROR MANAGEMENT THEORY
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ROBERT KASTENBAUM

APOCALYPSE

The word apocalypse has many meanings. In reli-
gious usage, it identifies the last book of the Chris-
tian Bible, the Revelation of John; a genre of
ancient Judeo-Christian visionary literature; or
doomsday, the destruction of the world at the end
of time prophesied by the Apocalypse. In more
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popular usage, it identifies any catastrophic or vio-
lent event, such as the Vietnam War (e.g., the
movie Apocalypse Now). Apocalypticism is the reli-
gious belief system that interprets human history
from its origins to the present as signs of the immi-
nent end of the world. It is one feature of Christian
eschatology, the branch of theology dealing with
the state of the soul after death, purgatory, hell,
and heaven.

The adjective apocalyptic also has many mean-
ings, from attitudes characteristic of apocalypticism
(e.g., the world is so evil it will soon be destroyed),
to features of literary apocalypses (e.g., the seven-
headed dragon of Apoc. 12), to cultural references
to apocalyptic expectations (e.g., the movie
Armageddon), to exaggerated fears of a crisis (e.g.,
the apocalyptic reaction to the Y2K “bug”).

Apocalypticism is a feature of all three
monotheistic religions. The Book of Daniel
describes the Hebrew prophet’s vision of the end,
and messianism has regularly flared up in Jewish
diaspora communities, as when Sabbatai Sevi
(1626-1676) predicted the end of the world. In the
twentieth century apocalypticism  influenced
responses to the Holocaust and supported religious
Zionism. In Islam, the resurrection, day of judg-
ment, and salvation are apocalyptic features of
orthodox belief as evident in the Koran, and apoc-
alypticism influenced expectations of an Islamic
messiah in Sunni belief, Iranian Shi’ism, and the
Baha’i faith. Apocalypticism, however, is most
common in Christianity, probably because of the
continuing influence of the biblical Apocalypse,
which has informed not only the eschatology of
Christianity but also its art, literature, and worship.
Its rich, otherworldly symbolism and prophecies of
the end of time are well-known and include the
Four Horsemen, Lamb of God, Whore of Babylon,
Mark of the Beast (666), Armageddon, Last Judg-
ment, and New Jerusalem.

Apocalyptic belief has been associated with
heretical and extremist movements throughout his-
tory. For example, the Fraticelli, Franciscan dissi-
dents of the fourteenth century, accused Pope John
XXII of being the Antichrist; Thomas Mintzer, an
apocalyptic preacher, was a leader in the German
Peasants’ War of 1525; the American Millerites left
crops unplanted, expecting Christ to return in 1844;
and David Koresh, leader of the Branch Davidians
before the conflagration that destroyed their Waco
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compound in 1993, claimed to be the Lamb of the
Apocalypse. Nevertheless, there is nothing neces-
sarily unorthodox or radical about apocalypticism,
which the theologian Ernst Kaseman has called
“the mother of all Christian theology” (1969, p. 40).
The sermons of Jesus (e.g., Matt. 24) and the the-
ology of Paul are filled with apocalyptic prophe-
cies, and Peter identified Pentecost—the traditional
foundation of the Christian church—as a sign of
the end of time (Acts 2). Furthermore, the creed
followed by many Christian faiths promises the
return of Christ in majesty to judge the living and
the dead, and many Protestant denominations,
such as Baptists and Adventists, have strong apoc-
alyptic roots that support a conservative theology.

The expectation that Antichrist will appear in
the last days to deceive and persecute the faithful
is based on apocalyptic interpretations, and during
the Middle Ages and Renaissance this belief
informed drama, poetry, manuscript illustrations,
and paintings, from the twelfth-century Latin Play
of Antichrist to Luca Signorelli’s compelling fresco
at Orvietto Cathedral (1498). The twentieth cen-
tury, with its numerous wars and social upheavals,
has thinly disguised the figure of Antichrist and
integrated other apocalyptic images into its litera-
ture (e.g., William Butler Yeats’s poem “The Sec-
ond Coming”) and popular culture (e.g., the movie
The Omen). Apocalyptic notions also pervade reli-
gious polemic; during the debates of the Reforma-
tion, for example, Protestants and Catholics identi-
fied each other as Antichrists, a term still used by
some fundamentalists attacking the papacy.

Another expectation derived from the Apoca-
lypse is the millennium, the thousand-year period
of peace and justice during which the Dragon is
imprisoned in the abyss before the end of time.
More generally, the term millennium refers to any
idealized period in the future. Communism, for
example, has been described as a millenarian
movement because of its promise of a classless
society; like the Russian Revolution of 1917, mil-
lenarian movements have often been associated
with violence of the sort that occurred during the
Brazilian slave revolts in the 1580s. The Center for
Millennium Studies at Boston University maintains a
database of contemporary millenarian movements.

These social movements indicate the tremen-
dous influence of the Apocalypse and the ways in
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which religious apocalypticism has been secular-
ized. Secular apocalypticism is manifest in popular
appropriations of physics that, in one way or
another, predict the extermination of life, with ref-
erences to entropy and the infinite expansion of
the universe until it fizzles into nothingness or
recoils into a primal contraction. It is also evident
in environmentalist forecasts of the extinction of
species and the greenhouse effect, in predictions
of famine and hunger arising from the exponential
increase in world population, and in responses to
the devastations of the worldwide AIDS epidemic.
Modern secular apocalypticism was particularly
strong during the cold war in predictions of
nuclear destruction, as evident in Ronald Reagan’s
references to Armageddon in the 1980s and popu-
lar culture (e.g., the movie Dr. Strangelove and the
ABC television film The Day After).

Although the term apocalypse brings to mind
images of destruction and violence, and although
the sociologist Michael Barkun has linked millen-
narian hopes to various forms of disaster, the bib-
lical Apocalypse includes many promises of peace
and assurances of rewards for the faithful, includ-
ing a millennium ushered in by Jesus—a far cry
from dire predictions of bloody revolution and dis-
aster. For Christians, the apocalypse need not be
negative, because the New Jerusalem follows the
destruction of an evil world, and life in heaven fol-
lows death. In an increasingly secular world, how-
ever, the apocalypse summons lurid visions of
individual or mass death.

See also: AIDS; EXTINCTION; NUCLEAR DESTRUCTION
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RICHARD K. EMMERSON

APPARITIONS

See GHOSTS.

APPROPRIATE DEATH

See GOOD DEATH, THE.

ARIES, PHILIPPE

Philippe Aries (1914-1984) did not let a career at a
French institute for tropical plant research prevent
him from almost single-handedly establishing atti-
tudes toward death as a field of historical study.
After publishing a number of prize-winning books
in France, Arieés came to international attention
with the publication of his study of attitudes toward
children, Centuries of Childhood (1962). In 1973
Johns Hopkins University invited him to America to
lecture on “history, political culture, and national
consciousness.” Aries readily accepted the invita-
tion, but his ongoing research into collective men-
talities had led him to conclude that death too has
a history—and that was the subject he wished
to address.

The lectures delivered at Johns Hopkins, pub-
lished as Western Attitudes toward Death in 1974,
presented an initial sketch of Aries’s findings. Sur-
veying evidence from the Middle Ages to the pres-
ent, Aries had discovered a fundamental shift in atti-
tude. Where death had once been familiar and
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“tamed” (la mort apprivoisée) it was now strange,
untamed, and “forbidden” (la mort interdite).
Medieval people accepted death as a part of life—
expected, foreseen, and more or less controlled
through ritual. At home or on the battlefield, they
met death with resignation, but also with the hope
of a long and peaceful sleep before a collective
judgment. Simple rural folk maintained such atti-
tudes until the early twentieth century. But for most
people, Arieés argued, death has become wild and
uncontrollable.

The change in Western European society
occurred in identifiable stages. During the later
Middle Ages, religious and secular elites progres-
sively abandoned acceptance of the fact that “we
all die” (nous mourons tous) to concentrate on
their own deaths, developing an attitude Aries
dubbed la mort de soi (“the death of the self”) or
la mort de moi (“my death”). Anxious about the
state of their souls and increasingly attached to the
things their labor and ingenuity had won, they
represented death as a contest in which the fate of
the soul hung in the balance.

The rise of modern science led some to chal-
lenge belief in divine judgment, in heaven and hell,
and in the necessity of dying in the presence of the
clergy. Attention shifted to the intimate realm of the
family, to la mort de toi (“thy death”), the death of
a loved one. Emphasis fell on the emotional pain of
separation and on keeping the dead alive in mem-
ory. In the nineteenth century, some people
regarded death and even the dead as beautiful.
With each new attitude, Western Europeans dis-
tanced themselves from the old ways. Finally,
drained of meaning by modern science and medi-
cine, death retreated from both public and familial
experience. The dying met their end in hospitals,
and the living disposed of their remains with little
or no ceremony.

Aries was particularly interested in presenting
his findings in America because he noted a slightly
different attitude there. While modern Americans
gave no more attention to the dying than Euro-
peans, they lavished attention on the dead. The
embalmed corpse, a rarity in Europe but increas-
ingly common in America after the U.S. Civil War,
became the centerpiece of the American way of
death. Although embalming attempted, in a sense,
to deny death, it also kept the dead present. Thus
Aries was not surprised that signs of a reaction to
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“forbidden death” were appearing in the United
States. He ended his lectures with the possibility
that death might once more be infused with mean-
ing and accepted as a natural part of life.

In 1977 Aries published his definitive statement
on the subject, L’Homme devant la mort, which
appeared in English as The Hour of Our Death sev-
eral years later. Besides its length and mass of
detail, the book’s chief departure from Aries’ ear-
lier work was the inclusion of a fifth attitude,
which emerged in the seventeenth and eighteenth
centuries. Aries dubbed this attitude /a mort proche
et longue, or “death near and far.” As death became
less familiar, its similarities to sex came to the fore,
and some people found themselves as much
attracted to as repelled by cadavers, public execu-
tions, and the presence of the dead. The appear-
ance of the psychoanalytic notions of eros and
thanatos at this point in Arieés’s schema illuminate
the deeply psychological nature of his approach,
most clearly articulated in the conclusion to The
Hour of Our Death. This aspect of his thinking
generated criticism from historians who see the
causes of change, even in collective attitudes, in
more objective measures, but most have accepted
his reading of the modern period. There are prob-
lems with the notion of “tamed death,” however,
which Aries regarded as universal and primordial.
Subsequent research has shown how peculiar the
“tamed death” of the European Middle Ages was,
and how great a role Christianity played in its con-
struction. Nevertheless, his work has become a
touchstone for nearly all research in the field and
his contributions to death studies, and to history,
are universally admired.

See also: ARS MORIENDI; CHRISTIAN DEATH RITES,
HisTory OF; GOOD DEATH, THE; MEMENTO MORI
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ARS MORIENDI

The Ars Moriendi, or “art of dying,” is a body of
Christian literature that provided practical guidance
for the dying and those attending them. These
manuals informed the dying about what to expect,
and prescribed prayers, actions, and attitudes that
would lead to a “good death” and salvation. The
first such works appeared in Europe during the
early fifteenth century, and they initiated a remark-
ably flexible genre of Christian writing that lasted
well into the eighteenth century.

Fifteenth-Century Beginnings

By 1400 the Christian tradition had well-established
beliefs and practices concerning death, dying, and
the afterlife. The Ars Moriendi packaged many of
these into a new, concise format. In particular, it
expanded the rite for priests visiting the sick into a
manual for both clergy and laypeople. Disease, war,
and changes in theology and Church policies
formed the background for this new work. The
Black Death had devastated Europe in the previous
century, and its recurrences along with other dis-
eases continued to cut life short. Wars and violence
added to the death toll. The Hundred Years’” War
(1337-1453) between France and England was the
era’s largest conflict, but its violence and political
instability mirrored many local conflicts. The fragility
of life under these conditions coincided with a
theological shift noted by the historian Philippe
Aries whereas the early Middle Ages emphasized
humanity’s collective judgment at the end of time,
by the fifteenth century attention focused on indi-
vidual judgment immediately after death. One’s own



death and judgment thus became urgent issues that
required preparation.

To meet this need, the Ars Moriendi emerged
as part of the Church authorities’ program for edu-
cating priests and laypeople. In the fourteenth cen-
tury catechisms began to appear, and handbooks
were drafted to prepare priests for parish work,
including ministry to the dying. The Council of
Constance (1414-1418) provided the occasion for
the Ars Moriendi’'s composition. Jean Gerson,
chancellor of the University of Paris, brought to
the council his brief essay, De arte moriendi. This
work became the basis for the anonymous Ars
Moriendi treatise that soon appeared, perhaps at
the council itself. From Constance, the established
networks of the Dominicans and Franciscans
assured that the new work spread quickly through-
out Europe.

The Ars Moriendi survives in two different ver-
sions. The first is a longer treatise of six chapters
that prescribes rites and prayers to be used at the
time of death. The second is a brief, illustrated book
that shows the dying person’s struggle with tempta-
tions before attaining a good death. As Mary
Catharine O’Connor argued in her book 7he Arts of
Dying Well, the longer treatise was composed ear-
lier and the shorter version is an abridgment that
adapts and illustrates the treatise’s second chapter.
Yet O’Connor also noted the brief version’s artistic
originality. For while many deathbed images pre-
date the Ars Moriendi, never before had deathbed
scenes been linked into a series “with a sort of story,
or at least connected action, running through them”
(O’Connor 1966, p. 116). The longer Latin treatise
and its many translations survive in manuscripts and
printed editions throughout Europe. The illustrated
version circulated mainly as “block books,” where
pictures and text were printed from carved blocks
of wood; Harry W. Rylands (1881) and Florence
Bayard reproduced two of these editions.

An English translation of the longer treatise
appeared around 1450 under the title 7he Book of
the Craft of Dying. The first chapter praises the
deaths of good Christians and repentant sinners
who die “gladly and wilfully” in God (Comper 1977,
p. 7). Because the best preparation for a good death
is a good life, Christians should “live in such
wise . . . that they may die safely, every hour, when
God will” (Comper 1977, p. 9). Yet the treatise
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focuses on dying and assumes that deathbed repen-
tance can yield salvation.

The second chapter is the treatise’s longest and
most original section. It confronts the dying with
five temptations and their corresponding “inspira-
tions” or remedies: (1) temptation against faith ver-
sus reaffirmation of faith; (2) temptation to despair
versus hope for forgiveness; (3) temptation to
impatience versus charity and patience; (4) temp-
tation to vainglory or complacency versus humility
and recollection of sins; and (5) temptation to
avarice or attachment to family and property ver-
sus detachment. This scheme accounts for ten of
the eleven illustrations in the block book Ars
Moriendi, where five scenes depict demons tempt-
ing the dying man and five others portray angels
offering their inspirations.

Of special importance are the second and
fourth temptations, which test the dying person’s
sense of guilt and self-worth with two sharply con-
trasting states: an awareness of one’s sins that
places one beyond redemption and a confidence
in one’s merits that sees no need for forgiveness.
Both despair and complacent self-confidence can
be damning because they rule out repentance. For
this reason the corresponding remedies encourage
the dying to acknowledge their sins in hope
because all sins can be forgiven through contrition
and Christ’s saving death.

As Aries notes, throughout all five temptations,
the Ars Moriendi emphasizes the active role of the
dying in freely deciding their destinies. For only
their free consent to the demonic temptations or
angelic inspirations determines whether they are
saved or damned.

The third chapter of the longer treatise pre-
scribes “interrogations” or questions that lead the
dying to reaffirm their faith, to repent their sins,
and to commit themselves fully to Christ’s passion
and death. The fourth chapter asks the dying to
imitate Christ’s actions on the cross and provides
prayers for “a clear end” and the “everlasting bliss
that is the reward of holy dying” (Comper 1977,
p. 3D. In the fifth chapter the emphasis shifts to
those who assist the dying, including family and
friends. They are to follow the earlier prescriptions,
present the dying with images of the crucifix and
saints, and encourage them to repent, receive the
sacraments, and draw up a testament disposing of
their possessions. In the process, the attendants are
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The Devil with a hooking staff and Death himself with a soldier’s pike are attempting to snare the soul of this dying man.
The threatened soul, pictured as a tiny person, prays for help as an Angel offers protection. Ars Moriendi depictions such
as this manuscript illustration from fourteenth century England warned believers that they must live the good life or face

hideous punishment after death. DOVER PUBLICATIONS, INC.

to consider and prepare for their own deaths. In
the sixth chapter the dying can no longer speak on
their own behalf, and the attendants are instructed
to recite a series of prayers as they “commend the
spirit of our brother” into God’s hands.

The illustrated Ars Moriendi concludes with a
triumphant image of the good death. The dying
man is at the center of a crowded scene. A priest
helps him hold a candle in his right hand as he
breathes his last. An angel receives his soul in the
form of a naked child, while the demons below
vent their frustration at losing this battle. A cruci-
fixion scene appears to the side, with Mary, John,
and other saints. This idealized portrait thus com-
pletes the “art of dying well.”

The Later Tradition

The two original versions of the Ars Moriendi initi-
ated a long tradition of Christian works on prepa-
ration for death. This tradition was wide enough to
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accommodate not only Roman Catholic writers
but also Renaissance humanists and Protestant
reformers—all of whom adapted the Ars Moriendi
to their specific historical circumstances. Yet nearly
all of these authors agreed on one basic change:
They placed the “art of dying” within a broader “art
of living,” which itself required a consistent
memento mori, or awareness of and preparation
for one’s own death.

The Ars Moriendi tradition remained strong
within the Roman Catholic communities. In his
1995 book From Madrid to Purgatory, Carlos M. N.
Eire documented the tradition’s influence in Spain
where the Ars Moriendi shaped published ac-
counts of the deaths of St. Teresa of Avila (1582)
and King Philip 1T (1598). In his 1976 study of 236
Ars Moriendi publications in France, Daniel Roche
found that their production peaked in the 1670s
and declined during the period from 1750 to 1799.
He also noted the Jesuits’ leading role in writing



Catholic Ars Moriendi texts, with sixty authors in
France alone.

Perhaps the era’s most enduring Catholic text
was composed in Italy by Robert Bellarmine, the
prolific Jesuit author and cardinal of the church. In
1619 Bellarmine wrote his last work, The Art of
Dying Well. The first of its two books describes
how to live well as the essential preparation for a
good death. It discusses Christian virtues, Gospel
texts, and prayers, and comments at length on the
seven sacraments as integral to Christian living and
dying. The second book, The Art of Dying Well As
Death Draws Near, recommends meditating on
death, judgment, hell, and heaven, and discusses
the sacraments of penance, Eucharist, and extreme
unction or the anointing of the sick with oil. Bel-
larmine then presents the familiar deathbed temp-
tations and ways to counter them and console the
dying, and gives examples of those who die well
and those who do not. Throughout, Bellarmine
reflects a continuing fear of dying suddenly and
unprepared. Hence he focuses on living well and
meditating on death as leading to salvation even if
one dies unexpectedly. To highlight the benefits of
dying consciously and well prepared, he claims that
prisoners facing execution are “fortunate”; knowing
they will die, they can confess their sins, receive the
Eucharist, and pray with their minds more alert and
unclouded by illness. These prisoners thus enjoy a
privileged opportunity to die well.

In 1534 the Christian humanist Erasmus of
Rotterdam wrote a treatise that appeared in English
in 1538 as Preparation to Death. He urges his read-
ers to live rightly as the best preparation for death.
He also seeks a balance between warning and
comforting the dying so that they will be neither
flattered into arrogant self-confidence nor driven to
despair; repentance is necessary, and forgiveness is
always available through Christ. Erasmus drama-
tizes the deathbed scene in a dialogue between
the Devil and the dying Man. The Devil offers
temptations to which the Man replies clearly and
confidently; having mastered the arts of living and
dying, the Man is well prepared for this confronta-
tion. While recognizing the importance of sacra-
mental confession and communion, Erasmus says
not to worry if a priest cannot be present; the
dying may confess directly to God who gives sal-
vation without the sacraments if “faith and a glad
will be present” (Atkinson 1992, p. 56).
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The Ars Moriendi tradition in England has been
especially well documented. It includes translations
of Roman Catholic works by Petrus Luccensis and
the Jesuit Gaspar Loarte; Thomas Lupset’s humanis-
tic Way of Dying Well; and Thomas Becon’s Calvin-
ist The Sick Man’s Salve. But one literary master-
piece stands out, which is Jeremy Taylor’s 7he Rule
and Exercises of Holy Dying.

When Taylor published Holy Dying in 1651, he
described it as “the first entire body of directions
for sick and dying people” (Taylor 1977, p. xiii) to
be published in the Church of England. This Angli-
can focus allowed Taylor to reject some elements
of the Roman Catholic Ars Moriendi and to retain
others. For example, he ridicules deathbed repen-
tance but affirms traditional practices for dying
well; by themselves the protocols of dying are “not
enough to pass us into paradise,” but if “done fool-
ishly, [they are] enough to send us to hell” (Taylor
1977, p. 43). For Taylor the good death completes
a good life, but even the best Christian requires the
prescribed prayers, penance, and Eucharist at the
hour of death. And Holy Dying elegantly lays out a
program for living and dying well. Its first two
chapters remind readers of their mortality and urge
them to live in light of this awareness. In the third
chapter, Taylor describes two temptations of the
sick and dying: impatience and the fear of death
itself. Chapter four leads the dying through exer-
cises of patience and repentance as they await
their “clergy-guides,” whose ministry is described
in chapter five. This bare summary misses both the
richness of Taylor’s prose and the caring, pastoral
tone that led Nancy Lee Beaty, author of The Craft
of Dying, to consider Holy Dying, the “artistic cli-
max” of the English Ars Moriendi tradition (Beaty
1970, p. 197).

Susan Karant-Nunn, in her 1997 book The
Reformation of Ritual, documented the persistence
of the Ars Moriendi tradition in the “Lutheran Art of
Dying” in Germany during the late sixteenth cen-
tury. Although the Reformers eliminated devotion
to the saints and the sacraments of penance and
anointing with oil, Lutheran pastors continued to
instruct the dying and to urge them to repent, con-
fess, and receive the Eucharist. Martin Moller’s
Manual on Preparing for Death (1593) gives
detailed directions for this revised art of dying.

Karant-Nunn’s analysis can be extended into
the eighteenth century. In 1728 Johann Friedrich
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Starck [or Stark], a Pietist clergyman in the German
Lutheran church, treated dying at length in his
Tégliches Hand-Buch in guten und bésen Tagen.
Frequently reprinted into the twentieth century, the
Hand-Book became one of the most widely circu-
lated prayer books in Germany. It also thrived
among German-speaking Americans, with ten edi-
tions in Pennsylvania between 1812 and 1829, and
an 1855 English translation, Daily Hand-Book for
Days of Rejoicing and of Sorrow.

The book contains four major sections: prayers
and hymns for the healthy, the afflicted, the sick,
and the dying. As the fourth section seeks “a calm,
gentle, rational and blissful end,” it adapts core
themes from the Ars Moriendi tradition: the dying
must consider God’s judgment, forgive others and
seek forgiveness, take leave of family and friends,
commend themselves to God, and “resolve to die
in Jesus Christ.” While demons no longer appear at
the deathbed, the temptation to despair remains as
the dying person’s sins present themselves to
“frighten, condemn, and accuse.” The familiar rem-
edy of contrition and forgiveness through Christ’s
passion comforts the dying. Starck offers a rich
compendium of “verses, texts and prayers” for
bystanders to use in comforting the dying, and for
the dying themselves. A confident, even joyful,
approach to death dominates these prayers, as the
dying person prays, “Lord Jesus, I die for thee, I
live for thee, dead and living I am thine. Who dies
thus, dies well.”

Ars Moriendi in the Twenty-First Century

Starck’s Hand-Book suggests what became of the
Ars Moriendi tradition. It did not simply disappear.
Rather, its assimilation to Christian “arts of living”
eventually led to decreasing emphasis on the
deathbed, and with it the decline of a distinct
genre devoted to the hour of death. The art of
dying then found a place within more broadly con-
ceived prayer books and ritual manuals, where it
remains today (e.g., the “Ministration in Time of
Death” in the Episcopal Church’s Book of Common
Prayer). The Ars Moriendi has thus returned to its
origins. Having emerged from late medieval prayer
and liturgy, it faded back into the matrix of Christ-
ian prayer and practice in the late seventeenth and
eighteenth centuries.

The Ars Moriendi suggests useful questions for
twenty-first century approaches to dying. During
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its long run, the Ars Moriendi ritualized the pain
and grief of dying into the conventional and man-
ageable forms of Christian belief, prayer, and prac-
tice. In what ways do current clinical and religious
practices ritualize dying? Do these practices place
dying persons at the center of attention, or do they
marginalize and isolate them? What beliefs and
commitments guide current approaches to dying?
Although the Ars Moriendi’s convictions about
death and afterlife are no longer universally
shared, might they still speak to believers within
Christian churches and their pastoral care pro-
grams? What about the views and expectations of
those who are committed to other religious tradi-
tions or are wholly secular? In light of America’s
diversity, is it possible—or desirable—to construct
one image of the good death and what it might
mean to die well? Or might it be preferable to mark
out images of several good deaths and to develop
new “arts of dying” informed by these? Hospice
and palliative care may provide the most appropri-
ate context for engaging these questions. And the
Ars Moriendi tradition offers a valuable historical
analogue and framework for posing them.

See also: ARIES, PHILIPPE; BLACK DEATH; CHRISTIAN
DEeATH RITES, HISTORY OF; GOOD DEATH, THE;
MEMENTO MORI; TAYLOR, JEREMY; VISUAL ARTS
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ASSASSINATION

The term assassin comes from the Arabic word
hashashin, the collective word given to the fol-
lowers of Hasan-e Sabbah, the head of a secret
Persian sect of Ismailities in the eleventh century
who would intoxicate themselves with hashish
before murdering opponents. The word has since
come to refer to the premeditated surprise murder
of a prominent individual for political ends.

An assassination may be perpetrated by an
individual or a group. The act of a lone assassin
generally involves jealousy, mental disorder, or a
political grudge. The assassination performed by
more than one person is usually the result of a
social movement or a group plot. Both forms of
assassination can have far-reaching consequences.

Major Assassinations in World History

One of the earliest political assassinations in
recorded history occurred in Rome on March 15,
44 B.c.E. when members of the Roman aristocracy
(led by Gaius Cassius and Marcus Brutus), fearing
the power of Julius Caesar, stabbed him to death in
the Senate house. Caesar had failed to heed warn-
ings to “Beware the Ides of March,” and paid the
ultimate price (McConnell 1970).

An assassination is usually performed quickly
and involves careful planning. The “Thuggee” cult

41

ASSASSINATION

(from which the word thug is derived), which oper-
ated in India for several centuries until the British
eliminated it in the mid-nineteenth century, con-
sisted of professional killers who committed ritual
stranglings of travelers, not for economic or politi-
cal reasons, but as a sacrifice to the goddess Kali.
One thug named Buhram claimed to have strangled
931 people during his forty years as a Thuggee.

The eighteenth and nineteenth centuries saw a
plethora of assassinations throughout the Western
world. Among the most noteworthy were the mur-
ders of Jean-Paul Marat and Spencer Perceval. For
his role in the French Revolution, Marat was assas-
sinated in his residence with a knife wielded by
Charlotte Corday, a twenty-four-year-old French
woman, on July 13, 1793. It is uncertain whether she
committed the act for patriotic reasons of her own
or whether she was acting on orders. On May 11,
1812, John Bellingham entered the lobby of the
House of Commons and assassinated the British
prime minister, Spencer Perceval, because he
refused to heed Bellingham’s demand for redress
against tsarist Russia.

The victim of the most momentous political
assassination of the early twentieth century was the
Archduke Franz Ferdinand, heir to the Austro-
Hungarian Empire of the Hapsburgs, slain during a
parade in Sarajevo on June 28, 1914. The assassi-
nation helped trigger World War I. The world was
shocked once again on October 9, 1934, when
King Alexander I, who had assumed a dictatorial
role in Yugoslavia in the 1920s in an effort to end
quarreling between the Serbs and Croats, was mur-
dered by a professional assassin hired by Croat
conspirators led by Ante Pavelich.

Russia experienced two major assassinations in
the early twentieth century. Having allegedly saved
the life of the son of Tsar Nicholas, Grigori
Rasputin (the “Mad Monk”) gained favor with the
Tsarina and, through careful manipulation, became
the virtual leader of Russia. However, his byzantine
court intrigues, coupled with pro-German activi-
ties, led to his assassination on December 29, 1916,
by Prince Youssoupoff, husband of the tsar’s niece.
Ramon Mercader, an agent of the Soviet dictator
Joseph Stalin, assassinated Leon Trotsky, who had
co-led the Russian Revolution in 1917, in Mexico
on August 21, 1940.

On January 30, 1948, India suffered the loss of
Mahatma Gandhi, murdered by Nathuram Godse,
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a religious fanatic who feared the consequences of
the partition that created Pakistan in 1947. The
South Vietnamese leader Ngo Dinh Diem was
killed on November 2, 1963, by a Vietnamese tank
corps major (whose name was never released)
because of his submission to the tyrannical rule of
his brother, Ngo Dinh Nhu.

Assassinations in U.S. History

The United States experienced a number of major
losses to assassins in the twentieth century. Huey
Long, an icon in Louisiana politics, was assassi-
nated on September 8, 1935, in the corridor of the
capitol building by Carl Weiss, a medical doctor in
Baton Rouge and son-in-law of one of Long’s
many political enemies. Mark David Chapman shot
John Lennon, one of the most politically active
rock stars of his generation, on December 8, 1980.
Attempts were made on other noteworthy men
such as George Wallace (May 15, 1972, in Laurel,
Maryland) and civil rights leader James Meredith
(June 1966 during a march from Memphis, Ten-
nessee to Jackson, Mississippi).

The 1960s was an era of unrest in the United
States. Civil rights, women’s rights, the war in
Vietnam, the student movement, and the ecology
controversy were major issues. Malcolm X, who
advocated black nationalism and armed self-
defense as a means of fighting the oppression of
African Americans, was murdered on February 21,
1965, by Talmadge Hayer, Norman Butler, and
Thomas Johnson, alleged agents of Malcolm’s rival
Elijah Muhammud of the Nation of Islam. Martin
Luther King Jr. was killed on April 4, 1968, in Mem-
phis, Tennessee by James Earl Ray, who later
retracted his confession and claimed to be a dupe
in an elaborate conspiracy. Robert F. Kennedy,
then representing New York State in the U.S. Sen-
ate, was shot by a Palestinian, Sirthan Sirhan, on
June 5, 1968, in Los Angeles, shortly after winning
the California presidential primary.

Attempted Assassinations of U.S. Presidents

The first attempt to assassinate a sitting president of
the United States occurred on January 30, 1835,
when Richard Lawrence, an English immigrant,
tried to kill President Andrew Jackson on a street in
Washington, D.C. Lawrence believed that he was
heir to the throne of England and that Jackson
stood in his way. He approached the president with
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a derringer and pulled the trigger at point-blank
range. When nothing happened, Lawrence reached
in his pocket and pulled out another derringer,
which also misfired. Lawrence was tried, judged
insane, and sentenced to a mental institution for
the rest of his life.

On February 15, 1933, while riding in an open
car through the streets of Miami, Florida,
with Chicago’s mayor, Anton Cermak, President
Franklin D. Roosevelt nearly lost his life to Giu-
seppe (Joseph) Zangara, an unemployed New Jer-
sey mill worker who had traveled to Florida seek-
ing employment. Caught up in the throes of the
depression and unable to find work, he blamed
capitalism and the president. The assassin fired
several shots at the presidential vehicle and fatally
wounded Cermak and a young woman in the
crowd; Roosevelt was not injured. Zangara was
executed in the electric chair, remaining unrepen-
tant to the end.

While the White House was being renovated in
1950, and Harry Truman and his wife were residing
in the poorly protected Blair House nearby, two
Puerto Rican nationalists—Oscar Collazo and Gri-
sello Torresola—plotted Truman’s death, believing
“that the assassination of President Truman might
lead to an American Revolution that would provide
the Nationalists with an opportunity to lead Puerto
Rico to independence” (Smith 2000, p. 3). On Nov-
ember 1, 1950, the two killers attempted to enter the
Blair House and Kkill the president. Truman was not
harmed, but in the gun battle that took place, one
security guard was fatally shot and two were
injured. Torresola was also killed. Collazo, although
wounded, survived to be tried, and he was sen-
tenced to death. Not wishing to make him a martyr,
Truman commuted his sentence to life in prison.
During his presidency in 1979, Jimmy Carter
ordered the release of Collazo, and he died in
Puerto Rico in 1994.

While President Ronald Reagan was leaving
the Washington Hilton in Washington, D.C., on
March 30, 1981, he was seriously injured by a .22-
caliber bullet fired by twenty-five-year-old John W.
Hinckley Jr. After watching the movie Taxi Driver,
Hinckley was impressed by Robert DeNiro’s role as
a man who tries to assassinate a senator. Hinckley
also became infatuated with Jodie Foster, a young
actress in the film, and decided that the way to
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Malcolm X, who fought against the oppression of African Americans, on a stretcher after being shot and killed by assas-
sins on February 21, 1965. CORBIS

impress her was to kill the president. Reagan sur-
vived major surgery to repair a collapsed lung, and
Hinckley was sentenced to a psychiatric facility.

President Gerald Ford survived two attempts
on his life. On September 5, 1975, while in Sacra-
mento, California, Ford was nearly killed by
Lynette “Squeaky” Fromme, a devoted follower of
the cult leader Charles Manson. Fromme believed
that killing Ford would bring attention to the plight
of the California redwood trees and other causes
she supported. Fromme was three to four feet from
the President and about to fire a .45-caliber hand-
gun when she was thwarted by Secret Service
agents. Seventeen days later, in San Francisco, Sara
Jane Moore, a civil rights activist, attempted to take
the president’s life. Moore was a member of a rad-
ical group and believed she could prove her alle-
giance by Kkilling the president. Both women were
sentenced to life imprisonment.

Theodore Roosevelt was the only former pres-
ident to face an assassination attempt. In 1912,
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after serving two terms as president, Roosevelt
decided to seek a third term at the head of the Bull
Moose Party. The idea of a third-term president
was disturbing to many because no president
theretofore had ever served more than two con-
secutive terms. A German immigrant, John Shrank,
decided that the only way to settle the issue was to
kill Roosevelt. On October 14, 1912, at a political
rally, Shrank fired a bullet that went through fifty
pages of speech notes, a glasses case made of
steel, and Roosevelt's chest, penetrating a lung.
Covered with blood, Roosevelt completed his
speech before being treated. Shrank was adjudi-
cated as mentally ill and spent the rest of his life in
a mental institution.

Assassinations of U.S. Presidents

The first president to be assassinated was Abraham
Lincoln on April 14, 1865. Believing that he could
avenge the loss of the South in the U.S. Civil War,
the actor John Wilkes Booth entered the President’s
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box at the Ford Theater in Washington, D.C., where
Lincoln had gone with friends and family to see a
play. Booth fired a bullet into the back of the Pres-
ident’s head and then leaped from the stage shout-
ing, “sic semper tyrannis!” and “The South is
avenged!” Despite fracturing his shinbone, he suc-
cessfully escaped. Twelve days later, Booth was
trapped in a Virginia barn and killed when he
refused to surrender. The coconspirators in the mur-
der were hanged.

James A. Garfield was shot once in the arm
and once in the back on July 1, 1881, in a Balti-
more and Potomac train station on his way to
deliver a speech in Massachusetts. Charles Guiteau,
the assassin, had supported the president’s candi-
dacy and erroneously believed that he had earned
a political appointment in Garfield’s administration.
When he was rejected, the killer blamed the pres-
ident. Garfield survived for seventy-nine days be-
fore succumbing to his wound. Guiteau was
hanged on June 30, 1882, at the District of Colum-
bia jail.

In September 1901 President William McKinley
traveled to the Pan-American Exposition in Buf-
falo, New York, to give a speech on American eco-
nomic prosperity. While greeting an assembled
crowd on September 6, he encountered twenty-
eight-year-old Leon Czolgosz, a laborer and self-
professed anarchist. The assassin approached
McKinley with a handkerchief wrapped around his
wrist, and when the President reached to shake
his hand, Czolgosz produced a .32-caliber pistol
and fired two shots into the chief executive’s
abdomen. McKinley died eight days later from gan-
grene that developed because of inadequate med-
ical treatment. Czolgosz was executed, exclaiming
that he was “not sorry” (Nash 1973, p. 143).

On November 22, 1963, while traveling in a
motorcade through the streets of Dallas, Texas,
John F. Kennedy became the fourth U.S. president
to be assassinated. Lee Harvey Oswald, a commu-
nist malcontent, was accused of the crime and all
evidence pointed to his guilt. However, before he
could be adjudicated, Jack Ruby, a Texas nightclub
owner, killed Oswald. Oswald’s motivation for
killing Kennedy has never been fully determined:
“The only conclusion reached was that he acted
alone and for vague political reasons” (Nash 1973,
p. 430). Conspiracy theories concerning the mur-
der have not been substantiated.
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See also: DEATH SYSTEM; HOMICIDE, DEFINITIONS AND
CLASSIFICATIONS OF; HOMICIDE, EPIDEMIOLOGY OF;
REVOLUTIONARIES AND “DEATH FOR THE CAUSE!”;
TERRORISM
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AUGUSTINE

For over 1,600 years, the works of Augustine of
Hippo (354430 c.k.), the great Christian theolo-
gian and teacher, have strongly influenced reli-
gious, philosophical, and psychological thought.
His ideas of mortality were informed by various
belief systems, such as the early Christian view that
death is punishment for original sin and the Pla-
tonic notion of the immaterial and immortal
essence of the soul.

This instinct is the basis for morality, as the
rational self strives to preserve its rational nature
and not to become irrational or inorganic in nature.
Augustine takes from Greco-Roman culture, partic-
ularly from the Stoics, the notion that every living
thing has an “instinct” for self-preservation. From
the books of the Pentateuch, Augustine receives a
juridical account of the origin and character of
death: Death is a punishment (Gen. 3:19). In his
epistles to early Christian communities, the apostle
Paul (an ex-rabbi) makes a juridical understanding
of death central to the Christian faith (2 Cor. 1:9);
these letters become increasingly important for
Augustine’s understanding of the significance
of death.

Augustine’s evaluation of death undergoes a
profound change after he encounters the theology
of Pelagius. In his earlier writings, such as On the
Nature of the Good, Augustine regards death as
good because it is natural: Death is the ordered
succession of living entities, each coming and
going the way the sound of a word comes and
goes; if the sound remained forever, nothing could
be said. But in Pelagius’s theology, Augustine
encounters a radical statement of the “naturalness”
of death: Even if there had never been any sin,
Pelagius says, there would still be death. Such an
understanding of death is very rare in early Chris-
tianity, and Augustine eventually stands with the
mass of early Christian tradition by insisting upon
the exegetically derived (from the Pentateuch)
judgment that death is a punishment that dimin-
ishes the original “all life” condition of human
nature. It is a distinctive and consistent feature of
Augustine’s theology of death that it is developed
and articulated almost exclusively through the
opening chapters of the Book of Genesis.

The fact of death has ambivalent significance.
On the one hand, death is an undeniable reality,
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universally appearing in all living organisms: Life
inevitably ceases, however primitive or rational that
life may be. On the other hand, just as inevitably
and as universally, death demands denial: Con-
sciousness rejects the devolution from organic to
inorganic.

See also: CATHOLICISM; CHRISTIAN DEATH RITES, HISTORY
OF; PHILOSOPHY, WESTERN
MICHEL RENE BARNES

AUSTRALIAN ABORIGINAL
RELIGION

Notwithstanding the diversity of Australian Aborig-
inal beliefs, all such peoples have had similar con-
cerns and questions about death: What should be
done with the body? What happens to the soul?
How should people deal with any disrupted social
relationships? And how does life itself go on in the
face of death? All of these concerns pertain to a
cosmological framework known in English as “The
Dreaming” or “The Dreamtime,” a variable mytho-
logical concept that different groups have com-
bined in various ways with Christianity.

There are many different myths telling of the
origins and consequences of death throughout
Aboriginal Australia and versions of the biblical
story of the Garden of Eden must now be counted
among them. Even some of the very early accounts
of classical Aboriginal religion probably unwit-
tingly described mythologies that had incorporated
Christian themes.

There are many traditional methods of dealing
with corpses, including burial, cremation, exposure
on tree platforms, interment inside a tree or hollow
log, mummification, and cannibalism (although
evidence for the latter is hotly disputed). Some
funeral rites incorporate more than one type of dis-
posal. The rites are designed to mark stages in the
separation of body and spirit.

Aboriginal people believe in multiple human
souls, which fall into two broad categories: one is
comparable to the Western ego—a self-created,
autonomous agency that accompanies the body
and constitutes the person’s identity; and another
that comes from “The Dreaming” and/or from
God. The latter emerges from ancestral totemic
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An Aborigine from the Tiwi tribe in Bathurst, New South Wales, Australia, stands beside painted funeral totems. Phases of

Sunerary rites are often explicitly devoted to symbolic acts that send ancestral spirits back to their places of origin where
they assume responsibility for the wellbeing of the world they have left bebhind. CHARLES AND JOSETTE LENARS/CORBIS

sites in the environment, and its power enters peo-
ple to animate them at various stages of their lives.

At death, the two types of soul have different
trajectories and fates. The egoic soul initially
becomes a dangerous ghost that remains near the
deceased’s body and property. It eventually passes
into nonexistence, either by dissolution or by travel
to a distant place of no consequence for the living.
Its absence is often marked by destruction or aban-
donment of the deceased’s property and a long-
term ban on the use of the deceased person’s name
by the living. Ancestral souls, however, are eternal.
They return to the environment and to the sites and
ritual paraphernalia associated with specific totemic
beings and/or with God.

The funerary rites that enact these transitions
are often called (in English translation) “sorry busi-
ness.” They occur in Aboriginal camps and houses,
as well as in Christian churches because the varied
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funerary practices of the past have been almost
exclusively displaced by Christian burial. However,
the underlying themes of the classical cosmology
persist in many areas. The smoking, (a process in
which smoke, usually from burning leaves, is
allowed to waft over the deceased’s property) styl-
ized wailing, and self-inflicted violence are three
common components of sorry business, forming
part of a broader complex of social-psychological
adjustment to loss that also includes anger and sus-
picion of the intentions of persons who might have
caused the death. People may be held responsible
for untimely deaths even if the suspected means of
dispatch was not violence but accident or sorcery.
The forms of justice meted out to such suspects
include banishment, corporal punishment, and
death (even though the latter is now banned by
Australian law).

See also: HOw DEATH CAME INTO THE WORLD; SUICIDE
INFLUENCES AND FACTORS: INDIGENOUS POPULATIONS
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AUTOPSY

Autopsies, also known as necropsies or post-
mortem examinations, are performed by anatomic
pathologists who dissect corpses to determine the
cause of death and to add to medical knowledge.
“Autopsy,” from the Greek autopsia, means seeing
with one’s own eyes.

Greek physicians performed autopsies as early
as the fifth century B.C.E.; Egyptian physicians used
them to teach anatomy between 350 and 200 B.C.E.;
and doctors with the Roman legions autopsied
dead barbarian soldiers. In 1533 the New World’s
first autopsy supposedly determined whether
Siamese twins had one soul or two. In 1662 the
Hartford, Connecticut, General Court ordered an
autopsy to see if a child had died from witchcraft
(she died of upper airway obstruction). Into the
early twentieth century, many physicians per-
formed autopsies on their own patients, often at
the decedent’s residence.

In the twenty-first century, pathologists per-
form nearly all autopsies. After at least four years
of pathology training (residency), anatomic pathol-
ogists spend an additional one to two vyears
becoming forensic pathologists. These specialists
are experts in medicolegal autopsies, criminal
investigation, judicial testimony, toxicology, and
other forensic sciences.

While autopsies are performed primarily to
determine the cause of death, they also ensure
quality control in medical practice, help confirm
the presence of new diseases, educate physicians,
and investigate criminal activity. Modern medicine
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does not ensure that physicians always make cor-
rect diagnoses. More than one-third of autopsied
patients has discrepancies between their clinical
and autopsy diagnoses that may have adversely
affected their survival. By identifying treatment
errors, autopsies also helped clinicians develop the
methods in use today to treat trauma patients.
Society also benefits from autopsies; for example,
between 1950 and 1983 alone, autopsies helped
discover or clarify eighty-seven diseases or groups
of diseases.

Who Gets Autopsied?

Whether or not people are autopsied depends on
the circumstances surrounding their deaths, where
they die, their next of kin, and, in some cases, their
advance directives or insurance policies. For many
reasons, pathologists in the United States now
autopsy fewer than 12 percent of nonmedicolegal
deaths. Less than 1 percent of those who die in
nursing homes, for example, are autopsied.

Medical examiners perform medicolegal, or
forensic, autopsies. The 1954 Model Post-Mortem
Examination Act, adopted in most U.S. jurisdic-
tions, recommends forensic examination of all
deaths that (1) are violent; (2) are sudden and
unexpected; (3) occur under suspicious circum-
stances; (4) are employment related; (5) occur in
persons whose bodies will be cremated, dissected,
buried at sea, or otherwise unavailable for later
examination; (6) occur in prison or to psychiatric
inmates; or (7) constitute a threat to public health.
Many also include deaths within twenty-four hours
of general anesthesia or deaths in which a physi-
cian has not seen the patient in the past twenty-
four hours. They can order autopsies even when
deaths from violence are delayed many years after
the event.

Not all deaths that fall under a medical exam-
iner’s jurisdiction are autopsied because they gen-
erally work within a tight budget. Approximately
20 percent of all deaths fall under the medical
examiner/coroner’s purview, but the percentage
that undergoes medicolegal autopsy varies greatly
by location.

In the United States, medical examiners
autopsy about 59 percent of all blunt and pene-
trating trauma deaths, with homicide victims and
trauma deaths in metropolitan areas autopsied
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most often. Some states may honor religious objec-
tions to medicolegal autopsies, although officials
will always conduct an autopsy if they feel it is in
the public interest. In 1999 the European Commu-
nity adopted a comprehensive set of medicolegal
autopsy rules that generally parallel those in the
United States.

Autopsy Permission

While medical examiner cases do not require con-
sent, survivors, usually next of kin, must give their
permission before pathologists perform a non-
medicolegal autopsy. A decedent’s advance direc-
tive may help the survivors decide. Survivors may
sue for damages based on their mental anguish for
autopsies that were performed without legal
approval or that were more extensive than author-
ized; monetary awards have been relatively small.

Autopsy permission forms usually include
options for “complete postmortem examination,”
“complete postmortem examination—return all
organs” (this does not include microscopic slides,
fluid samples, or paraffin blocks, which patholo-
gists are required to keep), “omit head,” “heart and
lungs only,” “chest and abdomen only,” “chest
only,” “abdomen only,” and “head only.” Limita-
tions on autopsies may diminish their value.

” o«

U.S. military authorities determine whether to
autopsy active duty military personnel. Some insur-
ance policies may give insurance companies the
right to demand an autopsy, and Workman’s Com-
pensation boards and the Veterans Administration
may require autopsies before survivors receive
death benefits.

Consent is not required for autopsies in some
countries, but families may object to nonforensic
autopsies. When individuals die in a foreign coun-
try, an autopsy may be requested or required upon
the body’s return to their home country (even if it
has already been autopsied) to clarify insurance
claims or to investigate criminal activity.

College-educated young adults are most likely
to approve autopsies on their relatives. Contrary to
popular wisdom, the type of funeral rite (burial vs.
cremation) a person will have does not affect the
rate of autopsy permission, at least in the United
States. Although most people would permit an
autopsy on themselves, the next of kin or surro-
gate often refuses permission based on seven
erroneous beliefs:
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1. Medical diagnosis is excellent and diagnostic
machines almost infallible; an autopsy is

unnecessary.

2. If the physician could not save the patient,
he or she has no business seeking clues after
that failure.

3. The patient has suffered enough.

4. Body mutilation occurs.

5. An autopsy takes a long time and delays
final arrangements.

6. Autopsy results are not well communicated.

7. An autopsy will result in an incomplete body,

and so life in the hereafter cannot take place.

Increasingly, however, survivors contract with
private companies or university pathology depart-
ments to do autopsies on their loved ones because
they either could not get one done (e.g., many
hospital pathology departments have stopped
doing them) or they do not accept the results of
the first examination.

Religious views about autopsies generally par-
allel attitudes about organ or tissue donation. They
vary not only among religions, but also sometimes
within religious sects and among co-religionists in
different countries. The Baha'’i faith, most nonfun-
damentalist Protestants, Catholics, Buddhists, and
Sikhs permit autopsies. Jews permit them only to
save another life, such as to exonerate an accused
murderer. Muslims, Shintos, the Greek Orthodox
Church, and Zoroastrians forbid autopsies except
those required by law. Rastafarians and Hindus
find autopsies extremely distasteful.

Autopsy Technique

Complete autopsies have four steps, including
inspecting the body’s exterior; examining the inter-
nal organs’ position and appearance; dissecting
and examining the internal organs; and the labora-
tory analysis of tissue, fluids, and other specimens.
In medicolegal cases, an investigative team trained
in criminal detection first goes to the death scene
to glean clues from the position and state of the
body, physical evidence, and the body’s surround-
ings. They also photograph the body, the evi-
dence, and the scene for possible use in court.



The first step in the autopsy is to examine the
corpse’s exterior. Pathologists carefully examine
clothing still on the body, including the effects of
penetrating objects and the presence of blood or
body fluid stains, evidence most useful
medicolegal cases. They use metric measurements
(centimeters, grams) for the autopsy records and
the U.S. system of weights and measurements for
any related legal documents. Disrobing the body,
they carefully examine it for identifying marks and
characteristics and signs of injury or violence. They
scrape the corpse’s nails, test the hands for gun-
powder, and collect any paint, glass, or tire marks
for future identification. The pathologist also tries to
determine the number, entry, and exit sites of gun-
shot wounds. Radiographs are frequently taken.

in

In the second step, pathologists open the tho-
racoabdominal (chest-belly) cavity. The incision,
generally Y-shaped, begins at each shoulder or
armpit area and runs beneath the breasts to the bot-
tom of the breastbone. The incisions join and pro-
ceed down the middle of the abdomen to the
pubis, just above the genitals. The front part of the
ribs and breastbone are then removed in one piece,
exposing most of the organs. Pathologists then
examine the organs’ relationships to each other.
They often examine the brain at this stage. To
expose the brain, they part the hair and make an
incision behind the ears and across the base of the
scalp. The front part of the scalp is then pulled over
the face and the back part over the nape of the
neck, exposing the skull. They open the skull using
a special high-speed oscillating saw. After the skull
cap is separated from the rest of the skull with a
chisel, the pathologist examines the covering of the
brain (meninges) and the inside of the skull for
signs of infection, swelling, injury, or deterioration.

For cosmetic reasons, pathologists normally do
not disturb the skin of the face, arms, hands, and
the area above the nipples. For autopsies per-
formed in the United States, pathologists rarely
remove the large neck vessels. However, medical
examiners must examine areas with specific
injuries, such as the larynx, in possible strangula-
tion cases. In suspected rape-murders, they may
remove reproductive organs for additional tests.

In the third step, pathologists remove the
body’s organs for further examination and dissec-
tion. Normally, pathologists remove organs from
the chest and belly either sequentially or en bloc (in
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one piece, or “together”). Using the en bloc proce-
dure allows them to release bodies to the mortician
within thirty minutes after beginning the autopsy;
the organs can be stored in the refrigerator and
examined at a later time. Otherwise, the entire sur-
gical part of an autopsy normally takes between
one and three hours. During the en bloc proce-
dure, major vessels at the base of the neck are tied
and the esophagus and trachea are severed just
above the thyroid cartilage (Adam’s apple). Pathol-
ogists pinch off the aorta above the diaphragm and
cut it and the inferior vena cava, removing the heart
and lungs together. They then remove the spleen
and the small and large intestines. The liver, pan-
creas, stomach, and esophagus are removed as a
unit, followed by the kidneys, ureters, bladder,
abdominal aorta, and, finally, the testes. Patholo-
gists take small muscle, nerve, and fibrous tissue
samples for microscopic examination. Examining
and weighing the organs, they open them to check
for internal pathology. They remove tissue frag-
ments anywhere they see abnormalities, as well as
representative pieces from at least the left ventricle
of the heart, lungs, kidneys, and liver.

Pathologists remove the brain from the skull
by cutting the nerves to the eyes, the major blood
vessels to the brain, the fibrous attachment to the
skull, the spinal cord, and several other nerves and
connections. After gently lifting the brain out of
the skull and checking it again for external abnor-
malities, they usually suspend it by a thread in a
two-gallon pail filled with 10 percent formalin. This
“fixes” it, firming the tissue so that it can be prop-
erly examined ten to fourteen days later. (Bone is
rarely removed during an autopsy unless there is
suspected to be injury or disease affecting it.)
Pathologists then sew closed any large incisions.

Step four, the most time consuming, consists of
examining minute tissue and fluid specimens under
the microscope and by chemical analysis. Medical
examiners routinely test for drugs and poisons (tox-
icology screens) in the spinal fluid, eye fluid (vitre-
ous humor), blood, bile, stomach contents, hair,
skin, urine, and, in decomposing bodies, fluid from
blisters. Pathologists commonly test infants with
congenital defects, miscarried fetuses, and stillborns
for chromosomal abnormalities, and fetuses and
infants, as well as their placenta and umbilical
cords, for malformations suggesting congenital
abnormalities.
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After an autopsy, pathologists usually put the
major organs into plastic bags and store them in
body cavities unless they have written permission
to keep them. Medical examiners must keep any
organs or tissues needed for evidence in a legal
case. Medical devices, such as pacemakers, are
discarded. They routinely keep small pieces of
organs (about the size of a crouton) for subsequent
microscopic and chemical analysis. National stan-
dards require that “wet tissue” from autopsies be
held for six months after issuing a final autopsy
report, tissue in paraffin blocks (from which micro-
scope slides are made) must be kept for five years,
and the slides themselves along with the autopsy
reports must be retained for twenty years.

After completing the autopsy, pathologists try,
when possible, to determine both a “cause of
death” and the contributing factors. The most com-
mon misconception about medicolegal investiga-
tions is that they always determine the time of
death. The final autopsy report may not be avail-
able for many weeks. The next of kin signing a
routine autopsy authorization need only request a
copy of the report. In medical examiners’ cases, if
they do not suspect suspicious circumstances sur-
rounding the death, next of kin need to request the
report in writing. When the autopsy results may be
introduced into court as evidence, a lawyer may
need to request the report.

Forensic pathologists also perform autopsies
on decomposing bodies or on partial remains to
identify the deceased and, if possible, to determine
the cause and time of death. Pathologists usually
exhume bodies to (1) investigate the cause or man-
ner of death; (2) collect evidence; (3) determine
the cause of an accident or the presence of dis-
ease; (4) gather evidence to assess malpractice;
(5) compare the body with another person thought
to be deceased; (6) identify hastily buried war and
accident victims; (7) settle accidental death or lia-
bility claims; or (8) search for lost objects. In some
instances, they must first determine whether
remains are, in fact, human and whether they rep-
resent a “new” discovery or simply the disinter-
ment of previously known remains. This becomes
particularly difficult when the corpse has been
severely mutilated or intentionally misidentified to
confuse investigators.

See also: AUTOPSY, PSYCHOLOGICAL; BURIED ALIVE;
CADAVER EXPERIENCES; CRYONIC SUSPENSION
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AUTOPSY, PSYCHOLOGICAL

The psychological autopsy is a procedure for inves-
tigating a person’s death by reconstructing what
the person thought, felt, and did preceding his or
her death. This reconstruction is based upon infor-
mation gathered from personal documents, police
reports, medical and coroner’s records, and face-to-
face interviews with families, friends, and others
who had contact with the person before the death.

The first psychological autopsy study was most
likely Gregory Zilboorg’s investigation of ninety-
three consecutive suicides by police officers in New
York City between 1934 and 1940. In 1958 the chief
medical examiner of the Los Angeles Coroners
Office asked a team of professionals from the Los
Angeles Suicide Prevention Center to help in his
investigations of equivocal cases where a cause of
death was not immediately clear. From these inves-
tigations, the psychiatrist Edwin Shneidman coined
the phrase “psychological autopsy” to describe the
procedure he and his team of researchers devel-
oped during those investigations. The method
involved talking in a tactful and systematic manner
to key persons—a spouse, lover, parent, grown
child, friend, colleague, physician, supervisor, and
coworker—who knew the deceased. Their practice
of investigating equivocal deaths in Los Angeles
continued for almost thirty years and allowed for
more accurate classification of equivocal deaths as
well as contributing to experts’ understanding of
suicide.

In the 1970s and 1980s, researchers using the
psychological autopsy method investigated risk
factors for suicide. Psychological autopsies have
confirmed that the vast majority of suicide victims
could be diagnosed as having had a mental disor-
der, usually depression, manic depression, or alco-
hol or drug problems. Other studies focused upon
the availability of firearms in the home of suicide
completers, traumatic events in person’s lives, and
other psychological and social factors.
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There are two major trends in the use of psy-
chological autopsies: research investigation and
clinical and legal use. Research investigations gen-
erally involve many people who died by suicide
and comparing the results with another group, for
example, accident victims, in order to see if some
factors are important in discriminating between
suicides and other deaths. Clinical and legal use of
psychological autopsies involves investigations of a
single death in order to clarify why or how a per-
son died. These often involve descriptive interpre-
tations of the death and may include information
to help family and friends better understand why a
tragic death occurred. They also may lead to sug-
gesting means of preventing suicides, for example
by suggesting improvements in hospital treatment
or suicide prevention in jails.

Psychological autopsies have been conducted
for literary interpretation of the deaths of famous
people. Of note is Shneidman’s analysis eighty-
eight years later of the death of Malcolm Melville in
1867, the son of Moby Dick author Herman
Melville. They also have been used in legal cases
to settle estate questions concerning the nature of
death; for example, the death of the billionaire
Howard Hughes. Psychological autopsies have
been used in criminal investigations of blame,
including one case where a mother was found
guilty of numerous abusive behaviors toward a
child who had committed suicide.

There is no consensus on the exact procedure
for conducting a psychological autopsy. However,
psychological autopsy studies for research pur-
poses often use complex methods to ensure that
the information is reliable and valid. All psycholog-
ical autopsies are based upon possibly biased rec-
ollections. Nevertheless, the psychological autopsy
constitutes one of the main investigative tools for
understanding suicide and the circumstances sur-
rounding death.

See also: AUTOPSY; SUICIDE INFLUENCES AND FACTORS:

ALCOHOL AND DRUG USE, MENTAL ILLNESS
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AZTEC RELIGION

At the time of Spanish contact in the sixteenth cen-
tury, the Aztec were the preeminent power in
Mexico, and to the east controlled lands bordering
the Maya region. Whereas the Maya were neither
culturally nor politically unified as a single entity in
the sixteenth century, the Aztec were an empire
integrated by the state language of Nahuatl as well
as a complex religious system. As the principal
political force during the Spanish conquest, the
Aztec were extensively studied at this time. Due
to sixteenth-century manuscripts written both by
the Aztec and Spanish clerics, a great deal is
known of Aztec religious beliefs and ritual, includ-
ing death rituals.

Probably the most discussed and vilified aspect
of Aztec religion is human sacrifice, which is amply
documented by archaeological excavations, pre-
Hispanic art, and colonial accounts. To the Aztec,
cosmic balance and therefore life would not be
possible without offering sacrificial blood to forces
of life and fertility, such as the sun, rain, and the
earth. Thus in Aztec myth, the gods sacrificed
themselves for the newly created sun to move on
its path. The offering of children to the rain gods
was considered a repayment for their bestowal of
abundant water and crops. Aside from sacrificial
offerings, death itself was also a means of feeding
and balancing cosmic forces. Many pre-Hispanic
scenes illustrate burial as an act of the feeding the
earth, with the bundled dead in the open maw of
the earth monster. Just as day became night, death
was a natural and necessary fate for the living.

The sixteenth-century accounts written in
Spanish and Nahuatl provide detailed descriptions
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of Aztec concepts of death and the afterlife. One of
the most important accounts of Aztec mortuary
rites and beliefs concerning the hereafter occurs in
Book 3 of the Florentine Codex, an encyclopedic
treatise of Aztec culture compiled by the Francis-
can Fray Bernardino de Sahagun. According to this
and other early accounts, the treatment of the body
and the destiny of the soul in the afterlife
depended in large part on one’s social role and
mode of death, in contrast to Western beliefs that
personal behavior in life determines one’s afterlife.
People who eventually succumbed to illness and
old age went to Mictlan, the dark underworld
presided by the skeletal god of death, Mictlante-
cuhtli, and his consort Mictlancihuatl. In prepara-
tion for this journey, the corpse was dressed in
paper vestments, wrapped and tied in a cloth bun-
dle, and then cremated, along with a dog to serve
as a guide through the underworld. The path to
Mictlan traversed a landscape fraught with dangers,
including fierce beasts, clashing mountains, and
obsidian-bladed winds. Having passed these perils,
the soul reached gloomy, soot-filled Mictlan, “the
place of mystery, the place of the unfleshed, the
place where there is arriving, the place with no
smoke hole, the place with no fireplace” (Sahagin
1978, Book 3, p. 42). With no exits, Mictlan was a
place of no return.

Aside from the dreary, hellish realm of Mictlan,
there was the afterworld of Tlalocan, the paradise
of Tlaloc, the god of rain and water. A region of
eternal spring, abundance, and wealth, this place
was for those who died by lightning, drowning, or
were afflicted by particular diseases, such as pus-
tules or gout. Rather than being cremated, these
individuals were buried whole with images of the
mountain gods, beings closely related to Tlaloc.
Another source compiled by Sahagun, the Prim-
eros Memoriales, contains a fascinating account of
a noble woman who, after being accidentally
buried alive, journeys to the netherworld paradise
of Tlalocan to receive a gift and message from the
rain god.

Book 3 of the Florentine Codex describes a
celestial paradise. In sharp contrast to the victims of
disease dwelling in Mictlan, this region was occu-
pied by warriors and lords who died by sacrifice or
combat in honor of the sun god Tonatiuh. The bod-
ies of the slain heroes were burned in warrior bun-
dles, with birds and butterflies symbolizing their
fiery souls. These warrior souls followed the sun to
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A group of men in front of the Basilica of Our Lady of Guadalupe in Mexico perform an Aztec dance during the feast of
the Virgin of Guadalupe on December 12, the most important religious holiday in Mexico. Here they reenact the prepara-
tion of a sacrifice, a recognition of the inextricable interdependence of life and death to the Aztec. SERGIO DORANTES/

CORBIS

zenith in the sky, where they would then scatter to
sip flowers in this celestial paradise. The setting
western sun would then be greeted by female war-
riors, which were the souls of those women who
died in childbirth. In Aztec thought, the pregnant
woman was like a warrior who symbolically cap-
tured her child for the Aztec state in the painful and
bloody battle of birth. Considered as female aspects
of defeated heroic warriors, women dying in child-
birth became fierce goddesses who carried the set-
ting sun into the netherworld realm of Mictlan. In
contrast to the afterworld realms of Mictlan and
Tlalocan, the paradise of warriors did relate to how
one behaved on earth, as this was the region for the
valorous who both lived and died as heroes. This
ethos of bravery and self-sacrifice was a powerful
ideological means to ensure the commitment of
warriors to the growth and well-being of the empire.

For the Aztec, yearly ceremonies pertaining to
the dead were performed during two consecutive
twenty-day months, the first month for children,
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and the second for adults, with special focus on the
cult of the warrior souls. Although then occurring in
the late summertime of August, many aspects of
these ceremonies have continued in the fall
Catholic celebrations of All Saints’ Day and All
Souls’ Day. Along with the ritual offering of food for
the visiting dead, marigolds frequently play a major
part in the contemporary celebrations, a flower
specifically related to the dead in Aztec ritual.

See also: AFTERLIFE IN CROSS-CULTURAL PERSPECTIVE;
CANNIBALISM; INCAN RELIGION; MAYA RELIGION;
SACRIFICE
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BAHA’l FAITH

Barely more than a hundred years old, the Baha’i
faith emerged from the region of what is now Iran
and Iraq, preaching a vision of the unity of all reli-
gions and humankind. The Baha'i’s believe that
the great founders of the major world religions
were divine prophets who served as channels
of grace between the unknowable god and
humankind. They also believe that revelation is
progressive. All the revelations are essentially the
same, differing only by the degree of their com-
patibility with the state of the human race at the
time of their appearance.

Origins and Evolution of Baha’i Faith

The Baha’i faith is an offshoot of the Babi religion,
founded in 1844 by Mizrd ‘Ali Mohammed of
Shirdz, originally a Shi’ite Muslim, in present-day
Iran. He declared himself a prophet with a new
revelation, and spoke also about the future appear-
ance, in exactly nineteen years, of a new prophet
who would sweep away centuries of inherited
superstition and injustice and inaugurate a golden
age of peace and reconciliation among all humans
of all religions, sects, and nationalities. Under his
title of the “Bab” (Arabic for “gateway”), he propa-
gated his universal doctrine throughout Persia,
incurring the ire of the country’s predominant
Shi’ite Muslim religious establishment and their
allies in the government. A massive campaign of
official persecution over the next several years led
to the death of thousands of Babi followers and
culminated in the execution of the Bab in 1850.

55

Mirza Husayn ‘Ali Nuri was among the Bab’s
most ardent and eloquent followers. Dubbing him-
self Baha'u’llah, he renounced his personal wealth
and social position to devote himself to proselytiz-
ing the Babi faith. While imprisoned in Tehran in
1852, Baha'v’llah experienced an epiphany, which
he claimed divine appointment as the prophet
announced by the Bab. At the end of the year he
was released from prison and deported to present-
day Iraq. Settling in Baghdad, he led a vigorous
Babi revival that prompted the Ottoman regime to
relocate him to Constantinople, where the Babi
community embraced him as the prophet prom-
ised by the Bab and thereafter called themselves
Baha'?’s in honor of their new leader.

Seeking to contain the influence of the grow-
ing new faith, the Ottomans exiled Bahd'u’llah first
to Adrianople in present-day Turkey and later to
Acre in what is now Israel. Yet through the tenac-
ity of his vision, he not only sustained his flock of
followers but also managed a modest growth until
his death in 1892, when the religion’s leadership
fell into the hands of his oldest son, ‘Abdu’l-Baha,
who was succeeded by his own grandson Shoghi
Effendi (d. 1951). Over the ensuing decades the
faith won new adherents around the world, under-
going an especially rapid spurt of growth in the
West. At the end of the twentieth century, the faith
had approximately 6 million adherents worldwide.

The Baha’i sacred scriptures consist of the for-
mal writings and transcribed speeches of the Bab,
Baha'u’llah, and ‘Abalu’l-Baha. There are no for-
mally prescribed rituals and no priests or cler-
ics. The only formalized prescriptive behavioral
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expectations of the faith are daily prayer; nineteen
days of fasting; abstaining from all mind-altering
agents, including alcohol; monogamous fidelity to
one’s spouse; and participation in the Nineteenth
Day Feast that opens every month of the Baha’i
calendar, which divides the year into nineteen
months, each nineteen days long, with four com-
pensatory days added along the way. New Year’s
day is observed on the first day of spring.

Baha’i Beliefs on Death and Dying

The Baha'i faith posits three layers of existence: the
concealed secret of the Divine Oneness; the inter-
mediary world of spiritual reality; and the world of
physical realty (“the world of possibility”). It rejects
the notion—common to Judaism, Christianity, and
Islam—that life in this physical world is a mere
preparation for an eternal life to come after death.
The Baha’i faith regards the whole idea of Heaven
and Hell as allegorical rather than real. Baha’is
believe that human life moves between the two
interwoven poles of the physical and the spiritual.
The only difference is that the world of physical
existence has the dimension of temporality where-
as the world of spiritual existence is eternal. Al-
though one’s physical life is not directly prepara-
tory for a purely spiritual afterlife, the two are
interrelated, the current course of life can influ-
ence its subsequent course. Death does not mean
movement into another life, but continuation of
this life. It is simply another category or stage of
existence. The best that a person can do in this
world, therefore, is to achieve spiritual growth, in
both this and the coming life.

Death is regarded as the mere shedding of the
physical frame while the indestructible soul lives
on. Because the soul is the sum total of the per-
sonality and the physical body is pure matter with
no real identity, the person, having left his material
side behind, remains the same person, and he con-
tinues the life he conducted in the physical world.
His heaven therefore is the continuation of the
noble side of his earthly life, whereas hell would
be the continuation of an ignoble life on earth.
Freed from the bonds of earthly life, the soul is
able to come nearer to God in the “Kingdom of
Baha.” Hence the challenge of life in this world
continues in the next, with the challenge eased
because of the freedom from physical urges and
imperatives.
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Although death causes distress and pain to the
friends and relatives of the deceased, it should be
regarded as nothing more than a stage of life. Like
birth, it comes on suddenly and opens a door to
new and more abundant life. Death and birth fol-
low each other in the movement from stage to
stage and are symbolized some in other religions
by the well-known ceremonies of the “rites of pas-
sage.” In this way real physical death is also con-
sidered as a stage followed by birth into an invisi-
ble but no less real world.

Because the body is the temple of the soul,
it must be treated with respect; therefore, crema-
tion is forbidden in the Baha'’i faith, and the body
must be laid to rest in the ground and pass through
the natural process of decomposition. Moreover,
the body must be treated with utmost care and
cannot be removed a distance of more than an
hour’s journey from the place of death. The body
must be wrapped in a shroud of silk or cotton and
on its finger should be placed a ring bearing the
inscription “I came forth from God and return unto
Him, detached from all save Him, holding fast to
His Name, the Merciful the Compassionate.” The
coffin should be made from crystal, stone, or hard-
wood, and a special prayer for the dead must be
said before interment.

In its particular respect for the body of the
dead, the Baha’i faith shares the same values of
Judaism and Islam, and was no doubt influenced
by the attitude of Islam, its mother religion.

See also: 1sSLAM
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BECKER, ERNEST

The anthropologist Ernest Becker is well-known for
his thesis that individuals are terrorized by the
knowledge of their own mortality and thus seek to
deny it in various ways. Correspondingly, accord-
ing to Becker, a main function of a culture is to pro-
vide ways to engage successfully in death denial.

Becker was born on September 27, 1924, in
Springfield, Massachusetts, to Jewish immigrants.
His first publication, Zen: A Rational Critique
(1961), was a version of his doctoral dissertation at
Syracuse University, where he pursued graduate
studies in cultural anthropology before becoming a
writer and professor at Simon Fraser University in
Vancouver, British Columbia, Canada. He authored
nine books, with the last one, Escape from Euvil,
appearing after Becker’'s untimely death in March
1974. Escape from Evil is an application to the prob-
lem of evil of ideas Becker exposed in The Denial
of Death (1973), a book for which he was awarded
a Pulitzer Prize. Becker considered the two books
to be an expression of his mature thinking.

The Denial of Death emerged out of Becker’s
previous attempts to create a unified “science of
man” that he hoped would provide an under-
standing of the fundamental strivings of humans
and the basis for the formulation of an ideal type
of person—one who, being free from external con-
straints on freedom, might attain “comprehensive
meaning” (Becker 1973). In the second edition of
The Birth and Death of Meaning (1971) and, more
elaborately, in The Denial of Death and Escape from
Evil, Becker presents the more pessimistic view that
the quest for meaning resides not outside but inside
the individual. The threat to meaning is created by
a person’s awareness of his or her own mortality.

The change in Becker’s view happened under
the influence of the psychoanalyst Otto Rank, who
viewed the fear of life and death as a fundamental
human motivation. Becker used the idea of a
“character armor” (taken from another psychoana-
lyst, Wilhelm Reich) as “the arming of personality
so that it can maneuver in a threatening world”
and enlarged it with the concept of the society as
a symbolic hero system that allows the practice of
“heroics” (Becker 1973). By fulfilling their role in
such a society—*“low heroics”—or by pursuing and
realizing extraordinary accomplishments—“high
heroics"—humans maintain a sense of self-esteem.

57

BECKER, ERNEST

The writings of the anthropologist Ernest Becker
(1924-1974) inspired the formulation of a psychological
theory of social motivation— Terror Management Theory—
that is supported by extensive empirical work. THE ERNEST
BECKER FOUNDATION

In The Denial of Death, Becker presents exam-
ples of low and high heroics in the normal indi-
vidual, the creator, and the mentally ill. For exam-
ple, he portrays the schizophrenic as incapable of
conforming to normal cultural standards and is
thus incapable of death denial. To substantiate his
thesis regarding the universality of the death terror,
Becker employed arguments from biology, from
psychoanalytic theory, and from existential philos-
ophy, especially Kierkegaard. For example, Freud’s
Oedipus complex is reinterpreted to reflect the
existential project of avoiding the implications of
being a “body,” and thus being mortal. The boy is
attracted to his mother in an effort to become his
own father, thereby attempting to transcend his
mortality through an imagined self-sufficiency.

Notwithstanding his emphasis on death terror
as a mainspring of human activity and as a foun-
dation for human culture, Becker does not ignore
the tendency of human beings to grow. This ten-
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dency has the form of merging with the cosmos
(the Agape motive) or of development beyond the
present self (the Eros motive). The psychoanalytic
concept of transference, as identification with an
external object, corresponds to the first motive.
While life expansion forces coexist with the fear
of death, it is the latter that imbues them with
urgency. Transference, for example, reflects both
fear of death and possibility for “creative transcen-
dence.” In both cases transference involves “dis-
tortion” or “illusion.” The problem of an ideal life
becomes the problem of the “best illusion,” the
one that allows maximum “freedom, dignity, and
hope” (Becker 1973, p. 202). Only religion, with
God as an object of transference, can satisfy these
criteria. However, this is a religion that emphasizes
an awareness of limits, introspection, and a con-
frontation with apparent meaninglessness.

Becker’s academic career suffered enormously
because of his intellectual courage and because of
the skepticism of “tough-minded” social scientists
toward his ideas. Becker’s writings continue to
influence psychotherapeutic, educational, and the-
oretical work, especially as regards the pervasive-
ness of the fear of death in governing individual
and social behavior into the twenty-first century.

See also: ANXIETY AND FEAR; FREUD, SIGMUND;
IMMORTALITY, SYMBOLIC; SARTRE, JEAN-PAUL; TABOOS

AND SOCIAL STIGMA; TERROR MANAGEMENT THEORY
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BEFRIENDING

Befriending is a free, confidential, and nonjudg-
mental listening service offered by trained volun-
teers to help people who are lonely, despairing,
and suicidal. Unlike some approaches to suicide
prevention, befriending does not involve telling or
advising a suicidal person what to do. Befriending
respects the right of each person to make his or
her own decisions, including the decision of
whether to live or die. Befriending centers are non-
political and nonsectarian, and the volunteers do
not seek to impose their own beliefs or opinions.
Instead, they listen without judging, allowing sui-
cidal people to talk about their fears and frustra-
tions. It is common for callers to say that they have
nobody else to whom they can turn, and simply
talking through problems can begin to suggest
solutions.

Befrienders are not paid professionals. They
come from many different backgrounds and cul-
tures, and range in age from eighteen to eighty.
This diversity is central to the philosophy of the
befriending movement, which recognizes the
importance of professional psychiatric help but
also believes that laypeople—carefully selected,
trained, guided, and supported—provide a valu-
able service by simply listening.

The concept of befriending originated in
England in 1953, when Reverend Chad Varah
began a service in London. To meet the huge
response, he organized laypeople to be with those
waiting to see him, and soon noticed a wonderful
interaction between the callers and the volunteers
who listened to them with empathy and accept-
ance. He called what the volunteers were doing
“befriending.”

From that single center in London grew the
Samaritans, which by 2001 had 203 centers across
the United Kingdom and Northern Ireland. The
concept also spread beyond Britain, and in 1966
Befrienders International was established to



support befriending centers around the world. In
2001 this network spanned 361 centers in 41 coun-
tries. There were significant numbers of befriend-
ing centers in Brazil, Canada, India, New Zealand,
Sri Lanka, the United Kingdom, and the United
States. Two other organizations—the International
Federation of Telephonic Emergency Services and
LifeLine International—have networks of centers
that provide similar services.

Befriending is provided in different ways. The
most common form of contact is by telephone, but
many people are befriended face to face. Some
prefer to write down their feelings in a letter or an
e-mail. One British center does not have a physical
base but instead sends volunteers to major public
events, such as shows and musical concerts, to
offer face-to-face befriending to anyone who feels
alone in the crowd. A number of centers have
gone out to befriend people in the aftermath of
earthquakes and other disasters. Many centers run
outreach campaigns, working with children and
young people, and promoting the concept of lis-
tening. The Internet provides an unprecedented
opportunity to provide information about befriend-
ing to a global audience. As of the end of March
2002, the Befrienders International web site offers
information in the first languages of half the
world’s population.

While the situations and processes of befriend-
ing can vary, the essence of the contact is always
the same: an opportunity for suicidal people to talk
through their deepest fears and to know that some-
body is interested in them and is prepared to listen
to them, without passing judgment or giving advice.

See also: SUICIDE BASICS: PREVENTION; VARAH, CHAD
CHRIS BALE

BEREAVEMENT

See BEREAVEMENT, VICARIOUS; GRIEF: OVERVIEW.

BEREAVEMENT, VICARIOUS

Vicarious bereavement is the state of having suf-
fered a vicarious loss. A vicarious event is one that
is experienced through imaginative or sympathetic

BEREAVEMENT, VICARIOUS

participation in the experience of another person.
Therefore, vicarious grief refers to grief stimulated
by someone else’s loss. It usually involves deaths
of others not personally known by the mourner.
Vicarious grief is genuine grief. It is differentiated
from conventional grief insofar as it is sparked by
another individual’s loss, that person being the
actual mourner, and it typically involves more psy-
chological reactions than behavioral, social, or
physical ones. Vicarious grief was first reported by
the scholar and thanatology expert Robert Kasten-
baum in 1987.

There are two types of vicarious bereavement.
In Type 1, the losses to the vicarious mourner are
exclusively vicarious, and are those that are mildly
to moderately identified with as being experienced
by the actual mourner. For instance, the vicarious
mourner feels that this is what it must be like to be
in the actual mourner’s position.

In Type 2 vicarious bereavement, Type 1 vicar-
ious losses occur, but there are also personal losses
sustained by the vicarious mourner. These per-
sonal losses develop because: (a) the vicarious
mourner has relatively intense reactions to the
actual mourner’s loss (e.g., the vicarious mourner
feels so personally stunned and overwhelmed in
response to the actual mourner’s losing a loved
one through a sudden death that he or she tem-
porarily loses the ability to function normally);
and/or (b) the vicarious mourner experiences per-
sonal assumptive world violations because of the
loss. An assumptive world violation takes place
whenever an element of an individual’s assumptive
world is rendered invalid by the death. The
assumptive world is a person’s mental set, derived
from past personal experience, that contains all a
person assumes, expects, and believes to be true
about the self, the world, and everything and
everyone in it.

Assumptive world violations occur in vicarious
bereavement because the vicarious mourner has
heightened identification with the actual mourner
(e.g., the vicarious mourner so identifies with the
actual mourner after that person’s child dies that
the vicarious mourner feels his or her own sense of
parental control shattered, which invalidates one
of the fundamental beliefs in the vicarious
mourner’s own assumptive world) and/or the
vicarious mourner becomes personally traumatized
by the circumstances under which the actual
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mourner’s loved one dies (e.g., the vicarious
mourner is so badly traumatized by the death of
the actual mourner’s loved one in a terrorist attack
that the vicarious mourner experiences a shattering
of his or her own personal security and safety in
his or her own assumptive world). While Type 2
vicarious bereavement does stimulate actual per-
sonal losses within the vicarious mourner, techni-
cally making vicarious a misnomer, the term is
retained because it focuses attention on the fact
that bereavement can be stimulated by losses actu-
ally experienced by others.

Three sets of factors are especially influential
in causing a person to experience vicarious be-
reavement, primarily because each factor increases
the vicarious mourner’s emotional participation in
the loss and his or her personal experience of dis-
tress or traumatization because of it. These three
sets of factors include: (a) the psychological
processes of empathy, sympathy, and identifica-
tion; (b) selected high-risk characteristics of the
death—particularly suddenness, violence, prevent-
ability, and child loss; and (¢) media coverage of
the death that overexposes the person to graphic
horrific images, distressing information, and/or dis-
traught reactions of actual mourners.

Notable events prompting widespread vicari-
ous grief include the September 11, 2001, terrorist
attacks, the Oklahoma City bombing, the explo-
sion of TWA Flight 800, and the Columbine school
massacre. The phenomenon also explains in part
the profound public reactions witnessed following
the deaths of certain celebrities. For instance, the
deaths of Princess Diana and John Kennedy ]Jr.
appeared to catalyze unparalleled Type 2 vicarious
bereavement, although in these cases other factors
were present that further intensified that grief.
These factors included what these individuals sym-
bolized, what their deaths implied about the aver-
age person’s vulnerability, and social contagion
processes. Social contagion occurs when intense
reactions became somewhat infectious to those
who observed them and stimulated within these
observers their own intense responses to the death.

Vicarious bereavement can provide valuable
opportunities to rehearse future losses, challenge
assumptive world elements, finish incomplete
mourning from prior losses, and increase awareness
of life’s preciousness and fragility. On the other
hand, it can be detrimental if the vicarious mourner
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becomes disenfranchised, propelled into compli-
cated mourning, traumatized, bereavement over-
loaded, or injured from inaccurate imaginings or
insufficient information. Many questions still remain
about this experience and what influences it.

See also: GRIEF: DISENFRANCHISED, THEORIES, TRAUMATIC
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BIOETHICS

Bioethics refers to the systematic study of the
moral aspects of health care and the life sciences.
Physicians have always made decisions with sig-
nificant moral components in the context of med-
ical practice guided by the Hippocratic obligation
to help patients without causing harm. This tradi-
tional medical morality nonetheless became insuf-
ficient to address the ethical issues that arose as
medical practice changed over the course of the
twentieth century to include more care by medical
specialists, extensive use of complex medical tech-
nologies, and a trend toward dying in the hospital
rather than at home. A series of controversies
involving research with human subjects and the
allocation of scarce new technologies (e.g., kidney
dialysis and organ transplantation) made clear that
the wisdom of physicians and researchers was
inadequate to ensure the appropriate treatment of
patients and research subjects. In universities and
hospitals, this widespread patients’ rights move-
ment galvanized the attention of a growing contin-
gent of theologians, philosophers, and lawyers
who came to identify themselves as medical ethi-
cists or bioethicists.

A central task of bioethics has been the articu-
lation of approaches to guide the moral aspects of



medical decision making. Here, a core commit-
ment has been to the empowerment of patients’
meaningful participation in their own health care,
which is typified by the now common practice of
obtaining informed consent (the process in which
a clinician gives a patient understandable informa-
tion about a proposed procedure or intervention,
including its risks, benefits, and alternatives, and
then the patient makes a voluntary decision about
whether to proceed with it). The ethical principle
of “respect for autonomy” underpinning this ap-
proach distinguishes bioethics most sharply from
earlier systems of medical ethics. Three other prin-
ciples that are also influential include beneficence
(doing good for the patient), nonmaleficence (not
harming), and justice. These core principles lead to
a set of rules such as those regarding truth-telling
and confidentiality. Together, these principles and
rules comprise a secular means of approaching
ethical issues in medicine that is designed to be
relevant in a pluralistic society. In practicality
the great question in many situations is which
principle takes precedence. This conflict is readily
apparent in the two prominent bioethical dis-
courses surrounding death and dying: withdrawal
of support in the terminally ill and physician-
assisted suicide.

Withdrawal of Support in the Terminally I11

The rise of mechanical ventilation and intensive
care technology may be likened to a double-edged
sword. While rescuing countless patients from
acute illness, it has also made possible the preser-
vation of bodily functions of patients following
severe brain injury. The 1981 report of the Presi-
dent’s Commission for the Study of Ethical Prob-
lems in Medicine and Biomedical and Behavioral
Research, Defining Death, confirmed the appropri-
ateness of the existing practice that allows with-
drawal of life support from patients with absent
brainstem functions as defined by the 1968 Har-
vard brain death criteria. Far more controversial
have been those patients in irreversible coma who
nonetheless still preserve brainstem reflexes, a
condition designated as persistent vegetative state
(PVS) that may continue many years with techno-
logical assistance. Perhaps the most famous such
case was that of Karen Ann Quinlan, in which the
New Jersey Supreme Court in 1976 recognized the
right of the parents of a twenty-one-year-old
woman with irreversible coma to discontinue her
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ventilator support over the objections of her physi-
cians. The widely publicized decision opened the
door for withdrawing such support legally, but still
left open many ethical and practical questions.

Here the bioethicists stepped in. On one level,
the Quinlan case confirmed their emerging role
in the health care setting. Given the difficulty of
ascertaining the patient’s own wishes based upon
the recollections of family and loved ones, the
New Jersey Supreme Court recommended that
hospitals develop ethics committees to guide such
decisions when family and physicians are at odds.
Ethicists thus gained a foothold in many hospitals.
On a second level, discussions of discontinuing life
support underlined the need for a more substantial
framework to guide decision making. Many ethi-
cists evoked the principle of autonomy to advocate
advance directive—declarations such as living wills
or the appointment of a durable power of attorney
for health care—to minimize uncertainty regarding
the patients’ wishes should an event consign them
to dependence upon invasive technology, making
it impossible for them to participate in decision
making about whether to continue the use of such
technologies. Yet, less than 10 percent of Ameri-
cans have completed such wills.

Following a series of legal cases the right
to refuse life-sustaining therapies, including venti-
lator and feeding tube support from patients
with irreversible coma, has been established. Nev-
ertheless, in certain jurisdictions the process of
refusing therapy may require clear evidence that
this would indeed be in concert with the wishes of
the patient.

Physician-Assisted Suicide

In many ways, the movement in some parts of the
United States and in the Netherlands promoting the
legalization of physician-assisted suicide (PAS) car-
ries the autonomy argument to its logical conclu-
sion. Here, the patient with a terminal illness pro-
ceeds to take complete control of the dying
process by choosing to end life before losing inde-
pendence and dignity. During the 1990s, PAS
gained widespread notoriety in the popular media
thanks to the crusade of the Michigan pathologist
Jack Kevorkian, who has openly participated in the
suicides of over a hundred patients. Oregon legal-
ized the practice in its 1997 Death with Dignity
Act. Meanwhile, the Netherlands has legalized the



BLACK DEATH

practice of euthanasia (distinguished from PAS in
that the physician directly administers the agent
ending life) in 2000.

Bioethicists have generally condemned the
approach to PAS represented by Kevorkian, but
have been divided in opposing the practice under
any circumstances. For many observers, Ke-
vorkian’s willingness to assist patients on demand
devoid of any long-term doctor-patient relationship
raises troubling questions about his patients’ true
prognoses, their other options, and the contribu-
tion of depression to their suffering. The physician
Timothy Quill’s decision to assist in the suicide of
a forty-five-year-old woman described in an influ-
ential 1991 article has attracted much less condem-
nation. The woman “Diane” had been Quill’s
patient for eight years, and he wrote eloquently of
how he had come to understand how her need for
independence and control led her to refuse a can-
cer therapy with only a 25 percent success rate. For
many ethicists the crucial question is whether PAS
could be legalized yet regulated to assure the kinds
of basic safeguards demonstrated by Quill’s exam-
ple, without placing vulnerable members of society
at risk. In contrast, some ethicists have backed
away from condoning any legalization of PAS as
creating more potential for harm to the elderly
than good—or perhaps marking a fateful step on a
slippery slope leading to involuntary euthanasia.

However these issues are resolved, there is
increasing recognition that a single-minded com-
mitment to autonomy to the neglect of the other
foundational principles of bioethics distorts how
death and dying take place in reality. Whether they
would allow PAS only rarely or not at all, most
bioethicists would argue that a great challenge fac-
ing the care of the dying is the provision of pallia-
tive (or comfort) care for the terminally ill.

See also: ANTHROPOLOGICAL PERSPECTIVE; BLACK STORK;
INFORMED CONSENT; PSYCHOLOGY; SUICIDE TYPES:
PHYSICIAN-ASSISTED SUICIDE
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BLACK DEATH

The Black Death pandemic of 1349 is considered
to be one of the major events in world history, and
it is still the subject of medical, historical, and soci-
ological analysis. The evidence of the plague is
found in the broad swath it cut across North Africa,
Asia, and Europe, its terrifying symptoms, and its
impact on society.

History of the Disease

Ancient history includes vivid descriptions of epi-
demics that seized their victims suddenly and pro-
duced an agonizing death. One such episode
occurred in Athens, Greece, in 430 B.C.E., and
another occurred in Egypt, Persia, and Rome a
century later. Some historians believe these lethal
outbreaks were caused by the same disease
responsible for the Black Death—the bubonic
plague. Other historians, though, note some differ-
ences between the symptoms observed in the
ancient episodes and those reported during the
fourteenth century.



The growth of international trade and military
invasions later provided the opportunity for dis-
eases to spread rapidly from one population to
another. Smallpox and measles came first, both
causing high mortality within populations that had
not previously been exposed. Bubonic plague
arrived in force in the sixth century c.E., raging
throughout most of Arabia, North Africa, Asia, and
Europe. The death toll from what became known
as “Justinian’s Plague” was even greater than that
of the previous epidemics. The powerful and still
expanding Byzantine empire, centered in Constan-
tinople (now Istanbul, Turkey), was so devastated
that its political and military power sharply
declined.

The plague did not entirely disappear but
entered a long phase of withdrawal with occa-
sional local outbreaks, especially in central Asia.
When it did return it was with a furious rush that
created widespread panic in populations already
beset with both natural and human-made disasters.
The fourteenth century suffered an entire catalog
of catastrophes, including earthquakes, fires,
floods, freezing weather, nauseating mists, and
crop failures—all of which did not even seem to
slow down the incessant warfare and banditry.
Social order was weakened under the stress, and a
hungry and exhausted population became more
vulnerable to influenza and other opportunistic
diseases.

It was within this already precarious situation
that the plague once again crossed into Europe.
There had been rumors about a deadly new epi-
demic sweeping through the Middle East, probably
starting in 1338. The plague had taken hold among
the Tartars of Asia Minor. Somebody had to be
blamed—in this case, the Christian minority. (Later,
as the plague devastated Europe, Jews were not
only blamed but burned alive.) The Tartars chased
Genoese merchants to their fortified town (now
Feodosiya, Ukraine, then Kaffa) on the Crimean
coast. The besieging army soon was ravaged by
the plague and decided to leave. As a parting shot,
the Tartars used catapults to hurl plague-infected
corpses over the city walls. Some residents died
almost immediately; the others dashed for their
galleys (a type of oar-propelled ship) and fled, tak-
ing the disease with them. Sicily and then the rest
of Ttaly were the earliest European victims of the
plague. It would spread through almost all of
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Europe, wiping out entire villages and decimating
towns and cities.

It is estimated that a third of the European
population perished during the Black Death. The
death toll may have been as high or even higher in
Asia and North Africa, though less information is
available about these regions. The world was
quickly divided between the dead and their fre-
quently exhausted and destitute mourners.

The Disease and How It Spread

As for the disease itself the bacterial agent is
Yersinia pestis. It is considered to have permanent
reservoirs in central Asia, Siberia, the Yunan region
of China, and areas of Iran, Libya, the Arabian
Peninsula, and East Africa. Yersinia pestis infects
rodents, producing blood poisoning. Fleas that
feed on the dying rodents carry the highly toxic
bacteria to the next victim—perhaps a human.
Among the first symptoms in humans were
swollen and painful lymph glands of the armpit,
neck, and groin. These swellings were known as
buboes, from the Greek word for “groin.” Buboes
became dreaded as signals of impending death.
Occasionally these hard knobs would sponta-
neously burst, pus would drain away and the vic-
tim might then recover if not totally exhausted or
attacked by other infections. More often, however,
the buboes were soon accompanied by high fever
and agony. Sometimes the victim died within just a
few hours; others became disoriented and either
comatose or wildly delirious. Another symptom—
perhaps even more certain than the buboes—was
the appearance of postules, or dark points on var-
ious parts of the body. These splotches were most
often called lenticulae, from the Italian word for
“freckles.”

Medical historians believe that the plague can
spread in several ways but that it was the pneu-
monic or respiratory form that accounted for most
of the deaths, being easily spread through cough-
ing and sneezing. An interesting alternative was
suggested in 1984 by the zoologist Graham Twigg,
who had studied rat populations in more recent
outbreaks of the plague in Asia. He doubts that the
bubonic plague could have spread so rapidly in
the fourteenth-century population; instead he
nominates anthrax as the Kkiller. Anthrax can be
borne on the wind; it is known as a threat to
sheep, goats, cattle, and pigs. Both plague and
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anthrax, then, are primarily found in animal popu-
lations, with humans becoming “accidental” vic-
tims under certain conditions. Whatever its specific
cause or causes, the Black Death killed until it ran
out of large numbers of vulnerable people. There
have been subsequent plague epidemics, some
also with high death tolls, and public health
authorities continue to monitor possible new
occurrences.

Impact on Society

Historians often divide European history into peri-
ods before and after the plague. There are several
persuasive reasons for doing so. First, the popula-
tion declined sharply—and then rebounded. Both
the loss and the replenishment of the population
had significant effects on all aspects of society,
from agriculture to family structure to military
adventuring.

Second, influential writers, such as the English
clergyman Thomas Malthus (1766-1834), would
propose that overpopulation produces its own
remedy through epidemic, famine, and other
means. Some areas of Europe might have been
considered ripe for mass death because agricul-
tural production had not kept up with population
growth. The overpopulation theory has been criti-
cized as inadequate to explain the catastrophic
effects of the Black Death. Nevertheless, concerns
about overpopulation in more recent times were
foreshadowed by analyses of the plague years.

Third, feudalism—the political and social struc-
ture then prevalent in Europe—may have been the
underlying cause of the mass mortality. A few peo-
ple had everything; most people had very little.
Those born into the lower classes had little oppor-
tunity for advancement. This situation perpetuated
a large underclass of mostly illiterate people with
limited skills, thereby also limiting technological
and cultural progress. Furthermore, the feudal sys-
tem was showing signs of collapsing from within
in the years preceding the Black Death. In his 1995
book The Black Death and the Transformation of
the West, David Herlihy explained:

The basic unit of production was the small
peasant farm, worked with an essentially
stagnant technique. The only growth the
system allowed was . . . the multiplication
of farm units . . . subject to the law
of diminishing returns. As cultivation
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extended onto poorer soils, so the returns
to the average family farm necessarily
diminished. . . . As peasant income dimin-
ished, they paid lower and lower rents. . . .
The lords took to robbery and pillage . . .
and also hired themselves out as mercenar-
ies . . . and pressured their overlords,
notably the king, to wage wars against their
neighbors. (Herliby 1995, p. 36)

The almost continuous wars of the Middle Ages
were attempts by hard-pressed nobles to snatch
wealth from each other as well as grab whatever
the peasants had left. The decline and crisis of the
feudal system, then, probably did much to make
people especially vulnerable to the plague, while
the aftereffects of the plague would make feudal
society even more of a losing proposition.

Fourth, loosely organized and short-lived chal-
lenges to authority arose from shifting coalitions of
peasants and merchants. People laboring in the
fields started to make demands, as though they
too—not just the high and mighty—had “rights.”
Heads of state would remember and remain nerv-
ous for centuries to come.

Finally, the devastating and immediate impact
of the Black Death prepared the way for a recon-
struction of society. Deserted towns and vacant
church and governmental positions had to be filled
with new people. At first the demand was specific:
more physicians, more clergy, and—of special
urgency—more gravediggers were needed. The
demand for new people to move into key posi-
tions throughout society opened the door for many
who had been trapped in the ancient feudal sys-
tem. It was also a rare opportunity for women to
be accepted in positions of responsibility outside
of the home (e.g., as witnesses in court proceed-
ings). People who lacked “social connections” now
could find more attractive employment; merit had
started to challenge social class membership.
These developments fell far short of equality and
human rights as understood today, but they did
result in significant and enduring social change.

Long-term Influences of the Plague

The plague years enabled European society to
shake off the feudal system and make progress on
many fronts. Death, however, had seized the cen-
ter of the human imagination and would not read-
ily ease its grip. The imagination had much to
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In this drawing, Saint Borromeo assists plague victims. In its most lethal periods, the ancient epidemic—uwhatever its
cause—killed as many as four out of ten people in the areas affected. BETTMANN/CORBIS

work on. Daily experience was saturated with
dying, death, and grief. Religious belief and prac-
tice had given priority to helping the dying person
leave this world in a state of grace and to provid-
ing a proper funeral with meaningful and comfort-
ing rituals. This tradition was overstressed by the
reality of catastrophic death: too many people
dying too quickly with too few available to comfort
or even to bury them properly. Furthermore, the
infectious nature of the disease and the often
appalling condition of the corpses made it even
more difficult to provide the services that even
basic human decency required.

Fear of infection led many people to isolate
themselves from others, thereby further contribut-
ing to social chaos and individual anxiety and
depression. The fear for one’s own life and the
lives of loved ones was rational and perhaps use-
ful under the circumstances. Rational fear, how-
ever, often became transformed into panic, and at
times panic led to rage and the adoption of bizarre

65

practices. Some extremists became flagellants,
whipping their bodies bloody as they marched
from town to town, proclaiming that the plague
was a well-deserved punishment from God. Others
took the lead in persecuting strangers and minori-
ties as well as those unfortunates who were per-
ceived as witches. As though there was not enough
death ready at hand, innocent people were slaugh-
tered because somebody had to be blamed.
Medieval medicine was not equal to the challenge
of preventing or curing the plague, so there was a
ready market for magic and superstition.

A personified Death became almost a palpable
presence. It was almost a relief to picture death as
a person instead of having to deal only with its
horrifying work. Personified Death appeared as the
leader in the Danse Macabre (the Dance of Death),
and as “poster boy” for the Ars Moriendi (the art of
dying) movement. (The now-familiar skull-and-
crossbones image was highly popular, showing up,
for example, on rings adorning the fingers of both
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prostitutes and ladies of high social standing.) Por-
traying Death as an animated skeleton was not
entirely new; there are surviving images from
ancient Pompeii as well. Depictions of Death as
skeleton, corpse, or hooded figure, however, had
their heyday during the plague years. This connec-
tion is not difficult to understand when one con-
siders that social disorganization under the stress of
the Black Death had severely damaged the shield
that had protected the living from too many raw
encounters with the dead.

Did another tradition also receive its impetus
from the plague years? Throughout the post-Black
Death years there have been people who identify
themselves with death. The Nazi and skinhead
movements provide ready examples. One way of
trying to cope with overwhelming aggression is to
identify with the aggressor, so perhaps this is one of
the more subtle heritages of the Black Death. Fur-
thermore, the fear that death is necessarily agoniz-
ing and horrifying may also owe much to the plague
years and may have played a role in the denial of
death and the social stigma attached to dying.

See also: ARS MORIENDI; CHRISTIAN DEATH RITES,
HiSTORY OF; DANSE MACABRE; DEATH SYSTEM;

PERSONIFICATIONS OF DEATH; PUBLIC HEALTH
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BLACK STORK

From 1915 to 1919, the prominent Chicago sur-
geon Harry Haiselden electrified the nation by
allowing, or speeding, the deaths of at least six
infants he diagnosed as physically or mentally
impaired. To promote his campaign to eliminate
those infants that he termed hereditarily “unfit,” he
displayed the dying babies and their mothers to
journalists and wrote a book about them that was
serialized for Hearst newspapers. His campaign
made front-page news for weeks at a time.

He also starred in a film dramatization of his
cases, an hour-long commercial melodrama titled
The Black Stork. In the film a man suffering from
an unnamed inherited disease ignores graphic
warnings from his doctor, played by Haiselden,
and marries his sweetheart. Their baby is born
“defective” and needs immediate surgery to save its
life, but the doctor refuses to operate. After wit-
nessing a horrific vision, revealed by God, of the
child’s future of misery and crime, the mother
agrees to withhold treatment, and the baby’s soul
leaps into the arms of a waiting Jesus. The film was
shown around the country in several editions from
1916 to at least 1928, and perhaps as late as 1942.

Many prominent Americans rallied to
Haiselden’s support, from leaders of the powerful
eugenics movement to Helen Keller, the celebrated
blind and deaf advocate for people with disabili-
ties. Newspapers and magazines published the
responses of hundreds of people from widely var-
ied backgrounds to Haiselden’s campaign, more
than half of whom were quoted as endorsing his
actions. Groups disproportionately represented
among these supporters included people under
thirty-five years of age, public health workers, non-
specialist physicians, lay women, socialists,
and non-Catholic Democrats. However, advocates



came from all walks of life, even a few Catholic
clergymen.

Euthanasia and Eugenics

These events are important for more than simply
their novelty and drama; they constitute a unique
record documenting the nearly forgotten fact that
Americans once died because their doctors judged
them genetically unfit, and that such practices won
extensive public support. The events also recover
a crucial, defining moment in the history of
euthanasia and in the relation between euthanasia
and eugenics.

Until late in the nineteenth century, the term
euthanasia meant “efforts to ease the sufferings of
the dying without hastening their death,” but it
soon came to include both passive withholding of
life-prolonging treatment and active mercy Kkilling.
The term eugenics was first popularized by Charles
Darwin’s cousin Sir Francis Galton in the 1880s.
Galton defined it as “the science of improving
human heredity.” To improve heredity, eugenicists
pursued a diverse range of activities, including
statistically sophisticated analyses of human pedi-
grees, “better-baby contests” modeled after rural
livestock shows, compulsory sterilization of crimi-
nals and the retarded, and selective ethnic restric-
tions on immigration.

Beginning in the 1880s, a few supporters of
each movement linked them by urging that active
or passive euthanasia be employed to end both
the individual sufferings and the future reproduc-
tion of those judged to have heritable defects. Yet
prior to Haiselden’s crusade such ideas rarely won
public endorsement from the leaders of either
movement. Most eugenic leaders, such as Charles
Davenport, Irving Fisher, and Karl Pearson, explic-
itly distinguished their support for selective breed-
ing from their professed opposition to the death of
those already born with defects.

Yet when Haiselden moved the issue from the-
ory to practice, these same leaders proclaimed him
a eugenic pioneer. His attention-getting actions
were a calculated effort to radicalize the leaders of
both eugenics and euthanasia, a strategy anarchists
at the time popularized as “propaganda of the
dead.” By gaining extensive media coverage of his
dramatic acts, Haiselden was able to shift the
boundary of what was included in mainstream
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eugenics and successfully prod the official move-
ment leaders to publicly accept euthanasia as a
legitimate method of improving heredity.

Haiselden’s actions blurred the boundaries
between active and passive methods of euthanasia.
In his first public case, he refused to perform a
potentially life-saving operation, but did not hasten
death. In subsequent cases, however, he prescribed
high doses of narcotics with the dual purposes of
speeding and easing death. He also performed
lethal surgical operations, and fatally restarted a
previously treated umbilical hemorrhage.

Journalism and film enabled Haiselden to
reshape the relation between eugenics and
euthanasia, but, ironically, mass culture also con-
tributed to the almost total erasure of his crusade
from later memory. Haiselden’s efforts to publicize
his actions provoked more opposition than did the
deaths of his patients. Three government investi-
gations upheld Haiselden’s right not to treat the
infants, but the Chicago Medical Society expelled
him for publicizing his actions. Even professional
leaders who supported eugenic euthanasia often
opposed discussing the issue in the lay media.

Promoters of the new mass media had their
own reasons for repressing coverage of Haiselden’s
crusade. While his motion picture sought to make
those he considered defective look repulsive, many
viewers instead interpreted such scenes as making
the film itself disgusting and upsetting. Even critics
who lavishly praised his ideas found his graphic
depictions of disease aesthetically unacceptable.
Such responses were one important reason films
about euthanasia and eugenics were often banned.
The Black Stork helped provoke, and became one
of the first casualties of, a movement to censor
films for their aesthetic content. By the 1920s film
censors went far beyond policing sexual morality
to undertake a form of aesthetic censorship, much
of it aimed at eliminating unpleasant medical top-
ics from theaters.

Professional secrecy, combined with the
growth of aesthetic censorship, drastically curtailed
coverage of Haiselden’s activities. In 1918
Haiselden’s last reported euthanasia case received
only a single column-inch in the Chicago Tribune,
a paper that had supported him editorially and
given front-page coverage to all of his previous
cases. The media’s preoccupation with novelty and
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impatience with complex issues clearly played a
role in this change, as did Haiselden’s death in
1919 from a brain hemorrhage at the age of forty-
eight. But the sudden silence also reflected the
conclusion by both medical and media leaders that
eugenic euthanasia was unfit to discuss in public.
The swiftness of Haiselden’s rise and fall resulted
from a complex struggle to shape the mass media’s
attitudes toward—and redefinitions of—eugenics
and euthanasia.

Since 1919 the relationship between euthana-
sia and eugenics has been debated periodically.
Although Haiselden’s pioneering example was
almost completely forgotten, each time it re-
emerged it was treated as a novel issue, stripped of
its historical context. In the United States and Great
Britain, the debate begun by Haiselden over the
relation between eugenics and euthanasia revived
in the mid-1930s. At the same time, Germany
launched the covert “T-4” program to kill people
with hereditary diseases, a crucial early step in the
Nazi quest for “racial hygiene.” The techniques and
justifications for killing Germans diagnosed with
hereditary disease provided a model for the subse-
quent attempt to exterminate whole populations
diagnosed as racially diseased.

Postwar Developments

With the defeat of Nazism and the consequent
postwar revulsion against genocide, public discus-
sion of euthanasia and its relation to the treatment
of impaired newborns was again repressed. In the
early 1970s, the debate resurfaced when articles in
two major American and British medical journals
favorably reported cases of selective nontreatment.
Nevertheless, it was not until the 1982 “Baby Doe”
case in Indiana, followed by “Baby Jane Doe” in
New York State a year later, that the subject once
again aroused the degree of media attention occa-
sioned by Haiselden’s crusade. In response, the
federal government tried to prevent hospitals from
selectively withholding treatment, arguing such
actions violated the 1973 ban on discrimination
against people with disabilities. However, the
Supreme Court held that antidiscrimination law
could not compel treatment of an infant if the par-
ents objected. Meanwhile, Congress defined with-
holding medically indicated treatment as a form of
child neglect. That law favors treatment but allows
for medical discretion by making an exception for
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treatments a doctor considers futile or cruel. Con-
flicts still occur when doctors and parents disagree
over whether treatments for specific infants with
disabilities should be considered cruel or futile.

Understanding this history makes it possible to
compare both the similarities and the differences
between the past and the present. Concerns persist
that voluntary euthanasia for the painfully ill will
lead to involuntary killing of the unwanted. Such
“slippery-slope” arguments claim that no clear lines
can be drawn between the diseased and the out-
cast, the dying and the living, the voluntary and
the coerced, the passive and the active, the
intended and the inadvertent, the authorized and
the unauthorized. Haiselden’s example shows that
these concerns are neither hypothetical nor limited
to Nazi Germany. Americans died in the name of
eugenics, often in cases where there were no
absolute or completely objective boundaries
between sound medical practice and murder. But
that history does not mean that all forms of
euthanasia are a prelude to genocide. Meaningful
distinctions, such as those between the sick and
the unwanted, are not logically impossible. How-
ever, they require sound ethical judgment and
moral consensus, not solely technical expertise.

Haiselden’s use of the mass media also pro-
vides intriguing parallels with the actions of Michi-
gan pathologist Jack Kevorkian, who began pub-
licly assisting the suicides of seriously ill adults in
1990. Both men depended on media coverage for
their influence, and both were eventually margin-
alized as publicity hounds. But each showed that a
single provocateur could stretch the boundaries of
national debate on euthanasia by making formerly
extreme positions seem more mainstream in com-
parison to their actions.

See also: ABORTION; CHILDREN, MURDER OF; EUTHANASIA;
INFANTICIDE; KEVORKIAN, JACK; SUICIDE TYPES:

PHYSICIAN-ASSISTED SUICIDE
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BONSEN, F. Z.

Friedrich zur Bonsen (1856-1938) was a professor
of psychology at the University of Muenster,
Westphalia and author of Between Life and Death:
The Psychology of the Last Hour (1927). In his
book, Bonsen presents knowledge of his time
about death and dying and his own reflections in a
very emotive style. He is especially interested in
presenting the transition from life to death and
exploring the concept that dying is the biggest
accomplishment of life. According to the work, the
immense richness of the human soul will some-
times be revealed when death happens. Bonsen
quotes a German bishop who, on his deathbed,
asked his close friends to watch him carefully
because they were about to witness one of the
most interesting aspects of the world: transition
into the afterlife.

In sixteen chapters, in a brief 173 pages, Bon-
sen wrote a compendium of a “Psychology of
Death.” His elaboration is based on books and arti-
cles in a variety of fields (philosophy, theology,
folklore, history, and classical and popular litera-
ture), as well as local and national newspapers,
and religious booklets.
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For example, Bonsen observed no “fear of the
soul” during the transition into the afterlife. Close
to the end, there is a comforting well-being many
dying patients never experienced before. Parallel
to this increase in physical well-being is a strength-
ening of mental power. This idea was previously
elaborated in 1836 by Gustav Theodor Fechner,
and published 7he Little Book of Life after Death in
1904. During the final disintegration, supernormal
abilities appear, and they enable the dying to have
an overview over his or her entire life in one
moment. The author presents cases where in the
last moments of life even sanity came back to
patients with longstanding mental illnesses.

Bonsen noticed a great calmness of the dying.
With respect to religiosity, the author concludes
that people will die the way they lived: Religious
people will turn to religion, and nonreligious will
not. However, there are cases in which non-
religious people, shattered by the power of the
deathbed, became religious. This is not caused by
fear, but rather a reversal to humankind’s first and
simple sentiments, which are religious in essence.

Very cautiously, Bonsen presents reports where
people witnessed visions and hallucinations of
dying persons. Explaining these phenomenon, he
refers to physiological changes in the neurological
system. Especially when people are dying of
hunger and thirst, the impending death is merci-
fully, offering delusions. The author believes that in
the moment of death, when the soul is separating
from the body, the dead person might see every-
thing and religious beliefs are promising; the soul
might have a clear view on afterlife.

Most interesting are Bonsen’s cases of near-
death experiences, including drowning soldiers
from World War I who were rescued and, without
mentioning Albert Heim (1882), people who sur-
vived falls in wondrous ways. Heim was the first
who collected and published reports of moun-
taineers who survived deep falls. The victims
reported “panoramic views” and felt no pain as
they hit the ground. Bonsen discusses favorably an
explanation of near-death experiences that was
forwarded by a person named Schlaikjer in a
newspaper article published in 1915. “Panoramic
view” is interpreted as an intervention of Mother
Nature to protect humans from the terror of an
impending death, an idea that was elaborated by
the German psychiatrist Oskar Pfister in 1930.
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Friedrich zur Bonsen (1856-1938), in his influential
work, Between Life and Death: The Psychology of the

Last Hour, relied on bhis own personal experiences, but
also collected information by talking to people about
their death-related experiences. MATTHIAS ZUR BONSEN

What kind of psychological processes accom-
pany physical dying? Bonsen’s best guess is based
on an analogy with the experience of anesthesia,
during which people report the feeling of plung-
ing, falling, sinking, and floating. The author, there-
fore, describes the last moments in the following
translation: “The consciousness of the dying is
flickering and fleeing, and the soul is lost in con-
fused illusions of sinking and floating in an infinity.
The ear is filled with murmur and buzzing . . . until
it dies out as the last of the senses” (p. 108).

Bonsen is often remembered as a pioneer of
thanato-psychology, despite the fact that his obser-
vations and reflections never stimulated any
research. At the very least, he is considered an
early writer in the field of near-death experience
that almost fifty years later was inaugurated by
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Raymond A. Moody and his best-selling book ZLife
after Life (1975).

See also: ARIES, PHILIPPE; NEAR-DEATH EXPERIENCES;
THANATOLOGY
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BRAIN DEATH

The term brain death is defined as “irreversible
unconsciousness with complete loss of brain func-
tion,” including the brain stem, although the heart-
beat may continue. Demonstration of brain death
is the accepted criterion for establishing the fact
and time of death. Factors in diagnosing brain
death include irreversible cessation of brain func-
tion as demonstrated by fixed and dilated pupils,
lack of eye movement, absence of respiratory
reflexes (apnea), and unresponsiveness to painful
stimuli. In addition, there should be evidence that
the patient has experienced a disease or injury that
could cause brain death. A final determination of
brain death must involve demonstration of the total
lack of electrical activity in the brain by two
electroencephalographs (EEGs) taken twelve to
twenty-four hours apart. Finally, the physician
must rule out the possibilities of hypothermia or
drug toxicities, the symptoms of which may mimic
brain death. Some central nervous system func-
tions such as spinal reflexes that can result in
movement of the limbs or trunk may persist in
brain death.

Until the late twentieth century, death was
defined in terms of loss of heart and lung func-
tions, both of which are easily observable criteria.
However, with modern technology these functions
can be maintained even when the brain is dead,
although the patient’s recovery is hopeless, some-
times resulting in undue financial and emotional
stress to family members. French neurologists were



the first to describe brain death in 1958. Patients
with coma depasse were unresponsive to external
stimuli and unable to maintain homeostasis. A Har-
vard Medical School committee proposed the defi-
nition used in this entry, which requires demon-
stration of total cessation of brain function. This
definition is almost universally accepted.

Brain death is not medically or legally equiva-
lent to severe vegetative state. In a severe vege-
tative state, the cerebral cortex, the center of cog-
nitive functions including consciousness and
intelligence, may be dead while the brain stem,
which controls basic life support functions such as
respiration, is still functioning. Death is equivalent
to brain stem death. The brain stem, which is less
sensitive to anoxia (loss of adequate oxygen) than
the cerebrum, dies from cessation of circulation for
periods exceeding three to four minutes or from
intracranial catastrophe, such as a violent accident.

Difficulties with ethics and decision making
may arise if it is not made clear to the family that
brain stem death is equivalent to death. According
to research conducted by Jacqueline Sullivan and
colleagues in 1999 at Thomas Jefferson University
Hospital, roughly one-third to one-half of physi-
cians and nurses surveyed do not adequately
explain to relatives that brain dead patients are, in
fact, dead. Unless medical personnel provide fam-
ily members with information that all cognitive and
life support functions have irreversibly stopped,
the family may harbor false hopes for the loved
one’s recovery. The heartbeat may continue or the
patient may be on a respirator (often inaccurately
called “life support”) to maintain vital organs
because brain dead individuals who were other-
wise healthy are good candidates for organ dona-
tion. In these cases, it may be difficult to convince
improperly informed family members to agree to
organ donation.

See also: CELL DEATH; DEFINITIONS OF DEATH; LIFE
SUPPORT SYSTEM; ORGAN DONATION AND
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BROMPTON’S COCKTAIL

In 1896 the English surgeon Herbert Snow showed
that morphine and cocaine, when combined into
an elixir, could give relief to patients with
advanced cancer. About thirty years later a similar
approach was used at London’s Brompton Hospi-
tal as a cough sedative for patients with tuberculo-
sis. In the early 1950s this formulation appeared in
print for the first time, containing morphine
hydrochloride, cocaine hydrochloride, alcohol,
syrup, and chloroform water.

In her first publication, Cicely Saunders, the
founder of the modern hospice movement, also
referred to such a mixture, which included
nepenthe, or liquor morphini hydrochloride,
cocaine hydrochloride, tincture of cannabis, gin,
syrup, and chloroform water; she was enthusiastic
about its value to terminally ill patients. Over the
next twenty years of writing and lecturing, Saun-
ders did much to promote this mixture and other
variants of the “Brompton Cocktail.”

A survey of teaching and general hospitals in
the United Kingdom showed the mixture and its
variants to be in widespread use in 1972. Elisabeth
Kibler-Ross, the psychiatrist and pioneer of end-
of-life care, became one of its supporters, as did
some of the pioneers of pain medicine and pallia-
tive care in Canada, including Ronald Melzack and
Balfour Mount, who saw it as a powerful means of
pain relief.

The Brompton Cocktail became popular in the
United States, too, and at least one hospice pro-
duced a primer for its use which was distributed to
both clinicians and patients. Indeed, as a leading
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pain researcher and hospice physician, Robert
Twycross noted, there developed a “tendency to
endow the Brompton Cocktail with almost mystical
properties and to regard it as the panacea for ter-
minal cancer pain” (1979, pp. 291-292).

The cocktail emerged as a key element in the
newly developing hospice and palliative care
approach. Then, quite suddenly, its credibility
came into question. Two sets of research studies,
published in the same year, raised doubts about its
efficacy—those of Melzack and colleagues in
Canada and Twycross and associates in the United
Kingdom. Both groups addressed the relative effi-
cacy of the constituent elements of the mixture.
The Melzack study showed that pain relief equal to
that of the cocktail was obtainable without the
addition of cocaine or chloroform water and with
lower levels of alcohol, and that there were no dif-
ferences in side effects such as confusion, nausea,
or drowsiness. Twycross’s study found that mor-
phine and diamorphine are equally effective when
given in a solution by mouth and that the with-
drawal of cocaine had no effect on the patient’s
alertness. Twycross concluded, “the Brompton
Cocktail is no more than a traditional British way
of administering oral morphine to cancer patients
in pain” (1979, p. 298). Despite these critiques of
the cocktail, its use persisted for some time; how-
ever, in the twenty-first century it does not have a
role in modern hospice and palliative care.

See also: KUBLER-ROSS, ELISABETH; PAIN AND PAIN
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The abolitionist crusader John Brown died on
December 2, 1859, executed by the state of Vir-
ginia for charges relating to treason, murder, and
promoting a slave insurrection. Although Brown’s
public execution took place before the start of the
U.S. Civil War, his life and death anticipated the
impending battle between the North and the South
over the moral legitimacy of slavery in America,
and served as a source of righteous inspiration for
both sides immediately before and during the
course of the war. Beyond that, Brown’s death
serves as a case study in the construction and
power of martyrdom. Proslavery supporters reviled
Brown, whose often bloody actions against the
social institution fueled southern fears about north-
ern aggression. Many supporters and fervent abo-
litionists, on the other hand, glorified Brown,
whose sacrifice for a higher good transformed the
unsuccessful businessman into a national martyr.

Born in Connecticut on May 9, 1800, Brown
became involved in the abolitionist movement
early in life. His father was a strict Calvinist who
abhorred slavery as a particularly destructive sin
against God. Brown himself witnessed the brutality
of slavery when, as a twelve-year-old boy, he saw
a young slave ferociously beaten with a shovel by
his owner, an image that remained with Brown for
the rest of his life. After the Illinois abolitionist
publisher Elijah Lovejoy was murdered by a
proslavery mob in 1837, Brown publicly declared
his intention to find a way to end slavery in the
United States.

In the midst of extreme economic hardships
and failed business ventures, Brown moved with
some of his sons to Kansas following the passage
of the Kansas-Nebraska Act. This act, heavily sup-
ported by southern slave-holding states, allowed
people in new territories to vote on the question of
slavery. During the 1850s, Kansas was the scene of
a number of horrific acts of violence from groups
on both sides of the issue. Brown placed himself in
the thick of these bloody conflicts and, with a
group of other like-minded zealots, hacked five
proslavery men to death with broadswords, an
event that came to be known as the Pottawatomie
Massacre.

In the summer of 1859, Brown led a small
army of men, including his own sons, to Harper’s



Ferry, Virginia, with a plan to invade the South and
incite a slave rebellion. The group successfully
raided the armory at Harper’s Ferry but, after the
arrival of Colonel Robert E. Lee and his troops,
Brown’s plans fell apart, and his men either
escaped, died, or were captured by Lee’s men in
the ensuing battle. Brown himself was captured
and stood trial in Virginia, where his fate was
determined by an unsympathetic jury.

Brown, however, did not understand his failed
invasion and impending death as a defeat for the
abolitionist cause. Instead, he believed these
events had crucial historical and religious signifi-
cance, and that rather than signaling an end would
be the beginning of the eventual elimination of
slavery in America. Brown greatly admired stories
about the prophets in the Bible, and came to
believe that God, rather than a Virginia jury, had
determined his fate. Convinced that his martyrdom
could have more of an impact than any of his ear-
lier schemes, Brown faced death with calm assur-
ance and optimism that an abolitionist victory was
secured with his imminent execution.

Brown was not the only one who understood
the significant political implications of his execu-
tion in religious terms. Indeed, major northern
abolitionists who would not countenance Brown’s
violent strategies to end slavery while alive,
embraced the language of martyrdom after his
death on the gallows. New England cultural figures
like Ralph Waldo Emerson, Henry David Thoreau,
and Lydia Maria Child, to name a few, identified
Brown as the first true abolitionist martyr, serving
as an iconic symbol of righteousness, redemption,
and regeneration. Although others perished with
him on the gallows, for many northerners John
Brown was transformed into a hero who deserved
to be included in the pantheon of great Americans
and who died for the good of the United States.

Not everyone agreed with this assessment
though. Immediately after his death, southern citi-
zens and many in the North turned him into a
demon rather than a hero, and wanted his corpse
to suffer indignities reserved for the lowest crimi-
nals, including the suggestion that it be turned
over to a medical school for dissection. The gover-
nor of Virginia decided to release the body of the
deceased to Brown’s wife, Mary, and allow it to be
transported to the family farm in North Elba, New
York. During the journey north, Brown’s dead
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Abolitionist Jobn Brown, being escorted from prison to his
execution in Virginia, 1859. His death foreshadowed the

approaching battle between the North and the South over

the morality of slavery. ARCHIVE PHOTOS, INC.

body aroused a great deal of interest. In Phila-
delphia, a large crowd of people from African-
American abolitionist and proslavery communities
turned out to meet the body upon its arrival in the
city. The mayor, along with Mary Brown and her
supporters, feared a riot might ensue, and decided
to send an empty coffin to the local undertaker as
a decoy so the container with Brown’s body could
make it to the wharf and continue its journey by
boat to New York City.

Reaching its final destination, people came to
see the coffin containing Brown’s body, with some
towns finding various ways to commemorate the
martyr while the corpse passed through. On
December 7, 1859, Brown’s body arrived in North
Elba, and was laid out in the front room of the
house for visiting relatives, friends, and supporters
to see before it vanished for good after the funeral
the next day. After the corpse of John Brown had
been placed in the ground at his home, the mem-
ory of his violent campaign to end slavery and the
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symbolism of his death in the state of Virginia con-
tinued to materialize in American imaginative and
social landscapes. During the U.S. Civil War, for
example, one of the most popular songs among
Union forces urged soldiers to remember his body
“a-mouldering in the grave”—in time, a song that
would be transformed with new lyrics by Julia
Ward Howe into “The Battle Hymn of the Repub-
lic.” The cultural memory of John Brown’s life
after the war and into the twentieth century
assumed a variety of forms, including Stephen Vin-
cent Benét’s famous Pulitzer Prize—winning poem,
“John Brown’s Body,” and the establishment of
schools bearing his name.

See also: CiviL WAR, U.S.; LINCOLN IN THE NATIONAL

MEMORY; MARTYRS
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BUDDHISM

“Decay is inherent in all compounded things, so
continue in watchfulness.” The last recorded words
of Siddhartha Gautama (Gotama), the founder of
Buddhism, might be taken to mean, “Work out
your own salvation with diligence” (Bowker 1997,

p. 169).

From its inception, Buddhism has stressed the
importance of death because awareness of death is
what prompted the Buddha to perceive the ulti-
mate futility of worldly concerns and pleasures.
According to traditional stories of the life of the
Buddha, he first decided to leave his home and
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seek enlightenment after encountering the “four
sights” (a sick person, an old person, a corpse, and
someone who had renounced the world). The first
three epitomized the sufferings to which ordinary
beings were and are subject to, and the last indi-
cates that one can transcend them through medita-
tion and religious practice. The greatest problem of
all is death, the final cessation of all one’s hopes
and dreams. A prince of the Shakya family in what
is modern Nepal, Gautama became dissatisfied
with palace life after witnessing suffering in the
nearby city of Kapilavastu. At the age of 29, he
renounced his former life, cut off his hair and
started to wear the yellow robes of a religious
mendicant. Buddhism, the faith he created through
his teaching, thus originated in his heightened
sense of suffering, and begins with the fundamen-
tal fact of suffering (dukkba) as the human
predicament: “from the suffering, moreover, no
one knows of any way of escape, even from decay
and death. O, when shall a way of escape from this
suffering be made known—from decay and from
death?” (Hamilton, 1952, pp. 6-11).

Origins of Buddhist Faith

The Buddhist faith originated in India in the sixth
and fifth centuries B.c.E. with the enlightenment of
Gotama (in Sanskrit, Gauatama), the historical
founder of the faith (c. 566-486 B.C.E.). The teach-
ing of Gotama Buddha, also known as Buddha
Sakyamuni (that is, “the Wise One” or “Sage of the
Sakya Clan”) is summarized in the Four Noble
Truths: the truth of suffering (existence is suffer-
ing); the truth of suffering’s cause (suffering is
caused by desire); the truth of stopping suffering
(stop the cause of suffering (desire) and the suf-
fering will cease to arise); and the truth of the way
(the Eightfold Path leads to the release from desire
and extinguishes suffering). In turn, the Eightfold
Path requires right understanding, right thought,
right speech, right action, right livelihood, right
effort, right mindfulness, and right concentration.
There is also a twelve-step chain of cause. This
chain of conditions consists of (1) spiritual igno-
rance; (2) constructing activities; (3) consciousness;
(4) mind-and-body; (5) the six sense-bases;
(6) sensory stimulation; (7) feeling; (8) craving;
(9) grasping; (10) existence; (11) birth; (12) aging,
death, sorry, lamentation, pain, grief, and despair.
This chain of cause or Doctrine of Dependent



Origination explains the dukka that one experi-
ences in his or her life. Finally, there is the contin-
uing process of reincarnation. “If, on the dissolu-
tion of the body, after death, instead of his
reappearing in a happy destination, in the heav-
enly world, he comes to the human state, he
is long-lived wherever he is reborn” (Nikaya
1993, p. 135). Disillusioned with the ascetic path,
Gotama adhered to what he called “the middle
way.” He chose to sit beneath a Bo or Bodhi Tree
(believed by scholars to now be situated at Bodh-
gaya, Bihar), concentrating on “seeing things as
they really are” and passing through four stages of
progressive insight (jhanas), which led to enlight-
enment (scholars believe this stage was achieved
in ¢. 535 B.C.E.). The rest of his life was spent wan-
dering in the area of the Ganges basin, gaining
adherents and probably spending the rainy months
in a community of followers, the beginnings of the
Buddhist monastic establishment (vibara). The
Buddha is said to have made no other claim for
himself than that he was a teacher of transience or
suffering (dukkha or dubkba), the first of his Four
Noble Truths.

Two and a half centuries after the Buddha’s
death, a council of Buddhist monks collected his
teachings and the oral traditions of the faith into
written form, called the Tripitaka. This included a
very large collection of commentaries and tradi-
tions; most are called Sutras (discourses). Some
twelve centuries after the Buddha’s death, the faith
spread from India into Tibet and from the early
seventh century c.E. onward, Buddhism became
firmly entrenched in all aspects of Tibetan society.

The significance of the conversion of Tibet lies
in the exceptionally rich early literature that sur-
vives: The original Sanskrit texts of the Sutra on
“Passing from One Existence to Another” and the
Sutra on “Death and the Transmigration of Souls”
are no longer extant and are known only through
their Tibetan versions. Buddhism spread also to
central and southeast Asia, China, and from there
into Korea (c. 350-668 c.E.) and Japan (c. 538 C.E.).
Although there have been conversions to Bud-
dhism in modern times, especially the mass con-
version of dalits (or untouchables) following the
leadership of Dr. Bhimrao R. Ambedkar, the dis-
persion of the centers of Buddhist learning led to a
dwindling of the faith in most of India during the
centuries of Islamic predominance.
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Buddhist Traditions

Buddhism has two (or in some interpretations,
three) main divisions, or traditions: Mahayana and
Hinayana. Those Buddhist adherents in Mon-
golia, Vietnam, China, Korea, and Japan follow
Mahayana, the so-called Great Vehicle tradition,
and those in Sri Lanka and southeast Asia, except
Vietnam, where the Mahayan tradition was brought
by Chinese settlers, follow Hinayana, also known
as Theravada, the so-called Lesser Vehicle tradi-
tion. More controversial is whether Vajrayana (the
“Diamond Vehicle” or Tantric tradition emanating
from Mahayana, now dominant in Tibet and the
Himalayas) constitutes a distinctive and separate
tradition or not.

Mahayana emphasizes, among other things, the
Sutras containing the developed teaching of the
Buddha, and recognizes the Buddha-nature (Bud-
dhata, or Buddha-potential) in all sentient beings
(and not exclusively humans). Mahayana empha-
sizes the feeling of the suffering of others as one’s
own, which impels the soul to desire the liberation
of all beings and to encourage adherence to the
“enlightenment” (bodhisattva) path. A bodhisattva
is defined as one who strives to gain the experience
of things as they really are (as in the experience of
Gautama under the tree, hence the name bodhbi)
and scorns nirvana “as he wishe(s) to help and
succour his fellow-creatures in the world of sorrow,
sin and impermanence” (Bowker 1997, p. 154). An
early Buddhist, Candrakirti, calls nirvana “the ces-
sation of every thought of non-existence and exis-
tence” (Stcherbatsky 1965, p.190).

In contrast, Hinayana or Theravada (the latter
term meaning “teaching of the elders”) emphasizes
the aspect of personal discipleship and the attain-
ment of the penultimate state of perfection
(arbat). The followers of Mahayana view it as a
more restricted interpretation of the tradition.
There is also a basic disagreement on how many
Buddhas can appear in each world cycle. In Ther-
avada, there can only be one, the Buddha who has
already appeared; hence only the penultimate
state of perfection can be attained and Buddha-
nature is not recognized. There are also other dif-
ferences between the traditions, particularly with
regard to the status of women (which is somewhat
higher in the Mahayana tradition). Buddhism in its
various manifestations is the world’s fourth largest
religion with about 362 million adherents in 2000,
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Buddbist Monks collect alms in Bangkok, Thailand. The Buddbist faith, which stresses the awareness of suffering and
death, originated in sixth and [fifth century B.c.E. India and then spread to Tibet, Asia, China, Korea, and Japan. CORBIS

or about 6 percent of an estimated world popula-
tion of 6 billion.

The Sutra on “Passing from One Existence to
Another” relates that during the Buddha’s stay in
Rajagriha a king named Bimbisara questioned him
on the transitory nature of action (karma) and
how rebirth can be effected by thoughts and
actions, which are by their very nature momentary
and fleeting. For the Buddha, an individual’s past
thoughts and actions appear before the mind at
the time of death in the same way that the previ-
ous night’'s dreams are recalled while awake; nei-
ther the dreams nor past karma have any solid and
substantial reality in themselves, but both can, and
do, produce real effects. An individual’s past karma
appears before the mind at the final moment of
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death and causes the first moment of rebirth. This
new life is a new sphere of consciousness in one
of the six realms of rebirth (the worlds of the gods,
demigods, humans, hungry ghosts, animals, and
hell-beings) wherein the person experiences the
fruits of his or her previous actions.

The discourse on “The Great Liberation
through Hearing in the Bardo” is one of a series of
instructions on six types of liberation: liberation
through hearing, wearing, seeing, remembering,
tasting, and touching. It is a supreme example of
Tibetan esoteric teaching on how to assist in the
“ejection of consciousness” after death if this liber-
ation has not happened spontaneously. If the body
is present, the guru or dharma-brother, that is, the
fellow-disciple of the guru, should read the text of



the Sutra close to his ear three or seven times. The
first bardo, or intermediate state between life and
death, is called “the luminosity of the essence of
reality (dbharmata)”; it is a direct perception of the
sacredness and vividness of life (Fremantle and
Trungpa 1975, p. 36). The work is thought to have
been written by Padmasambhava, known by his
followers as “precious teacher” (Guru Rinpoche), a
great eighth-century Tantric master and founder of
the Nyingma school. He is considered by Tibetans
to be a second Buddha. He describes in detail the
six bardos, or intermediate states, three of which
comprise the period between death and rebirth
and three which relate to this life: the bardo of
birth; the bardo of dreams; the bardo of medita-
tion, in which the distinction between subject and
object disappears (samadhi, or meditation); the
bardo of the moment before death; the bardo of
the essence of reality (dharmata); and the bardo
of becoming.

The Tibetan Book of the Dead

The German Tibetologist and scholar of compara-
tive religion Detlef Lauf regarded the Tibetan Book
of the Dead (Bar-do thos-grol or Bardo Thodrol, or
Thotrol) as an example of “yoga-practice”
(Yogacara) or Vijnanavada idealism, “which pro-
ceed(s) from the premise that karmically laden
awareness by far outlasts the earthly life span of
the individual.” This branch of Mahayana philoso-
phy “places above all conceptualisation emptiness,
suchness [sic], pure buddha-nature, or the crystal
clear diamond nature of human awareness, which
is of imageless intensity. . . . Therefore the Tibetan
Book of the Dead can first proclaim the philo-
sophical reality of the buddhas and their teachings,
and after these have been grasped and penetrated,
it can then say that these are only illusory images
of one’s own consciousness, for the pure world
within needs no images of external form” (Lauf
1977, pp. 225-2206).

Mind or pure awareness is, in Vijnanavada the-
ory, “the indispensable basis and essence of reality
and is therefore absolute. Because nothing is imag-
inable without mind, it is called the absolute, or all-
pervading emptiness, or simply nirvana” (ibid., p.
221). Although appearing to be an instruction man-
ual for the guidance of human awareness after
death, Lauf argued that the Bardo Thodrol was in
reality “primarily a book of life, for the knowledge
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of the path through the bardo must be gained ‘on
this side’ if it is to be put into practice ‘on the other
side™ (ibid., p. 228).

Lauf also generalized from the various Tibetan
texts the duration of the bardo state: “It is generally
accepted that the total time of the intermediate
state between two successive earthly incarnations
is forty-nine days. The various cycles of emanation
of the deities divide this time into a rhythm that is
always determined by the number seven. . . . From
the fourth to the eleventh day there is the succes-
sive emanation of the forty-two peaceful bardo
deities from out of the fivefold radiant light of the
buddhas. From the twelfth until the nineteenth day
the fifty-eight terrifying deities take shape out of
the flames, and the journey through the [bardo and
the experience of the worlds of hell] Srid-pa’i bar-
do lasts . . . twenty-one days in all. The last seven
days are dedicated to the search for the place of
rebirth which is supposed to take place on the
eighth day . . .” (pp. 95-96).

Two modern approaches to the Tibetan Book
of the Dead deserve mention. Based on lectures
presented at his own Buddhist institute in Vermont,
the charismatic Tibetan teacher Chogyam Trungpa
(1939-1987) published his own edition of the work
in 1975 with Francesca Fremantle. His highly indi-
vidualized commentary to the translation certainly
owes a debt to the psychoanalyst Carl Jung. In
Chogyam Trungpa’s view, the bardo experience is
an active part of every human being’s basic psy-
chological makeup, and thus it is best described
using the concepts of modern psychoanalysis, such
as ego, the unconscious mind, neurosis, paranoia,
and so on. This view was popularized in Trungpa’s
Transcending Madness: The Experience of the Six
Bardos (1992).

A second approach is that of Robert Thurman,
a professor at Columbia University, the first Amer-
ican to be ordained a Tibetan Buddhist monk and
president of Tibet House in New York City, who
sets out to produce an accessible version of the
Tibetan text for those who might wish to read it at
the bedside of their dying friend or relative. In this
way, Thurman’s Tibetan Book of the Dead is pre-
sented clearly as an “easy-to-read” guidebook for
contemporary Americans. It is “easy for bereaved
relatives to read and for lost souls to hear in the
room where they anxiously hover about their
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corpses and wonder what has happened to
them . . .” (Sambhava and Thurman 1994, p. xxi).

Buddhism and Death and Dying

Robert Thurman’s text leads to a consideration of
the relationship of Buddhism to modern clinical
medical ethics and attitudes to death and dying in
particular as well as to the pastoral care of the ter-
minally ill. The Swiss-born psychiatrist Elisabeth
Kubler-Ross interviewed over 200 dying patients
better to understand the psychological aspects of
dying. She illustrates five stages that people go
through when they know they are going to die.
The stages include denial, anger, bargaining,
depression, and acceptance. While a sequential
order is implied, the manner is which a person
comes to terms with impending death does not
necessarily follow the order of the stages. Some of
these phases are temporary; others will be with
that person until death. The stages will exist at dif-
ferent times and can co-exist within each other.
Denial and feelings of isolation are usually short
lived. Isolation is related to the emotional support
one receives. If a person feels alone and helpless
he or she is more likely to isolate. During the anger
stage, it is important to be very patient with the
dying individual, who acts in apparent anger
because of an inability to accept the reality of the
diagnosis. Bargaining describes the period in
which the ill person tries to bargain with doctors,
family, clergy, or God to “buy more time.”

When the denial, anger, and bargaining come
to an end—and if the ill person continues to live—
depression typically arises. Kiibler-Ross talks about
two forms of depression (reactive and prepara-
tory). Reactive depression comes about from past
losses, guilt, hopelessness, and shame. Preparatory
depression is associated with impending loss. Most
ill persons feel guilty for departing from family or
friends, so require reassurance that life will change
in the absence of the dead person but will never-
theless continue. The acceptance stage is a product
of tiredness and numbness after the various pre-
ceding stages with their struggles. The model has
been criticized and may not be applicable to the
majority who die in old age, where a terminal
diagnosis may be more acceptable to the individ-
ual. Many of the aged have experienced a gradual
diminution of health and abilities that predates any
knowledge of impending death. Such a diagnosis
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may be better accepted by the elderly both
because of gradual infirmity and because
approaching death is not viewed as a “surprise,”
but rather as part of a long and total life experi-
ence. For all the caveats, there are important reso-
nances between the Kiibler-Ross model and the
stages of liberation in the bardo experience
described above.

Julia Ching writes that “the central Mahayan
insight, that Nirvana is to be found in the samsara,
that is, 7 this life and this world, has made the reli-
gion more acceptable to the Chinese and Japan-
ese” (Ching 1989, p. 217). She questions the con-
tent of Buddhist belief in East Asia: “. . . it appears
that many Chinese, Japanese, and Korean Bud-
dhists are less than clear about their belief in the
cycle of rebirth. Their accounts of samsara include
the presupposition of a wandering sou/, which is
not in accord with strict Buddhist teaching, and
they tend to perceive life in linear terms. Besides,
they frequently equate Nirvana with the Pure Land
[named after Sukbavati, a Sanskrit word represent-
ing an ideal Buddhist paradise this side of Nirvana,
believed to be presided over by the Buddha
Amitabha, the Buddha of infinite life and light], and
the Buddhas with the bodhisattvas” (1989, p. 220).

Ch’an and Zen, the respective Chinese and
Japanese transliterations of the Sankrit word for
meditation (dybhana) are a distinctively East Asian
development of the Mahayana tradition. Zen
teaches that ultimate reality or emptiness (sunya),
sometimes called “Buddha-nature,” is, as described
by Ching, “inexpressible in words or concepts and
is apprehended only by direct intuition, outside of
conscious thought. Such direct intuition requires
discipline and training, but is also characterized by
freedom and spontaneity” (Ching 1989, p. 211).
Japanese Buddhism, she contends, “is so closely
associated with the memory of the dead and the
ancestral cult that the family shrines dedicated to
the ancestors, and still occupying a place of honor
in homes, are popularly called the Butsudan, liter-
ally ‘the Buddhist altars.” . . . It has been the cus-
tom in modern Japan to have Shinto weddings . . .
but to turn to Buddhism in times of bereavement
and for funeral services” (Ching 1989, p. 219).

The tradition of death poems in Zen accounts
for one way in which the Japanese regard Bud-
dhism as a funerary religion. Minamoto Yorimasa



(1104-1180 c.E.), lamented that “Like a rotten log /
half buried in the ground— / my life, which / has
not flowered, comes / to this sad end” (Hoffman
1986, p. 48). Shiaku Nytdo (d. 1333) justified an
act of suicide with the words: “Holding forth this
sword / T cut vacuity in twain; / In the midst of the
great fire, / a stream of refreshing breeze!” (Suzuki
1959, p. 84). At what would be considered the rel-
atively youthful age of fifty-four, Ota Dokan
(1432-1486) clearly considered himself in decline
already by the time of death: “Had I not known /
that I was dead / already / I would have mourned
/ my loss of life” (Hoffman 1986, p. 52). For Ouchi
Yoshitaka (1507-1551) it was the extraordinary
event that was significant: “Both the victor / and
the vanquished are / but drops of dew, / but bolts
of lightning—thus should we view the world”
(1986, p. 53). The same image of dew, this time
reinforced by dreams, was paramount for Toy-
otomi Hideyoshi (1536-1598): “My life / came like
dew / disappears like dew. / All of Naniwa / is
dream after dream” (Berry 1982, p. 235). Forty-nine
years had passed as a dream for Uesugi Kenshin
(1530-1578): “Even a life-long prosperity is but one
cup of sake; /A life of forty-nine years is passed in
a dream / I know not what life is, nor death. Year
in year out—all but a dream. / Both Heaven and
Hell are left behind; / I stand in the moonlit dawn,
/ Free from clouds of attachment” (Suzuki 1959, p.
82). The mists that cloud the mind were swept
away at death for HG6j6 Ujimasa (1538-1590):
“Autumn wind of eve, / blow away the clouds that
mass / over the moon’s pure light / and the mists
that cloud our mind, / do thou sweep away as
well. / Now we disappear, / well, what must we
think of it? / From the sky we came. / Now we
may go back again. / That’s at least one point of
view” (Sadler 1978, pp. 160-161).

The death poems exemplify both the “eternal
loneliness” that is found at the heart of Zen and the
search for a new viewpoint, a new way of looking
at life and things generally, or a version of enlight-
enment (satori in Japanese; wu in Chinese).
Daisetz Suzuki writes: “. . . there is no Zen without
satori, which is indeed the alpha and omega of
Zen Buddhism”; it is defined as “an intuitive look-
ing into the nature of things in contradistinction to
the analytical or logical understanding of it.” This
can only be gained “through our once personally
experiencing it” (1963, pp. 153, 154).
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BURIAL GROUNDS

Three kinds of gravescapes—that is, memorials
and the landscapes containing them—have domi-
nated the funerary scene in North America from
colonial times to the present. The first, the grave-
yard, almost invariably is located in towns and
cities, typically adjoined to a church and operated
gratis or for a nominal fee by members of the con-
gregation. The second, the rural cemetery, is usu-
ally situated at the outskirts of towns and cities and
is generally owned and managed by its patrons.
The third, the lawn cemetery, is typically located
away from towns and cities and ordinarily is man-
aged by professional superintendents and owned
by private corporations. These locations are gener-
alities; in the nineteenth century both the rural
cemetery and the lawn cemetery began to be inte-
grated into the towns and cities that grew up
around them.

The Graveyard

From the beginning of colonization and for many
years thereafter, Euroamerican gravescapes in
North America uniformly presented visitors with a
powerful imperative: Remember death, for the
time of judgment is at hand. The graveyard serves
as a convenient place to dispose of the dead; how-
ever, its more significant purpose derives from its
formal capacity to evoke or establish memory of
death, which serves to remind the living of their
own fragility and urgent need to prepare for death.
Locating the dead among the living thus helps to
ensure that the living will witness the gravescape’s
message regularly as a reminder “to manifest that
this world is not their home” and “that heaven is a
reality” (Morris 1997, p. 65). Devaluation of all
things accentuating the temporal life is the starting
point for a cultural logic that embraces the view
that “the life of the body is no longer the real life,
and the negation of this life is the beginning rather
than the end” (Marcuse 1959, p. 68).
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Inscriptions and iconography continually rein-
force these imperatives by deemphasizing tempo-
ral life and emphasizing the necessity of attending
to the demands of eternal judgment. Only rarely,
for example, do the memorials indicative of this
perspective provide viewers with information
beyond the deceased’s name, date of death, and
date of birth. Icons reminiscent of death (for exam-
ple, skulls, crossed bones, and the remarkably
popular winged death’s head) almost invariably
appear at or near the center of the viewer’s focus,
while icons associated with life appear on the
periphery. Popular mottos like memento mori
(“remember death”) and fugit hora (“time flies,” or
more literally “hours flee”) provide viewers with
explicit instruction.

Certain actions run contrary to the values that
give this gravescape its meaning. For example,
locating the dead away from the living, enclosing
burial grounds with fences as if to separate the liv-
ing from the dead, decorating and adorning the
gravescape, or ordering the graveyard according
to dictates of efficiency and structural linearity. The
constant struggles to embrace and encourage oth-
ers to embrace the view that life is nothing more
than preparation for death demands constant atten-
tion if one seeks to merit eternal bliss and avoid
eternal damnation. This view thus unceasingly
insists upon a clear and distinct separation of “real
life” (spiritual life, eternal life) from “illusory life”
(physical life; the liminal, transitory existence one
leads in the here and now). The formal unity of
memorials in this gravescape both ensures its iden-
tity and energizes and sustains its rhetorical and
cultural purpose.

Even from a distance the common size and
shape of such memorials speak to visitors of their
purpose. Although the graveyard provides ample
space for variation, an overwhelming majority of
the memorials belonging to this tradition are rela-
tively modest structures (between one and five feet
in height and width and between two and five
inches thick), and most are variations of two
shapes: single and triple arches. Single arch memo-
rials are small, smoothed slabs with three squared
sides and a convex or squared crown. Triple arch
memorials are also small, smoothed slabs with
three squared sides but feature smaller arches on
either side of a single large arch, which gives the
impression of a single panel with a convex crown



This graveyard adjoined with the Saxon Church of

Norfolk, England, is the type of traditional gravescape that
dominated colonial North America. CORBIS

conjoined on either side by similar but much nar-
rower panels, or pilasters, with convex crowns.
Together with location and general appearance,
such minimal uniformity undoubtedly helped to
ensure that visitors would not mistake the grave-
yard for a community pasture or a vacant lot.

The Rural Cemetery

For citizens possessed of quite different sensibili-
ties, the graveyard was a continual source of dis-
contentment until the introduction of a cemeterial
form more suited to their values. That form, which
emerged on September 24, 1830, with the conse-
cration of Boston’s Mount Auburn Cemetery, sig-
naled the emanation of a radically different kind of
cemetery. Rather than a churchyard filled with
graves, this new gravescape would be a place from
which the living would be able to derive pleasure,
emotional satisfaction, and instruction on how best
to live life in harmony with art and nature.
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Judging from the rapid emergence of rural
cemeteries subsequent to the establishment of
Mount Auburn, as well as Mount Auburn’s imme-
diate popularity, this new cemeterial form quickly
lived up to its advocates’ expectations. Within a
matter of months travelers from near and far began
to make “pilgrimages to the Athens of New Eng-
land, solely to see the realization of their long
cherished dream of a resting place for the dead, at
once sacred from profanation, dear to the memory,
and captivating to the imagination” (Downing
1974, p. 154). Part of the reason for Mount Au-
burn’s immediate popularity was its novelty. Yet
Mount Auburn remained remarkably popular
throughout the nineteenth century and continues
to attract a large number of visitors into the twenty-
first century.

Moreover, within a few short years rural ceme-
teries had become the dominant gravescape, and
seemingly every rural cemetery fostered one or
more guidebooks, each of which provided
prospective visitors with a detailed description of
the cemetery and a walking tour designed to con-
duct visitors along the most informative and beau-
tiful areas. “In their mid-century heyday, before the
creation of public parks,” as the scholar Blanche
Linden-Ward has observed, “these green pastoral
places also functioned as ‘pleasure grounds’ for the
general public” (Linden-Ward 1989, p. 293). Mount
Auburn “presented [and still presents] visitors with
a programmed sequence of sensory experiences,
primarily visual, intended to elicit specific emo-
tions, especially the so-called pleasures of melan-
choly that particularly appealed to contemporary
romantic sensibilities” (p. 295).

The owners of rural cemeteries played a sig-
nificant role in the effort to capture the hearts and
imaginations of visitors insofar as they sought to
ensure that visitors would encounter nature’s many
splendors. They accomplished this not only by tak-
ing great care to select sites that would engender
just such sentiments but also by purchasing and
importing wide varieties of exotic shrubs, bushes,
flowers, and trees. Both from within the grave-
scape and from a distance, rural cemeteries thus
frequently appear to be lush, albeit carefully con-
structed, nature preserves.

Promoting a love of nature, however, was only
a portion of what patrons sought to accomplish
in their new gravescape. “The true secret of the
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attraction,” America’s preeminent nineteenth-
century landscape architect Andrew Jackson Down-
ing insisted, lies not only “in the natural beauty of
the sites,” but also “in the tasteful and harmonious
embellishment of these sites by art.” Thus, “a visit
to one of these spots has the united charm of
nature and art, the double wealth of rural and
moral association. It awakens at the same moment,
the feeling of human sympathy and the love of nat-
ural beauty, implanted in every heart” (Downing
1974, p. 155). To effect this union of nature and art,
cemetery owners went to great lengths—and often
enormous costs—to commission and obtain aes-
thetically appealing objects to adorn the cemetery
and to set a standard for those wishing to erect
memorials to their deceased friends and relatives.

In this way cemetery owners recommended by
example that memorials were to be works of art.
Even the smallest rural cemeteries suggested this
much by creating, at the very least, elaborate
entrance gates to greet visitors so that their ceme-
teries would help to create “a distinct resonance
between the landscape design of the ‘rural’ ceme-
tery and recurring themes in much of the literary
and material culture of that era” (Linden-Ward

1989, p. 295).

The Lawn Cemetery

The rural cemetery clearly satisfied the values and
needs of many people; yet a significant segment of
the population found this gravescape too ornate,
too sentimental, too individualized, and too expen-
sive. Even Andrew Jackson Downing, who had
long been a proponent of the rural cemetery, pub-
licly lamented that the natural beauty of the rural
cemetery was severely diminished “by the most
violent bad taste; we mean the hideous ironmon-
gery, which [rural cemeteries] all more or less dis-
play. . . . Fantastic conceits and gimeracks in iron
might be pardonable as adornments of the
balustrade of a circus or a temple of Comus,” he
continued, “but how reasonable beings can toler-
ate them as inclosures to the quiet grave of a fam-
ily, and in such scenes of sylvan beauty, is moun-
tain high above our comprehension” (Downing

1974, p. 156).

Largely in response to these criticisms, in 1855
the owners of Cincinnati’s Spring Grove Cemetery
instructed their superintendent, Adolph Strauch, to
remove many of the features included when John
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Notman initially designed Spring Grove as a rural
cemetery. In redesigning the cemetery, however,
Strauch not only eliminated features typically asso-
ciated with rural cemeteries, he also created a new
cemeterial form that specifically reflected and artic-
ulated a very different set of needs and values.

In many ways what Strauch created and what
lawn cemeteries have become is a matter of
absence rather than of presence. The absence of
raised mounds, ornate entrance gates, individual-
ized gardens, iron fencing, vertical markers, works
of art dedicated to specific patrons, freedom of
expression in erecting and decorating individual or
family plots, and cooperative ownership through
patronage produces a space that disassociates itself
not only from previous traditions but also from
death itself. This is not to say that lawn cemeteries
are devoid of ornamentation, as they often contain
a variety of ornamental features. Nevertheless, as
one early advocate remarked, lawn cemeteries
seek to eliminate “all things that suggest death, sor-
row, or pain” (Farrell 1980, p. 120).

Rather than a gravescape designed to remind
the living of their need to prepare for death or a
gravescape crafted into a sylvan scene calculated
to allow mourners and others to deal with their
loss homeopathically, the lawn cemetery provides
visitors with an unimpeded view. Its primary char-
acteristics include efficiency, centralized manage-
ment, markers that are either flush with or
depressed into the ground, and explicit rules and
regulations.

Yet to patrons the lawn cemetery affords sev-
eral distinct advantages. First, it provides visitors
with an open vista, unobstructed by fences, memo-
rials, and trees. Second, it allows cemetery super-
intendents to make the most efficient use of the
land in the cemetery because available land is gen-
erally laid out in a grid so that no areas fail to
come under a general plan. Third, by eliminating
fences, hedges, trees, and other things associated
with the rural cemetery and by requiring markers
to be small enough to be level or nearly level with
the ground, this gravescape does not appear to be
a gravescape at all.

Although lawn cemeteries did not capture peo-
ple’s imaginations as the rural cemetery had in the
mid—-nineteenth century, they did rapidly increase
in number. As of the twenty-first century they are



considered among the most common kind of
gravescape in the United States.

See also: CEMETERIES AND CEMETERY REFORM; CEMETERIES,
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Bibliography
Downing, Andrew Jackson. “Public Cemeteries and Public

Gardens.” In George W. Curtis ed., Rural Essays by
Andrew Jackson Downing. New York: Da Capo, 1974.

French, Stanley. “The Cemetery As Cultural Institution:
The Establishment of Mount Auburn and the ‘Rural
Cemetery’ Movement.” In David E. Stannard ed.,
Death in America. Philadelphia: University of

Pennsylvania Press, 1974.

Linden, Blanche M. G. “The Willow Tree and Urn Motif:
Changing Ideas about Death and Nature.” Markers 1
(1979-1980):149-155.

Linden-Ward, Blanche. “Strange but Genteel Pleasure
Grounds: Tourist and Leisure Uses of Nineteenth Cen-
tury Cemeteries.” In Richard E. Meyer ed., Cemeteries
and Gravemarkers: Voices of American Culture. Ann
Arbor: University of Michigan Research Press, 1989.

Ludwig, Allan 1. Graven Images: New England Stonecarv-
ing and Its Images, 1650-1815. Middletown, CT:
Wesleyan University Press, 1966.

Marcuse, Herbert. “The Ideology of Death.” In Herman
Feifel ed., The Meaning of Death. New York:
McGraw-Hill, 1959.

Morris, Richard. Sinners, Lovers, and Heroes: An Essay on
Memorializing in Three American Cultures. Albany:
SUNY Press, 1997.

Tashjian, Dickran, and Ann Tashjian. Memorials for Chil-
dren of Change: The Art of Early New England Stone
Carving. Middleton, CT: Wesleyan University Press,
1974.

RICHARD MORRIS

BURIED ALIVE

“Buried alive”—the phrase itself frightens people
with its thoughts of being enclosed in a narrow
space with one’s breathing air diminishing, help-
less, and unable to escape. A 1985 Ttalian study of
patients recovering from myocardial infarction,
found that 50 percent of them suffered from pho-
bias that included being buried alive. The fear of
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being buried alive is denoted by the word taphep-
hobia. The state of the appearance of death while
still alive has been denoted by the term thanato-
mimesis, although the phrase “apparent death” is
used more frequently by medical professionals and
those in the scientific community.

This fear of premature burial is not wholly
without basis. On January 25 and 26, 2001, the
Boston Globe reported the case of a woman found
slumped lifelessly in her bathtub, with a suicide
note and evidence of a drug overdose nearby. The
police and the emergency medical technicians
found no pulse, no sign of breathing, her skin was
turgid, and her eyes were unresponsive. She was
transported to a nearby funeral home, where the
funeral director, on his way out, was startled to
hear a faint sound, which he recognized as some-
one breathing. He quickly unzipped the body bag,
held her mouth open to keep her air passages
clear, and arranged for her removal to a hospital.
Similarly, according to an 1815 volume of the
North American Review, a Connecticut woman was
nearly buried alive, but fortunately showed signs
of life before the coffin was closed.

Cases of people thought dead and being dis-
posed of are reported from ancient times. William
Tebb and Vollum, in 1905, speak of Pliny the Elder
(23-79 c.E.), who cites the case of a man placed
upon a funeral pyre who revived after the fire had
been lit, and who was then burnt alive, the fire
having progressed too far to save him. Plutarch,
Esclepiades the physician, and Plato give similar
stories of men who returned to life prior to burial.
Hugh Archibald Wyndham wrote a family history,
published in 1939, which included the story of
Florence Wyndham, who, after a year of marriage,
was thought to be dead and buried in the family
vault in 1559. The sexton, knowing there were
three valuable rings on one of her fingers, went to
the vault and began to cut the finger. Blood
flowed, the body moved, and the sexton fled leav-
ing his lantern behind. Florence returned to the
house in her grave clothes, frightening the house-
hold who thought she was a ghost and shut the
door against her.

A considerable number of similar premature
burial stories have been reported. These burials
occur when the individual gives the unmistakable
appearance of being dead due to a trance state or
a similar medical condition. Burial alive also occurs
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in natural disasters such as the earthquake in India
in 2001, and in avalanches. In such cases the indi-
vidual’s thoughts turn to the hope of rescue.

According to Rodney Davies, author of The
Lazarus Syndrome: Burial Alive and Other Horrors
of the Undead (1998), the percentage of premature
burials has been variously estimated as somewhere
between 1 per 1,000 to as many as 1 or 2 percent
of all total burials in the United States and Europe.
The percentage increases in times of pestilence or
war. Premature burials of Americans during World
War II and during the Vietham War has been esti-
mated to have been as high as 4 percent (Davies
1998, p. 133).

Burial alive has sometimes been deliberate. In
Rome, vestal virgins who had broken their vows of
chastity were imprisoned in an underground cham-
ber with a lighted candle, some bread, a little water
mixed with milk, and left to die. In Edgar Allan
Poe’s story The Cask of Amontillado (1846), the
narrator exacts revenge by luring his enemy to the
wine cellar and then walling him in. Poe was
obsessed with the theme of premature burial,
which he used in many stories. William Shake-
speare also used premature burial as a theme, the
best known example occurring in Romeo and
Juliet (1595). Juliet is given a potion that mimics
death; Romeo, not knowing she is still alive, kills
himself. Juliet, finding him dead, then kills herself.
Shakespeare repeats this theme in Henry IV, Part
Two (1598), and Pericles, Prince of Tyre (1607).
A number of other authors, such as Bram Stoker,
Gertrude Atherton, and Wilkie Collins have used
variations of the buried alive theme.

Since the nineteenth century, the fear of being
buried alive has resulted in the creation of devices
that allow one to signal from the coffin. A 1983
U.S. patent (No. 4,367,461), describes an alarm sys-
tem for coffins that is actuated by a movement of
the body in the coffin. In the mid-nineteenth cen-
tury in Munich, Germany, a building was set aside
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in which bodies were kept for several days, with
an attendant ready to rescue any who had been
buried alive. The fingers of the body were fastened
to a wire leading to a bell in the room of the atten-
dant. Mark Twain visited this place in 1878 or 1879
and described it in a story which he included in
chapter 31 in Life on the Mississippi (1883).

The deliberate invoking of a state mimicking
death has been reported from India. Those adept
in yoga are able to reduce their respiratory and
pulse rates and then be buried for several days
before being brought out alive.

See also: ANXIETY AND FEAR; CRYONIC SUSPENSION;
DEFINITIONS OF DEATH; PERSISTENT VEGETATIVE
STATE; WAKE
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CADAVER EXPERIENCES

Studies by sociologists have found that no experi-
ence has a more profound impact on medical
school students than the first encounter with death,
which typically occurs during the first-year course
of gross anatomy. With its required dissection of
human cadavers, the course seeks to impart a vari-
ety of explicit lessons, including the size, shape,
and exact location of organs varies from one indi-
vidual to another; organs vary in their “feel” and
texture and are connected to other parts of the
body in complex ways that textbook illustrations
cannot effectively reproduce; and surgical instru-
ments have specific purposes and must be handled
properly to avoid injury to the patient or oneself. A
less explicit, but no less important, result is over-
coming the natural emotional repugnance at han-
dling a cadaver.

First-year medical students report having the
most difficulty dissecting those parts of the body
with strong emotional associations, especially the
hands, face, and genitals, as opposed to the arms,
legs, and abdomen, which can more easily be
bracketed as mere physical body parts. One com-
mon method of dealing with the emotional upset
of cadaver dissection is the use of humor—
students often circulate cadaver stories as a test
of one another’s proper emotional preparation
through humor involving a dismembered corpse.

Cadaver stories. Cadaver stories (jokes involv-
ing anatomy-lab cadavers) have been studied
by researchers interested in urban folklore.
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Researchers have found that most of these stories
are unlikely to be true and that they fall into five
basic categories, all connected with the emotional
socialization of medical students:

1. Stories describing the removal of cadaver
parts outside of the lab to shock ordinary
citizens (mailing body parts to friends or
handing change to a toll collector with a
severed hand are examples of this category).

Manipulation of the cadaver’s sexual organs
which shocks or offends another medical
student.

The cadaver appearing to come to life at an
unexpected time, supposedly frightening a
novice student. One such story features a
medical student taking the place of the
cadaver under the sheet; at the right
moment, the student twitches and then sits
upright to the screams of the emotionally
unprepared.

Stories featuring the cadaver as a food
receptacle. Students may claim to have
heard of a student in another lab who hid
food in a corpse and later removed and ate
it during class. Like the previous type of
story, this category is supposed to test the
queasiness of medical students who are
expected to find the story amusing.

The realization that the medical student has
finished dissecting a member of his or her
own family (the head is the last part of the
cadaver to be dissected and because it is so
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The dissection of human cadavers in medical school
imparts not only the lessons of gross anatomy, but lessons
on dealing with death. YANN ARTHUS-BERTRAND/CORBIS

emotionally charged, it is almost always kept
covered until the end of the anatomy
course).

Stories of this last kind have more credibility with
medical students than those in the first four cate-
gories, which require conscious misbehavior on
the part of some other medical student. In this
cadaver story, a well-prepared medical student is
still capable of being emotionally assaulted by the
realization that she has spent the entire semester
dissecting her own mother. Although such an
event is highly unlikely, some physicians are
obliged to operate on a friend or someone resem-
bling a family member.

Taken together, cadaver stories reveal the com-
mon need for medical students to verbalize their
discomfort with death and dead bodies. While the
stories are about medical students or emotionally
squeamish laypersons, the students reciting these
legends are themselves skittish and use the stories
as a type of emotional fortification.

Dog labs. A second stage in the emotional social-
ization of medical students is associated with so-
called dog labs that, until recently, were found in
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many medical schools. In dog labs, medical stu-
dents operate on anesthetized dogs supplied by
local animal-control shelters. Unlike cadavers,
these creatures are alive and must be kept alive
during dissection. Overt learning outcomes include
familiarity with anesthetics, care in working on a
living creature that bleeds and needs to be kept
breathing, and additional training in the use of
surgical instruments. A less explicit outcome is
another lesson in emotional socialization because
the dogs are expected to die on the operating
table. Anesthetized and thus incapable of feeling
pain, the animals are given a fatal drug overdose.
Recently, this practice has been eliminated from
most medical schools, but for years it was consid-
ered a necessary step in preparing the student to
work on living human patients.

Witnessing an autopsy. The third component in
preparing future physicians for dealing with death
involves attending and participating in an actual
autopsy. Usually scheduled for the second year of
medical school training, the autopsy moves stu-
dents closer to what had very recently been a liv-
ing human being. Unaffected by preservatives, the
body’s organs look and feel exactly as they would
on the operating table, allowing students an op-
portunity to collect information even closer to the
real thing. At this point, most students report that
they have arrived at a new stage in emotional
detachment from death. Shorn of the protective
layer of cadaver stories, students use the scientific
knowledge gained during their many chemistry
and biology classes as a bulwark against emotional
distress. Students report that cadaver dissection
does not completely prepare them for the autopsy,
and some experience difficulty remaining in the
room during the procedure.

Patients with terminal illnesses. Having reached
their third and fourth years of medical school, stu-
dents begin to come into contact with actual pa-
tients. Some of these patients are terminally ill and
represent a new challenge to emotional control
and response to the prospect of death. None of the
previous stages prepare students for interaction
with a patient whose death is imminent. By this
point in their education, some students report that
they are troubled by their desensitization to the
suffering and deaths of patients and fear that they
will come to resemble the icy, hardened practi-
tioners they have always despised. By the fourth



year of medical school, however, most students
report an overcoming of this feared detachment
and an attainment of a proper emotional balance.

Changes in Medical School

This sequence of stages in emotional socialization
coincides with stages in the training of medical stu-
dents. For many years, that training was fairly uni-
form among medical schools. Similarly, the sorts of
students enrolling in medical school often shared
certain characteristics: male, white, twenty-two to
twenty-five years of age, middle- to upper-middle-
class background, a thorough grounding in the
hard sciences, and a high grade point average from
a reputable undergraduate institution. By the end
of the twentieth century, however, significant
changes occurred in the training of medical stu-
dents, who were increasingly likely to be female,
non-white, and to have taken many non-science
courses. These developments may mean that the
model of emotional socialization for confronting
death is changing. For example, many medical
schools now routinely bring medical students into
contact with patients during their first year.
Although this usually involves taking medical his-
tories or simply overcoming discomfort in speak-
ing with strangers about their health problems, it
may well affect the manner in which emotional
detachment develops. Also, cadaver stories appear
to be evolving. Initially, many stories featured
female medical students as their target. Analysts
interpreted this as a thinly veiled form of sexism.
Recently, however, stories have appeared that fea-
ture pranks backfiring against male perpetrators. In
another shift in gross anatomy labs, female stu-
dents sometimes choose to work together in dis-
section of female cadavers, believing that male
students do not show proper respect for female
genitalia.

The studies summarized above describe the
experience at institutions offering training in con-
ventional allopathic medicine. Nontraditional med-
ical training (e.g., homeopathy or chiropractic)
may produce a very different set of reactions in the
encounter with death. Likewise, the confrontation
with death in medical schools in other countries
varies with the unique cultural mores that have
shaped the students.

See also: AUTOPSY; DEATH EDUCATION; NURSING
EDuUcCATION
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CAMUS, ALBERT

Born in 1913, Albert Camus was a French philoso-
pher, writer, and playwright of Algerian descent.
Camus was confronted very early in his life by the
contradictions that forged his conception of death.
While celebrating the multiple splendours of life
and the exuberance of nature, he was struck by an
illness (tuberculosis) that had lasting effects
throughout his life. This was the beginning of his
conception of the absurdity of life, best summa-
rized by the title character of his 1938 play
Caligula, who said, “Men die, and they are not
happy” (1.4).

Camus was an atheist, and the notions of di-
vinity or life after death were evacuated from his
philosophical conception. So, if one cannot find
sense in dying, one must invest all of one’s ener-
gies (despite the apparent absurdity of existence)
into action: There is an obligation on humans to
act—>by revolting against things as they are, assum-
ing their freedom, fighting for the values of justice,
equality, and brotherhood. This, however, presup-
poses that one chooses to live; to Camus, as he
writes at the very beginning of his essay on the
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absurd, The Myth of Sisyphus, “There is but one
truly philosophical problem and that is suicide” (p.
11). This affirms the liberty that individuals have to
dispose of their life as they wish. Camus is not,
however, an apologist of suicide. He is a passion-
ate advocate for the freedom of choice. In con-
cluding 7he Myth of Sisyphus, Camus cannot help
but ask the reader to “imagine Sisyphus happy.”
Camus was awarded the Nobel Prize for Literature
in 1957. He died in a car accident in 1960.

See also: KIERKEGAARD, S@GREN; PHILOSOPHY, WESTERN;
SARTRE, JEAN-PAUL
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CANCER

To many people, the word cancer is synonymous
with death; however, that is not the reality. In
industrialized countries cancer mortality rates have
slowly and progressively declined between 1950
and 2000. In 2000 overall cure rates reached
approximately 50 percent. Nevertheless, cancer
remains the second leading cause of death in
industrialized countries and a rapidly increasing
cause of death in developing countries.

The scope of the problem in the United States
is large. Some 1.2 million people were diagnosed
with potentially fatal cancer in the year 2000. Of
these, 59 percent were expected to live for at least
five years (in some, the cancer may be continu-
ously present for more than five years) with or
without evidence of cancer. People of all ages,
from birth to advanced age, can manifest cancer,
making it the second-leading cause of death in the
United States. In children cancer is unusual, but it
has consistently been the leading cause of death
from disease. As mortality rates from cardiovascu-
lar disease decline, the proportion of cancer deaths
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increases. It is anticipated that the mortality rate
from cancer will surpass that from heart disease by
the year 2050. Direct and indirect financial costs of
cancer in the United States for the year 2000 were
$178 billion.

Developing countries represented 80 percent
of the world’s approximately 6 billion people in
the year 2000. In these countries, cancer has grown
from a minor public health issue in the early 1990s
to a rapidly expanding problem by the beginning
of the twenty-first century. The emergence of a
middle class, with attendant changes in lifestyle,
increased longevity and exposure to potential car-
cinogens, and expectations of improved medical
delivery systems have fueled the growing impact of
cancer in the third world. The financial resources
and socio-medical infrastructure needed to diag-
nose and treat, much less screen and prevent these
cancers, are lacking in the developing world.

A controversial issue in the United States is
whether there has been progress in the “War on
Cancer” declared by Congress in 1971. Since then
a large flow of tax dollars has been directed to
basic and clinical research with the goal of elimi-
nating cancer. Mortality rates from all forms of can-
cer have declined slightly from 1990 through 2000,
but with large variations among different types of
cancer. Optimistic explanations include significant
improvements in treatment and prevention. More
pessimistic analyses suggest that some of the more
common cancers can be diagnosed earlier so that
benchmark five-year mortality rates have dimin-
ished, but that the actual course of the disease is
unaffected because treatments are not really more
effective.

Biology

Cancer is a disease whereby the genes regulating
individual cell behavior and interactions with other
cells malfunction. Tt is therefore a “genetic” dis-
ease, although not necessarily “inherited.” Cancers
clearly traced to inherited susceptibility are un-
usual, accounting for fewer than 10 percent of
cases. Rather, the majority of cancers seem to result
from complicated interactions between the envi-
ronment and “normal” cells.

The routine operations of cell growth, division,
cell-to-cell communication, and programmed cell
death (apoptosis) are complex and must be tightly



controlled to preserve the integrity of the organ-
ism. Chromosomes, which contain DNA molecules
organized into genes, control these regulatory
processes. Similar mechanisms are present in all
animals and plants, are highly conserved through
evolution, and so must provide significant survival
benefit. The phenomenon of cancer is infrequent
in wild animals and has only come to prominence
in human beings since 1900. These statistics sug-
gest that interactions of environmental agents with
the genes result in fixed alterations that eventually
manifest themselves as cancer. Public health meas-
ures have increased longevity so that the progres-
sive, possibly inherent deterioration of regulatory
functions accompanying aging allows less effective
repair of chronic genetic damage.

Although no single cause has been or is likely
to explain all of cancer, research has demonstrated
that environmental factors predominate in the
development of most cancer. Proven causes of
DNA damage leading to malignant change include
viruses, radiation, and chemicals. Viruses such as
Epstein-Barr, HIV, and papilloma can contribute to
cancer development (carcinogenesis). Both thera-
peutic and normal environmental exposure to radi-
ation increase the risk of cancer. Multiple chemi-
cals have been linked to cancer, of which the best
examples are the constituents of tobacco. How
these and other unknown environmental factors,
particularly dietary and airborne, interact with hu-
man genes to cause irreversible, malignant trans-
formation is the subject of intensive research.

Malignant cells can multiply and divide in the
tissue of origin and can travel through the circula-
tory system and create secondary deposits (metas-
tases) in vital organs. These capabilities underlie
the phenomena of invasive lumps (tumors) and
the potential for the dissemination of cancer. Most
cancer cells, whether at the primary or secondary
site, divide at about the same rate as their cells of
origin. Malignant cells, however, do not typically
undergo normal programmed cell death (apopto-
sis) and consequently accumulate. Most often, the
cause of death in cancer is a poorly understood
wasting process (cachexia).

Prevention and Screening

Prevention of cancer, or the reduction of risk for a
person who has never experienced the disease, is
a desirable goal. For those cancers resulting from
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known environmental exposures, such an ap-
proach has been most successful. Avoidance of
tobacco products is no doubt the best proven
means of preventing cancer. In industrialized
countries, regulatory agencies monitor chemical
and radiation exposure. Dietary habits are felt to
influence the risk of developing certain cancers,
but there is very little evidence that dietary manip-
ulations lead to significant risk reduction.

Screening is the attempt to diagnose an estab-
lished cancer as early as possible, usually before
the onset of symptoms, in order to optimize
the outcome. A screening technique is designed
to simply, safely, and cheaply identify those
patients who may have a certain type of cancer. If
screening-test result is positive, further testing is
always necessary to rule the diagnosis in or out.
There is considerable controversy in this field. It
cannot be assumed that early detection is always in
the patient’s best interest, and the overall financial
costs in screening a population must be weighed
against the actual benefits. Screening may be coun-
terproductive under the following conditions:

1. Treatment is not more effective with early
detection.

2. The patient will die of an unrelated condi-
tion before the diagnosed cancer could be
troublesome or fatal.

3. The screening examination can be harmful.

4. The screening examination is falsely “nega-
tive” and thus falsely reassuring.

5. The treatment causes complications or death

in a patient in whom the cancer itself would
not have led to problems.

In spite of these limitations, there have been
successes. Good evidence exists that not only
early detection but also improved survival can be
achieved in breast, cervical, and colorectal can-
cers. With minimal danger and cost, appropriate
populations screened for these diseases benefit
from reduced mortality. Prostate cancer, however,
is more problematic. Measurement of prostate-
specific antigen (PSA), a substance made by both
normal prostate as well as malignant prostate cells,
can identify a patient with prostate cancer before
any other manifestations. But because of the re-
latively elderly population (often with unrelated
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potentially serious conditions) at risk, it has been
difficult to prove that treatment confers a quanti-
tative or qualitative benefit. Continued efforts will
be made to create screening techniques that truly
allow more effective treatment for cancers detect-
ed earlier.

Diagnosis and Treatment

Once a malignancy is suspected, tests (usually
imaging techniques, such as X rays, ultrasounds,
nuclear medicine scans, CAT scans, and MRIs) are
performed for confirmation. Ultimately a biopsy,
or removal of a piece of tissue for microscopic
examination, is necessary for determination of the
presence and type of cancer. Staging tests reveal
whether the disease has spread beyond its site of
origin. Because of the inability of current tech-
niques to detect microscopic deposits of cancer, a
cancer may frequently appear to be localized but
nevertheless exist elsewhere in the body below the
threshold of clinical detection.

The diagnostic and staging process should per-
mit the optimal clarification of the goals of treat-
ment. Curative treatment intends permanent elimi-
nation of cancer, whereas palliative treatment
intends to relieve symptoms and possibly prolong
life. In every cancer situation there are known
probabilities of cure. For example, a specific
patient with “localized” breast cancer may have a
50-60 percent chance of cure based on predictive
factors present at the time of diagnosis. Follow-up
“negative” tests, however, do not yield the certainty
that there is no cancer, whereas the documented
presence of recurrent cancer has clear significance.
Cancer, indeed, is the most curable of all chronic
diseases, but only the uneventful passage of time
allows a patient to become more confident of his
or her status.

Surgery is the oldest and overall most effective
cancer treatment, particularly when tumors appear
to be localized and cure is the goal. It is a pre-
ferred modality for breast, prostate, skin, lung,
colon, testicular, uterine, brain, stomach, pancreas,
and thyroid tumors. The aims of cancer surgery
include elimination of as much cancer as possible,
preservation of organ function, and minimal risk
and suffering for the patient. Occasionally surgery
is intentionally palliative, particularly when other
treatment modalities are added in an effort to
improve symptoms.
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Radiation therapy has been a mainstay of can-
cer treatment since the 1940s, when doctors first
began to understand its potential benefits and
short and long-term risks. Therapeutic ionizing
radiation is generated by a linear accelerator and
delivered externally to a well-defined area. It thus
shares with surgery an advantage for localized
tumors. The inherent differences in radiation sen-
sitivity between malignant tissues and the sur-
rounding normal tissues permits the exploitation of
radiation for therapeutic benefit. When the cancer-
ous tissue is less sensitive to radiation than the nor-
mal tissues, radiation can cause more harm than
good. Radiation has been a useful primary treat-
ment modality in tumors of the head and neck,
lung, cervix, brain, pancreas, and prostate. For
tumors that have metastasized to tissues such as
bone and brain, radiation has been very useful for
palliative purposes.

Systemic treatments, either by themselves or in
concert with surgery and/or radiation, offer the
most rational options for a disease, which so often
has spread before diagnosis. The ideal treat-
ment would be a substance that travels through-
out the body, neutralizes every cancer cell, but
causes no harm to any normal cell. Research has
not yet yielded such a completely specific and non-
toxic substance.

The 1950s saw the advent of anticancer drugs
that came to be known as “chemotherapy.” By the
year 2001 approximately sixty chemotherapy drugs
became commercially available. In general these
drugs cause irreversible cell damage and death.
They tend to be more destructive to rapidly divid-
ing cells and so take their heaviest toll on relatively
few malignancies as well as predictability on nor-
mal tissues (mucous membranes, hair follicles, and
bone marrow). For some very sensitive dissemi-
nated cancers such as testicular, lymphomas,
and leukemias, chemotherapy can be curative. For
many others, such as advanced breast, ovarian,
lung, colon cancers, chemotherapy may offer pal-
liative benefits. Since the 1980s chemotherapy has
played an important role in the multimodality treat-
ment of localized breast, colon, lung, and bladder
tumors. Except for curable and highly chemosen-
sitive malignancies, chemotherapy kills at most
99.99999 percent of cells, but with a burden of tril-
lions of cancer cells, millions of resistant cells
remain. Even using high-dose chemotherapy, it



appears that by the year 2001 chemotherapy may
have reached a plateau of effectiveness.

Insights into the basic genetic, molecular, and
regulatory abnormalities of malignant cells have
opened up entirely new systemic approaches.
“Natural” substances such as interferons and inter-
leukins have therapeutically modulated cell prolif-
eration and led to regression of some tumors.
Antiangiogenesis agents interfere with the malig-
nant cell’s need for accessing new blood vessels.
Chemicals designed to inhibit the inappropriate
production of growth factors by malignant cells
have been synthesized and show promise. Mono-
clonal antibodies aimed at proteins concentrated
on the malignant cell’s surface have achieved
tumor shrinkage. By the year 2000 the thrust in
basic cancer research had focused on manipulation
of the fundamental processes that allow malignan-
cies to grow and spread.

The Internet has allowed patients, families, and
medical providers rapid access to information pre-
viously obtainable only through libraries or physi-
cians. Such information, however, may be unfil-
tered, unsubstantiated, and misleading. Even when
the information is correct, consumers may be
unable to process it properly because of fears con-
cerning their condition. All observers agree, how-
ever, that this form of communication will rapidly
affect cancer research and treatment.

“Complementary” or “alternative” modalities
have existed for many years and represent nonsci-
entific means of attempting to cure or palliate
cancer. The multitude of available products and
techniques is enormous: herbal extracts, vitamins,
magnetic therapies, acupuncture, synthetic chemi-
cals, modified diets, and enemas. The vast majority
of these have never been evaluated in a rigorously
controlled scientific way that would allow more
definitive and precise evaluation of their benefits
and risks. Nevertheless, evidence has shown that
as many as 50 percent of all cancer patients, irre-
spective of treatability by conventional methods,
try at least one form of complementary medicine.
Some proponents feel that these treatments should
serve as adjuncts to conventional ones, while oth-
ers feel that all conventional treatments are toxic
and should be replaced by alternative ones. To
investigate the potential of these approaches, the
National Institutes of Health established the Insti-
tute of Alternative Medicine in 1996.
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End-of-Life Care

Because approximately 50 percent of cancer
patients will die from their cancer, management of
their dying takes on great importance. In the 1980s
and 1990s multiple studies demonstrated that such
basic concerns as pain and symptom control,
respect for the right of the individual to forego life-
prolonging measures, and spiritual distress have
been mismanaged or ignored by many health care
providers. In spite of the emergence of the modern
hospice movement and improvements in tech-
niques of symptom alleviation, most cancer
patients die in hospitals or in nursing homes while
receiving inadequate palliative care. The American
Society of Clinical Oncology (ASCO) in 1998 man-
dated that part of fellowship training for oncolo-
gists include the basics of palliative care in order to
rectify these problems.

See also: CAUSES OF DEATH; PAIN AND PAIN MANAGEMENT;
SYMPTOMS AND SYMPTOM MANAGEMENT
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CANNIBALISM

Cannibalism, or anthropophagy, is the ingestion
of human flesh by humans. The idea of people
eating parts of other people is something that has
occurred wherever and whenever humans have
formed societies. In traditional accounts cannibal-
ism has emerged from peoples’ history and cos-
mology, embedded in their myths and folklore. In
all of these contexts, anthropophagy connotes
moral turpitude.

The concept of cannibalism, its ethical encum-
brances, and its cultural expression in history and
myth are unquestionably universal. To be human
is to think about the possibility of cannibalism.
Anthropophagy is hard-wired into the architecture
of human imagination. Cannibal giants, ogres,
bogies, goblins, and other “frightening figures”
populate the oral and literate traditions of most
cultures, summoning images of grotesqueness,
amorality, lawlessness, physical deformity, and ex-
aggerated size. The Homeric tradition of the Greek
Cyclops, the Scandinavian and Germanic folklore
giants, or the Basque Tartaro find parallels in Asia,
Africa, India, and Melanesia. In a fusion of the
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historical and the fabled, these pancultural inci-
dences of cannibal indicate a remarkable similarity
in the way meanings are assigned to cannibalism
across the world.

Constructing History with Cannibals

Many cultural mythologies posit a prehistory that
antedates the onset of acceptable mores, an epoch
closed off from the beginnings of human settle-
ment and social organization, when cannibalistic
dynasties of giants prevailed. This common motif
in cultural history indicates that cannibalism often
symbolizes “others” that are less than fully human
in some way. The imputation of anthropophagy
draws a boundary between “us” and “them,” the
civilized and uncivilized, in a manner that depicts
humans as emerging from a chaotic and bes-
tial epoch dominated by a race of human-eating
giants. These images of cannibal predecessors con-
stitute a story that people tell themselves through
myth to explain their past and present circum-
stances. So conventional are these patterns of
thought across time and culture that we have come
to understand cannibalism as the quintessential
symbol of alterity, an entrenched metaphor of cul-
tural xenophobia.

Constructing Fiction with Cannibals

These themes of primordial anthropophagy serve
other functions as well. Most oral traditions contain
such folktales and fables that are passed down
through the generations. One thinks here of the
Western stories such as “Jack and the Beanstalk,”
“Hansel and Gretel,” and early versions of “Little
Red Riding Hood.” These are not just dormant fig-
ures inhabiting the fairytale world, they convey for
caretakers a vision of control and are frequently
used—Ilike the Western bogeyman or little green
monster—to coerce, frighten, and cajole children
into obedience. The threat of cannibalization pro-
vides an externalized and uncontrollable projec-
tion of parenthood capable of punishing misdeeds.
In this sense, cannibal figures share certain charac-
teristics with imaginary companions and fictions
such as the Easter Bunny, Tooth Fairy, or Santa
Claus, which, by contrast, project positive reward
rather than negative punishment.

Cannibal representations are part of the uni-
versal stock of imaginative creations that foster



obedience and conformity. Psychologists thus
argue that anthropophagy is an archetype unaf-
fected by cultural relativism and is, perhaps, a
reflection of childhood psychodynamic processes.
Flesh eating, from this perspective, may reflect
child-engendered projections of parenthood and
innate destruction fantasies.

Parallels between Western and non-Western
fictional mediums illuminate the power cannibal-
ism exerts on the human psyche. The commercial
success of films such as Silence of the Lambs, Man-
bhunter, and The Cook, The Thief, His Wife, and Her
Lover, along with the extensive media coverage of
cannibalistic criminals such as Jeffrey Dahmer,
Gary Heidnik, and Albert Fish, speaks volumes
about the public’s fascination with cannibalism.
Moviegoers’ sympathetic cheering for Hannibal
Lecter is a way of suspending disbelief, of inverting
societal norms in the sanctuary of a movie theater.
An alternative reality of moral turpitude is assumed
as escapism, as if the audience is saying, “Do your
best to scare me because I know it isn’t really
true.” As a metaphor for abandonment, cannibal-
ism scandalizes, titillates, and spellbinds.

In the context of folklore, cannibalism allows a
rich re-imagining of the boundaries between the
human and nonhuman, civilized and barbarian,
male and female, the utopian and real. As such
anthropophagy promotes not only social control
but also teaches lessons about history, morality,
and identity.

Cannibalism emerges in these discourses of
imaginative literature and sacred history as an
“otherworldly” phenomenon that is unfavorable to
human survival and thus likely to command fear
and respect—hence the prevalence of cannibalistic
motifs in nursery rthymes. These profound pancul-
tural similarities have led some analysts to argue
that the term “cannibalism” should be reserved
only for the fantasy, both European and native, of
the flesh-eating “other” rather than the practice of
flesh-eating.

Constructing the Practice of Cannibalism

As soon as one starts to consider questions about
which peoples have eaten human flesh, one finds
controversy. The main issues are the colonial his-
tory of attributions of flesh-eating as a political
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form of domination; the problem of what is accept-
able evidence in the context of scientific knowl-
edge of the day; and the problems of interpreting
oral, archaeological, and written evidence.

Although there is no accepted consensus on
the various types of cannibalism encountered by
researchers, the literature differentiates generally
among a few types.

Survival cannibalism. This well-documented vari-
ant involves consumption of human flesh in emer-
gency situations such as starvation. Some of the
most famous cases are the 1846 Donner Party in
the Sierra Nevada and the South American athletes
stranded in the Andes in 1972, whose plight later
became the subject of the film Alive (1993).

Endocannibalism. Endocannibalism is the con-
sumption of human flesh from a member of one’s
own social group. The rationale for such behavior
is usually that in consuming parts of the body, the
person ingests the characteristics of the deceased,
or through consumption there is a regeneration of
life after death.

Exocannibalism. Exocannibalism is the consump-
tion of flesh outside one’s close social group—for
example, eating one’s enemy. It is usually associ-
ated with the perpetration of ultimate violence or
again as a means of imbibing valued qualities of
the victim. Reports of this practice suggest a high
incidence of exocannibalism with headhunting
and the display of skulls as war trophies. The
majority of the controversies about the practice
of cannibalism refer to endocannibalism and/or
exocannibalism.

Evidence in the Twenty-First Century

In the popular Western imagination, knowledge
and understanding of cannibals were shaped by
early explorers, missionaries, colonial officers, trav-
elers, and others. The most commonly cited
accounts are those about the South American
Tupinamba Indians; the Caribbean Cariba (the
word cannibal comes from, and is a corruption of]
carrib and Caliban) of St. Vincent, St. Croix, and
Martinique; and the South American Aztecs. These
accounts were followed by numerous reported
incidences of cannibalism in Africa, Polynesia, Aus-
tralia, and Papua New Guinea. These often dubi-
ous attributions of cannibalism were a form of
“othering”—denigrating other people and marking
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Similar to many tribes in Papua New Guinea, this group of Twan warriors were once cannibals. While the tyranny of time

often hampers these interpretive processes, the very act of attributing cannibalism to a society is now seen as a controversial
political statement given modern sensitivities to indigenous peoples and cultures. CHARLES AND JOSETTE LENARS/CORBIS

a boundary between the good “us” and the bad
“them.” The “primitive savage” was thus con-
structed as beyond the pale of civilization. As Alan
Rumsey has noted, “Cannibalism has been most
fully explored in its Western manifestations, as an
aspect of the legitimating ideology of colonialism,
missionization, and other forms of cultural imperi-
alism” (1999, p. 105). Books that charted the trav-
els of early explorers during the 1800s and early
1900s invariably carry titles with the term cannibal.

How reliable are these early accounts, and
what kinds of evidence for cannibal practices do
they contain or rely upon? One of the most famous
commentators and critics, has concluded, “I have
been unable to uncover adequate documentation
of cannibalism as a custom in any form for any
society. . . . The idea of the ‘other’ as cannibals,
rather than the act, is the universal phenomenon”
(Arens 1979, p. 139).

Many historical texts are compromised by
Western prejudices, so that cannibalism emerges
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more as colonial myth and cultural myopia than as
scientifically attested truth. The accounts do not
stand the test of modern scholarly scrutiny. Most
anthropologists, however, tend to reject the argu-
ment that unless one has photographic or first-
hand evidence for a practice, one cannot infer its
existence at some period. Anthropologists and
archaeologists rely on a host of contextual clues,
regional patterns, and material-culture evidence
when drawing conclusions about past social prac-
tices. What the anthropologist gains by way of
notoriety may be lost by heated dispute with eth-
nic descendants who find the attribution of past
cannibalism demeaning because of the connota-
tions of barbarism.

The Main Disputes

Among the principal academic disputes about evi-
dence for cannibalistic practices, two in particular
stand out. First, archaeologist Tim White has con-
ducted an analysis of 800-year-old skeletal bone



fragments from an Anasazi site at Mancos in south-
west Colorado. William Arens has responded that
White was seduced by the Holy Grail of cannibal-
ism and failed to consider other explanations for the
kind of perimortal bone trauma he encountered.

Second, Daniel Gajdusek found a fatal nervous
disease known as kuru among a small population
of the Fore people in Papua New Guinea. The
disease is related to Creutzfeldt-Jacob, bovine
spongiform encephalopathy (BSE), and Gertmann-
Stausler-Scheinker syndrome. Working with anthro-
pologists, Gajdusek claimed the disease was caught
through the mortuary practice of eating the brains
from dead people in Fore. Arens questioned the
photographic evidence provided by Gadjusek and
others. He suggested other forms of transmission
by which the disease may have been contracted.
The result is clashing scholarly perspectives on the
historical occurrence of cannibalism.

Social Explanations and
Conditions for Cannibalism

The cross-cultural evidence for cannibalism among
societies in Papua New Guinea, such as the Gimi,
Hua, Daribi, and Bimin-Kuskusmin, suggests it is
linked to the expression of cultural values about
life, reproduction, and regeneration. Flesh is con-
sumed as a form of life-generating food and as a
symbolic means of reaffirming the meaning of
existence. In other areas of Papua New Guinea,
the same cultural themes are expressed through
pig kills and exchanges. Cannibalism was a means
of providing enduring continuity to group identity
and of establishing the boundaries of the moral
community. But it was equally a form of violence
meted out to victims deemed amoral or evil, such
as witches who brought death to other people.

A second line of research has suggested that
this latter exocannibalism is an expression of hos-
tility, violence, or domination toward a victim. In
this interpretation, the perpetrator eats to inflict an
ultimate indignity and thus an ultimate form of
humiliation and domination. The archaeologist
John Kantner, reviewing the evidence for reputed
Anasazi cannibalism in the American Southwest,
has concluded that with the gradual reduction in
available resources and intensified competition,
exocannibalism became a sociopolitical measure
aimed at enforcing tribal inequities. However the
evidence remains hotly disputed. Skeletal trauma is
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indexed by bone markings made by tools or scrap-
ers, disarticulations, breakage patterns, and “pot
polish,” blackened bone fragments suggesting
abrasions caused by the boiling of bones. Such
data indicate intentional and targeted defleshing
of bones for the extraction of marrow. Such bone
markings are quite different from mortuary
bones found elsewhere in the region. Controversy
surrounds these findings because other causes for
the same bone markings have been proffered,
including, second reburial of remains and external
interference with bones by animals and natural
hazards. Other scholars are therefore reluctant to
impute cannibalism in the absence of any direct
observation of it.

Other analysts, looking at the famous Aztec
materials, have suggested that such large-scale can-
nibalism is related both to hunger and the appre-
ciation of the nutritional value of flesh. In other
words, cannibalism is a response to material con-
ditions of existence such as protein depreciation
and dwindling livestock. In Mesoamerica these
predisposing conditions ensure that cannibalism is
given a ritual rationale so that themes of renewal
are manifested through flesh-eating. The evidence
of perimortem mutilation is overwhelming; the
inference from these data to cannibalism and its
rationales remains, however, contestable and less
compelling.

Conclusion

From the available evidence, scholars have gleaned
a seemingly reliable historical account of how cul-
tures have constructed and used their concepts of
cannibalism to provide a stereotype of the “other.”
Whatever technological advancements might yield
in the way of more refined analysis of skeletal
materials, proving that culture “X” or “Y” conducted
cannibalism may not be quite the defining moment
in human self-definition that some have thought it
to be. The key insight is that in pancultural dis-
course and imaginative commerce, the human con-
sumption of human flesh has served as a social
narrative to enforce social control. Moreover, attri-
butions of cannibalism remain a potent political
tool wielded by those who pursue agendas of racial
and ethnic domination.

The French philosopher Michel Montaigne long
ago disabused society of the Western-centered
notion that eating human flesh is somehow
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barbaric and exotic: “I consider it more barbarous to
eat a man alive than eat him dead” (1958, p. 108).
How one interprets cannibalism is thus always cir-
cumscribed and inflected by a culturally shaped
morality.

For many researchers, then, the issue of
whether cannibalism was ever a socially sanctioned
practice is of secondary importance. Developments
in experts’ understanding of archaeological remains
include the etiology and transmission of diseases
like BSE, and interpretation of oral accounts and
regional patterns that will likely point to some
forms of cannibalism in some past cultures, even if
such findings are tempered by contemporary cul-
tural imperatives to avoid the appearance of stigma-
tization of the “other.”

See also: AZTEC RELIGION; SACRIFICE
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CAPITAL PUNISHMENT

The death penalty, the most severe sanction or
punishment a government entity can impose on an
individual for a crime, has existed in some form
throughout recorded history. The first known offi-
cial codification of the death penalty was in eigh-
teenth century B.C.E. in the Code of King Ham-
murabi of Babylon, where twenty-five crimes could
result in the ultimate sanction by the state. From
then until the twenty-first century the variants of
capital punishment throughout the world have
included crucifixion, drowning, beating to death,
stoning, burning alive, impalement, hanging, firing
squads, electrocution, and lethal injection. The
death penalty has been abolished in Western
Europe and Japan, but its persistence in the United
States has incited heated debate over its efficacy
and inherent justness.

The Purposes and Effectiveness
of Capital Punishment

The major rationalizations for capital punishment
are retribution, deterrence, incapacitation, and re-
habilitation. Obviously, the last bears no relation to
the death penalty. Retribution, which argues that
the state has the right to impose a level of pain and
punishment equal to or greater than the pain suf-
fered by the victim, seeks to justify the death



penalty on principle rather than efficacy in reduc-
ing crime. The notion of deterrence does make this
claim imply a utilitarian purpose. There are two
forms of deterrence: general and specific. The lat-
ter focuses on the individual offender, who, it is
claimed, is deterred from committing future crimes
by punishing him/her for previous criminal activ-
ity. The former seeks to prevent such crimes from
occurring in the first place. In the case of the death
penalty, the well-publicized knowledge that the
state punishes some crimes by death presumably
deters potential criminals. Many criminologists
argue that the goal of incapacitation—removing an
offender from society—can be achieved equally
effectively through a life sentence without the pos-
sibility of parole (LWOP).

The results of the more than 200 studies done
on capital punishment are either inconclusive or
adverse to the claim that it is an effective deterrent
to murder. The typical research design compares
murder rates in state that have and use the death
penalty with (1) those that either have not used it,
although the law permits its use and (2) states that
have abolished it. In general, these studies tend to
show no difference in homicide rates for compara-
ble states that with and without capital punish-
ment. Nor is there evidence that homicide rates
decline or increase as states decide to reinstate or
abolish the death penalty.

Why has the death penalty been an ineffective
deterrent in the United States? First, capital punish-
ment is applied with neither certainty nor swiftness,
the two key characteristics of an effective deterrent.
When the death penalty is imposed, it often takes
many years for the sentence to be carried out, and
in some cases the sentence is not upheld. In the
United States in 1999, 271 prisoners were admitted
to death row, while more than 15,000 murders
were reported to police. In the same year, 88 per-
sons had their sentences overturned.

The idea of deterrence presupposes rationality
and premeditation on the part of the murderer. In
most murders, such factors take a backseat to non-
rational influences such as rage, alcohol or drug
abuse, or psychological disorder, none of which
are susceptible of deterrence by death sentence.
For these reasons, the most persistent and persua-
sive arguments for the death penalty rely on
notions of just retribution and revenge by the state
on behalf of the citizenry.
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Opponents of the death penalty point not only
to its lack of deterrent effect but also raise other
key arguments. First, from a moral perspective, the
abolitionists believe state executions signal that
violence is an acceptable means of resolving con-
flicts and thus actually contribute to a climate of
increased violence. Second, opponents point to the
unfair and discriminatory application of the death
penalty, noting the disproportionate numbers of
poor people and people of color on death row,
many of them having lacked vigorous and effective
legal counsel. Moreover, advances in DNA analysis
have exonerated enough prisoners on death row
to give pause to many lawmakers who point to the
ever-present possibility that the state might, for
lack of adequate probative or exculpatory evi-
dence, take the life of an innocent person. This
concern has led to several U.S. states to implement
a moratorium on the death penalty until it can be
shown to be applied fairly to all such cases.

International Trends

Comprehensive data on the use of the death penalty
for all countries is difficult to collect and verify. Most
of the data presented here come from two organi-
zations opposed to capital punishment: Amnesty
International and the Death Penalty Information
Center. Yet the trend is clear; more and more coun-
tries are either abolishing or placing further restric-
tions and limitations on capital punishment.

As of 2001, 108 countries have abolished the
death penalty in law or in practice, up from 62
in 1980. Of that 108, 75 have abolished it for all
crimes while another thirteen have done so for
“ordinary crimes.” Another 20 have the authority to
carry out this sanction but have not done so. Of
those that have retained its use, the death penalty
is used with regularity in the Islamic nations, in
most of Asia, many parts of Africa, and the United
States. The United States, Kyrgyzstan (the former
Soviet republic), and Japan are believed to be the
only other countries where the mentally retarded
are put to death.

By far, the world’s leader in the use of
the death penalty is China. In 1998 China re-
ported more than 1,000 executions, which repre-
sented two-thirds of all executions worldwide (see
Table 1). The other leading counties were the
Congo, the United States, Iran, and Egypt. These



CAPITAL PUNISHMENT

FIGURE 1

TABLE 1
Number of executions worldwide, 1998
Country Number Percent
China 1,067 65.7%
Congo (DR) 100 6.2%
USA 68 4.2%
Iran 66 41%
Egypt 48 3.0%
Belarus 33 2.0%
Taiwan 32 2.0%
Saudi Arabia 29 1.8%
Singapore 28 1.7%
Sierra Leone 24 1.5%
Rwanda 24 1.5%
Vietnam 18 1.1%
Yemen 17 1.0%
Afghanistan 10 0.6%
Jordan 9 0.6%
Kuwait 6 0.4%
Japan 6 0.4%
Nigeria 6 0.4%
Oman 6 0.4%
Cuba 5 0.3%
Kirgyzstan 4 0.2%
Pakistan 4 0.2%
Zimbabwe 2 0.1%
Palestinian Authority 2 0.1%
Lebanon 2 0.1%
Bahamas 2 0.1%
All others 7 0.4%
Total 1,625 100.0%
SOURCE: Death Penalty Information Center, Washington, DC.
Available from www.deathpenaltyinfo.org.

five countries accounted for more than 80 percent
of all executions.

The use of executions in China is even greater
than these numbers would suggest. According to
Amnesty International, from 1990 to 2000, China
has executed 19,446 people, which compares to
the 563 the United States put to death over the
same period. In 1996 alone, more than 4,000 per-
sons were put to death by China as part of its
“strike hard” campaign against crime. This policy
results in mass application of the death penalty for
persons convicted of both crimes of violence and
property crimes. For example, on June 30, 2001,
four tax cheats were executed for bilking the gov-
ernment out of nearly $10 million in tax rebates.

The divergence between the United States and
Europe on this issue is quite striking. Prior to the
1970s, capital punishment was common in both
the United States and Europe, while declining
throughout the West after World War II. During the
1970s, however, the death penalty disappeared
from Western Europe and it was repealed in East-
ern Europe in the postcommunist regimes that
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emerged beginning in the late 1980s. For example,
from 1987 to 1992, East Germany, Czechoslovakia,
Hungary, and Romania eradicated the death pen-
alty, and all twelve of the Central European nations
that retained the death penalty during the Soviet
era have since abolished it. The Ukraine abolished
its death penalty in 2000, and Russia suspended
executions in mid-1999.

U.S. Trends

The death penalty has been a controversial part of
the U.S. social and legal orders since the country’s
founding in the late eighteenth century. Initially
persons were regularly put to death by the state for
a wide array of criminal acts that included murder,
witchcraft, and even adultery. And up until the
1830s, most executions were held in public. Public
executions continued until 1936, when 20,000 citi-
zens observed a public execution in Owensboro,
Kentucky.

Prior to the 1960s, executions were relatively
frequent in the United States, averaging about 100
per year during the early postwar period and
slowly dwindling to fewer than ten per year in the
mid-1960s. In 1967, executions were suspended by
the U.S. Supreme Court in a series of landmark
decisions that, among other things, found the appli-
cation of the death penalty to be “arbitrary and
capricious” and inhumane. Shortly thereafter, states
reformed their death penalty statutes to meet the
concerns of the Court. Subsequent Court rulings
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Percent distribution of executions in the United States by region, five-year intervals

Year Northeast North Central West South Total
% % % % # %

1950-1954 14 10 16 60 407 100%
1955-1959 17 5 17 61 301 100%
1960-1964 9 9 25 57 180 100%
1980-1984 — 3 — 97 29 100%
1985-1989 — 2 6 92 88 100%
1990-1994 — 10 8 82 139 100%
1995-1999 1 14 9 76 341 100%

SOURCE: Death Penalty Information Center, Washington, DC. Available from www.deathpenaltyinfo.org; Zimring, Franklin E., and Gordon
Hawkins. Capital Punishment and the American Agenda. Cambridge: Cambridge University Press, 1986.

in 1976—Gregg v. Georgia, Proffit v. Florida, and
Jurek v. Texas—allowed the resumption of capital
punishment. As shown in Figure 1, executions
resumed shortly thereafter. By the late 1990s the
totals were close to those of the early 1950s.

In 2001 there were approximately 3,500 pris-
oners under the sentence of death in the United
States. Of this number, 55 percent were white and
43 percent were black. All have been convicted of
murder; 2 percent received the death sentence as
juveniles. Fifty women were on death row as of
2001. Fifteen states, along with the federal govern-
ment, ban the execution of prisoners who are
mentally retarded, but twenty-three do not. The
most common form of execution is now lethal
injection, which is used in thirty-four states.

The Death Penalty by Geography

Although the federal courts have played a signifi-
cant role in death penalty reforms, it is also true
that until the 2001 execution of Timothy McVeigh,
death sentences and executions since Gregg v.
Georgia have been solely carried out by state
courts. Moreover, there is considerable variation
among the states in the use of the death penalty
that seems to have little to do with crime rates.

As of 2000, thirty-eight states had death penalty
statutes, although only twenty-nine actually exe-
cuted prisoners; of those, only a handful account
for most of the executions. According to the Bureau
of Justice Statistics, as of 1999, there had been 4,457
persons executed since 1930. States that have con-
ducted the most frequent number tend to be south-
ern states, led by Texas (496) and Georgia (389).
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Conversely, Michigan was the first state to
abolish the death penalty for all crimes except trea-
son, more than a century before France and Eng-
land enacted such a reform. Seven states that pro-
vide a death sentence in their statutes have not
conducted any executions for more than twenty-
five years. South Dakota and New Hampshire have
not had executions in more than half a century.
New Jersey legislated a death penalty statute in
1980 but has not applied it thus far.

As shown in Table 2, the southern states have
consistently and increasingly accounted for the
vast majority of U.S. executions since the 1950s. In
2000 seventy-six of the eighty-five U.S. executions
were in the South, even though that region
accounts for about one-third of the population and
about 40 percent of the American states that
authorize a death penalty. Two-thirds of all Amer-
ican executions in 2000 were conducted in three of
the thirty-eight states that authorize executions
(Texas, Oklahoma, and Virginia).

The Issue of Race and Class

A major topic revolving around the death penalty
is the extent of racial and class bias in its imple-
mentation. As noted above, only very few persons
convicted of murder actually receive the death
penalty. This raises the important question of how
decisions are reached by prosecutors to pursue
punishment by death penalty. According to a
recent U.S. Department of Justice study, in nearly
80 percent of the cases in which the prosecutor
sought the death penalty, the defendant was a
member of a minority group, and nearly 40 percent
of the death penalty cases originate in nine of the
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states. Another study found that the race of the vic-
tim and the race of the offender were associated
with death penalty sentences.

See also: DEATH SYSTEM; HOMICIDE, EPIDEMIOLOGY OF;
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CARDIOVASCULAR DISEASE

The American Heart Association (AHA) uses the
term cardiovascular disease (CVD) to describe vari-
ous diseases that affect the heart and circulatory sys-
tem. These diseases include coronary artery (heart)
disease, hypertension, congestive heart failure, con-
genital cardiovascular defects, and cerebrovascular
disease. CVD is a chronic disease. These diseases
frequently progress as people age. This article lim-
its discussion to the two most common forms of
CVD—coronary artery disease and hypertension.

Cardiovascular disease is the leading cause of
death in the United States, responsible for one
death every 33 seconds or 2,600 deaths per day. In
1998 CVD claimed the lives of 949,619 Americans.
The second leading cause of death, cancer, was
responsible for 541,532 deaths. It is estimated that
approximately 60.8 million individuals in the
United States have one or more types of CVD. The
most common form of cardiovascular disease is
hypertension, which affects approximately 50 mil-
lion Americans, or one in every four individuals.
Hypertension is a significant risk factor for the
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development of other types of CVD, including con-
gestive heart failure and cerebrovascular accidents.

The second most prevalent form of CVD is
coronary heart disease or coronary artery disease,
which affects approximately 12.4 million individuals.
Coronary heart disease includes both angina pec-
toris (chest pain) and myocardial infarction (heart
attack). In 1998 the American Heart Association esti-
mated that 7.3 million individuals had suffered a
heart attack, and 6.4 million had experienced chest
pain. The third most prevalent form of CVD is con-
gestive heart failure, which affects 4.7 million Amer-
icans. Cerebrovascular accidents are the fourth most
prevalent form of CVD, affecting 4.5 million individ-
uals. Congenital cardiovascular defects affect 1 mil-
lion Americans, comprising the fifth most prevalent
form of CVD. In general, approximately one in five
Americans will develop some form of cardiovascular
disease in their lifetime.

Risk Factors

Risk factors for CVD may be divided into three
classifications: modifiable, nonmodifiable, and con-
tributing factors.

Modifiable factors. Modifiable risk factors are
those that an individual can change, including ele-
vated serum cholesterol levels, a diet high in satu-
rated fats, obesity, physical inactivity, hypertension,
nicotine, and alcohol use. A serum cholesterol level
greater than 200 mg/dl or a fasting triglyceride level
more than 200 mg/dl is associated with an increased
incidence of coronary artery disease. Obesity is
associated with a higher incidence of mortality from
CVD. Physical inactivity increases the risk for devel-
oping CVD as much as smoking or consuming a
diet high in saturated fats and cholesterol.

The National Heart Lung and Blood Institute
defines hypertension as a blood pressure greater
than 140/90. Hypertension is a significant risk fac-
tor for the development of CVD and stroke. The
AHA estimates that one in five deaths from cardio-
vascular disease are directly linked to cigarette
smoking. Individuals who smoke are two to six
times more likely to develop coronary artery dis-
ease than nonsmokers. However, individuals who
quit smoking will reduce their risk to levels equiv-
alent to those of a nonsmoker within three years.

Nonmodifiable factors. Nonmodifiable risk fac-
tors are those risk factors that an individual cannot



change, such as age, gender, ethnicity, and hered-
ity. The incidence of CVD increases as people age.
However, 150,000 individuals die from it before 65
years of age. Males are more likely than females to
experience CVD, until the age of 65, when the inci-
dence rate equalizes among genders. Young men
aged 35 to 44 years old are more than six times as
likely to die from CVD than their same-age female
counterparts. However, the death rates equalize
after 75 years of age. Furthermore, women may
experience different symptoms of CVD than those
experienced by men, thus causing women to be
underdiagnosed or diagnosed at a more advanced
stage of the disease.

Ethnicity also plays a role in the development
of CVD. Non-Hispanic black males have a higher
age-adjusted prevalence of CVD than Caucasian
or Mexican-American males. Black and Mexican-
American females have a higher age-adjusted pre-
valence of CVD than Caucasian females. Overall,
middle-aged Caucasian males have the highest
incidence of heart attacks.

Heredity may also play a role in the develop-
ment of CVD. Individuals with a family history of
early heart disease are at a greater risk for the
development of elevated blood lipid levels, which
has been associated with the early development of
coronary artery disease. Additionally, most individ-
uals who have experienced either chest pain or a
heart attack can identify a close family member
(father, mother, brother, or sister) who also had or
has CVD. It is expected that the role of genetics
and heredity will be more fully understood in the
future due to the advances associated with the
human genome project.

Contributing factors. Contributing factors are
those factors that may increase the risk for devel-
oping cardiovascular disease. Diabetes mellitus
and a stressful lifestyle are examples of contribut-
ing factors. Diabetics are more likely than the gen-
eral population to experience CVD. Additionally,
they experience coronary artery disease at an ear-
lier age than the nondiabetic individual. Two-thirds
of individuals with diabetes mellitus die from some
form of heart or blood vessel disease.

The role of stress in the development of coro-
nary artery disease is not clearly understood. His-
torically it was believed that individuals with a type
A personality were at a greater risk for the devel-
opment of CVD. However, the research findings
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were mixed and did not clearly support this rela-
tionship. Stress may also increase the process of
atherogenesis (formation of plaque in arteries) due
to elevated lipid levels.

Treatments

Ischemic CVD, such as angina pectoris and myo-
cardial infarction, are usually diagnosed based on
patient symptoms, electrocardiogram findings, and
cardiac enzyme results. Additionally, coronary
angiography may be performed to visualize the
coronary arteries and determine the exact location
and severity of any obstructions. Coronary artery
disease can be treated using medical treatments,
surgical treatments, or interventional cardiology.
The treatment goal for ischemic CVD is to restore
optimal flow of oxygenated blood to the heart.

Medical treatment for the patient with angina
includes risk factor modification, consumption of a
diet low in saturated fats and cholesterol, and
administration of pharmacological agents. Medica-
tions commonly used to treat chest pain or heart
attacks include drugs that decrease cholesterol lev-
els, alter platelet aggregation, enhance the supply
of oxygenated blood to the heart, or decrease the
heart’s need for oxygenated blood. Additionally,
the person experiencing an acute anginal attack or
a heart attack may also receive supplemental oxy-
gen. Thrombolytic medications may be used to
treat a patient experiencing a attack, as they may
dissolve the blood clot, thus restoring blood flow
to the heart.

The blood flow to the heart may also be
restored surgically though the use of a common
procedure known as coronary artery bypass graft-
ing (CABG). This procedure bypasses the ob-
structed coronary artery or arteries, thus restoring
the flow of oxygenated blood to the heart. Women
have poorer surgical outcomes after coronary
bypass surgery than men. Specifically, women
have a higher relative risk of mortality associated
with CABG, longer intensive care unit stays, and
more postoperative complications than men.

Nonsurgical revascularization techniques, such
as percutaneous transluminal angioplasty, transmy-
ocardial laser revascularization, or the placement
of stents in the coronary arteries, are techniques to
restore the flow of oxygenated blood to the heart.
Percutaneous transluminal angioplasty involves the
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insertion of a balloon-tipped catheter into the coro-
nary artery, and inflating the balloon at the location
of the vessel obstruction. The balloon widens the
blood vessel, restoring blood flow through the
obstructed vessel. A wire mesh stent may be
inserted into the coronary artery and placed at the
location of the obstruction. The stent provides an
artificial opening in the blood vessel, which helps
to maintain the flow of oxygenated blood to the
heart. Transmyocardial laser revascularization is a
procedure that uses a laser to create channels in
the heart to allow oxygenated blood to reach the
heart, and is generally used when other techniques
have failed.

Research into the efficacy of cardiac gene ther-
apy is being studied to determine how to eliminate
heart disease by replacing malfunctioning or miss-
ing genes with normal or modified genes. Gene
therapy may be used to stimulate the growth of
new blood vessels, prevent cell death, or enhance
functioning of genes.

Hypertension is initially treated by behavioral
and lifestyle modifications. If these modifications
do not successfully manage the individual’s hyper-
tension, pharmacological agents are added. The
lifestyle modifications recommended to control
hypertension include diet, exercise, and weight
reduction for the overweight individual. The rec-
ommended dietary modifications include increas-
ing consumption of fruits, vegetables, low-fat dairy
products, and other foods that are low in saturated
fat, total fat, and cholesterol. Furthermore, the indi-
vidual with hypertension is advised to decrease
intake of foods high in fat, red meats, sweets, and
sugared beverages. It is advisable for hypertensive
individuals to decrease their intake of sodium to
less than 1,500 mg/day. Not adding table salt to
foods and avoiding obviously salty foods may
accomplish this restriction. Doctors suggest that
hypertensive individuals limit their consumption of
alcohol to one to two drinks per day, and decrease
or stop smoking. Smoking causes hardening of the
arteries, which may increase blood pressure.

Various classes of pharmacological agents may
be used to treat hypertension. They include drugs
that relax the blood vessels, causing vasodilation,
thus decreasing blood pressure, such as angio-
tensin converting enzyme inhibitors, calcium chan-
nel blockers, angiotensin antagonists, and vaso-
dilators. Drugs such as alpha- and beta-blockers
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decrease nerve impulses to blood vessels, and de-
crease the heart rate, slowing blood flow through
the arteries, resulting in a decreased blood pres-
sure. Diuretics may also be used to manage hyper-
tension. They work by flushing excess water and
sodium from the body, causing a decrease in blood
pressure.

Reoccurrence

Coronary artery disease and hypertension are both
chronic diseases that require lifelong treatment.
Frequently, interventional cardiology techniques
and surgical procedures produce palliative rather
than curative results. For example, percutaneous
transluminal angioplasty fails in six months in
approximately 30 to 60 percent of the cases, result-
ing in restenosis of the blood vessel. Addition-
ally, 50 percent of the grafts of patients who have
undergone coronary artery bypass surgery reoc-
clude within five years. Once this has occurred, the
patient may be required to undergo additional pro-
cedures or surgery.

Individuals who have experienced a heart
attack are at a significantly greater risk for future
cardiovascular morbidity and mortality. The death
rates for people after experiencing a heart attack
are significantly higher than the general public.
Twenty-five percent of males and 38 percent of
females will die within one year of experiencing a
heart attack. Additionally, morbidity from cardio-
vascular disease is higher in individuals who have
previously experienced a heart attack. Two-thirds
of all heart attack patients do not make a full
recovery. CVD is progressive: Twenty-two percent
of males and 46 percent of females who previously
experienced a heart attack are disabled with heart
failure within six years.

Hypertension increases the rate of atheroscle-
rosis, resulting in common complications such as
hypertensive heart disease, cerebrovascular dis-
ease, peripheral vascular disease, nephrosclerosis,
and retinal damage. Uncontrolled hypertension is
strongly correlated with the development of coro-
nary artery disease, enlargement of the left ventri-
cle, and heart failure. Additionally, hypertension is
a major risk factor for the development of stroke
and end stage renal disease.

See also: CAUSES OF DEATH; NUTRITION AND EXERCISE
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BRENDA C. MORRIS

CATACOMBS

Burial places for the dead come in a variety of
forms. One ancient form is the catacomb, an
underground city of the dead consisting of gal-
leries or passages with side recesses for tombs. A
related form is the ossuary, a Native American
communal burial place or a depository (a vault,
room, or urn) for the bones of the dead.
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Catacombs originated in the Middle East ap-
proximately 6,000 years ago. These earliest exam-
ples were often secondary burials where the bones
of the dead were placed in ossuary containers. Ini-
tially, the dead were buried within settlements, but
with the progressive urbanization of the ensuing
millennia, burials moved outside of the towns.
From 3300 to 2300 B.C.E., several generations of
one family were typically buried in a single cave,
whether natural or artificial. Pastoral nomads also
used caves that were entered through a vertical
shaft. Multiple interments in caves continued over
succeeding millennia, together with other forms of
burial. There is evidence of the use of long subter-
ranean channels and spacious chambers by about
1500 B.C.E. By the time of the Assyrian and Baby-
lonian conquests of Israel and Judah, some burial
caves were quite large and elaborate.

After the Roman conquest of Palestine, many
Jews settled in Rome and adapted the burial cus-
toms of the Middle East to their new environment.
In contrast to the Roman practice of cremation, the
Jews buried their dead in catacombs they created
for this purpose. Jewish catacombs can be recog-
nized by inscriptions of the menorah, the seven-
branched candlestick, on gravestones and lamps.
Used only for burials, they are not as elaborate as
the later multipurpose Christian catacombs.

Early Christians were regarded as a Jewish sect,
and their dead were buried in catacombs modeled
on those of the Jews. Early Christian martyrs buried
in the catacombs became objects of veneration, so
that the wish for burial near these martyrs ensured
the continued use of the catacombs until the early
fifth century c.E., when the Goths invaded. In the
eighth and ninth centuries the remains of the
martyrs were moved to churches, and the cata-
combs fell into disuse; by the twelfth century they
were forgotten. Since their rediscovery in 1578,
they have been the object of constant excavation,
exploration, and research. Although the Roman cat-
acombs are the best known, others have been
found throughout Italy (in Naples, Chiusi, and Syra-
cuse), in North Africa (in Alexandria and Susa), and
in Asia Minor.

A vast literature describes and discusses the
Roman catacombs. Because interment was forbid-
den within the boundaries of the city, these cata-
combs are all found outside the city. From the
fourth century, consistent with the cult of martyrs,
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Loculi, shelves for remains, can be seen in the ancient catacombs of St. Sebastian in Rome. ALINARI-ART REFERENCE/ART
RESOURCE

the catacombs served not only as tombs but also
for memorial services.

A first level of the catacombs is from thirty-
three to forty-nine feet below the surface, with gal-
leries ten to thirteen feet high; sometimes there are
three or even four levels. Niches for the bodies line
the passages. The walls and ceilings, made of plas-
ter, are generally painted in the fresco manner—
with watercolors before the plaster is dry. From
about the fourth century c.k., shafts were dug from
the galleries to the surface to provide light and air.

The inscriptions reflect the changing values of
society. As conversions to Christianity became
more common, nobler names appeared more fre-
quently. With the gradual decline of slavery, there
were fewer distinctions noted between slaves and
freed men.
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Catacombs, primarily a curiosity and tourist
attraction in the twenty- and twenty-first centuries,
are sparsely written about in fiction. However, one
example by Arthur Conan Doyle, the creator of
Sherlock Holmes, is “The New Catacomb,” a story
of two young colleagues, one extremely shy, the
other a womanizer, both noted experts on cata-
combs. The womanizer has enticed a young
woman away from an unknown fiancé, then aban-
doned her. The shy one tells the other of a new
catacomb he has discovered, which will make him
famous, and offers to show it to him. Deep in the
labyrinth he leaves his colleague to die in the dark,
informing him that it was his own fiancé who had
been abandoned.

See also: BURIAL GROUNDS; CHARNEL HOUSES; CHRISTIAN
DEeATH RITES, HISTORY OF
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SAM SILVERMAN

CATHOLICISM

In Roman Catholicism, death has been understood
primarily in terms of an issue of justice. Having
turned away from God, humans are deprived of
the life-giving energy that they need and which is
to be found solely in God. Death, then, is both a
sign of and an effect of human estrangement from
God. The radical character of this consequence
mirrors the radical character of human (intended)
dependence upon God for identity and existence.
For some Catholic theologians in the past, death is
the most symmetrical consequence of a desire for
ontological independence, as death reveals the
fundamental limitation of that very ontology. In the
very early Church, Catholics were encouraged to
reject any fear of death, as it seemed to express too
great an attachment to the life of “this world.” But
by the end of the fourth century, fear of death was
understood as an internal sign that something
about the way things were—the cosmic order—
was indeed wrong. As a pedagogic device, then,
the fact of death should teach humility; fear of
death is the beginning of a wise appreciation of
human fragility. “Death” became an ascetic meta-
phor for selflessness and the end of pride.

If death is the greatest sign of human disloca-
tion, it is the punishment for the act of will that
produced the fundamental dislocation—sin. Tradi-
tional Catholic theology emphasized the just char-
acter of the punishment, in part to explain why the
sentence of human mortality could not be simply
overturned. Human explanation of the efficacy of
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the incarnation—God becoming human—and cru-
cifixion has been that the unjust death of Jesus, the
Son of God, ended the just claim death had upon
humanity. In his resurrection, Jesus was thus
the physician who dispensed the “medicine of
immortality.” The incarnation, crucifixion, and res-
urrection reveal something about God as well,
namely that the old punishment was overturned
“not through power,” as St. Augustine put it, “but
through humility.”

As a community, Catholics live and die with
the ambivalence typical of the modern world: A
loved one’s death is a great loss and an occasion
of intense trauma, and must be acknowledged
as such. Death is also a great transition for
the deceased, who exchanges penalty for reward,
replacing estrangement from God with fellowship.
To deny grief is to deny what the experience of
death teaches; to deny hope is to deny what the
resurrection offers.

See also: CHRISTIAN DEATH RITES, HISTORY OF; HEAVEN;
HELL; JESUS; PROTESTANTISM; PURGATORY
MICHEL RENE BARNES

CAUSES OF DEATH

Data on the causes of death provide an important
source of information on death. Such data are cru-
cial for monitoring the reasons why people die and
for targeting where, when, and how health
resources should be expended. Causes of death
can be categorized as proximate and non-proxi-
mate. Proximate (or immediate) causes of death
are those that finally lead to death; for example,
heart disease or cancer. Non-proximate causes of
death are the factors that increase the likelihood of
experiencing one of the proximate causes. For
example, tobacco smoking is a non-proximate
cause of death due to its link to lung cancer (a
proximate cause). Non-proximate causes are the
risk factors for dying from a particular proximate
cause. Almost always the proximate causes of
death are presented in discussions of death causa-
tion; this likely reflects the dominance of Western
biomedicine in the conceptualization of cause
of death.

The proximate causes of death are themselves
further broadly categorized as: infectious and
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parasitic diseases (deaths of infants and maternal
mortality are usually included in this category);
chronic and degenerative diseases; and deaths
due to injury (accidents, homicide, suicide). This
distinction (and particularly the difference be-
tween infectious/parasitic diseases and chronic/
degenerative diseases) figures prominently in later
sections of this entry. The following commentary
focuses upon proximate causes of death, unless
specified otherwise.

Measurement of Causes of Death

Deaths are classified using a standard coding sys-
tem called the ICD (International Classification of
Deaths), which has been organized and published
by the World Health Organization since 1946. The
ICD is revised periodically (approximately every
ten years) to reflect changes in medical and epi-
demiological knowledge and in the light of diseases
that are either new or of growing importance as
takers-of-life, such as HIV/AIDS (human immuno-
deficiency virus/acquired immunodeficiency syn-
drome) and the cognitive dementias such as
Alzheimer’s disease. The tenth revision, which
became effective in 1999, categorizes deaths into
seventeen very broad categories. These are:
(D) infectious and parasitic diseases; (2) neoplasms;
(3) endocrine, nutritional, and metabolic diseases
and immunity disorders; (4) diseases of the blood
and blood-forming organs; (5) mental disorders;
(6) diseases of the nervous system and sense
organs; (7) diseases of the circulatory system;
(8) diseases of the respiratory system; (9) diseases
of the digestive system; (10) diseases of the genito-
urinary tract; (11) complications of pregnancy,
childbearing, and the puerperium; (12) diseases of
the skin and subcutaneous tissue; (13) diseases of
the musculoskeletal system and connective tissue;
(14) congenital anomalies; (15) certain conditions
related to the perinatal period; (16) symptoms,
signs, and ill-defined conditions; and (17) external
causes, injury, and poisoning. These broad cate-
gories are similar to the ninth revision.

Within each category are several specific
classes that are further divided into particular dis-
eases, disease sites, or conditions. For example,
circulatory diseases are further broken down into
ischemic (coronary) heart disease and cerebrovas-
cular diseases, among others, which are further
divided into more detailed causes. External causes
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are divided into accidents (further broken down by
type), suicides (detailing several methods), and
homicides. It is in the specificity of these subcate-
gories that the ninth and tenth revisions differ
most. While the ninth revision contains about 4,000
codes, the tenth revision contains nearly twice as
many—approximately 8,000. Thus, users of the
tenth revision are able to obtain much more finely
tuned information.

Measurement Limitations

In theory the ICD is a very useful tool in the analy-
sis of trends and differentials in cause of death and
in the assessment of progress in overcoming life-
threatening diseases and conditions. In practice,
however, the ICD contains a number of limitations.
First, cross-national comparisons are affected by
variations in data quality. These variations result
from differences in the diagnostic skill and type of
training of the certifying medical attendant or coro-
ner, in the accuracy of the diagnosis recorded on
the death certificate, and in the accurate coding of
the information. At an even more fundamental
level, the ICD is based on a number of assumptions
(e.g., that medical personnel are present at or near
a death, that deaths are recorded by medical per-
sonnel, that there are death certificates) that do not
necessarily hold for less developed countries and/or
in times of social and political upheaval, such as
war. Thus, while ICD data are accurate for Western
countries (and Eastern countries with a high level of
economic development, such as Japan), they are
not as accurate for less well developed countries. If
countries do not have the infrastructure to system-
atically record causes of death (or even deaths),
then no classification system will create high-quality
data. Thus, cause of death data for less developed
countries are “best estimates” only.

A second limitation is that ICD categories are
based on a single cause of death. This is the
“underlying” cause that is deemed by the medical
examiner to have generated the sequelae leading
to death. For populations in developed countries,
in which most deaths occur in old age and in
which multiple causes are often involved, a classi-
fication system based on a single cause of death
can result in a distorted picture of mortality causa-
tion. At the same time, deaths due to HIV/AIDS
may be underestimated since the disease lowers
immunity and it may appear that the individual



died from another infectious disease, such as
pneumonia.

Third, trend analysis can be affected by
changes over time in the ICD categories them-
selves. An apparent increase or decrease in a cause
of death may be the result of a coding/classifica-
tion change only. While changing categorization is
necessary given advances in knowledge and trans-
formation in disease patterns, a downside is that
some distorted trends may emerge. Thus, any ana-
lyst of cause of death trends must be aware of ICD
changes that could lead to findings that are merely
artifacts of reclassification.

A fourth limitation is that a new cause of death
may be uncategorized, which occurred in the case
of HIV/AIDS. The ninth revision became effective
in 1979, before medical professionals were aware
of HIV/AIDS, and the tenth revision was not imple-
mented until 1999 (the usual ten-year interval in
revisions did not occur). In the interim, AIDS/HIV
emerged as an important taker-of-life. In response
to this epidemic, in the 1980s the United States
began to include HIV/AIDS as a separate cause of
death. However, this initiative was a national one,
and as such included deaths to U.S. residents only.
Given the crisis, in 1996 the United Nations,
through UNAIDS, took on the task of globally
monitoring the number of cases of the disease and
deaths due to it. (In the 1980s, the World Health
Organization attempted this, but the growing enor-
mity of the undertaking led to the need for a larger,
United Nations—coordinated effort.)

Causes of Death in International Context

The more developed and less developed countries
differ significantly in causes of death; hence a
global summary of causes of death is not useful. As
shown in Table 1, the distribution of causes of
death is markedly different in the two areas of the
world. In the developed countries, diseases of the
circulatory system and cancer (both associated
with advanced age) are the chief takers-of-life,
accounting for approximately two-thirds of all
deaths. In contrast, these diseases account for only
one-third of deaths in the less developed world.
Infectious and parasitic diseases—which often
attack young people—are the major killers in the
third world, making up 43 percent of deaths.
Another important contrast lies in deaths associ-
ated with childbirth (both deaths to infants and to
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mothers), which make up 10 percent of deaths in
less developed countries but only 1 percent in
more developed countries. Overall, it can be con-
cluded (keeping in mind that cause of death infor-
mation for the non-Western world is plagued with
data quality problems) that the chronic and degen-
erative diseases associated with old age predomi-
nate in the West, whereas the infectious and para-
sitic diseases (along with childbirth-related deaths)
associated with much younger ages prevail in less
developed countries.

Epidemiologic Transition

The observation of this global dichotomy in causes
of death led to the theory of epidemiologic
transition—a three-stage model proposed in 1971
and based on the Western experience—that deals
with changing mortality levels and causes of death.
It is less a theory than it is a description of mortal-
ity decline and accompanying changes in causes of
death as experienced in Western populations. Its
basic premise is that a society or population goes
through three mortality stages. The title of the first
stage—The Age of Pestilence and Famine—is self-
evident; this stage is characterized by high death
rates that vacillate in response to epidemics,
famines, and war. Epidemics and famines tend to
g¢o hand in hand, since malnourished people are
particularly susceptible to infectious diseases. In
the second stage, The Age of Receding Pandemics,
death rates start to steadily decline and the pro-
portion of deaths due to infectious diseases
decreases as a result of the improved nutrition and
sanitation and medical advances that accompany
socioeconomic development. Eventually, the third
stage is reached—The Age of Degenerative and
(Hu)man-Made Diseases—in which death rates are
low (life expectancy at birth is over seventy years)
and the chief takers-of-life are chronic diseases
associated with aging, such as cardiovascular dis-
ease and cancer. It is implicitly assumed that infec-
tious and parasitic diseases become less and less
important, and that causes of death in the less
developed countries will eventually come to be
like those in the West.

There is little doubt that the epidemiologic
transition model generally holds for the Western
case, at least for the time period from the agricul-
tural revolution until the late twentieth century.
Prior to the agricultural revolution, it is highly
likely that malnutrition (starving to death) was a
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TABLE 1
Estimated number of deaths worldwide resulting from
fifteen leading causes in 1998
Rank Males Females Both sexes
1 Ischaemic heart Ischaemic heart Ischaemic heart
disease disease disease
3,658,699 3,716,709 7,375,408
2 Cerebrovascular Cerebrovascular Cerebrovascular
disease disease disease
2,340,299 2,765,827 5,106,125
3 Acute lower Acute lower Acute lower
respiratory respiratory respiratory
infections infections infections
1,753,220 1,698,957 3,452,178
4 Chronic obstructive HIV/AIDS HIV/AIDS
pulmonary disease 1,121,421 2,285,229
1,239,658
5 HIV/AIDS Diarrhoeal disease  Chronic obstructive
1,163,808 1,069,757 pulmonary disease
2,249,252
6 Diarrhoeal disease Perinatal conditions Diarrhoeal disease
1,149,275 1,034,002 2,219,032
7 Perinatal conditions  Chronic obstructive  Perinatal conditions
1,120,998 pulmonary disease 2,155,000
1,009,594
8 Trachea/bronchus/ Tuberculosis Tuberculosis
lung cancers 604,674 1,498,061
910,471
9 Tuberculosis Malaria Trachea/bronchus
893,387 537,882 /lung cancers
1,244,407
10 Road-traffic Measles Road traffic
injuries 431,630 injuries
854,939 1,170,694
11 Interpersonal Breast cancers Malaria
violence 411,668 1,110,293
582,486
12 Malaria Self-inflicted Self-inflicted
572,411 injuries injuries
382,541 947,697
13 Self-inflicted Diabetes mellitus Measles
injuries 343,021 887,671
565,156
14 Cirrhosis of Trachea/bronchus Stomach cancers
the liver /lung cancers 822,069
533,724 333,436
15 Stomach cancers Road traffic injuries  Cirrhosis of the liver
517,821 315,755 774,563
source: Violence and Injury Prevention, World Health Organiza-
tion. Injury: A Leading Cause of the Global Burden of Disease,
edited by E. Krug. Geneva: World Health Organization, 1999.

more important killer than infectious diseases.
Once agriculture predominated, the denser settle-
ment pattern of humans as well as closer proxim-
ity to animals and animal waste contributed to the
spread of infectious diseases. One of the most
well-known examples of epidemic-caused loss of
life in the West was the Black Death (the plague)
that hit hardest in the middle of the fourteenth cen-
tury but which continued to reoccur for more than
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three centuries. By the eve of the Industrial Revo-
lution, the plague had virtually disappeared in
Europe, as a result of changes in shipping, hous-
ing, and sanitary practices that affected the way
that rats, fleas, and humans interacted. Other types
of infectious diseases (such as cholera, influenza,
smallpox, pneumonia) remained important killers,
and were eventually conquered by improved nutri-
tion, hygiene, and public health measures, and
knowledge thereof. Medical advances played a
small role, although the smallpox vaccine was
important until well into the twentieth century. As
we move into the twenty-first century, however,
advances in bioterrorism (such as the post-
September 11th anthrax assault in the U.S.) may
lead to increasing deaths from infectious diseases).

The epidemiologic transition model applies
less well to the developing world. Western mortal-
ity decline, and the changing configuration of
causes of death associated with it, was fueled by
socioeconomic development. In contrast, in third
world countries, there is a much smaller relation-
ship between morality and development. In the
postwar decade of the 1950s, mortality declines in
many third world countries were substantial. In
those cold war years, the West (largely the United
States) imported public health measures and death-
reducing technologies to many less developed
countries. As a result, deaths due to infectious dis-
eases fell dramatically in the absence of any signif-
icant development.

However, probably the biggest challenge to epi-
demiologic transition theory comes from the emer-
gence of new, and the reemergence of old, infec-
tious diseases in the latter part of the twentieth
century. This has led to debate about epidemiologic
transition theory’s end stage. Is the third stage the
final one? A number of fourth states have been pro-
posed by epidemiologists and demographers. The
most popular is the Age of Delayed Degenerative
Diseases, corresponding to declines in death rates
due to cardiovascular disease experienced in West-
ern countries through the 1970s and 1980s. This
stage corresponds with the “compression of mor-
bidity” hypothesis proposed by James Fries, stating
that the future holds quick deaths due to degenera-
tive diseases at very old ages. In other words, the
typical death will be from a sudden heart attack at
approximately age eighty-five, before which one
was healthy and hearty. However, now a radically
different fifth stage is being proposed in light of



increasing death rates due to viruses and bacteria.
Indeed the anthropologist Ronald Barrett and his
colleagues at Emory University view the trend of
increasing mortality due to infectious disease as
characterizing a new epidemiologic transition alto-
gether. Others, such as Christopher Murray and Alan
Lopez, taking both death and disability into
account, argue that noncommunicable diseases will
take on increasing importance in the “global burden
of disease” (Murray and Lopez, 1996).

The emergence of new infectious and parasitic
diseases (AIDS/HIV, Legionnaires’ disease, Lyme
disease), the reemergence of diseases (smallpox,
malaria) that scientists thought had been con-
quered, and the evolution of antibiotic-resistant
strains of bacteria have led to a reappraisal of the
possible future role of microbes in mortality. While
it does not seem likely that infectious and parasitic
diseases will overtake degenerative and chronic
diseases as killers, it is difficult to predict the rela-
tive importance of the two major categories of
death causation in the future. Much appears to
depend on how successful medical professionals
will be in controlling HIV/AIDS, which is estimated
to have taken anywhere between 1.9 million and
3.6 million lives worldwide in 1999 alone. (Given
the depression of the immune system that comes
with AIDS, it is possible that even the high estimate
is low; some persons with AIDS might be counted
as dying from another infectious disease to which
they are vulnerable.)

Proximate and Non-Proximate
Causes of Death in the United States

Table 2 presents the five leading proximate and
non-proximate causes of death in the United States.
Of the proximate causes, the top four are the classic
degenerative diseases associated with aging; the
fifth cause is accidents. The non-proximate causes
(the risk factors) provide a different lens through
which to view death causation. The top three non-
proximate causes include tobacco smoking, diets
rich in sodium, cholesterol and fat in conjunction
with sedentary lifestyles, and excessive alcohol
drinking (which is, of course, implicated in acci-
dental deaths as well as in degenerative conditions
such as liver disease). The fourth non-proximate
cause of death is microbial agents; that is, viruses
and bacteria. While some proximate causes of death
(such as HIV/AIDS and pneumonia) are directly
linked to viruses/bacteria, research indicates that
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TABLE 2

Leading causes of death

Five leading proximate causes
of death in the United States,

Five leading non-proximate causes
of death in the United States,

1998 1990s

1. Heart disease 1. Tobacco

2. Cancer 2. Diet/activity patterns
3. Stroke 3. Alcohol

4. Chronic obstructive
pulmonary disease
5. Accidents

4. Microbial agents

5.Toxic agents

SOURCE: Adapted from National Center for Health Statistics. Final
Data for 1998: National Vital Statistics Report, 48, no. 11.
Hyattsville, MD: National Center for Health Statistics, 2000;
McGinnis, J. M., and W. H. Foege. “Actual Causes of Death in
the United States.” Journal of the American Medical Association
270 (1993):2208.

some of the degenerative diseases, such as liver dis-
ease and cancers, have microbial causes. In fact, the
classic dichotomy between infectious/parasitic dis-
eases, on the one hand, and chronic/degenerative
diseases, on the other hand, is being questioned by
scientists. Microbes can both cause degenerative
disease and increase peoples’ susceptibility to them.
Since this dichotomy is foundational to epidemio-
logic transition theory, health researchers are
rethinking historical change in causes of death (both
proximate and non-proximate).

All of the non-proximate causes of death listed
in Table 2 are preventable through public health
measures and education. However, this does not
mean that all deaths can be prevented. While the
researchers Michael McGinnis and William Foege
estimate that 50 percent of deaths are due to pre-
ventable causes, eliminating these causes would
not lower mortality by 50 percent. People are at
multiple risk of death at all times, and eliminating
one cause of death does not necessarily lower the
risk of dying from some other cause. Nevertheless,
it is true that healthy behaviors with regard to
drinking, eating, smoking, and exercise increase
the probability of living longer. However, individ-
uals can only do so much; ultimately, public health
measures are critical to mortality level and cause.

See also: AIDS; CARDIOVASCULAR DISEASE; MORTALITY,

INFANT; LIFE EXPECTANCY; MORTALITY, CHILDBIRTH

Bibliography
Barrett, Ronald, Christopher W. Kazawa, Thomas

McDade, and George J. Armelagos. “Emerging and



CELEBRITY DEATHS

Re-emerging Infectious Diseases: The Third Epidemi-
ologic Transition.” Annual Review of Anthropology 27
(1998):247-271.

Cipolla, Carlo M. Fighting the Plague in Seventeenth-
Century Italy. Madison: University of Wisconsin
Press, 1981.

Fries, J. F. “Aging, Natural Death, and the Compression of
Morbidity.” New England Journal of Medicine 303
(1980):130-135.

McGinnis, Michael J., and William H. Foege. “Actual
Causes of Death in the United States.” Journal of the
American Medical Association 270 (1993):2207-2212.

McKeown, Thomas. The Origins of Human Disease.
Oxford: Basil Blackwell, 1988.

McKeown, Thomas. The Modern Rise of Population.
London: Edward Arnold, 1976.

McNeill, William H. Plagues and People. New York: Dou-
bleday, 1976.

Murray, Christopher J. L., and Alan D. Lopez. The Global
Burden of Disease: A Comprehensive Assessment of
Mortality and Disability from Diseases, Injuries, and
Risk Factors in 1990 and Projected to 2020. Boston:
Harvard School of Public Health on Behalf of the
World Health Organization and the World Bank, 1996.

Olshansky, S. Jay, and A. B. Ault. “The Fourth Stage of the
Epidemiologic Transition: The Age of Delayed
Degenerative Diseases.” Milbank Memorial Fund
Quarterly 64 (1986):355-391.

Olshansky, S. Jay, Bruce A. Carnes, Richard G. Rodgers,
and Len Smith. “Infectious Diseases—New and
Ancient Threats to World Health.” Population Bulletin
52, no. 2 (1997):1-52.

Omran, A. R. “The Theory of Epidemiological Transition.”
Milbank Memorial Fund Quarterly 49 (1971):509-538.

UNAIDS. Report of the Global HIV/AIDS Epidemic. Geneva:
UNAIDS, 2000.

Weeks, John R. Population: An Introduction to Concepts
and Issues. Belmont, CA: Wadsworth, 1996.

Yaukey, David, and Douglas L. Anderton. Demography:
The Study of Human Population. Prospect Heights,
IL: Waveland, 2001.

Internet Resources
National Center for Health Statistics. International Classi-
[fication of Diseases—Tenth Revision (ICD-10). In the
Centers for Disease Control [web site]. Available from
www.cdc.gov/nchs/about/major/dvs/icd10des.htm
ELLEN M. GEE

110

CELEBRITY DEATHS

In 1999 nearly 100 people showed up at the
Hollywood Forever Cemetery to visit the grave of
the silent-screen heartthrob Rudolf Valentino on
the seventy-third anniversary of his death. When
the victim of acute peritonitis was buried at age
thirty-one in 1926, 80,000 people showed up for
the funeral. A pandemic of mass hysteria followed,;
dozens of women committed suicide.

In 1997 some 50,000 people gathered in
Memphis to observe the twentieth anniversary of
the death of Elvis Presley. The all-night candlelight
vigil occurred during the same month that Britain’s
Lady Diana, Princess of Wales, died in a Paris auto-
mobile accident; her death engendered more col-
umn inches in Britain’s largest newspapers than
the most dramatic stages of World War II. Her
funeral, broadcast to 180 countries, attracted his-
tory’s largest television audience.

What accounts for the magnitude and emo-
tional reactions to celebrity deaths? Does it involve
some identification the public has with these indi-
viduals, or does the surfeit of mass-media attention
create its own audience? Being unconsciously imi-
tative, do we cry because mass mediums over-
whelm us with images of weeping family and
friends? Because grief involves some form of loss,
it is necessary to begin with the connections indi-
viduals have with celebrities.

On Celebrity

The essence of celebrity involves the focusing of
public attention on select individuals. These recip-
ients may be heroes who embody society’s notion
of goodness or villains who embody its notion of
evil—for example, John Wilkes Booth, Adolf Hitler,
or serial killer Ted Bundy. Or they may, like game
show hosts or publicized socialites, be simply
“well-known for [their] well-knowingness” (Boor-
stin 1962, p. 57). Such attention giving often does
not end with death and, in fact, may even be
enhanced, as evidenced by the post-mortem atten-
tion given to such rock stars as Buddy Holly and
Ritchie Valens.

The rise of celebrities corresponds with the
evolution of mass media and changes in public
appetite for the stories of others. Leo Braudel has
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Graceland in Memphis, Tennessee, was the home of celebrity Elvis Presley for 20 years until bis death in 1977. It is now

one of the most popular tourist attractions in the United States, visited by thousands each year on the anniversary of

Presley’s death. CORBIS

noted, “As each new medium of fame appears, the
human image it conveys is intensified and the
number of individuals celebrated expands” (1986,
p. 4). The ubiquity of mass-media images creates
familiarity with such persons, forming novel
attachments and identifications between them and
the general public.

The rise of celebrity also corresponds with a
public increasingly devoid of total relationships
with others, individuals’ connectedness with others
and the broader society dampened by the
anonymity of urban life, reduced civic involve-
ments, increasing rates of singlehood and living
alone, and by the instrumental relationships
demanded by the workplace and marketplace. Fur-
ther amplifying appetites for celebrities’ stories is
the new personality type populating the social
landscape, characterized by sociologist David
Riesman as being “other-directed,” relying on oth-
ers to define one’s own lifestyles and beliefs—
particularly those publicly identified as living more
interesting, glamorous, or important lives. Thus the
public may know more about the celebrities’ sto-
ries than they do of those of their neighbors and
associates.

The grief over the death of a national leader
can be understood in terms of feelings of loss of
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some father figure or of the symbol of a people.
Broadly shared emotions produce a sense of com-
munity. Political regimes have long understood this
and have capitalized on the power of state funer-
als as a mechanism by which to enhance social
solidarities and to reaffirm the legitimacy of the
power structure.

But the grief over celebrities like Valentino or
James Dean (a screen idol of the early 1950s) is
another matter. Here the sense of loss is more like
that of a friend because these are not so much role
models as reflections of who we are or who we
want to be. These are individuals whom one has
paid to see or who have been frequent televised
“guests” in one’s home.

People identify with their artists, whose gift, in
patt, is their ability to capture mass longings in art.
Such individuals are generational totems, reflecting
the identities and ideals of those who share their
age. People grow old with them and project their
own hopes and fears on to them. They imagine
what they would do with virtually limitless
resources if placed in similar circumstances. And
when celebrities die so does a portion of their
admirers; hence the appearance of the SuperNova
card company, which markets thousands of celeb-
rity condolence cards.
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With the rise of celebrity tabloids, people are
able to get even closer to the everyday lives of
their favorite celebrities. There is an attraction to
those whose private lives increasingly overlap with
their public images, revealing ordinary human
chinks in the armor of idolatry. And, in a curious
twist of the economics of adulation, their mystique
increases in proportion to the privacy they seek, as
was the case with Charles Lindbergh, Greta Garbo,
and Jackie Kennedy.

Public Deaths in a Death-Denying Culture

In a society where, as Philippe Aries observed,
death is a cultural taboo and where most deaths
occur hidden away in institutional settings, Ameri-
cans’ death knowledge is increasingly learned sec-
ondhand from the mass media. The styles in which
celebrities die and grieve are matters of considerable
interest. From the tabloids people learned of Jackie
Kennedy’s stoicism following the assassination of
her first husband, and of her own efforts to die with
dignity a quarter century later. With rapt attention
they followed the death trajectories and good-byes
of Michael Landon, Frank Sinatra, and Jimmy
Stewart. Not only do the deaths of actors become
“news,” but so do the “deaths” of the characters they
portray. On television, for instance, the demise of
phased-out characters is a well-established tactic for
enhancing ratings, such as Lt. Col. Henry Blake
(McLean Stevenson) from M.A.S.H. or Bobby Ewing
(Michael Duffy) from Dallas.

The more grisly the celebrities’ demise, the
more morbid the curiosities aroused, a syndrome
that produces a lucrative market for death-scene
mementos. When the body of the Lindbergh son
was found two months after being kidnapped in
1932, reporters entered the morgue and broke into
his casket to photograph the mangled remains.
Prints were sold on the streets of New Jersey for five
dollars each. A reported $5,000 was paid by the
National Enquirer for the morgue photograph of
John Lennon’s corpse. In 1994 Post Mortem Arts was
selling copies of Kurt Cobain’s death certificate for
twenty-five dollars. And in Los Angeles, during the
1990s, Graveline Tours transported curious fans in a
classic hearse to view the places where stars were
murdered, committed suicide, or were laid to rest.

In addition to their growing control over the
traffic of death symbolizations, the media have
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expanded the traditional ability of the arts to con-
fer immortality on their creators and performers.
Because of film, for instance, one can still see and
listen to Thomas Edison and George Bernard
Shaw, men who were teenagers during the U.S.
Civil War. And as the power of celebrity is trans-
ferred in endorsements, so too can it transcend
death. A great-great-great grandfather is remem-
bered because he served with Ulysses S. Grant; the
other great-great-greats who had no such associa-
tions are typically forgotten. This logic entered the
decision of an Austrian novelty firm to approach
Mick Jagger in 1988 for permission to market his
cremated remains in million-dollar hourglasses.

A final cause of interest in celebrity deaths
entails the perverse satisfaction in outliving such
august personages, a feeling enhancing one’s own
illusions of personal immortality. The motivation
for producing such books as They Went That-A-
Way: How the Famous, the Infamous, and the
Great Died clearly caters to such needs for identi-
fication rather than to any authentic personal grief.

How the Timing of a Celebrity’s Death
Affects Grief and Immortality

In the death-denying United States there is a search
for cultural scripts for the dying—guides to dying
well. There is a fascination with the premature
deaths of immortals (or their relations) fueled by
Hollywood and the press. The degree of public
mourning following the deaths of Lady Diana and
John F. Kennedy Jr. led social observers to wonder
if grief is an ever-present latent feeling just waiting
to be exploited by the political elite, if people’s
lives are so empty that they engage in recreational
grief, or whether empathic fusings of self with cer-
tain celebrities can be so great that the grief is as
authentic as that experienced with the loss of a
family member. Perhaps individuals are emotive
puppets manipulated by the mass media and/or
political elite, and people cry because they are
shown other people crying for a celebrity.

In the case of JFK Jr. the grief was not for the
man, whose accomplishments were quite modest
when compared to his father and whose death was
blamed on his own poor judgment, but rather for
the young boy saluting the funeral cortege of his
slain father. Public mourning was extensively
orchestrated. The president authorized the use of a



naval warship to conduct his burial at sea, even
though Kennedy had never served in the military.
Hours of prime television time were devoted to
long-distance camera shots of grieving family
members and of the vessel from which his ashes
were scattered.

The untimeliness of a celebrity’s demise cannot
only provoke extreme adulation for the deceased
but also enhance his or her prospects for cultural
immortality. In sports and the performing arts,
death comes disproportionately prematurely. From
1940 to the present, there have emerged about 300
entertainers whose names could be recognized
easily by many people. Over thirty of them died
early and tragic deaths—a proportion about three
times that of famous politicians or sports celebri-
ties. Writers have proved to be a suicide-prone lot,
with notables such as Sylvia Plath, Anne Sexton,
and Ernest Hemingway exemplifying research by
the psychiatrist Kay Jaimison that shows that writ-
ers are ten to twenty times as likely as others to
suffer manic depression or depressive illnesses.

The immortal cultural status of these celebrities
who died prematurely is reflected by the fact that,
like the Catholic Saints their memories are honored
on their death days and not birthdays. Dying
young, these celebrities remain frozen in time and
never have to grow old like those who followed
their lives. On the other hand, when death comes
with forewarning, such as in old age or due to
cancer, other machinery of celebrity canonization
comes into play. Attention increases in a cultural
deathwatch. Final performances hit paydirt as swan
songs, even the mediocre ones, such as the con-
cluding films of Gary Cooper and Steve McQueen.
Lifetime achievement awards are given, and
amends are made for past oversights. Henry Fonda
had to wait until he was on his deathbed to receive
an Oscar for his final role in On Golden Pond.

Capitalizing on the Attraction
to Deceased Celebrities

Celebrity death generates its own pattern of eco-
nomics. Because the deceased celebrity will not
create anymore performances or sign anymore
autographs, whatever artifacts he or she leaves
behind become more valuable. In the year follow-
ing his death, Mickey Mantle’s used bats, balls, and
uniforms increased 25 to 100 percent in value.
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There are, in addition, the unreleased and incom-
plete works that may have been left behind.
Posthumous books and records have proved to be
lucrative business; for example, the dozen years
following the death of the novelist Vladimir
Nabokov in 1977 saw the publication of ten of his
previously unpublished manuscripts.

With new technologies, however, dead celebri-
ties were put to work during the last decade of the
twentieth century. Natalie Cole recorded a song
with her long-dead father Nat; the deceased Frank
Sinatra was nominated for a 2001 Grammy with
Celine Dion, who performed a duet with his
posthumously generated voice; and the surviving
Beatles reunited with the voice of the late John
Lennon to play “Free As a Bird” and “Real Love.”
Madison Avenue discovered that the dead make
excellent spokespersons, because they never will
embarrass the sponsor. In 1994 Babe Ruth was
receiving 100 endorsement deals a year. Ruth, fol-
lowed by James Dean, was the most popular client
at Curtis Management Group, an Indianapolis firm
that markets late “greats” on behalf of descendants
(who, in some states, own the rights to their dead
relatives’ image for fifty years). Curtis’s services
triggered a trend of resurrected dead celebrities
hawking products—through the 1990s Louis Arm-
strong sipped Diet Coke in television commercials,
Groucho Marx danced with Paula Abdul, Fred
Astaire pranced with a vacuum cleaner, and Janis
Joplin peddled Mercedes Benzes.

In 2001 Forbes magazine published a ranking
of the earnings of the images of dead celebrities.
Heading the list was Elvis Presley, whose estate
earned $35 million. He was followed by Charles
Schulz ($20 million), John Lennon ($20 million),
Theodor “Dr. Seuss” Geisel ($17 million), and Jimi
Hendrix ($10 million).

Celebrities need not have to generate revenue
in order to have their cultural immortality assured.
In recent decades over two hundred halls of fame
have been founded to preserve the memories of
celebrities in sports, the arts, and entertainment.
Concurrently, the U.S. Postal Service moved be-
yond the memorialization of dead presidents and
founding fathers to issuing stamps with the images
of such deceased celebrities as actresses Lucille
Ball and Marilyn Monroe, football coaches Vince
Lombardi, and Bear Bryant, and musicians Louis
Armstrong and Charlie Parker.
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Cell death is a vital and common occurrence. In
humans, some 10 billion new cells may form and
an equal number die in a single day. Biologists
recognize two general categories of cell death,
which include genetically programmed death and
death resulting from external forces (necrosis).

Genetically programmed cell death is neces-
sary for replacing cells that are old, worn, or dam-
aged; for sculpting the embryo during develop-
ment; and for ridding the body of diseased cells.
Toward the end of the twentieth century biologists
recognized several mechanisms by which cell
death could occur. In apoptosis, the most common
form of normal cell death, a series of enzyme-
mediated events leads to cell dehydration, outward
ballooning and rupture of the weakened cell mem-
brane, shrinking and fragmentation of the nucleus,
and dissolution of the cell. By a different mecha-
nism some cells generate special enzymes that
“cut” cellular components like scissors (known as
autoschizis, or “self-cutting”). Damaged cells that
will become necrotic may lose the ability to control
water transport across the membrane, resulting in
swelling from excess fluid intake and disruption of
protein structure (oncosis).

Programmed cell death is an important com-
ponent of embryonic development and eliminates
cells that are no longer needed. These include, for
example, the cells between what will become fin-
gers, or cells making up the embryo’s original fish-
like circulatory system as adult blood vessels form.
Coordinate processes are called “cell determina-
tion,” which involves a cell line becoming pro-
gressively genetically restricted in its developmen-
tal potential. For example, a cell line might become
limited to becoming a white blood cell, thus losing
the ability to become a liver cell. Cell differentia-
tion occurs when cells take on specific structure
and functions that make them visibly different from
other cells (e.g., becoming neurons as opposed to
liver epithelium).

All life is immortal in the sense that every cell
is descendent from a continuous lineage dating
back to the first nucleated cells 1.5 billion years
ago. Life has been propagated through a repeating
process of gamete (egg and sperm) formation
by meiotic cell division (which creates genetic



diversity by blending maternal and paternal
genes), fertilization, and the development of the
fertilized egg into a new multicellular organism
that produces new gametes.

Can individual cells or cell lines, however,
become immortal? This may be possible. HelLa cells
(tumor cells from a patient named Henrietta Lack)
have been kept alive and dividing in tissue culture
for research purposes since 1951. But normal cells
have a limit to the number of times they can divide,
which is approximately fifty cell divisions (known
as the Hayflick limit). The key to cell immortality
seems to be the tips of the chromosomes, or telom-
eres, that protect the ends from degradation or
fusion. Telomeres consist of a repeating sequence
of DNA nucleotides. They shorten with each repli-
cation so that after some fifty divisions replication is
no longer possible. An enzyme called “telomerase”
adds these sequences to the telomere and extends
the Hayflick limit. However, this enzyme is not very
abundant in normal cells. When the biologists
Andrea G. Bodnar and colleagues introduced
cloned telomerase genes into cells, the telomeres
were lengthened and the Hayflick limit for the cells
greatly extended, suggesting the potential for cellu-
lar immortality.

See also: BRAIN DEATH; DEFINITIONS OF DEATH
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CEMETERIES AND
CEMETERY REFORM

When death strikes in society certain events and
rituals must be undertaken. The decaying of the
corpse and beliefs about death make the presence

CEMETERIES AND CEMETERY REFORM

of the dead person among the living unacceptable.
Throughout history almost all societies have
employed different practices for disposing of and
commemorating the dead. One such form is the
cemetery.

The term cemetery derives from the Greek
(koimeterion) and Latin (coemeterium) words for
“sleeping place.” The concept is closely related to
burial ground, graveyard, churchyard, and nec-
ropolis, which is Greek for “city of the dead.” The
boundary between these designations is not clear-
cut. A burial ground and a graveyard consist of
one or several graves. The term burial ground is
more often employed than the term graveyard to
designate unplanned or nonconsecrated places for
burial. A churchyard is a consecrated graveyard
owned by the church and attached to church
buildings. A necropolis is a large graveyard. In this
entry cemetery is defined as a large area set apart
for burial, which is not necessarily consecrated,
and initially was situated on the outskirts of a
municipality. In the following sections the focus
will be on the development and function of ceme-
teries in the West, but will also touch on functions
of other forms of burial places.

Functions

The most evident function of all burial grounds is
to provide a means for getting rid of a dead body.
Although burial is the most common way it is not
the sole option. Many Hindus, for example, cre-
mate the body on a pyre and shed the ashes in the
Ganges River.

Cemeteries have multifarious social- and
personal-level functions. It is important to make a
distinction between individual and societal func-
tions of cemeteries. Besides disposing of bodies,
communities commemorate the dead with the dis-
playing and construction of identity that this en-
tails. Yet another social function is to express basic
cultural beliefs concerning death and the meaning
of life. Throughout history burial grounds have
also been places where people met for different
sorts of social gatherings. The individual function
primarily concerns commemoration. One way to
assure oneself of symbolic immortality is to buy a
sizeable grave plot and construct an impressive
memorial. However, the dead do not bury them-
selves, and a grave is as much an index of the
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social status of the funeral organizers as of the
deceased. For the bereaved, the cemetery is a
place where the relationship between the dead
and the bereaved is established and maintained.
Consolation is taken from visits to the grave, and
from planting around and decorating the plot.
Cemeteries are sites where family and communal
loyalties are linked and reaffirmed.

Cemeteries and graves dramatize the stratifica-
tion orders of the living. The segregations of living
are reaffirmed in death. In the United States there
are often different cemeteries for different ethnic
and religious groups and different social classes.
Even when this is not the case, different sections of
a cemetery can be designated to different cate-
gories of people. To deny someone a grave among
others, or individuality at death, is a way for soci-
ety to express repudiation. Another strategy, com-
mon in warfare or civil conflict, is to eliminate any
reminder whatsoever of the deceased.

The location and organization of cemeteries,
the way in which they are kept, and the inscrip-
tions on, and shape and size of, grave markers
reflect beliefs and notions about death and life and
set the boundaries between the worlds of the liv-
ing and the dead. For example, the original mean-
ing of cemetery as a “sleeping place” reflects the
notion of some kind of resurrection, and the
diminishing frequency of crosses on grave markers
reflects secularization. The emergence of inscrip-
tions in Arabic and the symbolic use of a half
moon reflect a growing presence and recognition
of Muslims. Cemeteries are far more than space
sectioned off and set aside for the burial of the
dead: They are, as the scholar Richard E. Meyer
has maintained, cultural texts to be read by anyone
who takes the time to learn a bit of their language.

From Parish Churchyards
to Extramural Cemeteries

The most salient predecessor to the modern West-
ern cemetery is the Roman cemetery, where each
body was given an identifiable home in a separate
grave. Excavations from fourth-century British
cemeteries reveal extensive urban burial grounds,
often on new sites outside the borders of town.
The separation of the living from the dead, with
the town boundary as the dividing line, was
absolute. With the weakening of the Roman
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Empire, the organization of society in rural villages,
and the Christian cult of martyrs, this practice grad-
ually changed. When funerary chapels, baptister-
ies, and churches were constructed over the
remains of martyrs, death moved into the center of
the lives of the living. From approximately the
tenth century the parish churchyard was the most
common burial ground in all Christian countries.
Except for the most honored members of the com-
munity, who had private burial grounds or vaults
inside the church, and the most despised, who
were buried outside the churchyard, the deceased
were buried in collective burial pits surrounded by
charnel houses. Due to an emerging individualism
around the thirteenth century, the practice to bury
in individual sepulchers with personalized tomb-
stones became common custom.

The nineteenth century saw a development
from churchyards to cemeteries. There were three
major reasons for this change. First, urbanization
led to overcrowded churchyards in the big cities.
Second, the church became increasingly secular-
ized. Besides being at risk of losing ideological and
symbolic power over burial customs and death rit-
uals, the churches wanted to sustain their signifi-
cant income of burial fees. Lastly, many people
believed that graveyards imposed health hazards.
Together this led to an increase in establishment of
cemeteries free from the control of the church and
by the 1850s the monopoly of the churchyard was
broken. In the United States, where immigrants to
the New World did not have memories of numer-
ous generations to maintain, or extreme class dif-
ferences to exaggerate, people buried the dead in
unattended graveyards or small churchyards in
association with ethnic congregations. This proce-
dure started to change in the 1830s with the cre-
ation of Mount Auburn near Boston, which initiated
the aforementioned European kind of cemetery.

Ethnic and Cultural Variations

It is common to equate home with the place where
the ancestors are buried. This is salient at old rural
churchyards where several generations are buried
side by side, and in the not so uncommon practice
of first generation immigrants to repatriate the
remains of the dead. According to the scholar
Lewis Mumford it is likely that it was the perma-
nent location of graves that eventually made peo-
ple settle in villages and towns.



People are stratified in death as they are in life.
The location of burial is often based on ethnicity,
religion, and social class. The size of the grave
marker indicates the relative power of males over
females, adults over children, and the rich over the
poor. Inscriptions, epitaphs, and art reflect emo-
tional bonds between family members and the
degree of religious immanence in everyday life.

Ethnic difference in death can be expressed
either through separate ethnic cemeteries, separate
ethnic sections in cemeteries, or ethnic symbols
inscribed on grave markers. These means of
expressing ethnicity can also be regarded as three
steps in the gradual enculturation of ethnic groups
or reaffirmations of their ethnic identity despite
enculturation. While ethnicity is not an essential
trait, it is a possibility that can be actualized when
individuals want to express membership and
exclusion. One such situation is burial and ceme-
teries, where ethnicity often also becomes fused
with religious identity.

It is possible to discern at least seven different
ways different groups express their ethnic identity
within an ethnic cemetery or an ethnic section of a
cemetery:

1. The location of the grave.

2. The position of the grave; Muslims are
buried on the side facing Mecca, and Ortho-
dox Christians are buried in an eastward
position.

3. The form and shape of the grave marker;
Polish Romes in Sweden use large grave
memorials in black marble.

4. Symbols on the grave marker, such as a flag,
an orthodox cross, or a Muslim half moon.

5. The place of birth, which is clearly stated on
the grave marker.

6. Epitaphs from the country of origin.

7. Inscriptions in a language or alphabet that

differs from that of the majority.

Moreover, different nationalities employ differ-
ent grave decorations and visit the grave at various
occasions. Markers of ethnicity are by no means
unambiguous. In cemeteries where different ethnic
groups are buried next to each other the majority
culture and minority cultures tend to incorporate
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practices from each other, thereby blurring the
boundaries.

Although there are apparent similarities be-
tween cemeteries from the middle of the nine-
teenth century and forward, there are also differ-
ences between countries. These differences can be
understood as cultural differences. For instance,
the cemeteries in Sweden and France are usually
well kept. In France cemeteries are in most cases
surrounded by high walls, and are locked during
the night. The same kind of high walls and locked
gates can be found in Britain, but with less concern
over the maintenance of the graves. This differ-
ence is partly a consequence of ideals concerning
garden architecture; the British garden is less for-
mal than the French garden.

Graveyard Hazards to Community Health

The view on the danger of the corpse spread in the
eighteenth century from France to other nations.
Immigration to industrializing towns and cities with
high mortality rates resulted in overcrowded urban
burial grounds, which rapidly degenerated into
public health hazards. Corpses were buried in shal-
low graves and disinterred after a brief period, usu-
ally in a state of semi-decay, to make room for oth-
ers. Scientific theory maintained that cemeteries
threatened public health because of the emana-
tions of air released from the dead. It was the
cholera epidemics in the mid—nineteenth century
that finally became decisive in closing down inner-
city graveyards and establishing out-of-town ceme-
teries. Since the end of the nineteenth century,
when the French scientist Louis Pasteur’s discovery
that microbes cause infection was accepted as doc-
trine, medical concern about cemeteries has con-
centrated on their effects on water supply.

Modern environmental laws circumscribe cem-
etery establishment and management of the
twenty-first century. If bodies have not been sub-
jected to preservative measures, and if they are
buried at least three feet (one meter) above
groundwater level, there is no risk for spread of
infectious disease. However, groundwater can be
contaminated from bodies injected with chemical
preservatives, including formaldehyde, which is
employed in embalming. Although sanitary reasons
are brought forward as an argument for cremation,
there is a growing awareness of the pollutants in
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crematory emissions, including high levels of diox-
ins and trace metals.

Status

Burial laws vary between different countries. There
are rules governing how close to a populated area
a cemetery can be situated, how far down a corpse
most be buried, how long a grave most be left
untouched until it can be reused, and the size and
form of tombstones.

In France, Sweden, and other countries where
cemetery management is considered a public con-
cern, and the cultural attitude has historically been
marked by decorum for the dead, neglected burial
grounds are a rare sight. Furthermore, unlike the
United States and Britain, France and Sweden have
laws regulating reuse of graves after a set time
period (in Sweden it is twenty-five years). In
Britain it is illegal to disturb human remains unless
permission is secured from church authorities or
the home office. Although graves are “leased” for a
given period—usually up to 100 years—burial is
essentially in perpetuity. This is also the case in the
United States. Perpetual graves induce vast areas of
cemeteries with unattended graves. In Britain there
is a growing awareness of the problem of neg-
lected cemeteries, which take up space and bring
up the issue of how long a city should conserve
old cemeteries. The British and the U.S. system
induce a less regulated and more differentiated
market. Environmental concerns, shortage of burial
space in certain areas, and neglected cemeteries
are likely to bring about cemetery reforms in these
and other countries in the new future.

A clear trend in the Western world is increase
in cremation at the expense of inhumation.
Because urns and ashes require less space than
coffins, and there is a growing preference of
depersonalized gardens of remembrance instead
of personalized graves, it is likely that cemeteries
in the future will turn into forms of public parks or
gardens. There is also a trend away from ethnic
cemeteries, to more heterogeneous graveyards,
reflecting the present multicultural society.

Countries that practice reuse of graves, and
where cremation is common, have no shortage of
burial space. However, countries that combine low
rates of cremation with burials for perpetuity need
to continually seek solutions regarding how to
manage old neglected cemeteries and how to find
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new burial space. It is likely that most of these
countries will become more and more reluctant to
allow burial in perpetuity, instead advocating for
reuse of graves and cremation.

See also: BLACK DEATH; BURIAL GROUNDS; CEMETERIES,
MILITARY; CHARNEL HOUSES; DEAD GHETTO;
IMMORTALITY, SYMBOLIC
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EVA REIMERS

CEMETERIES, MILITARY

After 174 years, twenty-eight American Revolution-
ary War soldiers were returned in aluminum coffins
by Canada for burial in the United States in 1988. A
dozen years later, the United States was annually
spending $6 million to locate and retrieve the
remains of fewer than 2,000 American MIAs from
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Military cemeteries, designated to honor men and women who served in national defense, are becoming overcrowded,
Sforcing them to close. COREL CORPORATION

Vietnam, Laos, and Cambodia. At the Tomb of the
Unknown Soldier at Arlington Cemetery stand
guards twenty-four hours a day, 365 days a year.

Across America and the world stretch the
graves of approximately 1.1 million Americans
killed in the line of military service. The federal
government maintains 119 national cemeteries in
the United States and twenty-four others in a dozen
foreign countries, containing approximately 2.5
million gravesites. In addition, also restricted to
those who served in the armed forces and their
immediate families are sixty-seven state veterans’
cemeteries. These homes for the dead are pre-
served by the nation for those who sacrificed their
lives in its defense.

To understand such actions and expenditures
one needs to consider the workings of civil reli-
gion, or the ways in which politics command the
sacred and thereby divinely endow its causes. Evi-
dence of civil religion is on U.S. currency (“In God
We Trust”) and within the Pledge of Allegiance (the
phrase “under God” was added in 1954 in the
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midst of the cold war). Memorial Day is the state
holy day, and national cemeteries and memorials
its sacred sites.

Political systems, like religion, confer immor-
tality to their elect. And what more deserving
recipients than those who sacrificed their lives for
the state? In a highly individualistic culture such as
the United States, the preservation of these indi-
viduals’ unique identities is paramount in the
immortality business, which explains in part the
considerable lengths the military goes to recover
and identify its fallen—and the ritual care given to
those whose identities are unknown. The Depart-
ment of Veterans Affairs furnishes at no charge a
headstone or marker for the unmarked grave of
any deceased U.S. Armed Forces veteran not dis-
honorably discharged. When in 1980 the Veterans
Administration began removing 627 bodies of
unknown Civil War soldiers in the Grafton National
Cemetery in West Virginia from their individual
grave sites to be placed in a mass grave (with an
imposing headstone bearing the inscription “Now
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We Are One”) there was collective outrage from
veterans and amateur historians. Despite the fact
that space was badly needed, the right to individ-
uated memorials was preserved.

To preserve the sanctity of these burial sites,
the Veterans Administration runs a limited number
of cemeteries, with one exception: the most sacred
of sacred sites, Arlington National Cemetery.
Administered by the Department of the Army, here
across the Potomac from the national capitol lie the
remains of more than 250,000 Americans. To pre-
serve its purity occasional pollution rituals occur,
as in late 1977 when the body of M. Larry
Lawrence, the late ambassador to Switzerland and
a fabricated World War II hero, was unceremoni-
ously exhumed and removed.

With over 1,000 World War II veterans dying
each day, and because the United States has been
engaged in so many wars and “police actions,” the
problem faced by the National Cemetery Adminis-
tration is lack of space. As of the beginning of
2001, thirty-one of the 119 national cemeteries are
closed to new burials; only sixty of Arlington’s 612
acres can hold new graves.

See also: BURIAL GROUNDS; CEMETERIES AND CEMETERY
REFORM; CEMETERIES, WAR; CIviL WAR, U.S.;
FUNERAL INDUSTRY; IMMORTALITY, SYMBOLIC; TOMBS
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The question of what do with soliders killed in war
has been a problem throughout recorded history,
addressed in different ways by different cultures.
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An extreme solution was eating the killed individ-
ual, an act often connected with the idea that the
power of the victim would be added to that of the
eaters. Or the deceased might be left on the
ground until the corpse was decayed or devoured
by animals, which would be considered a disgrace,
especially to the losers of a fight or battle. More
often than not, killed individuals would be buried.

Throughout history the dead, mainly the los-
ers, were often deprived of their belongings. This
was seen as part of the spoils of war. The winners
often displayed a more honorable reaction to their
own dead than to those of the losers. Another prin-
ciple permitted the leaders to be appreciated in a
special manner. One can find impressive monu-
ments to the leaders, while ordinary fighters were
buried anonymously. The so-called Drusus Stone,
a huge monument in the town of Mainz, Germany,
was erected for the Roman general Drusus, a
brother of the emperor Tiberius, who was killed in
9 B.C.E. in a battle at the River Elbe.

Burying the War Dead

Modern times saw the inauguration of the practice
of burying soldiers who were killed in battle. This
was done partly due to hygienic considerations
common throughout the world—unburied corpses
can soon create epidemics. The burial grounds are
often found where the fights took place. However,
there can also be “regular” cemeteries in which the
bodies are buried side by side with the dead of the
region or, more frequently, in war cemeteries ded-
icated exclusively to fallen soldiers.

Because of the huge numbers of casualties on
both sides in the U.S. Civil War (more than 600,000
victims), the dead of both sides were often buried
side by side, hence giving birth to the idea of
posthumous reconciliation of the warring sides and
respect for the sacrifice of the individual soldier,
each of whom now had his own grave site, a con-
trast to earlier practices of mass military burials in
which all soldiers achieved a rough equality in
death, without all distinctions of rank, religion, and
race erased by collective interment.

The uniformity of design of all U.S. war ceme-
teries was influential on the subsequent design of
war cemeteries in other countries. Each nation
selected its own special grave symbol. The French
had a cross made of concrete with the victim's name
and a rose; the British typically employed a stele.



The annual honoring of the American war
dead occurs on Memorial Day, at the end of May.
However, in some countries this day of remem-
brance has been expanded to the memory of all
the war dead of all countries, as in Finland after
World War 1I.

German War Cemeteries

Although World War I primarily took place in
Europe, many of the participating nations drafted
men from their far-flung colonies. During World
War I, 10 million people were killed, among them
2 million German soldiers. By 1928, 13,000 ceme-
teries had been completed in twenty-eight coun-
tries for these dead. World War I is also another
example for the different attitudes toward losers
and winners, as outlined above. The French gov-
ernment, for example, did not permit German offi-
cials to design their own war cemeteries.

Fifty-five million people were killed in World
War II, among them 13.6 million soldiers of the
Red Army and 4 million German soldiers. For
those 1.8 million German soldiers who died
beyond German borders, 667 cemeteries in forty-
three countries were completed. Most of these
were created in Western countries such as France,
Italy, or Belgium. The task of properly burying all
German soldiers of WWII has not yet been com-
pleted. With the lifting of the Iron Curtain in 1989,
it was possible to lay out new cemeteries in former
communist countries. In the 1990s a new cemetery
was opened for 70,000 soldiers near St. Petersburg
in Russia. The task of lying to rest all fallen Ger-
man soldiers is expected to be completed by the
end of 2010.

Honoring the German War Dead

The body responsible for completing war cemeter-
ies for passed German soldiers is an independent
organization founded in 1920; its name is Volks-
bund Deutsche Kriegsgrdberfiirsorge (People’s
Community for the Care of German War Graves). It
can be observed that the functions of this organi-
zation and of the cemeteries have changed since
World War II. Its initial task was to bury the sol-
diers and to enable the families to visit the graves.
Each year, between 700,000 and 800,000 persons
visit the German war cemeteries. Originally, war
cemeteries were established to honor those who
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gave their lives for their countries. The dead sol-
diers were declared heroes. The memorial day for
killed soldiers called Heldengedenktag
(Heroes’ Memorial Day) during the Third Reich in
Germany. Such a name held strong connotations
toward nationalism and chauvinism. After World
War II the name for the memorial day was changed
into Volkstrauertag (People’s Mourning Day) and
designated to be the Sunday two weeks before
Advent. The new name signifies a change of atti-
tudes. The idea of commemorating the deeds of
proud heroes was abolished and has been
replaced by the grief for killed fathers, brothers,
and sons, which is the focus of memorial sermons.

was

In the case of Germany there is a special his-
torical burden that required this change of atti-
tudes. Not only had Germany lost World War II,
but that war had been provoked by an authoritar-
ian and terrorist regime. Thus, there is an ambigu-
ity toward their soldiers who sacrificed their lives
for their country. The Volkstrauertag remembrance
sermons, held in many towns in the frame of a cer-
emony, are now not only for soldiers, but for alle
Opfer der Gewalt (“all victims of violence”)—as is
now the official term. The victims include the
refugees, the resistance fighters against Nazism and
all those who died or were killed in the concen-
tration camps. Thus, any glorification of war and
Nazism is excluded.

There is another change in the purpose of war
cemeteries, namely toward reconciliation and work
for peace. The two slogans of the Volksbund
Arbeit fiir den Frieden (“work for peace”) and
Mabnung tiber den Gréiberm (“warning over the
graves”), characterize its activities. The graves
themselves, often many hundreds to a cemetery,
point to the importance of peace. Different coun-
tries send participants to youth camps dedicated to
this aim. These young people not only work in the
cemeteries but they also learn to respect each
other and permit new friendships to develop. Since
1953, 3,670 camps have been held involving
170,000 participants.

Conclusion

An increasing number of the dead soldiers no
longer have surviving family members. In just one
generation there will be far fewer visitors going to
the cemeteries. The dead have a right of eternal
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rest, so no war graves are levelled, which is a sen-
sible principle in the light of the changing func-
tions of war cemeteries. Visitors with no personal
interest in the graves can still be impressed by the
huge area of the cemetery and thereby be encour-
aged to contribute toward maintaining peace.

See also: CEMETERIES, MILITARY; MOURNING; WAR
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See COMMUNICATION WITH THE DEAD.

CHARNEL HOUSES

A charnel bouse is a building, chamber, or other
area in which bodies or bones are deposited, also
known as a mortuary chapel. Charnel houses arose
as a result of the limited areas available for ceme-
teries. When cemetery usage had reached its limits,
the bodies, by then only bones, would be dug up
and deposited in the charnel house, thus making
room for new burials. For example, at St. Catherine
Monastery on Mount Sinai, where thousands of
monks have lived and died over the centuries, the
monks are buried in the small cemetery, later
exhumed, and their bones placed in the crypt
below the Chapel of St. Trifonio. The pile of skulls
presents an imposing sight.

Charnel houses are fairly common. A Cornish
(England) folktale tells of a wager in which a man
offers to go into the parish charnel house and come
out with a skull. As he picks one up a ghostly voice
says, “That’s mine.” He drops it, and tries again a
second and third time. Finally the man replies,
“They can’t all be yours,” picks up another, and
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dashes out with it, winning the wager. His discom-
fited opponent then drops from the rafters. By
speaking of the “parish” charnel house the story
illustrates the widespread usage of such repositories.

Charnel houses can be found in many cultures
and in many time periods, including the present.
Late prehistoric peoples of Maryland saved the
dead in charnel houses and periodically disposed
of them in large mass graves. In Iroquoian and
southeastern Algonquian Native American tribes
corpses were first allowed to decompose and then
placed in mortuaries, or charnel houses. They
were then interred in an ossuary, a communal bur-
ial place for the bones, after a period of eight to
twelve years (Blick 1994). In the Spitalfields section
of London, a 1999 archaeological dig uncovered a
medieval vaulted charnel house, used until the
seventeenth century. The charnel house was
beneath a chapel built between 1389 and 1391. In
1925 a memorial charnel house was built in
Bukovik, Serbia (now the town of Arandjelovac) to
contain the remains of several thousand soldiers,
both Serbian and Austro-Hungarian, who died in
nearby battles during World War I. In 1938 Italians
completed a charnel house in Kobarid, Slovenia, to
contain the remains of 1,014 Ttalian soldiers who
also had been killed in World War 1. Along the
main staircase are niches with the remains of 1,748
unknown soldiers. Charnel houses still exist in the
twenty-first century. A Korean manufacturer, for
example, sells natural jade funeral urns and funeral
caskets for use in charnel houses.

See also: BURIAL GROUNDS; CATACOMBS; CREMATION
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CHARON AND
THE RIVER STYX

Charon, in Greek mythology, acts as the ferryman
of the dead. Hermes (the messenger of the gods)
brings to him the souls of the deceased, and he fer-
ries them across the river Acheron to Hades (HelD).
Only the dead who are properly buried or burned
and who pay the obolus (silver coin) for their pas-
sage are accepted on his boat, which is why in
ancient Greek burial rites the corpse always had an
obolus placed under his tongue. A rather somber
and severe character, Charon does not hesitate to
throw out of his boat without pity the souls whose
bodies received improper burial or cremation.

The Styx is only one of the five rivers of the
underworld that separate Hades from the world of
the living. These five rivers of Hell are Acheron (the
river of woe), Cocytus (the river of lamentation),
Phlegethon (the river of fire), Lethe (the river of for-
getfulness), and finally, Styx. The word styx comes
from the Greek word stugein, which means “hateful”
and expresses the horror of death. The eighth cen-
tury B.C.E. Greek poet Hesiod considered Styx to be
the daughter of Oceanus and the mother or Emula-
tion, Victory, Power, and Might. More recently, Styx
has been identified with the stream called Mavronéri
(Greek for “black water”) in Arcadia, Greece.
Ancient beliefs held that the Styx water was poison-
ous. According to a legend, Alexander the Great
(356-323 B.C.E.), king of Macedonia and conqueror
of much of Asia, was poisoned by Styx water.

The use of the figures of Charon and the River
Styx is quite recurrent in Western literature. The
most important occurrence is found in the Italian
poet Dante’s (1265-1321) Divine Comedy, in which
Charon sees a living man (Dante’s alter ego) jour-
neying in the inferno and challenges him.

See also: GILGAMESH; GODS AND GODDESSES OF LIFE AND

DEATH; HELL; ORPHEUS
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Most people in American society resist associating
the words children and death in a single phrase.
They do not wish to contemplate the possibility
that children may encounter death-related events
either in their own lives or in the lives of others. As
a result, they try not to think about the actual real-
ities implied by the phrase “children and death”
and they attempt to shield children from contact
with or knowledge of such realities.

Although this effort at “misguided protection-
ism” is usually well meant, it is unlikely in most
instances to be either successful or helpful. To
explain why this is true, this entry explores how
death and death-related events impinge on the
lives of children and what their significance is for
such lives. In addition, this entry considers the ele-
ments of a constructive, proactive program that
helps children in their interactions with death and
death-related events.

Children as Harbingers of the Future
and Repositories of Hope

For many people in American society, children
represent ongoing life and the promise of the
future. In them, many hopes and ambitions are
embodied. They foreshadow what is yet to come
and act as a pledge of its surety. In a special way
for females, they enter into life by emerging from
their mothers’ bodies. In addition, human children
are vulnerable in special ways and for an unusually
prolonged period of time. They call upon their
adult caregivers to care for them. Their presence in
adult lives is, more often than not, a source of
pride and delight. As they grow and mature, chil-
dren become their own persons and their parents’
companions. In some cases, eventually they
become caregivers of the adults who raised them.
All these descriptions are true for one’s natural
children, as well as for those who are adopted or
are foster children, and even when the latter are of
a different ethnicity or culture.

Children, Adolescents,
and Normative Development

In the 1950s the psychoanalyst Erik Erikson pro-
posed that there are four major eras (sometimes
called “ages,” “periods,” or “stages”) in the lives of
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children and an additional one for adolescents (see
Table 1). His depiction of childhood has been
highly influential to other developmental psycholo-
gists and scholars, although it is no longer univer-
sally accepted. Moreover, subsequent scholarship
has sought to distinguish between three subperiods
within adolescence. Still, a broad Eriksonian frame-
work helps to draw attention to prominent aspects
of physical, psychological, and social development
in humans during childhood and adolescence,
although it may not comment on spiritual develop-
ment. Within limits, it can be useful as a general
background for an overview of death in childhood
and adolescence.

Erikson’s model seeks to describe the normal
and healthy development of an individual ego. It
proposes that a predominant psychosocial issue or
central conflict characterizes each era in human
development. This is expressed as a struggle
between a pair of alternative orientations, opposed
tendencies, or attitudes toward life, the self, and
other people. Successful resolution of each devel-
opmental struggle results in a leading virtue, a
particular strength or quality of ego functioning.
For Erikson, the task work in these developmental
struggles is associated with normative life events,
those that are expected to occur at a certain time,
in a certain relationship to other life events, with
predictability, and to most if not all of the members
of a developmental group or cohort. This develop-
mental framework is only roughly correlated with
chronological age. Further, it might not apply at all
or might only have limited relevance to individuals
within different familial, cultural, and societal
groups, and it might only apply uniformly to mem-
bers of both genders when males and females are
given equal options in life.

The importance of Erikson’s work is the con-
trast between normative developmental events,
however they may be described, and death-related
events, primarily because most death-related events
are nonnormative. They are unexpected or unfore-
seen events that occur atypically or unpredictably,
with no apparent relationship to other life events,
and to some but not all members of a developmen-
tal cohort. Still, nonnormative life events occur in a
context of normative developmental events and
each can influence the other in significant ways.

Both normative and nonnormative life events
and transitions are life crises or turning points.
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They present “dangerous opportunities” that offer
occasions for growth and maturation if an individ-
ual copes with them effectively, but also the poten-
tial for psychological harm and distorted or unsat-
isfactory development if the coping response is
inappropriate or inadequate. Accordingly, the way
in which a child or adolescent resolves the issue
that dominates a particular era in his or her devel-
opment and thereby does or does not establish its
corresponding ego quality or virtue is likely to be
relatively persistent or enduring throughout his or
her life.

With respect to adolescence, various scholars
have offered a fine-tuned account that distin-
guishes between three developmental subperiods,
along with their predominant issues and corre-
sponding virtues:

e Early adolescence: separation (abandon-
ment) versus reunion (safety); leading to a
sense of emotional separation from depend-
ency on parents

e Middle adolescence: independence or auton-
omy versus dependence; leading to a sense
of competency, mastery, and control

e Late adolescence: closeness versus dis-
tance; leading to a sense of intimacy and
commitment.

The Swiss developmental psychologist Jean
Piaget looked at child development in a different
way by focusing on processes involved in cogni-
tive development during childhood. His work and
later research on the development of death-related
concepts in both childhood and adolescence
is groundbreaking to the field of developmental
psychology.

The various schemas all relay the fact that chil-
dren and adolescents may encounter the deaths of
others and even their own deaths. These and all
other death-related events will be experienced
within the ongoing processes of their own individ-
ual maturation. As the psychologist and gerontolo-
gist Robert Kastenbaum wrote in his article “Death
and Development through the Life span”: “Death is
one of the central themes in human development
throughout the life span. Death is not just our des-
tination; it is a part of our ‘getting there’ as well”
(Kastenbaum 1977, p. 43). Death-related events can
affect human development during childhood and
adolescence. Equally so, cognitive, psychological,
biological, behavioral, social, and spiritual aspects



TABLE 1
Principal developmental eras during childhood
and adolescence in the human life cycle
Approximate Predominant
Era Age Issue Virtue
Infancy Birth through Basic trust vs. Hope
12 to 18 months  mistrust
Toddlerhood Infancy to 3 Autonomy vs. Will or
years of age shame and self-
doubt control

Early childhood, 3 to 6 years Initiative vs. Purpose or
sometimes called of age guilt direction
“play age” or the
“preschool period”

Middle childhood, 6 years to Industry vs. Compe-
sometimes called puberty inferiority tency
“school age” or the
“latency period”

Adolescence Puberty to about  Identity vs. Fidelity

21 or 22 years role confusion
of age

Note: All chronological ages are approximate.

SoURCE: Adapted from Erikson, 1963, 1968.

of that development, along with life experiences
and communications from the environment that
surround children and adolescents, will all be influ-
ential in how they cope with intrusions into their
lives by death. According to Kastenbaum, adults
who help children and adolescents in this coping
work need to be sensitive to the developmental
context and the individual perspective of each child
or adolescent in order to be successful.

Encounters with Death during
Childhood and Adolescence

“The kingdom where nobody dies,” as Edna
St. Vincent Millay once described childhood, is the
fantasy of grown-ups” (Kastenbaum 1973, p. 37).
In fact, children and adolescents do die, and all
young people can be and are affected by the dying
and deaths of others around them.

The most dangerous time for children them-
selves is prior to birth (where they face the
implications of miscarriage, stillbirth, and sponta-
neous or elective abortion), at birth (with all its
risks of perinatal death), immediately after birth
(with the potential perils of neonatal death), and
during the first year of life. The best data available
are for infant mortality. Data from the National
Center for Health Statistics indicated that a total of
27,953 infants died in the United States during
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1999. This figure represents 7.1 infant deaths for
every 1,000 live births, the lowest rate ever
recorded for the United States.

More than twenty other countries with a pop-
ulation of at least 2.5 million have lower infant
mortality rates than those in the United States.
Moreover, it is also true that infant mortality rates in
the United States are nearly 2.4 times higher for
African Americans (8,832 deaths or 14.2 per 1,000
live births) than those for non-Hispanic Caucasian
Americans (13,555 deaths or 5.8 per 1,000) and
Hispanic Americans (4,416 deaths or 5.8 per 1,000).

Congenital malformations, disorders related to
short gestation and low birth weight, sudden infant
death syndrome (SIDS), and maternal complica-
tions of pregnancy caused just under one-half
(49.6%) of all infant deaths in the United States in
1999. There was a decline from 1988 to 1999 of
53.4 percent in the rate of SIDS deaths (from 140.1
to 65.3 per 100,000 live births). However, SIDS still
remains the leading cause of death for infants
between one month and one year of age, account-
ing for 28 percent of all deaths during that period.

Overall data on deaths and death rates during
childhood and adolescence in the United States in
1999 are provided in Table 2, along with more spe-
cific data by age, sex, race, and Hispanic origin.
(Note that racial and cultural categories overlap in
the data presented in this table; thus, totals for all
races are not identical with the sum of each subor-
dinate category.) From Table 2 one can see that the
largest numbers of deaths take place in infancy or
the first year of life in childhood and in middle to
late adolescence. In every age, racial, and cultural
category, more males die than females, especially
during middle and late adolescence. And in every
age and gender category, death rates for African-
American children are notably higher than those for
non-Hispanic Caucasian Americans and Hispanic
Americans. Death rates among Native-American
children are typically lower than those for African-
American children, but higher than for children in
other racial and cultural groups—with the excep-
tion of fifteen- to twenty-four-year-old Native-
American females who have the highest death rate
in their age group. Death rates for Asian Americans
and Pacific Islanders are uniformly lower than those
for all other racial and cultural groups.

The leading cause of death in all children from
one year of age through adolescence is accidents.
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TABLE 2
Deaths and death rates (per 100,000) in the specified population group by age, sex, race, and Hispanic origin,
United States, 1999
DEATHS
Under 1 Year® 1-4 Years 5-14 Years 15-24 Years
Both Both Both Both
Sexes Males Females Sexes Males Females Sexes Males Females Sexes Males Females
All races 27,953 15,656 12,297 5,250 2,976 2,274 7,595 4,492 3,103 30,664 22,419 8,245
Non-Hispanic
Caucasian
Americans 13,555 7,722 5,833 2,820 1,606 1,214 4,488 2,643 1,845 17,869 12,678 5,191
African
Americans® 8,832 4,899 3,933 1,309 745 564 1,789 1,096 693 7,065 5,350 1,715
Hispanic
Americans® 4,416 2,411 2,005 883 482 401 1,014 592 422 4,509 3,549 960
Asian
Americans
& Pacific
Islanders® 708 375 333 167 97 70 207 112 95 699 467 232
Native
Americans® 344 180 164 82 48 34 105 55 50 540 396 144
DEATH RATES
Under 1 Year® 1-4 Years 5-14 Years 15-24 Years
Both Both Both Both
Sexes Males Females Sexes Males Females Sexes Males Females Sexes Males Females
All races 731.8 802.0 648.4 34.7 38.5 30.8 19.2 222 16.1 81.2 116.0 447
Non-Hispanic
Caucasian
Americans 572.7 636.8 505.4 29.7 33.0 26.2 17.5 20.1 14.8 71.4 98.7 42.6
African
Americans®  1,552.8 1,694.6 1,406.2 58.8 65.9 514 28.7 34.6 22.6 1231 185.7 60.0
Hispanic
Americans® 612.0 655.3 567.0 322 344 29.8 16.9 19.4 14.4 82.4 125.0 36.5
Asian
Americans
& Pacific
Islanders® 390.3 406.6 3734 232 26.6 19.7 12.2 12.8 115 44.0 58.7 29.2
Native
Americans® 808.6 839.5 777.3 51.4 59.4 431 224 23.1 21.7 125.9 183.5 67.5
2 Death rates are based on population estimates; they differ from infant mortality rates, which are based on live births.
® Race and Hispanic origin are reported separately on death certificates. Data for persons of Hispanic origin are included in the data for each race group (unless
otherwise specified), according to the decedent’s reported race.
¢ Includes all persons of Hispanic origin of any race.
SoUuRCE: Adapted from Kochanek, Smith, and Anderson, 2001.

In children from one to four years of age, the sec-
ond, third, and fourth leading causes of death are
congenital malformations, cancer, and homicide.
In children from five to fourteen years of age, the
second, third, and fourth leading causes of death
are cancer, homicide, and congenital malforma-
tions. In adolescents from fifteen to twenty-four
years of age, the second and third leading causes
of death are homicide and suicide, followed at
some distance by cancer and heart disease.
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Children encounter the deaths of others that
are significant in their lives. Such deaths include
those of grandparents or parents, siblings or peers,
friends or neighbors, teachers and other school
personnel, and pets or wild animals. Many adults
undervalue the prevalence and importance of such
deaths for children. However these experiences of
childhood and adolescence can have immediate
impact and long-term significance. Some promi-
nent examples include the school shooting at



Columbine High School in Colorado in April 1999,
the countless instances of fantasized deaths and
violence that children witness on television at an
early age, and the many children who are members
of families in which someone has died or is dying
of AIDS (acquired immunodeficiency syndrome).

Children’s Efforts to Understand Death

Children and adolescents are curious about the
world around them. When death-related events
intrude into their lives, they strive to understand
them. Many factors affect such strivings, such as the
intellectual capacities of the child, his or her life
experiences, what society at large and adults
around the child might say about the events, and
the child’s personality. Children’s efforts to under-
stand death may not always lead to thinking about
death in the ways that adults do. It is incorrect to
conclude from the way children respond to death
that children have no concept of death or are never
interested in the subject. To claim that “the child is
so recently of the quick that there is little need in
his spring-green world for an understanding of the
dead” (Ross 1967, p. 250) is to be unfamiliar with
the lives of children or to betray a personal diffi-
culty in coping with death and a projection of
those anxieties onto children. In reality children do
try to make sense of death as they encounter it in
their lives. According to Charles Corr, an educator
who has written widely about issues related to
children and death, such strivings should be aided
by open communication and effective support
from adults who love the child.

Expressions of Death-Related Attitudes
in Games, Stories, and Literature for Children

Play is the main work of a child’s life, and many
childhood games are related to death. For exam-
ple, little boys often stage car crashes or other
scenes of violent destruction that they can manip-
ulate and observe from a safe psychic distance,
while little girls sometimes act out the ritual of a
funeral or compare the deep sleep of a doll to
death. Adah Maurer described peek-a-boo as a
game in which the entire world (except, of course,
the participating child) suddenly vanishes (is
whisked away from the child’s life) only to reap-
pear subsequently in an act of instantaneous res-
urrection or rebirth. There is also the song in
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which “the worms crawl in, the worms crawl out,”
the lullaby “Rock-a-Bye Baby” that sings about the
bough breaking and the cradle falling, and the
child’s prayer, “Now I lay me down to sleep,”
which petitions for safekeeping against death and
other hazards of the night.

Similarly, children’s oral and written fairy tales
offer many examples of death-related events. For
example, Little Red Riding Hood and her grand-
mother are eaten by the wicked wolf in the origi-
nal version of the story, not saved by a passing
woodsman or hunter. The Big Bad Wolf in the
“Three Little Pigs” died in a scalding pot of hot
water when the wolf fell down the last chimney.
And while Hansel and Gretel escaped being shut
up in a hot oven, the wicked witch did not.

There is a very large body of literature for chil-
dren and adolescents that offers stories with death-
related themes or seeks to explain death to young
readers. Books range from simple picture books
about children who find and bury a dead bird in
the woods to more detailed stories that relay expe-
riences involving the death of a beloved grandpar-
ent or pet, parent, sibling, or peer.

Children Who Are Coping with
Life-Threatening Illnesses and Dying

Children with a life-threatening illness experience
changes in their daily routines, acquire new infor-
mation about their illnesses and themselves, and
find themselves confronted with unexpected chal-
lenges. Many are anxious about those experiences,
most need information that they can understand,
and all need support as they make efforts to cope.
In 1997 Michael Stevens, an Australian pediatric
oncologist, suggested that the emotional needs of
dying children include those of all children regard-
less of health, those that arise from the child’s reac-
tion to illness and admission to a hospital, and
those that have to do with the child’s concept of
death. One twelve-year-old girl infected with HIV
(human immunodeficiency virus) wrote: “Living
with HIV and knowing that you can die from it is
scary. . . . I think it is hardest in this order: Not
knowing when this will happen. . . . Not knowing
where it will happen. . . . Worrying about my fam-
ily. . . . What will happen to my stuff and my
room? . . . Thinking about what my friends will
think” (Wiener, Best, and Pizzo 1994, p. 24).
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Children Who Are Coping
with Loss and Grief

Three central issues likely to be prominent in the
experiences of bereaved children are: Did I cause
the death?; Is it going to happen to me?; and Who is
going to take care of me? These issues of causality,
vulnerability, and safety cry out for clear explana-
tions and support. In response, in 1988 Sandra Fox
identified four tasks that are central to productive
mourning for children: (1) to understand and try to
make sense out of what is happening or has hap-
pened; (2) to express emotional and other strong
responses to the present or anticipated loss; (3) to
commemorate the life that has been lost through
some formal or informal remembrance; and (4) to
learn how to go on with living and loving.

When confronted with a death-related event,
adults often try to block children’s efforts to
acquire information, express their feelings, obtain
support, and learn to cope with sadness and loss.
According to Charles Corr, this strategy cannot be
helpful to a child in the long run because its effect
is to abandon a child and its major lesson is that
the child should not bring difficult issues to such
an adult. By contrast, emotionally sensitive adults
anticipate that sooner or later children need to turn
to someone for help with death and loss. On that
basis, they can try to prepare themselves for such
moments, strive to ensure that they are responding
to a child’s real needs, try to communicate clearly
and effectively, and work cooperatively with chil-
dren, other adults, and relevant resources in soci-
ety. This leads to a proactive program of helping
that involves three elements: education, communi-
cation, and validation.

Experts note a good way to begin is with edu-
cation; for example, by teaching children about
death and loss in relatively safe encounters and by
exploiting “teachable moments” for the insights
they can offer and the dialogue they can stimulate.
Next, one can turn to effective communication by
asking three questions:

1. What does a child need to know?
2. What does a child want to know?
3. What can a child understand?

Euphemisms and inconsistent or incomplete
answers are not desirable because they easily lead
to misunderstandings that may be more disturbing

128

than the real facts. Honesty is dependable and
encourages trust, the basis of all comforting rela-
tionships. So it is better to admit what you do not
know than to make up explanations you really do
not believe.

A third element of a proactive program is vali-
dation. Validation applies to children’s questions,
concepts, language, and feelings. It involves
acknowledging these things in a nonjudgmental
way and helping the child to name or articulate
them so as to have power over them.

The advantages of a proactive program of edu-
cation, communication, and validation can be seen
in the examples of children who take part in funeral
rituals and in support groups for the bereaved.
Many adults in American society exclude children
from funeral rituals, feeling that children might not
be able to cope with such experiences and might
be harmed by them. In fact, research has shown
that taking part in funeral planning and funeral rit-
ual in appropriate ways—not being forced to
participate, being prepared ahead of time, given
support during the event, and offered follow-up
afterward—can help children with their grief work.
Similarly, being given opportunities to interact and
share experiences with others who are bereaved in
the protected environment of a support group can
help children and adolescents come to understand
and learn to cope with death and grief.

Adult Children

One other sense in which the term “children” can
be and is used in connection with death-related
experiences has to do with adults who remain the
children of their older, living parents. As average
life expectancy increases in American society,
growing numbers of middle-aged and elderly adults
are alive when their children become adults.
Indeed, some of the oldest members of American
society, including the so-called old-old who are
more than eighty-five or even one hundred years of
age, may find themselves with living children who
are also elderly adults.

Death-related events are relevant to these pop-
ulation groups in many ways. Among these, two
stand out. First, when an adult child dies that may
constitute a particular tragedy for a surviving par-
ent. For example, the adult child may have been
the primary care provider for the parent in his or
her home, the only person to visit that parent in a



long-term care facility, the individual who took care
of practical matters such as handling finances or fill-
ing out tax forms for the parent, or the sole survivor
from among the parent’s family members, peers,
and offspring. In these and other situations, the
death of an adult child may impact the surviving
parent in myriad ways, invoking losses and chal-
lenges in forms that had not hitherto been faced.

Second, the death of a parent at an advanced
age who is survived by an adult child has its own
spectrum of ramifications. Deaths of family mem-
bers (especially parents) from an earlier genera-
tion often exert a “generational push” on younger
survivors. These younger survivors, especially
adult children, are now no longer “protected” in
their own minds by their perceptions of the “natu-
ral order” of things. Previously, death may have
seemed to them to be less of a personal threat as
long as their parents and other members of an
older generation remained alive. Now the adult
children themselves are the members of the “old-
est” generation. These adult children may be
relieved of care giving responsibilities and other
burdens that they had borne when their parents
were alive, but new and often highly personalized
challenges frequently arise for these adult children
in their new roles as bereaved survivors.

See also: CHILDREN AND ADOLESCENTS’ UNDERSTANDING OF
DEATH; CHILDREN AND MEDIA VIOLENCE; LITERATURE FOR

CHILDREN; SUICIDE OVER THE LIFE SPAN: CHILDREN
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CHILDREN AND ADOLESCENTS’
UNDERSTANDING OF DEATH

Parents often feel uneasy and unprepared in
responding to their children’s curiosity about
death. Studies indicate that many parents felt they
had not been guided to an understanding of death
in their own childhood and as parents either had
to improvise responses or rely on the same eva-
sive techniques that had been used on them. It is
useful, then, to give attention to the attitudes of
adults before looking at the child’s own interpre-
tations of death.

The Innocence of Childhood

Two contrasting developments occurred as a pros-
perous middle class arose during the Industrial
Revolution, which began in the mid-eighteenth
century. In the past children had been either eco-
nomic assets or liabilities depending upon circum-
stances, but seldom the focus of sentiment. Now
both children and childhood were becoming treas-
ured features of the ideal family, itself a rather new
idea. By Victorian times (the period of the reign of
Britain’s Queen Victoria, from 1837 to 1901), the
family was viewed as a miniature replica of a vir-
tuous society under the stern but loving auspices
of God. Instead of being regarded primarily as
subadults with limited functional value, children
were to be cherished, even pampered. Frilly cur-
tains, clever toys, and storybooks written especially
for young eyes started to make their appearance.
The idea of childhood innocence became attractive
to families who had reached or were striving for
middle-class success and respectability. Fathers
and mothers had to meet obligations and cope
with stress and loss in the real world, while it was
considered that children should be spared all of
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that. It was believed that children cannot yet
understand the temptations and perils of sex or the
concept of mortality and loving parents should see
to it that their children live in a world of innocence
as long as possible.

Furthermore, Sigmund Freud suggested that in
protecting their children from awareness of death,
then, parents, in a sense, become that child and
vicariously enjoy its imagined safety and comfort.

One of history’s many cruel ironies was oper-
ating at the same time, however. Conditions gen-
erated by the Industrial Revolution made life mis-
erable for the many children whose parents were
impoverished, alcoholic, absent, or simply un-
lucky. The chimney sweep was one of the most
visible examples. A city such as London had many
chimneys that needed regular cleaning. Young
boys tried to eke out a living by squeezing through
the chimneys to perform this service. Many died of
cancer; few reached a healthy adulthood. While
mothers or fathers were reading storybooks to
beloved children, other children were starving, suf-
fering abuse, and seeing death at close range in the
squalid alleys.

Children so exposed to suffering and death did
not have the luxury of either real or imagined
innocence; indeed, their chances for survival
depended on awareness of the risks. Many chil-
dren throughout the world are still exposed to
death by lack of food, shelter, and health care or
by violence. Whether or not children should be
protected from thoughts of death, it is clear that
some have no choice and consequently become
keenly aware of mortality in general and their own
vulnerability in particular.

Children’s Death-Related Thoughts
and Experiences

Encounters with death are not limited to children
who are in high-risk situations, nor to those who
are emotionally disturbed. It is now well estab-
lished that most children do have experiences that
are related to death either directly or indirectly.
Curiosity about death is part of the normal child’s
interest in learning more about the world. A gold-
fish that floats so oddly at the surface of the water
is fascinating, but also disturbing. The child’s
inquiring mind wants to know more, but it also
recognizes the implied threat: If a pretty little fish
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can die, then maybe this could happen to some-
body else. The child’s discovery of death is often
accompanied by some level of anxiety but also by
the elation of having opened a door to one of
nature’s secrets.

Child observation and research indicate that
concepts of death develop through the interaction
between cognitive maturation and personal experi-
ences. Children do not begin with an adult under-
standing of death, but their active minds try to make
sense of death-related phenomena within whatever
intellectual capacities they have available to them at
a particular time. Adah Maurer, in a 1966 article
titled “Maturation of Concepts of Death,” suggested
that such explorations begin very early indeed.
Having experienced frequent alternations between
waking and sleeping, some three-year-olds are
ready to experiment with these contrasting states:

In the game of peek-a-boo, he replays in
safe circumstances the alternate terror and
delight, confirming his sense of self by
risking and regaining complete conscious-
ness. A light cloth spread over his face and
body will elicit an immediate and forceful
reaction. Short, sharp intakes of breath,
and vigorous thrashing of arms and legs
removes the erstwhile shroud to reveal
widely staring eyes that scan the scene
with frantic alertness until they lock
glances with the smiling mother, where-
upon he will wriggle and laugh with
joy. . . . his aliveness additionally con-
firmed by the glad greeting implicit in the
eye-to-eye oneness with another human.

(Maurer 19606, p. 36)

A little later, disappearance-and-reappearance
games become great fun. Dropping toys to the
floor and having them returned by an obliging par-
ent or sibling can be seen as an exploration of the
mysteries of absence and loss. When is something
gone for good, and when will it return? The tod-
dler can take such experiments into her own
hands—as in dropping a toy into the toilet, flush-
ing, and announcing proudly, “All gone!” Blowing
out birthday candles is another of many pleasura-
ble activities that explore the riddle of being and
nonbeing.

The evidence for children’s exploration of
death-related phenomena becomes clearer as lan-
guage skills and more complex behavior patterns
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This popular image of the Kennedy family taken during

Jobn F. Kennedy’s funeral shows Jobn Jr. paying tribute to

his father with a salute. AP/WIDE WORLD PHOTOS

develop. Children’s play has included death-
themed games in many societies throughout the
centuries. One of the most common games is tag
and its numerous variations. The child who is “It”
is licensed to chase and terrorize the others. The
touch of “It” claims a victim. In some versions the
victim must freeze until rescued by one of those
still untouched by “It.” The death-related implica-
tions are sometimes close to the surface, as in a
Sicilian version in which a child plays dead and
then springs up to catch one of the “mourners.”
One of the most elaborate forms was cultivated in
the fourteenth century as children had to cope
with the horrors of the Black Death, one of the
most lethal epidemics in all of human history.
“Ring-around-the-rosy . . . All fall down!” was per-
formed as a slow circle dance in which one partic-
ipant after another would drop to the earth. Far
from being innocently oblivious to death, these
children had discovered a way of both acknowl-
edging death and making it conform to the rules of
their own little game.

There are many confirmed reports of death
awareness among young children. A professor of
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medicine, for example, often took his son for a
stroll through a public garden. One day the sixteen-
month-old saw the big foot of another passerby
come down on a fuzzy caterpillar he had been
admiring. The boy toddled over and stared at the
crushed caterpillar. “No more!” he said. It would be
difficult to improve on this succinct statement as a
characterization of death. The anxiety part of his
discovery of death soon showed up. He no longer
wanted to visit the park and, when coaxed to do
so, pointed to the falling leaves and blossoms and
those that were soon to drop off. Less than two
years into the world himself, he had already made
some connections between life and death.

Developing an Understanding of Death

Young children’s understanding of death is some-
times immediate and startlingly on target, as in the
fuzzy caterpillar example. This does not necessar-
ily mean, however, that they have achieved a firm
and reliable concept. The same child may also
expect people to come home from the cemetery
when they get hungry or tired of being dead. Chil-
dren often try out a variety of interpretations as
they apply their limited experience to the puzzling
phenomena associated with death. Separation and
fear of abandonment are usually at the core of
their concern. The younger the child, the greater
the dependence on others, and the more difficult it
is for the child to distinguish between temporary
and permanent absences. The young child does
not have to possess an adult conception of death
in order to feel vulnerable when a loved one is
missing. Children are more attuned to the loss of
particular people or animal companions than to
the general concept of death.

A pioneering study by the Hungarian psychol-
ogist Maria Nagy, first published in 1948, found a
relationship between age and the comprehension
of death. Nagy described three stages (the ages
are approximate, as individual differences can be
noted):

e Stage 1 (ages three to five): Death is a faded
continuation of life. The dead are less
alive—similar to being very sleepy. The dead
might or might not wake up after a while.

e Stage 2 (ages five to nine): Death is final.
The dead stay dead. Some children at this
level of mental development pictured death
in the form of a person: usually a clown,
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shadowy death-man, or skeletal figure.
There is the possibility of escaping from
death if one is clever or lucky.

e Stage 3 (ages nine and thereafter): Death is
not only final, but it is also inevitable, uni-
versal, and personal. Everybody dies,
whether mouse or elephant, stranger or par-
ent. No matter how good or clever or lucky,
every boy and girl will eventually die, too.

Later research has confirmed that the child’s
comprehension of death develops along the gen-
eral lines described by Nagy. Personifications of
death have been noted less frequently, however,
and the child’s level of maturation has been iden-
tified as a better predictor of understanding than
chronological age. Furthermore, the influence of
life experiences has been given more attention.
Children who are afflicted with a life-threatening
condition, for example, often show a realistic and
insightful understanding of death that might have
been thought to be beyond their years.

The Adolescent Transformation

Children are close observers of the world. Adoles-
cents can do more than that. New vistas open as
adolescents apply their enhanced cognitive abili-
ties. In the terminology of influential developmen-
talist Jean Piaget, adolescents have “formal opera-
tions” at their command. They can think abstractly
as well as concretely, and imagine circumstances
beyond those that meet the eye. This new level of
functioning provides many satisfactions: One can
criticize the established order, take things apart
mentally and put them back together in a different
way, or indulge in lavish fantasies. The increased
mental range, however, also brings the prospect of
death into clearer view. The prospect of personal
death becomes salient just when the world of
future possibilities is opening up.

Adolescents have more than enough other
things to deal with (e.g., developing sexual role
identity, claiming adult privileges, achieving peer
group acceptance), but they also need to come to
terms somehow with their own mortality and the
fear generated by this recognition. It is not unusual
for the same adolescent to try several strategies
that might be logically inconsistent with each other
but that nevertheless seem worth the attempt.
These strategies include:



Playing at Death: To overcome a feeling of
vulnerability and powerlessness, some ado-
lescents engage in risk-taking behavior to
enjoy the thrilling relief of survival; dive
into horror movies and other expressions of
bizarre and violent death; indulge in com-
puterized games whose object is to destroy
targeted beings; and/or try to impersonate
or take Death’s side (e.g., black dress and
pasty white face make-up worn by “goths”).

Distancing and Transcendence: Some adoles-
cents engross themselves in plans, causes,
logical systems, and fantasies that serve the
function of reducing their sense of vulnera-
bility to real death within real life. Distanc-
ing also includes mentally splitting one’s
present self from the future self who will
have to die. One thereby becomes “tem-
porarily immortal” and invulnerable.

Inhibiting Personal Feelings: It is safer to act
as though one were already nearly dead
and therefore harmless. Death need not
bother with a creature that seems to have
so little life.

These are just a few examples of the many
strategies by which adolescents and young adults
may attempt to come to terms with their mortality.
Years later, many of these people will have inte-
grated the prospect of death more smoothly into
their lives. Some will have done so by developing
more effective defensive strategies to keep thoughts
of death out of their everyday lives—until they
become parents themselves and have to deal with
the curiosity and anxiety of their own children.

See also: ANIMAL COMPANIONS; CHILDREN; DEATH SYSTEM;
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ROBERT KASTENBAUM

CHILDREN AND
MEDIA VIOLENCE

The impact of violent media on children and ado-
lescents has been the subject of debate since the
advent of mass media, and has involved a complex
interplay of policies, politics, research, commercial
interest, and public advocacy. The U.S. Congress
and federal agencies, prodded by professional
organizations and child advocacy groups, have
claimed that violence in the entertainment media
negatively affects children and have called for
more self-regulation and social responsibility by
the media industries. The industries, especially tel-
evision, have responded by criticizing a number of
studies on which the claims were based, disputing
findings or their interpretations, and pointing to
their First Amendment rights.

While the overall U.S. rate of individual homi-
cide has been fairly consistent over the past dec-
ades, the rates of homicidal behavior in school-age
children have risen sharply. Gun-related homicide
among fifteen- to nineteen-year-olds has tripled
since 1980. Several highly publicized murders in
schools have alarmed the public and politicians.

Youth violence is a complex problem caused
by the interaction of many factors, among them
ineffective parenting (including inadequate or
inappropriate patterns of communication, domestic
violence, poor monitoring), drug use, poverty,
racism, peer pressure, peer rejection, and violence
in the culture. It is difficult to determine the impact
of each of these factors because parents have been
considered the most potent and prominent force in
children’s emotional and social development; the
role of the media in this process has been under-
estimated.

The telecommunications media have become a
pervasive feature of American family life and thus
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a powerful force in the child’s socialization and
cultural upbringing. As a result, symbolic violence
is now recognized as a pressing social issue. The
Fifth Annual Survey of Media in the Home (2000)
shows that nearly all families have a television set
and a VCR, and the majority have a computer and
video game equipment. More than half of the chil-
dren in the survey had a television set in their bed-
rooms. Children spend an average of four and a
half hours per day looking at some form of video
screen, half of this time being television.

Such extensive exposure underscores the
question of the media’s power to shape percep-
tions and attitudes. Death is not a topic parents like
to discuss with their children. Because personal
encounters with natural death are less frequent in
the early twenty-first century than in previous eras,
there are fewer counterbalances to media’s violent
death themes. In younger children, the distinctions
between fantasy and reality are less clear, making
them more susceptible to misunderstandings of
death. Thus, what is at issue is the media’s poten-
tial to adversely affect children’s perceptions of
reality. The high level of violence in entertainment
media provides a model for understanding death
and grief that is a gross distortion of the demo-
graphic facts, and a failure to portray adequately at
least part of the pain and suffering a death causes
surviving family members and friends. For the
entertainment industry, whether in action drama
or homicide/detective programs, violent death is a
tool to drive tension and propel dramatic action.
Pain, suffering, and funeral rituals do not con-
tribute to this kind of plot.

Violence in Television Programming

Scholars have made extensive studies of both the
extent of violence and the contexts in which it
occurs. Since the 1967 television season, George
Gerbner and his associates have analyzed prime-
time programming and children’s Saturday morning
cartoons by network and number of violent acts
per hour and have derived the “violence index”
and what Gerbner calls the “cultivation effect.”

In 1998 Barbara Wilson and her team sampled
the entire television landscape (individual pro-
grams throughout the day and evening, including
sitcoms, sports, and talk shows). They also per-
formed content analyses of violent portrayals,
building on factors identified in previous work by
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George Comstock, who proposed that identifying
the contexts in which violent acts occur may help
to reveal the potential impact of depicted violence
on the child viewer. The analysis of violent content
is guided by questions such as:
e Is the aggressive behavior on the screen re-
warded or punished?

e Is the violence gratuitous or justified? Does it
have consequences?

¢ Does the child identify with the aggressor or
the victim?

e Does the child see television violence as
realistic?

Two key findings emerged: First, the amount
of television violence has been consistently high
over the years and has been rising. Nearly two-
thirds of the programs contain violence, which is
most prominent in action dramas and homicide/
detective series. A third of violent programming
contains at least nine violent interactions. Nearly
one-half of the theatrical films shown on television
depict acts of extreme violence (e.g., The Gladia-
tor (Fox), Marked for Death (CBS), and The Rookie
(ABQ)), some of them containing more than forty
scenes of violence.

The amount of violence in prime-time “family-
oriented” programs has increased steadily over the
years in violation of an agreement reached
between network broadcasters and the Federal
Communications Commission in the 1970s. Chil-
dren are frequent viewers of prime-time and other
programs designed for adults.

Violent incidents are highest in children’s pro-
gramming, with an average of twenty to twenty-five
acts per hour. What mainly distinguishes children’s
cartoons from adult programs is that animated char-
acters are repeatedly smashed, stabbed, run over,
and pushed off high cliffs, but they do not stay
dead for long. The portrayal of death as temporary
and the characters as indestructible reinforces
young viewers’ immature understanding of death.

The second key finding is that the contexts in
which most violence is presented also poses risks
for the child viewers. Most violent incidents
involve acts of aggression rather than threats: Per-
petrators are frequently portrayed as attractive
characters and heroes rather than as villains; per-
petrators and victims are predominantly male;
most violence is committed for personal gain or



out of anger; and most violent acts do not have
consequences—that is, they portray little or no
pain and suffering by victims or survivors. In
nearly three-fourths of the violent scenes, there is
no punishment of the aggressor, no remorse or
condemnation; some acts are even rewarded. In
children’s cartoons, humor is a predominant con-
textual feature.

There is a striking contrast in the depiction of
death in the entertainment media: In prime-time
action drama death is often glamorized, and in
children’s cartoons it is trivialized; depictions in
both types of programs are a misrepresentation of
real life and death.

Effects on Children

Most studies are based on social learning theory,
pioneered by psychologist Albert Bandura, particu-
larly the principle of observational learning called
“modeling.” Models can be physical, involving real
people, or symbolic, involving verbal, audio, or
visual representations, or combinations of these.
Modeling is recognized as one of the most power-
ful means of transmitting values, attitudes, and pat-
terns of thought and behavior. According to model-
ing theory, television violence has negative effects
on children, particularly when the perpetrators are
attractive characters and are not punished, and
when there is little pain and suffering by the victims.

Two distinct methodological approaches, cor-
relational and experimental, have been employed.
Correlational studies seek to determine whether
exposure to television violence is indeed related to
young viewers’ behavior and attitudes and also
tries to measure the strength of such relationships.
However, a correlation between the two variables
does not establish a cause-effect relationship. Vio-
lence in the media may lead a child viewer to
aggressive behavior, but also an aggressive child
may like to watch violent media.

The experimental method involves the manip-
ulation of filmed or televised aggression shown to
children. Most experimental studies are carried out
in the laboratory. Children are randomly assigned
to an experimental group that is shown aggressive
videos and to a control group that is shown nonvi-
olent programming, and then children are ob-
served on the playground or in similar social set-
tings to find out whether there are differences in
the behavior between the two groups. The strength
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of experimental studies lies in their ability to attrib-
ute direct causality. Experimental studies can also
be longitudinal, carried out in natural contexts or
“the field.” A widely known field experiment
reported by Leslie Joy, Ann Kimball, and Merle
Zabrack in 1986 involved children in three rural
Canadian communities before and after the intro-
duction of television in towns receiving either the
government-owned channel (CBC), U.S. networks,
or a combination. Children were studied in first and
second grades and re-evaluated two years later.

The extensive research literature was reviewed
in 1972 by the Surgeon General’s Advisory Com-
mission, in 1982 by the National Institute of Mental
Health, and in 1993 by the American Psychological
Association’s Commission on Violence and Youth.
Their reports and those of more recent investiga-
tions are consistent across time, methods, child
populations, and funding sources. Key findings
show the following:

1. There is a causal link between the viewing of
televised violence and the subsequent
aggressive behavior and attitudes in children
who are frequent viewers of violent episodes,
ranging from preschool to late adolescence.
These children are more likely to model their
behavior after aggressors in the programs
than those who watch infrequently, particu-
larly when the aggressors are depicted as
attractive and get away without punishment,
and when there is no apparent pain and suf-
fering on the part of the victims. Children
who have few positive role models in their
lives are more vulnerable than those who do.

Aggressive behavior and attitudes are
learned at young ages and can result in life-
long violence unless there are interventions.

Violent behavior is a preventable problem.
There is a wide availability of broad-based
programs. Reduction in media violence and
access to media violence are a component
of these programs.

Frequent viewing of television violence
leads to the belief that such violence is an
accurate portrayal of real life, resulting in an
exaggerated fear of violence from others.
Fear stemming from watching scary media
may be immediate and short-term but can
also be enduring.
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Prolonged viewing of filmed and televised
violence can lead to emotional desensitiza-
tion toward actual violence. Because young
viewers tend to identify with the perpetrator
and violent episodes seldom depict pain and
suffering, there is a blunting of viewers’
empathy for the victims and a reduced will-
ingness and readiness to help.

Considering the finite amount of time in a
child’s day, frequent exposure to violent media
content affects children’s behaviors, attitudes, and
perceptions while depriving them of opportunities
for viewing equivalent amounts of prosocial
behaviors as viable solutions to interpersonal
problems.

Government Policies to Benefit Child Viewers
Major policy battles over programming for children
date back to the Communications Act of 1934 and
to policies adopted in 1974 and 1990. Health pro-
fessionals and private advocacy groups led the U.S.
Congress to enact the Telecommunications Act of
1996, which mandates that parental guidelines and
procedures be established by the industries for rat-
ing upcoming video programming; that parents
be provided technological tools that allow them
to block violent content (“V-chip”); and that regu-
larly scheduled programming designed for children
be developed. To gain license renewal, every
broadcast station in the country is required to air
a minimum of three hours per week of chil-
dren’s programming—this is known as the “three-
hour rule.”

Studies evaluating industry compliance with
the Telecommunications Act show the following:

1. The broadcasting, cable, and program pro-
duction industries have developed a rating
system for children’s and general program-
ming, the “TV Parental Guidelines.” It was
found to be adequate for general classifica-
tion but lacking in specific content categories
that would guide parents. In addition, the
“TV Parental Guidelines” are inadequately

publicized.

2. V-chips have been installed in new televi-
sions since 2000.

3. Commercial broadcasters appear to be com-

plying with the three-hour rule. However, a
fourth of the programs were found to be of
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questionable educational value, with most
of them clustered around Saturday and
weekday mornings; less than a tenth were
during after-school hours and none during
prime time, when children are most likely to
watch television.

Children’s programs sampled in this study
contained less violence than those aired in
the past.

Feature Films, Home Videos,
and Electronic Games

Experts agree the violence level found in feature
films exceeds that on television. For years violent
films have been among the top box-office draws in
movie theaters across the country. Although the
film industry rates films by age groups, local movie
theaters often fail to adequately check ticket buy-
ers’ ages. Community standards for what is an
acceptable level of violence have changed over the
years. Many parents are more lenient or less con-
cerned about possible negative influences. Parents
can also be observed taking their preadolescent
children and even young children to see feature
films deemed unsuitable for children by the film
industry’s own ratings system. Home videos
remain largely unrated. Studies have shown that
parents are only slightly concerned that their chil-
dren seek out extremely violent home videos.

Public health and advocacy groups are
alarmed at the extent of violence in video games
(among them Mortal Kombat, Lethal Enforcers, and
Ground Zero Texas). Interactive media may have
an even greater impact on children than the more
passive media forms. According to a 2000 Federal
Trade Commission Report, “Marketing Violent
Entertainment to Children,” the graphics in video
games are approaching motion-picture quality,
making them more realistic and exciting. Many
parents are unfamiliar with the content of the
video games that their children play in arcades or
purchase and play at home.

Television News

Television news has become a major source of
information for children as well as adults; most
children rank it as a more reliable source than
teachers, parents, and peers. There is news cover-
age throughout the day and evening, with frequent
repetitions and “breaking news.” Because of the
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Sixty percent of the audience for interactive games, like this video hockey game, are children. The electronic gaming

industry bas voluntarily begun to rate its products, although rating labels and advisories are widely ignored by distribu-

tors and retailers. CORBIS

capability for instant communication across the
globe, an enormous number of events are poten-
tially “newsworthy.” Because most news programs
are owned by the major conglomerates in the
entertainment industry, an attendant blurring of
news and entertainment values exists.

The major networks and cable companies are
highly competitive. In all news programs there is a
bias toward over-reporting dramatic events. Im-
proved technologies for visual reconstruction or
recreation of events make the portrayals more
graphic. Depictions of violent actions and events
are not balanced with representations of others
that are positive and constructive. The merging of
news and entertainment (e.g., the “docu-drama”)
may blur the distinction between fantasy and real-
ity. Learning to distinguish between fantasy and
reality is an important developmental task for the
young child.

Media coverage of violent behavior in children
seems particularly high, causing fears and alarm
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and unwittingly contributing to distorted percep-
tions in parents, children, and the public about the
rates and incidence of youthful homicidal behav-
iors. Extensive attention to such behavior in the
news tends to lead other young people to copy
such acts.

Suggestions for Parents

While most scientists conclude that children learn
aggressive attitudes and behavior from violent
media content, they also agree that parents can be
a powerful force in moderating, mediating, and
reducing such influence.

Talking about real deaths. Parents can help their
children deal with death as a natural and normal
process by permitting them to share their thoughts
and fears about death, answering questions hon-
estly, and allowing children to participate in the
care of ill and dying family members, in funerals
and memorial services, and during the grieving
process.
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Being informed. Parents need to know the major
risk factors associated with media violence. They
should become familiar with the programs and
video games that their children favor and with
existing parental guidelines, ratings, and advi-
sories. The Federal Communications Commission
(FCO) publishes the “TV Parental Guidelines” on its
web site at www.fcc.gov/vchip/#guidelines. Infor-
mation on activating and programming the V-chip
is available through the V-Chip Education web site
at www.vchipeducation.org/pages/using.html. The
National Institute on Media and the Family, an
independent nonprofit organization, has devel-
oped a universal rating system that applies to video
games, TV programs, and films, and can be found
at www.mediaandthefamily.com.

Setting limits. A 2001 study by Thomas Robinson
and colleagues shows that reducing children’s tel-
evision and video game use reduces aggressive
behavior. The V-chip can be used to block out
content that parents deem potentially harmful. In
family discussion, parents may set up rules for
extent, times, and types of media interaction by
children.

Mediation and intervention. Mediation and inter-
vention may be the most effective antidotes to
media violence. Parents who watch television with
their children can discern their children’s pre-
ferences and level of understanding. This co-
participation provides an opportunity for parents to
counteract violent messages in drama programs by
pointing to their fictional nature. Watching the
news with children enables parents to provide per-
spective and comfort, convey their values, and
encourage their children to watch programs that
demonstrate prosocial behavior. Family oriented
activities away from the mass media can provide a
healthy alternative to the violence-saturated air-
waves and video games that increasingly dominate
the consciousness of the youth of the United States.

See also: CHILDREN; GRIEF: FAMILY; HOMICIDE,
EPIDEMIOLOGY OF; LITERATURE FOR CHILDREN
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HANNELORE WASS

CHILDREN AND THEIR
RIGHTS IN LIFE AND
DEATH SITUATIONS

In 2003 approximately 55,000 children and teen-
agers in the United States will die. Accidents and
homicide cause the most deaths, and chronic ill-
nesses such as cancer, heart disease, and congeni-
tal abnormalities are the next greatest cause. The
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loss of a child or adolescent is life-altering for the
family, friends, community members, and health
care providers, regardless of the cause of death.
Most children and adolescents who have a termi-
nal illness are capable of expressing their prefer-
ences about how they will die. These preferences
have not always been solicited or honored by the
adults involved in their care.

Defining the End of Life in Pediatrics

The term end-of-life care for children and adoles-
cents has a more global meaning than the com-
monly used terms terminal care, hospice care, and
palliative care. Rather than defining a specific time
period, “end-of-life care” denotes a transition in the
primary goal of care from “curative” (in cases of
disease) or “life sustaining” (in cases of trauma) to
symptom management (the minimization or pre-
vention of suffering) and on psychological and
spiritual support for the dying child or adolescent
and for the family. To provide this kind of care to
fatally ill children and adolescents and to their fam-
ily members, health care providers must focus on
the individual patient’s values and preferences in
light of the family’s values and preferences. Hospice
care is considered to be end-of-life care, but it usu-
ally includes the expectation that the child’s life will
end in six months or less. Palliative care is defined
variously among health care providers. Some char-
acterize it as “a focus on symptom control and
quality of life throughout a life-threatening illness,
from diagnosis to cure or death.” Others define it as
“management of the symptoms of patients whose
disease is active and far advanced and for whom
cure is no longer an option.” This entry uses the
term end-of-life care in its broader sense.

Historical Evolution of End-of-Life Care
for Children and Adolescents

Today, as in the past, the values and preferences of
children who are less than eighteen years of age
have little or no legal standing in health care deci-
sion making. Some professionals doubt that chil-
dren have the ability to adequately understand
their health conditions and treatment options and
therefore consider children to be legally incompe-
tent to make such decisions. Instead, parents or
guardians are designated to make treatment
choices in the best interests of the minor child and
to give consent for the child’s medical treatment.
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Since the 1980s clinicians and researchers have
begun to challenge the assumption that children
and adolescents cannot understand their serious
medical conditions and their treatment options.
Clinical anecdotes and case studies indicate that
children as young as five years of age who have
been chronically and seriously ill have a more
mature understanding of illness and dying than
their healthy peers. Still other case reports convey
the ability of children and adolescents to make an
informed choice between treatment options.

Researchers have documented children’s pref-
erence to be informed about and involved in deci-
sions regarding treatment, including decisions
about their end-of-life care. Although there have
been only a few studies about ill children’s prefer-
ences for involvement in treatment decision mak-
ing, a growing number of professional associations
have published care guidelines and policy state-
ments urging that parents and their children be
included in such decision making. In fact, several
Canadian provinces have approved legislative rul-
ings supporting the involvement of adolescents in
medical decision making. The American Academy
of Pediatrics recommends that children be in-
cluded in clinical decision making “to the extent of
their capacity.” At the federal level, the National
Commission for Protection of Human Subjects of
Biomedical and Behavioral Research identified the
age of seven years as a reasonable minimum age at
which assent of some type should be sought from
a child for participation in a research protocol.
According to the commission’s findings, a child or
adolescent at the end of life, as at other times,
should be informed about the purpose of the
research and given the option of dissent. In such
cases, researchers should approach a child or ado-
lescent about a study while the child is still able to
give assent or to decline to participate. If this is not
possible, a proxy (parent or guardian) must decide
in the child’s best interest.

Although parents or guardians generally retain
the legal right to make final care decisions for their
children, it is respectful of a child’s dignity to
engage the child in discussions about his or her
wishes and goals. In one study, parents who were
interviewed after the death of their child described
finding comfort in the fact that they had made end-
of-life treatment decisions that their child had pre-
ferred or that they felt certain their child would
have preferred. In sum, children and adolescents
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nearing the end of life benefit from age-appropri-
ate explanations of their disease, treatment options,
and prognosis, and from having their preferences
about their care respected as much as possible.

Talking about Dying with

Children or Adolescents

One of the most difficult aspects of caring for seri-
ously ill children or adolescents is acknowledging
that survival is no longer possible. The family
looks to health care providers for information
about the likelihood of their child’s survival. When
it is medically clear that a child or adolescent will
not survive, decisions must be made about what
information to share with the parents or guardians
and how and when to share that information. Typ-
ically, a team of professionals is involved in the
child’s care. Before approaching the family, mem-
bers of the team first discuss the child’s situation
and reach a consensus about the certainty of the
child’s death. The team members then agree upon
the words that will be used to explain this situation
to the parents and the child, so that the same
words can be used by all members of the team in
their interactions with the family. Careful docu-
mentation in the child’s medical record of team
members’ discussions with the patient and family,
including the specific terms used, is important to
ensure that all team members are equally well
informed so that their care interactions with the
child and family are consistent. Regrettably, a study
by Devictor and colleagues of decision-making in
French pediatric intensive care units reported in
2001 that although a specific team meeting had
been convened in 80 percent of the 264 consecu-
tive children’s deaths to discuss whether to forgo
life-sustaining treatment, the meeting and the deci-
sion had been documented in only 16 percent of
the cases in the patient’s medical record.

The greatest impediment to decision making at
the end of life is the lingering uncertainty about the
inevitability of a child’s death. Such uncertainty, if
it continues, does not allow time for a coordinated,
thoughtful approach to helping the parents and,
when possible, the child to prepare for the child’s
dying and death. Depending on the circumstances,
such preparation may have to be done quickly or
may be done gradually. The child’s medical status,
the parent’s level of awareness, and the clinician’s
certainty of the child’s prognosis are all factors in
how much time will be available to prepare for the



CHILDREN AND THEIR RIGHTS IN LIFE AND DEATH SITUATIONS

FIGURE 1
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child’s dying. Figure 1 is a model that depicts the
factors that influence efforts to prepare family
members and the child who is dying of cancer.
The factors that help parents to “sense” that their
child is going to die include visible symptoms,
such as physical changes and information obtained
from trusted health care professionals. Parents are
assisted in making end-of-life decisions for their
child when they believe that they and the health
care team have done all that is possible to save the
child and that everything has been done well.
Throughout the transition from curative care to
end-of-life care, the partnership among patients,
family members, and health care professionals
must be continually facilitated to ensure that end-
of-life care is optimal.

Although there is little research-based informa-
tion about end-of-life decision making and family
preparation, evidence-based guidelines for deci-
sion making are available. While some studies and
clinical reports support the inclusion of adoles-
cents in end-of-life discussions and decisions, there
are no studies that examine the role of the younger
child. Clinical reports do, however, support the
idea that younger children are very much aware of
their impending deaths, whether or not they are
directly included in conversations about their
prognosis and care.
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Health care professionals uphold that continu-
ous communication be maintained between the par-
ents and the health care team about the status of the
dying child. Parents may react to their child’s termi-
nal status in various ways, including denial. If par-
ents appear to be in denial, it is important to ensure
that they have been clearly told of their child’s prog-
nosis. In 2000 the researcher Joanne Wolfe and col-
leagues reported that some parents whose child had
died of cancer realized after the death that they had
perceived that their child was going to die signifi-
cantly later than the health care team had known.
Parents and other family members often vacillate
between different emotional responses and seek
opportunities to discuss and rediscuss their child’s
situation with the health care team.

Parents will often want to know when their
child will die and exactly what will occur. Although
it is difficult to predict when a child will die, use-
ful information can be given about symptoms the
child is likely to experience, such as breathing
changes, decreasing appetite, and decreasing
energy. Most importantly, parents will need to be
assured that their child will be kept comfortable
and that members of the health care team will be
readily available to the child and the family.

Siblings may exhibit a variety of responses to
the impending death of a brother or sister. These
responses will be influenced by the sibling’s age
and developmental maturity, the length of time the
dying child has been ill, and the extent to which
the sibling has been involved in the patient’s care.
Siblings need to be told that it is not their fault that
the brother or sister is dying. Siblings have indi-
cated their need to be with the dying sibling and,
if possible, to be involved in the sibling’s daily
care; if these are not possible, they need at least to
be informed regularly about the status of their
dying sibling.

Keeping the Dying Child Comfortable:
Symptom Management Strategies

Children who have experienced suffering may fear
pain, suffocation, or other symptoms even more
than death itself. Anticipating and responding to
these fears and preventing suffering is the core of
end-of-life care. Families need assurance that their
child will be kept as comfortable as possible, and
clinicians need to feel empowered to provide care
that is both competent and compassionate. As the
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illness progresses, treatment designed to minimize
suffering should be given as intensively as curative
treatments. If they are not, parents, clinicians, and
other caregivers will long be haunted by memories
of a difficult death.

The process of dying varies among children
with chronic illness. Some children have relatively
symptom-free periods, then experience acute exac-
erbation of symptoms and a gradual decline in
activity and alertness. Other children remain fully
alert until the final hours. Research specific to chil-
dren dying of various illnesses has shown that
most patients suffer “a lot” or “a great deal” from at
least one symptom, such as pain, dyspnea, nausea,
or fatigue, in their last month of life.

Although end-of-life care focuses on minimiz-
ing the patient’s suffering rather than on prolonging
life, certain supportive measures (such as red blood
cell and platelet transfusions and nutritional sup-
port) are often continued longer in children than in
adults with terminal illnesses. The hope, even the
expectation, is that this support will improve the
child’s quality of life by preventing or minimizing
adverse events such as bleeding. Careful discussion
with the family is important to ensure that they
understand that such interventions will at some
point probably no longer be the best options. Dis-
cussions about the child’s and family’s definition of
well-being, a “good” death, their religious and cul-
tural beliefs, and their acceptance of the dying
process help to clarify their preferences for or
against specific palliative interventions. For exam-
ple, one family may choose to continue blood
product support to control their child’s shortness of
breath, whereas others may opt against this inter-
vention to avoid causing the child the additional
discomfort from trips to the clinic or hospital.
Health care professionals should honor each fam-
ily’s choices about their child’s care.

It is crucial that health care professionals fully
appreciate the complexities of parental
volvement in decisions about when to stop life-
prolonging treatment. Parental involvement can
sometimes result in the pursuit of aggressive treat-
ment until death is imminent. In such cases, it
becomes even more important that symptom man-
agement be central in the planning and delivery of
the child’s care. Conventional pharmacological and
nonpharmacological methods of symptom control,
or more invasive measures such as radiation for

in-
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bone pain or thoracentesis for dyspnea, can
improve the child’s comfort and thus improve the
child’s and family’s quality of life. As the focus of
care shifts from that of cure to comfort, the child’s
team of caregivers should be aware of the family’s
and, when possible, the child’s wishes regarding
the extent of interventions.

Not all symptoms can be completely elimi-
nated; suffering, however, can always be reduced.
Suffering is most effectively reduced when parents
and clinicians work together to identify and treat
the child’s symptoms and are in agreement about
the goals of these efforts. Consultation by experts
in palliative care and symptom management early
in the course of the child’s treatment is likely to
increase the effectiveness of symptom control.

Accurate assessment of symptoms is crucial.
Health care professionals suggest that caretakers
ask the child directly, “What bothers you the
most?” to assure that treatment directly addresses
the child’s needs. Successful management of a
symptom may be confusing to the child and his
parents, especially if the symptom disappears. It is
important that they understand that although the
suffering has been eliminated, the tumor or the ill-
ness has not.

Although it is not always research-based, valu-
able information is available about the pharmaco-
logical management of symptoms of the dying
child. A general principle is to administer appro-
priate medications by the least invasive route;
often, pharmacological interventions can be com-
bined with practical cognitive, behavioral, physi-
cal, and supportive therapies.

Pain. A dying child can experience severe pain;
vigilant monitoring of the child’s condition and
regular assessment of pain intensity is essential.
When the child is able to describe the intensity of
pain, the child’s self-report is the preferred indica-
tor. When a child is unable to indicate the intensity
of the pain, someone who is very familiar with the
child’s behavior must be relied upon to estimate
the pain. Observational scales, such as the FLACC,
may be useful in determining the intensity of a
child’s pain (see Table 1).

Children in pain can find relief from orally
administered analgesics given on a fixed schedule.
Sustained-release (long-acting) medications can
provide extended relief in some situations and can
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TABLE 1
FLACC Scale
Category Scoring
0 1 2

Face No particular expression or smile Occasional grimace or frown, Frequent to constant quivering
withdrawn, disinterested chin, clenched jaw

Legs Normal position or relaxed Uneasy, restless, tense Kicking or legs drawn up

Activity Lying quietly, normal position, Squirming, shifting back Arched, rigid, or jerking

moves easily and forth, tense

Crying No crying (awake or asleep) Moans or whimpers, Crying steadily, screams or sobs,
occasional complaint frequent complaints

Consolability Content, relaxed Reassured by occasional Difficult to console or comfort

SOURCE Merkel, 1997.

Each of the five categories (F) Face; (L) Legs; (A) Activity; (C) Crying; (C) Consolability is scored from 0-2, resulting in a total score range of 0 to 10.

touching, hugging, or being
talked to, distractible

be more convenient for patients and their families.
Because the dose increments of commercially
available analgesics are based on the needs of
adults and long-acting medications cannot be sub-
divided, the smaller dose increments needed for
children may constrain use of sustained-release
formulations (see Table 2, which offers guidelines
for determining initial dosages for children). The
initial dosages for opioids are based on initial
dosages for adults not previously treated with opi-
oids. The appropriate dosage is the dosage that
effectively relieves the pain. One review com-
pleted by Collins and colleagues in 1995 reported
that terminally ill children required a range of 3.8
to 518 mg/kg/hr of morphine or its equivalent.

The appropriate treatment for pain depends on
the type and source of the pain. Continuous clini-
cal judgment is needed, especially when poten-
tially interacting medications are given concur-
rently. If morphine is contraindicated or if the
patient experiences unacceptable side effects, cli-
nicians can use a conversion table (see Table 3) to
calculate the equivalent dose of a different opioid.
Approximately 50 to 75 percent of the morphine-
equivalent dose should be used initially. It is usu-
ally not necessary to start at 100 percent of the
equianalgesic dose to achieve adequate pain con-
trol. Constipation, sedation, and pruritus can occur
as side effects of opioids. Table 2 lists medications
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that can prevent or relieve these symptoms. The
fear of addiction is a significant barrier to effective
pain control, even in dying children. Family and
patient fears should be actively addressed by the
health care team.

Dyspnea and excess secretions. As the child’s
death approaches, respiratory symptoms may be
distressing for both the child and the family. Ane-
mia, generalized weakness, or tumor compression
of the airways will further exacerbate respiratory
symptoms. Air hunger is the extreme form of dys-
pnea, in which patients perceive that they cannot
control their breathlessness. When a child becomes
air hungry, the family may panic. Dyspnea must be
treated as aggressively as pain, often with opioids.
Although some medical practitioners believe that
opioids should not be used to control air hunger at
the end of life because they fear the opioids may
cause respiratory depression, other medical pro-
fessionals believe this is untrue and that the opti-
mal dose of opioid is the dose that effectively
relieves the dyspnea.

The management of dyspnea is the same in
children and adults: positioning in an upright posi-
tion, using a fan to circulate air, performing gentle
oral-pharyngeal suctioning as needed, and supple-
mentary oxygen for comfort. The child may have
copious, thin, or thick secretions. Pharmacological
options for managing respiratory symptoms are
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Pharmacological approach to symptoms at the end-of-life of children

Symptom

Medication

Route:
Starting dose/schedule

Additional comments

Mild to moderate
generalized pain

Mild to severe pain

Bone pain
Dyspnea

For secretions

Acetaminophen
(Tylenol)

Ibuprofin
(Motrin)

Choline Mg
Trisalicylate
(Trilisate)

Ketoralac

(Toradol)
Oxycodone

Morphine (for other

opioids see conversion
chart; usual dosages
are converted to dose

already established
with the morphine)

Gabapentin
(Neurontin) for
neuropathic pain

Amitriptyline
(Elavil) for
neuropathic pain

Prednisone
Morphine

Glycopyrrolate

PO: 10to 15 mg/kg q 4 hrs
PR: 20 to 25 mg/kg q 4 hrs

PO: 510 10 mg/kg q 6 to 8 hrs

PO: 10 to 15 mg/kg q 8 to 12 hrs

IV: 0.5 mg/kg q 6 hrs

PO: initial dose of 0.1t0 0.2
mg/kg q 3to 4 hrs
(no maximum dose)

All doses as initial doses
(no maximum dose with triation)
PO/SL: 0.15 to 0.3 mg/kg q 2 to 4 hrs
IV/SC intermittent: 0.05 to 0.1 mg/kg
q2to4hrs
IV continuous: initial bolus of 0.05 mg/kg
followed by an infusion of 0.01 to 0.04
mg/kg/hr
IV PCA: 0.02 mg/kg with boluses of
0.02 mg/kg q 15 to 20 min.
Titrate to desired effect

PO: 5 mg/kg or 100 mg BID

PO: 0.2 mg/kg/night

PO: 0.5 to 2 mg/kg/day
for children > 1 year, 5 mg/day

PO: 0.1t0 0.3 mg/kg q 4 hrs
IV intermittent: 0.1 mg/kg q 2 to 4 hrs

PO: 40 to 100 mg/kg 3 to 4 times/day

Maximum 75 mg/kg/day or 4000 mg/day;
limited anti-inflammatory effect

Maximum 40 mg/kg/dose or 3200 mg/day;
may cause renal, gastrointestinal toxicity;
interferes with platelet function

Maximum 60 mg/kg/day or 3000 mg/day;
may cause renal, gastrointestinal toxicity;
less inhibition of platelet function than
other NSAIDs

Limit use to 48 to 72 hours

Available in a long-acting formulations
(oxycontin)

PO: available in several long-acting
formulations (Oramorph; MS Contin)
For severe acute pain, 1V: 0.05 mg/kg
boluses every 5 to 10 minutes until pain is
controlled. Once controlled, begin continuous
infusion and bolus as indicated on the left.

Takes 3-5 days for effect; increase dose
gradually to 3600 mg/day

Takes 3-5 days for effect; increase by
doubling dose every 3 to 5 days to a
maximum of 1 mg/kg/dose; use with caution
with cardiac conduction disorders

Avoid during systemic or serious infection

contributingto distress (Robinul) IV: 4 to 10 mg/kg every 3 to 4 hrs
Nausea Promethazine IV or PO: 0.25 to 0.5 mg/kg q 4 to 6 hours Maximum 25 mg/dose; may have
(Phenergan) extrapyramidal side effects
Odansetron IV: 0.15 mg/kg q 4 hrs Maximum 8 mg/dose
(Zofran) PO: 0.2 mg/kg q 4 hrs
*If caused by increased Lorazepam PO/IV: 0.03 to 0.2 mg/kg q 4 to 6 hrs 1V: Titrate to a maximum 2 mg/dose
intracranial pressure (Ativan)
*If caused by anorexia Dexamethasone IV/PO: 1 to 2 mg/kg initially; then Maximum dose of 16 mg/day
1 to 1.5 mg/kg/day divided q 6 hrs
*If caused by reflux Metoclopramide IV: 1102 mg/kg q 2 to 4 hrs Maximum 50 mg/dose; may cause paradoxical

Anxiety or seizures

Anxiety or seizures

[CONTINUED]

(Reglan)
Lorazepam
(Ativan)

Midazolam
(Versed)

Diazepam
(Valium)

Phenobarbital
(for seizures)
Phenytoin
(Dilantin)

for seizures

PO/IV: 0.03 to 0.2 mg/kg q 4 to 6 hrs

IV/SC: 0.025 to 0.05 mg/kg q 2 to 4 hrs
P0O: 0.51t0 0.75 mg/kg
PR: 0.3 to 1 mg/kg

IV: 0.02 to 0.1 mg/kg q 6 to 8 hrs with
maximum administration rate of 5 mg/kg
PR: use IV solution 0.2 mg/kg

For status epilepticus, IV: 10 to 20 mg/kg
until seizure is resolved

1V: 15 to 20 mg/kg as loading dose
(maximum rate of 1 to 3 mg/kg/min or
25 mg/min

response; may have extrapyramidal side effects
IV: Titrate to a maximum 2 mg/dose

Titrate to a maximum of 20 mg

Maximum dose of 10 mg

Maintenance treatment IV/PO:
3to 5 mg/kg/day q 12 hrs

Maintenance treatment V/PO:
5 to 10 mg/kg/day
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TABLE 2 [CONTINUED]

Pharmacological approach to symptoms at the end-of-life of children [contmuen;

NSAIDs = non-steroidal anti-inflammatory drugs

Route:
Symptom Medication Starting dose/schedule Additional comments
For sedation related Methylphenidate P0O: 0.1 to 0.2 mg/kg in morning and Maximum dose of 0.5 mg/kg/day
to opioids (Ritalin) early afternoon
Dextroamphetamine P0O: 0.1 to 0.2 mg/kg in morning and Maximum dose of 0.5 mg/kg/day
early afternoon
Pruritus Diphenhydramine PO/IV: 0.5 to 1 mg/kg q 6 hrs Maximum dose of 50 mg/dose
(Benedryl)
Constipation Senna (Senekot) PO: 10 to 20 mg/kg/dose or 1 tablet BID
Bisacodyl PO: 6-12 years, 1 table q day
> 12 years, 2 tablets q day
Docusate PO divided into 4 doses: Stool softener, not a laxative
< 3 years, 10-40 mg
3-6 years, 20-60 mg
6-12 years, 40-120 mg
> 12 years, 50-300 mg
Pericolace 1 capsule BID Will help prevent opioid-related constipation

PO = by mouth; SL = sublingual; PR = per rectum; IV = intravenous route; SC = subcutaneous route; PCA = patient controlled analgesia pump; q = every;

source: Adapted from McGrath, Patricia A., 1998; St. Jude Children’s Research Hospital, 2001; Weisman, Steven J., 1998; World Health
Organization, 1998; Yaster, M., E. Krane, R. Kaplan, C. Cote, and D. Lappe, 1997.

if given for every 30 mg of oral morphine per
12-hour period

also outlined in Table 2. Anxiolytic agents are often
needed to relieve the significant anxiety that can
accompany dyspnea.

Nausea. Multiple effective options are available
for the management of nausea and vomiting in
dying children. Unrelieved nausea can make other
symptoms worse, such as pain and anxiety (see
Table 2).

Anxiety and seizures.  Restlessness, agitation, and
sleep disturbances may be caused by hypoxia and
metabolic abnormalities related to renal and
hepatic impairment. A supportive environment
may be the most effective strategy to counter these
symptoms. Cautious use of anxiolytics may also be
helpful (see Table 2). Although dying children
rarely have seizures, they are upsetting for the
child and his caregivers. Strategies to manage
seizures are listed in Table 2.

Fatigue. Dying children commonly experience
fatigue, which can result from illness, anemia, or
inadequate calorie intake. Fatigue may be lessened
if care activities are grouped and completed during
the same time period. The use of blood products
to reduce fatigue should be carefully considered
by the family and health care team.
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TABLE 3

Conversion of morphine dosage to dosage for
non-morphine opioids

Equianalgesic dose

Drug
IM/Iv PO
Morphine (mg) 10 30
Hydromorphone (mg) 15 7.5
Fentanyl (mg) 0.1-0.2 Not available
Oxycodone (mg) Not available 15-30

SOURCE: Adapted from Weisman, 1998; Yaster, 1997.

Choosing a Hospice

Ensuring the availability of appropriate home care
services for children who are dying has become
more challenging in this era of managed care, with
its decreasing length of hospital stays, declining
reimbursement, and restricted provider networks.
Health care providers and parents can call Hospice
Link at 1-800-331-1620 to locate the nearest hos-
pice. Callers should ask specific questions in order
to choose the best agency to use for a child; for
example, “Does your agency . . .”

e Have a state license? Is your agency certified
or accredited?
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e Take care of children? What percentage of
patients are less than twelve years of age?
From twelve to eighteen years?

e Have certified pediatric hospice nurses?

e Have a staff person on call twenty-four hours
a day who is familiar with caring for dying
children and their families?

e Require competency assessments of staff for
caring for a child with (specific
disease of the child); certain health care
equipment, etc.?

¢ Require a Do Not Resuscitate (DNR) order?

e Provide state-of-the art symptom manage-
ment geared to children? Please describe.

e Not provide certain interventions such as
parenteral nutrition or platelet transfusions?

e Commit to providing regular feedback from
the referring agency/provider to promote
continuity of care?

Visiting the Web

The increasing number of web sites related to end-
of-life care for children makes additional informa-
tion available to both health care providers and
families. Visiting a web site that describes a model
hospice may be useful in selecting one that is
within the family’s geographic location (www.
canuckplace.com/about/mission.html). Information
about hospice standards of care can be found at
www.hospicenet.org/ and www.americanhospice.
org/ahfdb.htm (those associated with American
Hospice Foundation).

See also: CHILDREN; CHILDREN AND ADOLESCENTS’
UNDERSTANDING OF DEATH; CHILDREN, CARING FOR
WHEN LIFE-THREATENED OR DYING; END-OF-LIFE
ISSUES; INFORMED CONSENT
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CHILDREN, CARING FOR
WHEN LIFE-THREATENED
OR DYING

A child’s terminal illness and/or death is an almost
unspeakable and fortunately rare tragedy in the
developed world; the death of a child is considered
an affront to the natural order in these societies
because parents are not supposed to outlive their
children. However, the death of a child is a far more
common experience in developing nations. The
experience is colored by these relative frequencies.
In nations with seemingly limitless resources for
cure, the tragedy of a child’s illness and death is
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often unwittingly compounded by well-meaning
members of the family, the medical establishment,
and the community, through lack of acknowledge-
ment of the child’s suffering; continued application
of harmful and unhelpful therapies; and a lack of
effective response to the human issues the child and
family endure as they struggle to maintain dignity
and normalcy. The repercussions of this approach
are felt long after the death of the child. Increased
knowledge of the circumstances of childhood death
and helpful responses may prevent these problems
and improve the quality of life for all concerned.

Who Are the Children Who Die?

Patterns of childhood death vary substantially
among nations, related primarily to the level of
education of the masses, availability of resources,
and other public health issues. In developing coun-
tries, children often die in the first five years of life
from diarrheal illnesses and pneumonia (the most
common and most preventable causes, each
accounting for 3 million childhood deaths world-
wide per year) and other infectious diseases. AIDS
(acquired immunodeficiency syndrome) is becom-
ing epidemic in many countries, particularly in sub-
Saharan Africa. Every day, 6,000 young people
under age twenty-four are infected with HIV. Every
day, 2,000 infants contract HIV through mother-to-
child transmission. Every day, more than 6,000
children under age five are left orphans by AIDS.
And every day, 1,600 children die of AIDS. Across
the globe, children under eighteen make up
approximately 10 percent of the 40 million people
who are living with HIV. Prevention and treatment
of AIDS and its related complications is very expen-
sive, and few African nations can provide their cit-
izens with the required therapies. Thus AIDS is a
more rapidly fatal disease in these countries; fig-
ures from the World Health Organization indicate
that globally, during the year 2001, 2.7 million chil-
dren under the age of fifteen were living with
HIV/AIDS, 800,000 children were newly infected,
and 580,000 children died of the disease; of these,
the vast majority are in sub-Saharan Africa.

In countries with access to greater education
and resources, far fewer children die; those who
do die during childhood die of a vastly different
spectrum of causes. In the first year of life
(infancy), these include congenital defects and
malformations, extreme prematurity (birth prior to
twenty-eight weeks gestation), and sudden infant
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death syndrome (SIDS). In the United States 27,000
infants die annually. Similar causes and rates of
death are seen in the United Kingdom and Canada.
The remainder of childhood deaths, occurring
from age one to nineteen years, includes trauma as
the leading cause (motor vehicle occupant, driver
and pedestrian injuries, drowning, murder, suicide,
and other trauma), cancer, and death related to
congenital heart disease. Other less frequent
causes of childhood death include cystic fibrosis,
muscular dystrophy, and rare genetic disorders
leading to severe brain dysfunction or other end-
organ failure, such as liver, kidney, and immune
system failures.

The causes of death in children clearly differ
substantially from adults. The rarity of childhood
death hides it from view and from the collective
consciousness of the public, thus depriving the
common citizen and the health care professional
alike of a feeling of competence in responding to
such a situation, whether the affected child is one’s
patient, son or daughter, friend, or neighbor. Lack
of experience with childhood terminal illness in
particular and the promise of modern medical
“miracles” in highly developed nations sometimes
prevents the acknowledgment of the terminal state,
with parents and health care personnel often insist-
ing on trying one last “life-prolonging” or “cura-
tive” intervention, often when chances of improv-
ing or prolonging life are relatively small. The
losers in this situation are often the patients as well
as the guilt-ridden family, particularly as the latter
reflect on their decisions after the child’s death.

Siblings, similarly, need support during the
child’s illness, during the terminal phase, and after
the death. Siblings often feel responsible in some
way for the ill child’s fate, lonely and not loved by
absorbed and exhausted parents, and guilty for
wishing the child would die (especially when the
death occurs). Children (and adults) engage in
magical thinking: “If T didn’t get mad and wish he
would go away and leave mom and dad to me, he
would not be sick.” For this reason, it is important
for caregivers to ask siblings (and the sick child)
why they think the illness came about and then to
help them understand the real reason in an effort
to allay their fears and guilt about being the
causative agent. The community can respond to
the siblings’ needs by listening to them, allowing
them to be angry, committing to spending time
with them in the parents’ absence, spelling the
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The neonatal intensive care unit in hospitals, certainly a foreign and technical environment to non-medical personnel

such as parents, is one that many parents have to visit when their child’s life is in danger. Unfortunately in less-developed

nations, parents whose infant children die do not have the opportunity or funds to invest in this type of technological
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parents from the ill child’s bedside to enable the
parents to spend time with the sibling, and offering
to do simple things, such as running errands to
expand parents’ free time.

Families are particularly isolated in the case of
traumatic death of their child, as there are no sys-
tematic provisions for bereavement care of such
families and the grief is felt throughout the com-
munity, forcing society to recognize that death is
unpredictable and that all children are vulnerable.
This realization is difficult for members of the
community, and creates barriers to support.

When a child dies from a traumatic injury,
there is no preparation for the death, no feeling
that the child is “in a better place,” no longer hav-
ing to suffer the ravages of illness. Instead, a
young, healthy life has been cut short, with no
redeeming features of the loss. However, when the
possibility of organ donation is offered, many fam-
ilies feel that something good has come of their
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pain. Nevertheless, sudden death, whether from
trauma or SIDS, seems the most difficult for
bereaved parents to mourn and to effectively
reconstruct a new life without the child.

Medical Caregiver Expertise
in Caring for the Incurable

Medical care providers, trained to focus on cure as
the only positive outcome, often feel at a loss as to
how to be helpful when it is determined that the
child will in fact die. With no education regarding
symptom relief or how to address psychological
and spiritual distress, the medical caregiver may
retreat from the care of the patient in order not to
be reminded of his or her inability to “do some-
thing.” Training in medical school, once focused
on providing comfort, has devolved to a techni-
cally oriented, fact-filled curriculum, often with lit-
tle to no emphasis on enduring and unchanging
issues of human interaction or on inevitable death.
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Virtually no curricular time is devoted to the man-
agement of symptoms, outside of the symptom
relief achieved by the reversal of the pathophysio-
logic process. This problem is exacerbated in pedi-
atrics and pediatric subspecialty training, as death
is considered to be so rare as to not merit alloca-
tion of educational time.

Bereavement care, critical to the well-being of
survivors of childhood death, is virtually never
addressed. It is of interest that veterinarian trainees
are taught to send condolence cards, but the idea
is never mentioned in the medical curriculum. In
fact, the New England Journal of Medicine pub-
lished an article in 2001 that was an impassioned
plea regarding how and why to write condolence
letters. Bereaved parents, when interviewed about
what would help alleviate the pain of the loss of a
child, recurrently stated that evidence that people
care about and remember their child, including
sending a note using the child’s name or a simple
phone call, meant more than most people imagine.
Ignorance about the tremendous healing provided
by communication and contact with bereaved fam-
ilies prevents health care personnel—including
physicians, nurses, social workers, and members of
the larger community—from providing such heal-
ing. In response, health care personnel, not used
to this feeling of impotence, may leave practice or
become hardened to the needs of the child and
family, becoming brusque and seemingly uncar-
ing. When medical education addresses the full
spectrum of medical care, including care for those
who will not be cured, many of these problems
will be resolved.

Research in Pediatric Palliative Care

Palliative care is “control of pain, of other symp-
toms, and of psychological, spiritual and other
problems. . . . The goal of palliative care is achieve-
ment of the best quality of life for patients and their
families. Many aspects of palliative care are appli-
cable earlier in the course of illness. . . .” The
research base in adult palliative care, though not
the accumulated experience, is scant. Research that
has been conducted in pediatric patients who are
chronically and terminally ill is even less volumi-
nous. There are four reasons for this lack of avail-
able research:

1. Few children have terminal conditions; many

more children die of trauma.
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Of the remainder, few die of the same disor-
der; for example, cancer, which is itself very
heterogeneous, claims 1,200 children’s lives
per year in the United States and is the most
common disease diagnosis among children
who die. Thus, it is difficult to obtain an
effective research sample size.

Because of the small numbers affected, allo-
cation of research dollars has not been gen-
erous, compared to other causes.

Ethicists are concerned about whether it is
possible to get non-coerced consent from
children and their families when the child
may also be dependent on the same care
providers for maintenance of life and com-
fort. (However, researchers and institutional
review boards curiously do not seem to have
the same degree of concern about allowing
parents and children to consent to research
protocols directed at finding new cures, even
when there is no hope that the individual
patient will benefit.)

Without research, provision of pediatric pallia-
tive care will continue to vary from institution to
institution. It will be based only on the expertise of
the local practitioners and their own uncontrolled
experience with relatively few patients, compared
to research studies. Therapies offered will not be
proven to be efficacious, but rather be therapies
that have worked in one or a few other patients.
Academics and the medical community feel that
such anecdotally based care is not worthy of teach-
ing to trainees, as it is unproven and not scientific.
Thus, the vicious cycle of ignorance of how to care
for such children and families is perpetuated. In the
absence of research and education, children and
their parents will continue to suffer unnecessarily.

For example, the provision of effective pain
management for children terminally ill with cancer
is not taught. A study by Wolf at the Boston Chil-
dren’s Hospital of the Harvard Medical School,
found in a retrospective survey of parents of 103
children who had died of cancer, that only 80 per-
cent of children, most of had pain severe enough
to cause substantial suffering, were assessed as
having pain at all. Moreover, while there was an
attempt to treat the pain in 80 percent of these
cases, treatment was effective in relieving the pain
in only 30 percent.
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Research specific to children, not research per-
formed on adults, is essential. Children of different
age groups have different physiology from each
other and from adults. Infants and younger chil-
dren differ physiologically from older children in
many ways, such as with regard to enzyme matu-
rity, organ function, percentage of body water, and
neural processing. In addition, infants and children
differ dramatically according to age and maturity in
their perceptions of their situations, the ability to
employ self-calming techniques, the success of
external sources of comfort, the degree of the spir-
itual impact of illness, and other “psychosocial”
ramifications of their conditions. Thus, extrapola-
tion from adult literature and data is insufficient. Tt
is critical that research on palliative care specific to
children be conducted—for both the ethical care of
these children and the effective reintegration of
their survivors. Moreover, once the information is
documented scientifically, academic medical cen-
ters are more likely to include the information in
their curricula, tremendously broadening the
impact of the research on the care of children liv-
ing with life-threatening conditions. In fact, both
the Royal College of Pediatrics and Child Health in
the United Kingdom and the American Academy of
Pediatrics have called for increased research in pal-
liative care for children, in addition to exhorting
increased education on the topic during pediatric
and subspecialty training.

Programs for Pediatric Palliative Care

At its best, palliative care for children addresses
the child, parents, siblings, extended family,
schoolmates, and other affected members of the
community. It addresses the physical, social, spiri-
tual, and emotional aspects of death and dying. In
order to accomplish such goals, a team—consisting
of the family, community, hospital, and hospice
personnel—delivers palliative care. Principal team
members include the child, family, physicians (pri-
mary care and specialist), nurse, care manager,
social worker, and chaplain. Other critical team
members include pediatric psychologists and child
life therapists, both of whom address the concerns
of the child and siblings in a developmentally
appropriate manner. These professionals often use
art therapy—art, play, music, and behavioral
observation—to treat the child. Because children
may be unwilling to divulge information directly to
parents or their main caregivers due to their fear of
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hurting them or offending them, these skilled ther-
apists are available to assist with the communica-
tion and interpretation of the child’s concerns and
desires, as well as to provide the child with advice
and an open invitation to reveal innermost
thoughts. When child life therapists or child psy-
chologists are involved in the care team, children’s
views of their situation and their priorities are more
likely to be solicited and honored. However, the
role of these therapists is neither understood nor
reimbursed by payers, primarily because their par-
ticipation is seen as being “not medically neces-
sary,” and thus their availability is often tragically
limited. In 2000 the American Academy of Pedi-
atrics validated the role of the child life therapist in
providing the child with the opportunity to partic-
ipate meaningfully in his or her care decisions.

Pediatric palliative care is in the early develop-
mental stages. The United Kingdom has the most
highly developed system, with two specialist physi-
cians and a nurse training program, as well as
twelve hospices devoted to children in England,
one in Scotland, one in Wales, and one in Australia.
Helen House, founded by Sister Frances Dominica
in 1982, was the first of such houses. Hospice in
England was initially funded purely through private
donations. The houses were designed to care for
children from the time of diagnosis of a life-threat-
ening condition. Their function is to provide respite
care (care when the child is in his or her usual
state of health, providing family caregivers with a
needed rest and time to rejuvenate themselves for
their continued efforts), to provide or train commu-
nity based pediatric specialist nurses, to provide
case coordination, and to provide a twenty-four-
hour hotline for symptom distress. Children may
also come to the hospice for their final days. Chil-
dren cared for in these hospices often have chronic,
progressive, or severe, static neurological dysfunc-
tion. Research on palliative care for children is
infrequently reported by these busy clinical serv-
ices. In addition, there are two pediatric palliative
care physician members of interdisciplinary pallia-
tive care teams based in academic hospitals. Their
primary focus has been the child dying of cancer,
although the programs are expanding to include
children with other diagnoses.

In the United States, the term hospice denotes a
package of services only available to patients who
have been determined by their physicians to have
less than six months’ life expectancy and who have
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chosen (or, in the case of children, whose parents
have chosen) to forgo further life-prolonging ther-
apies. The package is determined by the federal
government (with other payers in general mimick-
ing this program) and mandates standards of care,
including that the care is overseen by a physician;
that visits occur every other week at a minimum,
and more often as needed, by nurses and social
workers; and that pastoral counselors, home health
aides, and volunteers are also part of the team.
There is no requirement for caregivers to have
pediatric experience or education. Care is deliv-
ered primarily in the child’s home and respite
appropriate to the needs of children and their fam-
ilies is infrequently available. Bereavement care for
the family is mandated for thirteen months after
the death, but with no additional reimbursement
provided to the hospice; thus, some programs pro-
vide written information on a monthly basis, while
others may provide personal counseling and sup-
port groups. Rarely is there a sibling-specific pro-
gram for bereavement; their needs generally go
unmet. It has been found that the shorter the
patient’s hospice stay the longer the bereavement
needs of the survivors; children tend to be very
short stay hospice patients.

The U.S. hospice benefit is paid as an all-
inclusive daily rate of reimbursement. All profes-
sional time, medications, equipment rental, ther-
apy, and other care are included in this rate. In
2001 the average daily rate was $107 per day. This
rate of reimbursement may preclude the adminis-
tration of symptom-relieving interventions, includ-
ing, for instance, the administration of blood prod-
ucts that increase the child’s energy enough to play
and interact with others, decrease breathlessness,
and thus improve the ability to sleep and eat, or
decrease bleeding problems. These are frequent
concerns in childhood cancers, which primarily
affect the bone marrow.

Arriving at a prognosis of less than six months
for a child is fraught with difficulty due to societal
expectations as well as the rare and thus unpre-
dictable nature of some pediatric fatal disorders.
Choosing to forgo “life-prolonging therapies” can
be difficult for other reasons, as well. Some chil-
dren have been ill all their lives; differentiating daily
therapeutic routines that bring comfort from con-
sistency versus life-prolonging care may be impos-
sible for the family, practically and psychologically.
To address these problems, large hospices have
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obtained expensive home health licensure to
enable the care of children not willing to accept the
restrictions of hospice, but who need palliative care
in addition to the traditional life-prolonging care
model. This marriage of hospice and “traditional”
care is called “palliative care” in the United States.
It is care that is rarely available for adults or chil-
dren. However, hopeful changes have been occur-
ring since the early 1990s. Forerunners in this area
include Drs. Kathleen Foley and Joanne Lynn, with
funding from the Open Society Institute and the
Robert Wood Johnson Foundation.

Due to these and other efforts, palliative care
for adults and children is slowly beginning to
emerge. In 1999, at the urging of pediatric palliative
care experts, the federal government of the United
States allocated a small amount of funds to investi-
gate new models of care for children living with life-
threatening conditions and their families through
five state Medicaid waivers. The Institute of Medi-
cine, a branch of the National Academy of Sciences,
a nonprofit, non-governmental body of expert sci-
entists and consultants, is reviewing the evidence
regarding the benefits and costs of pediatric pallia-
tive care. Numerous curricula on pediatric palliative
care and texts devoted to the subject have been
published or are under development, including the
Compendium of Pediatric Palliative Care, distrib-
uted to various nations in 2000 by the U.S.-based
National Hospice and Palliative Care Organization.

In London; Sydney, Australia; and Boston,
Massachusetts, three major children’s hospitals
have pediatric palliative care services with physi-
cian directors. These services began from care for
children with cancer and are expanding to include
children with other life-threatening disorders. One
innovative program at the University of Texas in
Galveston addresses the needs not only of the
chronically ill or cancer patient but also the victims
of sudden death. Called the Butterfly Program, the
program consists of home-based hospice and pal-
liative care, hospital-based palliative care consulta-
tion, and a room (called the Butterfly Room) de-
voted to the care of children living with or dying
from life-threatening conditions, including children
who are the victims of trauma.

Although it has many uses, the Butterfly Room,
located one floor above the pediatric critical care
unit and on the same floor as the cancer and
chronic care wards, most benefits families whose
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children die suddenly. There is space for over fifty
people to be present. The room has numerous
rocking chairs, a living room area, a kitchenette,
and a sitting alcove, in addition to sofa beds, a full
bath, and the equipment to care for a child receiv-
ing any kind of life support. When children are
transferred to the room, the agreement has been
made to remove life-support systems that same day.
Prior to transfer, all monitors are removed, all inves-
tigations and interventions that do not promote
comfort are discontinued, and all equipment that is
unnecessary for comfort is also removed. Families
are invited to bring other family members, friends,
neighbors, or any other supporters with them. The
reasons for the family and care team’s decision to
stop attempts to prolong life are reviewed. Ques-
tions are entertained. Explanations of the events of
the day are provided and questions again
answered. Any rituals are encouraged, including
bathing the child, dressing him or her in personal
clothing, singing, chanting, crying, praying, and
taking photographs and videos of the events.
Handprints and or hand molds are made, if desired.
When everyone is prepared to let go, the parents
are asked whom they wish to be present at the
time of the removal of the life-support machines
and who should be holding the child. Prayers may
be offered as well as the comforting idea of seeing
the child’s face once more without tape and tubes.
Hospice personnel provide bereavement assistance
for as long as the family needs attention and care.
The program has successfully been transferred to
other sites at university hospitals in San Antonio,
Texas (where it is called the Mariposa Room), and
Kansas City, Missouri (where it is called the Delta
Room). Another is being developed in Greenville,
North Carolina. However, reimbursement for this
highly valued care is nonexistent.

Acknowledging Death

Although the best outcome for children is a long
and healthy life, that end result is not always possi-
ble. When a child is not responding to therapies, it
is time to entertain the possibility that he or she
may die and to increase the emphasis on the
importance of quality of life considerations and the
child’s priorities (when developmentally appropri-
ate) in making treatment decisions. Medical care,
for all its promise, is still filled with pain, other
adverse treatment-related symptoms, isolation, fear,
self-doubt, and loss of freedom to be a child, to
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enjoy playing and exploring one’s world. When the
child is still well enough to enjoy the opportunity to
participate in life, that time is too often spent pur-
suing an elusive “cure.” When the focus should be
on the optimization of symptom control and attain-
ment of personal goals or being in a familiar and
comfortable place, too often the time is spent in the
clinic, hospital bed, or intensive care unit. Parents
need “permission” from the medical community,
family, and friends to stop pursuing life-prolonging
therapies; often they are afraid of offending their
physicians, being accused of not loving their chil-
dren, or being neglectful or selfish. Unfortunately,
children’s own ideas and preferences about their
care are not routinely solicited and, if offered, are
ignored, which frequently increases their sense of
unimportance and isolation.

Grief, Guilt, and Bereavement

Not only are the children victims of the societal
mandate to “keep trying,” but so are other mem-
bers of the family, who are deprived of opportuni-
ties to share new adventures and insights or to
invest in new forms of hope, rather than in the all-
consuming quest for cure. Parents suffer in all
cases of chronic illness and of death of their chil-
dren; unable to protect their children, they are ren-
dered powerless and helpless, too often feeling
guilty for things beyond their control. Parents often
ask themselves: “What if I had noticed the lump
sooner?” “What did I do to cause this?” “Why
couldn’t it have been me?” Well-intended family
and friends who do not know how to respond may
inadvertently compound the problem by avoiding
contact in order “not to remind the family” of their
loss, isolating them at the time they most need
companionship. Employers may not understand
the demands of a sick child or the duration and toll
of parental bereavement and may exhort the par-
ents to “get on with their lives.”

The ill child him- or herself often feels guilty;
children are able to feel the tension and are aware
of the fact that they are in the center of it. The ill
child is also aware that he or she is ill and even
that he or she is dying, even if the child is never
told. In fact, the ill-advised admonition (and natu-
ral tendency) to “hide” the status of the child’s ill-
ness from the child was reversed when Bluebond-
Langner’s research in the 1970s (The Private Worlds
of Dying Children) indicated that children (with
cancer) who were terminally ill were aware of the
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fact, often before their physicians and parents were
aware of it. When adults and others denied how ill
they were, the children felt abandoned. Current
advice of informed professionals is to involve chil-
dren in the own care, clarify their questions, and
answer them simply and honestly, remaining open
to additional queries and disclosures of fears and
concerns. Adults can help by allowing the child to
see his or her sorrow, share how to respond, and
offer mutual strength.

Creating Effective Responses
to Childhood Death

Difficulties in caring for terminally ill children
include: (1) the lack of a definition of the relevant
population; (2) societal, family and medical practi-
tioner unwillingness to acknowledge the terminal
nature of certain conditions; (3) lack of research-
based knowledge to enable effective treatment spe-
cific to the population; (4) lack of existing person-
nel with appropriate child-specific expertise; and
(5) poor access to resources and systems to care for
such children and their bereaved survivors. Regard-
less of the wealth and advancement of nations, care
of terminally ill children remains challenging.

Despite these challenges, pediatric palliative
care of the twenty-first century is improving.
Needed changes to the delivery of care for children
living with and dying from life-threatening condi-
tions are beginning to emerge. There is a desperate
need for the community, educators, researchers,
and legislators to acknowledge these children and
their families. Simple compassion is a good start,
both for laypeople and health care professionals.
Scientific investigation, intensive education, and
changes in the regulation and reimbursement of
health care will lead society to the realization of
the potential for effective care for children who die
and their families.
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CHILDREN, MURDER OF

On October 25, 1994, Susan Smith, a South Car-
olina wife and mother, drowned her two-year-old
and fourteen-month-old sons. Marilyn Lemak, a
forty-one-year-old registered nurse drugged and
then suffocated her three young children (ages
three to seven) in her home in Naperville, Illinois,
on March 5, 1999. Slightly more than one month
later, on April 20, 1999, seventeen-year-old Dylan
Klebold and eighteen-year-old Eric Harris entered
Columbine High School in Littleton, Colorado,
killed twelve fellow students and a teacher, and
then killed themselves. Although modern sensibil-
ities are shocked and saddened by tragic cases
such as these, as children are not supposed to die,
both sanctioned and unsanctioned murders have
occurred throughout human history.

Murder is the killing of one person by another
person with “malice aforethought” (e.g., an aim to
cause death or do bodily harm). The term malice,
or malicious intent, is used in relation to a mur-
derous act, even if the perpetrator did not mean to



hurt anyone. An assault (an attempt to harm some-
one without killing them) can be murder if death is
a foreseeable possibility. Criminal justice experts
James Alan Fox and Jack Levin state, “A parent,
distraught over a crying colicky baby, who shakes
the infant to silence her, and does it so vigorously
as to cause death can . . . be charged with murder,
so long as the parent is aware that this rough form
of treatment can be detrimental” (2001, p. 2).

Historical and Cross-Cultural Overview

Historically and cross-culturally, the murder of chil-
dren has taken many forms. Anthropological stud-
ies of traditional societies, such as the Yanomamo
of South America, and sociological studies of some
advanced civilizations indicate the practice of
infanticide (the killing of children under the age of
five), past and present. Female infanticide has
been discovered among some traditional patriar-
chal groups such as the Chinese. Often the murder
of children has been noted for humanitarian rea-
sons, such as because of overpopulation or an
inadequate food supply. Similarly, poor and low-
income families have killed their children when
they have been unable to support them. Some
societies have promoted the killing of children
born with birth defects, mental challenges, or a
serious disease or disorder. In certain societies,
children who were believed to be tainted by evil
(e.g., twins) were slain at birth. Among the ancient
Greeks and Romans, a father could dispose of his
child as he saw fit.

Although there have been several accounts of
the ritual killing of children, especially sacrifice for
religious purposes, according to folklorist Francis
James Child, many are without foundation. One
story tells of the murder and crucifixion of a little
boy named Hugh in the thirteenth century by Jews.
English folk ballads such as “The Cruel Mother”
and “Lamkin” tell of the sadistic murder of chil-
dren. “Mary Hamilton” relates the story of feticide
(the act of killing a fetus, which has been proven
beyond a reasonable doubt to be capable of, at the
time of death, surviving outside of the mother’s
womb with or without life support equipment) in
sixteenth-century England.

Throughout the Christian world, the main
source of information concerning the importance
of children is biblical teachings found in the Old
and New Testaments. For example, Psalm 127
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notes that children are a gift, a reward from God.
Mark 10 states that the Kingdom of God belongs to
children, and “whoever does not receive the King-
dom of God like a child shall not enter it at all.”
While biblical scriptures emphasize the importance
of children, there is a multiplicity of passages that
reflect the murder of children. God sanctions the
killing of all Egyptian first-born children in the last
plague before the exodus, in an attempt to free the
Hebrews from Egyptian control. King Herod has
male children in Bethlehem two years of age and
under murdered. The Book of Deuteronomy states
that the parents of rebellious children are to have
them stoned to death.

The United States has experienced hundreds of
child murders since the first settlers landed at
Jamestown, Virginia, in 1607. One of the earliest
examples of the murder of children in America
occurred on Friday, August 10, 1810, at Ywahoo
Falls in southeast Kentucky. White racists, desiring
to drive the Cherokee from their land, decided that
the best way to get rid of the Indian problem was
to kill all the children so there would be no future
generations. The Indians, learning that “Indian
fighters” were gathering in eastern Kentucky to
carry out their barbaric act, gathered the women
and children together at Ywahoo Falls and pre-
pared to march them to a Presbyterian Indian
school near present-day Chattanooga, Tennessee.
Over a hundred Cherokee women and children
were slaughtered before they could make the trip
(Troxell, 2000).

Numerous child murders gained notoriety in
the first thirty years of the twentieth century. In
fact, Nathan Leopold and Richard Loeb committed
what some have termed the “crime of the century”
when they murdered fourteen-year-old Bobbie
Franks on May 21, 1924, in Chicago, Illinois. Albert
Fish, the oldest man ever executed in the electric
chair at Sing Sing Prison, was killed on January 16,
1936, for the murder and cannibalism of 12-year-
old Grace Budd. The most sensational murder case
of the twentieth century involved the kidnapping
and murder of the young son of the famous avia-
tor Charles Lindbergh on March 1, 1932. These
classic cases, as well as more contemporary cases
such as the murder of ten-year-old Jeanine
Nicarico of Naperville, Illinois, in February 1983,
the Marilyn Lemak case, and Susan Smith’s murder
of her two children, have alerted Americans to
how vulnerable children are to acts of homicide.
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Recent school killings such as the incident at
Columbine High School in Littleton, Colorado,
have forced the nation to realize that children can
be killed in mass numbers.

Factors in the Murder of Children

The United States has the highest homicide rate
for children of any industrialized nation in the
world. Federal Bureau of Investigation statistics
show that slightly more than 11 percent of murder
victims in 1999 were children under the age of
eighteen. The firearm-related homicide rate for
children is more than twice that of Finland, the
country with the next highest rate.

Both adults and older children (ages five to
eighteen) who are victims of homicide are likely to
die as the result of a firearm-related incident. How-
ever, only 10 percent of homicides among younger
children (under age four) are firearm related.
Young children are generally murdered via aban-
donment, starvation, suffocation, drowning, stran-
gulation, or beating, the victims of adults or other
children. They may die at the hands of parents,
siblings, friends or acquaintances, or strangers.

Studies of murdered children under twelve
years old reveal that nearly six out of ten are killed
by their parents. Half of these are under the age of
one. The next highest category of perpetrator is a
friend or acquaintance. A significant number of
children are killed by offenders in their own age
cohort, as the recent rash of school killings indi-
cates. According to James Fox and Jack Levin,
authors of The Will to Kill (2001), with the excep-
tion of infanticide, “most offenders and their vic-
tims are similar in age” (p. 27). Reasons why chil-
dren Kkill other children are many and varied. When
the teenagers Nathan Leopold and Richard Loeb
killed Bobbie Franks in 1924, their objective was to
commit a “perfect” crime. A large portion of the
school killings in the late twentieth-century years
has resulted from the perpetrator being cruelly
teased or ostracized by classmates. In large cities,
many children are victims of gang killings, whether
they belong to a gang or not. Wearing the wrong
color of shoelaces, having one’s hat tilted in the
wrong direction, or just being in the wrong place
at the wrong time can result in death. Gang mem-
bers kill other gang members as a consequence of
petty jealousy or a need to display their manhood.
There have been occasions when children have
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killed their victim because he or she refused to
obey an order. For example, in Chicago, Illinois,
two children threw another from the roof of a
building because the victim refused to obtain drugs
for the murderers.

Familial Homicides

The psychiatrist P. T. D’Orban classifies the factors
that play a role in filicides (the killing of a son or
daughter) into three categories: family stress, in-
cluding a family history of mental illness and
crime, parental discord, parental maltreatment, and
separation from one or both parents before age fif-
teen; social stress, involving financial and housing
problems, marital discord, a criminal record, and
living alone; and psychiatric stress, comprising a
history of psychiatric symptoms, a psychiatric diag-
nosis, and a suicide attempt after the offense.

A history of child abuse or neglect is the most
notable risk factor for the future death (i.e., murder
of a child). Scholars note that the best predictor of
future violence is a past history of violence. Most
child abuse killings fall into the category of batter-
ing deaths, resulting from misguided, but brutal,
efforts to discipline, punish, or quiet children.
According to a study conducted by Murray Levine
and associates, 75 percent of maltreatment-related
fatalities occur in children under age four. Very
young children are at the greatest risk because
they are more physically vulnerable and less likely
to be identified as at-risk due to their lack of con-
tact with outside agencies. Shaken baby syndrome,
in which the child is shaken so violently that brain
damage can occur, takes the lives of many young
children.

There are numerous risk factors for child mur-
der. The criminal justice expert Neil Websdale has
identified several situational antecedents such as a
history of child abuse and/or neglect, a history of
domestic violence, poverty, inequality, unemploy-
ment, criminal history, the use of drugs and/or
alcohol, and the availability of weapons. Male and
nonwhite children are more likely to be victims of
child murder than female and white children.

According to the American psychiatrist and
expert on child murder, Phillip Resnick, typical
neonaticidal mothers (mothers who kill their chil-
dren the first day of birth) are young, unmarried,
are not suffering from psychotic illness, and do not



have a history of depression. They characteristi-
cally conceal their pregnancy, often denying that
they are pregnant. Other researchers have con-
cluded that most deaths are the result of unwanted
pregnancies, and that many mothers are over-
whelmed by the responsibilities and have little or
no support system. A number of women have seri-
ous drug and/or alcohol problems and lose control
in a fit of intoxication.

Mental disorder is a major factor in the killing
of children. In Fatal Families (1997), Charles
Ewing notes that psychotic infanticide and filicide
perpetrators are most likely to be suffering from
postpartum psychosis, while parents who batter
their children to death are more likely to suffer
from nonpsychotic mental illnesses, such as per-
sonality disorders, impulse control disorders, mood
disorders, anxiety disorders, and/or substance
abuse disorders. The Diagnostic and Statistical
Manual of Mental Disorders (1994) explains that
postpartum psychotic episodes are characterized
by command hallucinations to kill the infant or
delusions that the infant is possessed. Other
researchers report that mothers who kill their new-
born are often suffering from dissociative disorders
at the time of the birth because they feel over-
whelmed by the pregnancy and perceived lack of
support, necessitating their handling the traumatic
experience on their own. However, when mothers
kill older children, it is the children who have men-
tal aberrations or psychiatric conditions rather than
the mother, who in fear of her life or the lives of
other family members, feels she has to end the life
of her child.

According to Levine and colleagues, not only
are males predominantly the perpetrators, but the
presence of a male in the household increases the
risk of maltreatment-related fatalities, especially
from physical abuse. Fathers kill infants when they
cry excessively and the father has little tolerance
for such disruption due to the influence of alcohol
or drugs, or because he is suffering from antisocial
personality disorder. Some fathers kill their son
when he is old enough to challenge the father’s
authority and they physically fight. Occasionally,
fathers have killed their daughters following rape
or sexual exploitation, when they threatened to
reveal the abuse.

The rate of child murder is greatly elevated in
stepfamilies. Martin Daly and Margo Wilson found
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that whereas young children incurred about seven
times higher rates of physical abuse in families
with a stepparent than in two-genetic-parent
homes, stepchildren were 100 times more likely to
suffer fatal abuse. In a sample of men who slew
their preschool-age children, 82 percent of the vic-
tims of stepfathers were beaten to death, while the
majority of children slain by genetic fathers were
killed by less violent means.

Suggestions for Prevention

Given the multifactored character of fatal child
abuse, only a multidiagnostic and multitherapeutic
approach can deal adequately with its clinical pre-
vention. The multidiagnostic component requires
an individual, marital, family, and social assess-
ment. The multitherapeutic approach involves the
use of several therapeutic modalities including
individual psychotherapy, hospitalization, and/or
temporary/permanent removal of the child from
the home.

Physicians may also play a role in prevention
by identifying particular stresses that might lead to
an aberrant or unusual postpartum reaction. Post-
partum changes in depression or psychosis can be
observed, monitored, and treated. The physician
can look for evidence of abuse, isolation, and lack
of support from family or friends. Many child abuse
deaths could be prevented by identifying parents at
risk of abusing their children and making parenting
less stressful for them. There is a need for more and
better education programs aimed at teaching peo-
ple how to parent and alternatives to corporal pun-
ishment. The development of programs to better
identify domestic violence, along with a stronger
response to identified cases of family violence, can
also reduce child deaths. Finally, clinicians who
identify and treat psychoses should be aware of
the possible danger to children of psychotic parents
and monitor the child’s risk.

See also: CHILDREN; INFANTICIDE; SACRIFICE
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CHINESE BELIEFS

In premodern China, the great majority of people
held beliefs and observed practices related to
death that they learned as members of families and
villages, not as members of organized religions.
Such beliefs and practices are often subsumed
under the umbrella of “Chinese popular religion.”
Institutional forms of Buddhism, Confucianism,
Taoism, and other traditions contributed many
beliefs and practices to popular religion in its local
variants. These traditions, especially Buddhism,
included the idea of personal cultivation for the
purpose of living an ideal life and, as a conse-
quence, attaining some kind of afterlife salvation,
such as immortality, enlightenment, or birth in a
heavenly realm. However, individual salvation
played a small role in most popular religions. In
typical local wvariants of popular religion, the
emphasis was on (1) passing from this world into
an ancestral realm that in key ways mirrored this
world and (2) the interactions between living per-
sons and their ancestors.

Basic Beliefs and Assumptions

In every human society one can find manifestations
of the human desire for some kind of continuance
beyond death. In the modern West, much of
human experience has been with religious theories
of continuance that stress the fate of the individual,
often conceived as a discrete spiritual “self” or
“soul.” Typically, a person is encouraged to live in
a way that prepares one for personal salvation,
whether by moral self-discipline, seeking God’s
grace, or other means. Indic traditions, such as
Buddhism and Hinduism, include similar assump-
tions about the human self/soul and personal sal-
vation. In premodern China, especially if one dis-
counts Buddhist influence, a person’s desire for
continuance beyond death was rooted in different
assumptions and manifested in practices not
closely related to the pursuit of individual salvation.

First, Chinese emphasized biological continu-
ance through descendants to whom they gave the
gift of life and for whom they sacrificed many of
life’s material pleasures. Moreover, personal sacri-
fice was not rooted in a belief in asceticism per se
but in a belief that sacrificing for one’s offspring
would engender in them obligations toward elders



and ancestors. As stated in the ancient text, Scrip-
ture of Filiality (Warring States Period, 453-221
B.C.E.), these included obligations to care for one’s
body as a gift from one’s parents and to succeed in
life so as to glorify the family ancestors. Thus, one
lived beyond the grave above all through the
health and success of one’s children, grandchil-
dren, and great-grandchildren.

Second, because of the obligations inculcated
in children and grandchildren, one could assume
they would care for one in old age and in the after-
life. Indeed, afterlife care involved the most signif-
icant and complex rituals in Chinese religious life,
including funerals, burials, mourning practices, and
rites for ancestors. All this was important not only
as an expression of each person’s hope for contin-
uance beyond death but as an expression of peo-
ple’s concern that souls for whom no one cared
would become ghosts intent on causing mischief.

Finally, there was a stress on mutual obliga-
tions between the living and the dead; in other
words, an emphasis on the same principle of reci-
procity that governed relations among the living
members of a Chinese community. It was assumed
that the dead could influence the quality of life for
those still in this world—either for good or for ill.
On the one hand, proper burial, careful observance
of mourning practices, and ongoing offerings of
food and gifts for ancestors assured their continued
aid. On the other hand, failure to observe ritual
obligations might bring on the wrath of one’s
ancestors, resulting in family disharmony, eco-
nomic ruin, or sickness. Ancestral souls for whom
no one cared would become “hungry ghosts”
(egui), which might attack anyone in the commu-
nity. Royal ancestors, whose worship was the spe-
cial responsibility of the reigning emperor, could
aid or harm people throughout the empire, de-
pending on whether or not the emperor upheld rit-
ual obligations to his ancestors.

In traditional China, the idea that personal con-
tinuance after death could be found in the lives of
one’s descendants has been closely linked to prac-
tices rooted in mutual obligations between the liv-
ing and the dead: those who had moved on to the
ancestral state of existence. But what is the nature
of the ancestral state? What kind of rituals for the
dead have been performed by most Chinese? And
under what circumstances have individual Chinese
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sought something more than an afterlife as a com-
fortable and proud ancestor with loving and suc-
cessful descendants; that is, some kind of personal
salvation?

Conceptions of Souls and Ancestral Existence

There is evidence from as early as the Shang
period (c. 1500-1050 B.c.E.) that Chinese cared for
ancestors as well as feared them. This may well
have been the main factor in the development of
beliefs in dual and multiple souls. Late in the Zhou
dynasty (1050-256 B.C.E.), cosmological thought
was dominated by the yin-yang dichotomy,
according to which all aspects of existence were a
result of alternation and interplay between passive
(yin) and active (yang) forces. Philosophers ap-
plied the dichotomy to soul theory. Lacking any
absolute distinction between physical and spiritual,
they considered the yin soul (po) as more material,
and the yang soul (hun) as more ethereal. In prac-
tice, the po was linked to the body and the grave.
The less fearsome hun was linked to the ancestral
tablet kept in the family home and the one in-
stalled in an ancestral hall (if the family’s clan
could afford to build one). For some, this meant
there were two hun, just as, for others, there might
be multiple po. One common view included the
idea of three hun and seven po. These multiple
soul theories were among the factors in popular
religion that mitigated widespread acceptance of
belief in salvation of the individual soul. At the
same time, however, multiple soul theories helped
Chinese to manage contrasting perceptions of
ancestral souls (as benevolent or malevolent, for
example) and to provide an explanatory frame-
work for the differing rituals of the domestic,
gravesite, and clan hall cults for ancestors.

While the intent of all these rites was clear—
to comfort ancestors rather than to suffer their
wrath—the nature of ancestral existence was rela-
tively undefined. Generally speaking, the world of
the ancestors was conceived as a murky, dark
realm, a “yin” space (yinjian). While not clear on
the exact details, Chinese considered the world of
departed spirits similar to the world of the living in
key ways. They believed residents of the other
realm need money and sustenance, must deal with
bureaucrats, and should work (with the help of the
living) to improve their fate. After the arrival of
Buddhism in the early centuries of the common
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era, it contributed more specific ideas about the
realm of the dead as well as more exact concep-
tions of the relationship between one’s deeds
while alive and one’s fate afterward.

For example, the “bureaucratic” dimension of
the underworld was enhanced by visions of the
Buddhist Ten Courts of Hell, at which judges
meted out punishments according to karmic prin-
ciples that required recompense for every good or
evil deed. Moreover, regardless of whether or not
they followed Buddhism in other ways, most Chi-
nese embraced the doctrines of karma (retribution
for past actions) and samsara (cyclical existence)
in their thinking about life and death. These doc-
trines helped people to explain the fate of resi-
dents in the realms of the living and the dead, not
to mention interactions between them. For exam-
ple, the ghost stories that fill Chinese religious
tracts as well as secular literature typically present
ghosts as vehicles of karmic retribution against
those evildoers who escaped punishment by
worldly authorities (perhaps in a former lifetime).
While reading such stories often has been just a
casual diversion, performing rites to assure that
departed ancestors do not become wandering
ghosts has been a serious matter.

Rites for the Dead

Over the course of Chinese history, classical texts
on ritual and commentaries on them had increas-
ing influence on the practice of rites for the dead.
The text Records of Rituals (Liji), after being desig-
nated one of Confucianism’s “Five Scriptures” dur-
ing the Han era (206 B.C.E.—220 C.E.), became the
most influential book in this regard. The Family
Rituals according to Master Zbu (Zhuzi jial)), by
the leading thinker of later Confucianism (Zhu Xi,
1130-1200 c.E.), became the most influential com-
mentary. The influence of these texts resulted in
widespread standardization of funeral rites in par-
ticular and rites for the dead in general. According
to the cultural anthropologist James Watson, stan-
dardized funeral rites became a marker of “Chine-
seness” for Han (ethnically Chinese) people in
their interactions with other ethnic groups as they
spread into new territories.

In his article, “The Structure of Chinese Funer-
ary Rites,” Watson identifies nine elements of stan-
dardized funeral rites: (1) the family gives public
notification by wailing, pasting up banners, and
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other acts; (2) family members don mourning attire
of white cloth and hemp; (3) they ritually bathe the
corpse; (4) they make food offerings and transfer
to the dead (by burning) spirit money and various
goods (houses, furniture, and other items made of
papern); (5) they prepare and install an ancestral
tablet at the domestic altar; (6) they pay money to
ritual specialists (usually Taoists priests or Buddhist
clerics) so that the corpse can be safely expelled
from the community (and the spirit sent forth on its
otherworldly journey); (7) they arrange for music
to accompany movement of the corpse and to set-
tle the spirit; (8) they have the corpse sealed in an
airtight coffin; and (9) they expel the coffin from
the community in a procession to the gravesite that
marks the completion of the funeral rites and sets
the stage for burial.

While burial customs were more subject to
local variation than funeral rites as such, through-
out China there was a preference for burial over
alternative means of dealing with the corpse. For
example, few Chinese opted for Buddhism’s cus-
tom of cremation, despite the otherwise strong
influence this religion had on Chinese ideas and
practices related to life and death. Unlike Indians,
for whom the body could be seen as a temporary
vehicle for one’s eternal spirit, Chinese typically
saw the body as a valued gift from the ancestors
that one should place whole under the soil near
one’s ancestral village. In modern China, especially
under the Communist Party since 1949, Chinese
have turned to cremation more often. But this has
been for practical reasons related to land use and to
the party’s campaign against “superstitious” behav-
ior and in favor of frugality in performing rituals.

Traditionally, the corpse, or at least the bones,
represented powers that lasted beyond death and
could affect the fate of living relatives. For this rea-
son, the use of an expert in feng-shui (Chinese
geomancy) was needed to determine the time,
place, and orientation of the burial of a corpse.
This usage was in line with the aforementioned
belief that the po, which lingered at the grave, was
more physical in character than the hun soul(s). Its
importance is underlined by the fact that the prac-
tice is being revived in China after years of con-
demnation by Communist officials.

Caring for the hun soul(s) has been at the heart
of ritual observances that occurred away from the
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The procession to the gravesite of this funeral in China signifies a completion of the funeral rites. CORBIS

grave. Among these observances were very com-
plex mourning customs. They were governed by
the general principle that the closeness of one’s
relationship to the deceased determined the degree
of mourning one must observe (symbolized by the
coarseness of one’s clothes and the length of the
mourning period, for example). In addition to
observing mourning customs, relatives of the
deceased were obliged to care for his or her soul(s)
at the home altar and at the clan ancestral hall, if
one existed. At the home altar the family remem-
bered a recently deceased relative through highly
personalized offerings of favorite foods and other
items. They remembered more distant relatives as a
group in generic ancestral rites, such as those
which occurred prior to family feasts at the New
Year, mid-Autumn, and other festivals. Indeed, one
of the most significant symbolic reminders that
ancestors were still part of the family was their
inclusion as honored guests at holiday meals.

Individual Salvation

Chinese beliefs and practices related to death were
closely tied to family life and, therefore, shaped by
its collectivist mentality. In his article, “Souls and
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Salvation: Conflicting Themes in Chinese Popular
Religion,” the anthropologist Myron Cohen, has
even argued that the pursuit of individual salvation
was inimical to orthodox popular religion. None-
theless, this pursuit was not absent from traditional
religious life. The spread of Buddhism throughout
China was one factor contributing to its accept-
ance. Another factor was the increasingly urban
and mobile nature of Chinese society over time.
Since at least the Song dynasty (960-1279), both
factors have exerted strong influence, so that for
the last millennium China has seen tremendous
growth in lay-oriented Buddhism and in other reli-
gions with salvationist ideologies derived from
Buddhist, Taoist, and other sources.

Lay Buddhists have been interested to an even
greater extent than their monastic counterparts in
the goal of rebirth in the Western paradise, or
“Pure Land” (jingtu), of Amitabha Buddha. Unlike
the ordinary realm of ancestors, which mirrors this
world in most ways, the Pure Land is desired for
ways in which it differs from this world. It is inhab-
ited not by relatives, but by wise and compassion-
ate teachers of the Buddhist Dharma, and it is free
of the impurities and sufferings of the mortal
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realm. For some it is not a place at all, only a sym-
bol of the peace of nirvana (enlightened state
beyond cyclical existence).

To an even greater extent than Buddhism, cer-
tain syncretic religions set forth ideas that stood in
tension with the hierarchical, earthbound, and col-
lectivist assumptions of the traditional Chinese
state and society. Whether one studies the White
Lotus Religion of late imperial times, the Way of
Unity (Yiguan Dao) in modern China and Taiwan,
or the Falun Gong movement in the twenty-first-
century’s People’s Republic of China, the emphasis
is on individual spiritual cultivation and, when rel-
evant, the fate of the individual after death. Evi-
dence of interest in individual spiritual cultivation
and salvation is found in these sects’ remarkable
popularity, which has alarmed both traditional and
contemporary governments.

Groups like the Way of Unity or Falun Gong
typically stress the need for a morally disciplined
lifestyle and training in techniques of spiritual cul-
tivation that are uniquely available to members.
Their moral norms are largely from Confucianism,
and their spiritual techniques from Taoism and
Buddhism. Falun Gong promises that its tech-
niques are powerful enough to save members from
fatal illnesses. The Way of Unity promises that indi-
viduals who take the right moral-spiritual path will
avoid the catastrophe that faces others as they near
the end of the world. Unlike others, these individ-
uals will join the Eternal Venerable Mother in her
paradise. Since the 1600s, the idea of salvation
through Jesus has also attracted the attention of
some Chinese. In the past, these Chinese Chris-
tians were required to abandon ancestral rites,
since 1939 the Catholic church has allowed Chi-
nese to worship Jesus as well as perform rituals for
ancestors, with some Protestant groups following
the trend.

As the acids of modernity continue to eat away
at the fabric of traditional Chinese society, many
more Chinese are embracing religions that preach
individual salvation after death. Those who do so
may abandon practices related to traditional beliefs
about life, death, and ancestral souls, or they may
find ways to reconcile these practices with the new
belief systems they adopt.

See also: AFTERLIFE IN CROSS-CULTURAL PERSPECTIVE;
Buppnism; GHOsTS; HINDUISM; IMMORTALITY;
MOURNING; QIN SHIH HUANG’s TomB
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CHRISTIAN JOCHIM

CHRISTIAN DEATH RITES,
HISTORY OF

In the world in which Christianity emerged, death
was a private affair. Except when struck down on
the battlefield or by accident, people died in the
company of family and friends. There were no
physicians or religious personnel present. Ancient
physicians generally removed themselves when
cases became hopeless, and priests and priestesses
served their gods rather than ordinary people.
Contact with a corpse caused ritual impurity and
hence ritual activity around the deathbed was min-
imal. A relative might bestow a final kiss or attempt
to catch a dying person’s last breath. The living
closed the eyes and mouth of the deceased, per-
haps placing a coin for the underworld ferryman
on the tongue or eyelids. They then washed the
corpse, anointed it with scented oil and herbs, and
dressed it, sometimes in clothing befitting the
social status of the deceased, sometimes in a
shroud. A procession accompanied the body to the
necropolis outside the city walls. There it was laid
to rest, or cremated and given an urn burial, in a
family plot that often contained a structure to
house the dead. Upon returning from the funeral,
the family purified themselves and the house
through rituals of fire and water.

Beyond such more or less shared features,
funeral rites, as well as forms of burial and com-
memoration, varied as much as the people and the
ecology of the region in which Christianity devel-
oped and spread. Cremation was the most com-
mon mode of disposal in the Roman Empire, but
older patterns of corpse burial persisted in many
areas, especially in Egypt and the Middle East.
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Christianity arose among Jews, who buried their
dead, and the death, burial, and resurrection of
Jesus were its defining events. Although Christians
practiced inhumation (corpse burial) from the ear-
liest times, they were not, as often assumed,
responsible for the gradual disappearance of cre-
mation in the Roman Empire during the second
and third centuries, for common practice was
already changing before Christianity became a
major cultural force. However, Christianity was, in
this case, in sync with wider patterns of cultural
change. Hope of salvation and attention to the fate
of the body and the soul after death were more or
less common features of all the major religious
movements of the age, including the Hellenistic
mysteries, Christianity, Rabbinic Judaism, Mani-
chaeanism, and Mahayana Buddhism, which was
preached as far west as Alexandria.

Early Christian Responses
to Death and Dying

In spite of the centrality of death in the theology
and spiritual anthropology of early Christians, they
were slow to develop specifically Christian
responses to death and dying. The most immediate
change was that Christians handled the bodies of
the dead without fear of pollution. The purification
of baptism was permanent, unless marred by mor-
tal sin, and the corpse of a Christian prefigured the
transformed body that would be resurrected into
eternal life at the end of time. The Christian living
had less need than their neighbors to appease their
dead, who were themselves less likely to return as
unhappy ghosts. Non-Christians noted the joyous
mood at Christian funerals and the ease of the par-
ticipants in the presence of the dead. They ob-
served how Christians gave decent burials to even
the poorest of the poor. Normal Roman practice
was to dump them in large pits away from the
well-kept family tombs lining the roads outside the
city walls.

The span of a Christian biography stretched
from death and rebirth in baptism, to what was
called the “second death,” to final resurrection. In a
sense, then, baptism was the first Christian death rit-
ual. In the fourth century Bishop Ambrose of Milan
(374-397) taught that the baptismal font was like a
tomb because baptism was a ritual of death and
resurrection. Bishop Ambrose also urged baptized
Christians to look forward to death with joy, for
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physical death was just a way station on the road to
paradise. Some of his younger contemporaries, like
Augustine of Hippo, held a different view. Baptism
did not guarantee salvation, preached Augustine;
only God could do that. The proper response to
death ought to be fear—of both human sinfulness
and God’s inscrutable judgment.

This more anxious attitude toward death de-
manded a pastoral response from the clergy, which
came in the form of communion as viaticum (pro-
visions for a journey), originally granted to peni-
tents by the first ecumenical council at Nicea (325),
and extended to all Christians in the fifth and sixth
centuries. There is, however, evidence that another
type of deathbed communion was regularly prac-
ticed as early as the fourth century, if not before.
The psalms, prayers, and symbolic representations
in the old Roman death ritual discussed by the his-
torian Frederick Paxton are in perfect accord with
the triumphant theology of Ambrose of Milan and
the Imperial Church. The rite does not refer to
deathbed communion as viaticum, but as “a
defender and advocate at the resurrection of the
just” (Paxton 1990, p. 39). Nor does it present the
bread and wine as provisions for the soul’s journey
to the otherworld, but as a sign of its membership
in the community of the saved, to be rendered at
the last judgment. Thanks, in part, to the preserva-
tion and transmission of this Roman ritual, the
Augustinian point of view did not sweep all before
it and older patterns of triumphant death persisted.

However difficult the contemplation (or
moment) of death became, the living continually
invented new ways of aiding the passage of souls
and maintaining community with the dead. In one
of the most important developments of the age,
Christians began to revere the remains of those
who had suffered martyrdom under Roman perse-
cution. As Peter Brown has shown, the rise of the
cult of the saints is a precise measure of the chang-
ing relationship between the living and the dead in
late antiquity and the early medieval West. The
saints formed a special group, present to both the
living and the dead and mediating between and
among them. The faithful looked to them as
friends and patrons, and as advocates at earthly
and heavenly courts. Moreover, the shrines of the
saints brought people to live and worship in the
cemeteries outside the city walls. Eventually, the
dead even appeared inside the walls, first as saints’
relics, and then in the bodies of those who wished

164

to be buried near them. Ancient prohibitions
against intramural burials slowly lost their force. In
the second half of the first millennium, graves
began to cluster around both urban and rural
churches. Essentially complete by the year 1000,
this process configured the landscape of Western
Christendom in ways that survive until the present
day. The living and the dead formed a single com-
munity and shared a common space. The dead, as
Patrick Geary has put it, became simply another
“age group” in medieval society.

Emergence of a Completely Developed
Death Ritual in the Medieval Latin Church

However close the living and dead might be, it was
still necessary to pass from one group to the other,
and early medieval Christians were no less inven-
tive in facilitating that passage. The centuries from
500 to 1000 saw the emergence of a fully devel-
oped ritual process around death, burial, and the
incorporation of souls into the otherworld that
became a standard for Christian Europeans until the
Reformation, and for Catholics until the very near
present. The multitude of Christian kingdoms that
emerged in the West as the Roman Empire declined
fostered the development of local churches. In the
sixth, seventh, and eighth centuries, these churches
developed distinctive ritual responses to death and
dying. In southern Gaul, Bishop Caesarius of Arles
(503-543) urged the sick to seek ritual anointing
from priests rather than magicians and folk healers
and authored some of the most enduring of the
prayers that accompanied death and burial in
medieval Christianity. Pope Gregory the Great
(590-604) first promoted the practice of offering the
mass as an aid to souls in the afterlife, thus estab-
lishing the basis for a system of suffrages for the
dead. In seventh-century Spain, the Visigothic
Church developed an elaborate rite of deathbed
penance. This ritual, which purified and trans-
formed the body and soul of the dying, was so
powerful that anyone who subsequently recovered
was required to retire into a monastery for life.
Under the influence of Mosaic law, Irish priests
avoided contact with corpses. Perhaps as a conse-
quence, they transformed the practice of anointing
the sick into a rite of preparation for death, laying
the groundwork for the sacrament of extreme unc-
tion. In the eighth century, Irish and Anglo-Saxon
missionary monks began to contract with one
another for prayers and masses after death.



All of these developments came into contact in
the later eighth and ninth centuries under the
Carolingian kings and emperors, especially Charle-
magne (769-814), but also his father Pepin and his
son Louis. Together they unified western Europe
more successfully around shared rituals than com-
mon political structures. The rhetoric of their
reforms favored Roman traditions, and they suc-
ceeded in making the Mass and certain elements of
clerical and monastic culture, like chant, conform
to Roman practice whether real or imagined. When
it came to death and dying, however, Rome pro-
vided only one piece of the Carolingian ritual syn-
thesis: the old Roman death ritual. Whether or not
it was in use in Rome at the time, its triumphant
psalmody and salvation theology struck a chord in
a church supported by powerful and pious men
who saw themselves as heirs to the kings of Israel
and the Christian emperors of Rome. Other ele-
ments of their rituals had other sources. Carolin-
gian rituals were deeply penitential, not just be-
cause of Augustine, but also because, in the
rough-and-tumble world of the eighth and ninth
centuries, even monks and priests were anxious
about making it into heaven. Although reformers,
following Caesarius of Arles, promoted the anoint-
ing of the sick on the grounds that there was no
scriptural basis for anointing the dying, deathbed
anointing came into general use, often via Irish
texts and traditions. Carolingian rituals also drew
liberally on the prayers of Caesarius of Arles and
other fathers of the old Gallican and Visigothic
churches.

The ritual experts of the Carolingian age did
not just adapt older rites and provide a setting for
their synthesis, however; they made their own con-
tributions as well. In his classic 1908 study on rit-
ual, the anthropologist Arnold van Gennep was
surprised by the lack of elaboration of the first
phase of death rites in the ethnographic reports he
studied. People generally ritualized burial and
commemoration, but gave little attention to the
dying. Unlike other rites of passage, few rituals
prepared people for death. Familiarity with Euro-
pean Christian traditions may be the source of van
Gennep’s surprise, for well-developed preliminal
rites are one of their most characteristic features.
Around the year 800 certain clerical communities
introduced a ritual for the death agony. To aid the
dying through the struggle of the soul’s exit from
the body, the community chanted the names of the
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denizens of paradise. Rhythmically calling on the
Trinity, Mary, the angels, the prophets and patri-
archs, the martyrs and confessors, and all living
holy men and women, they wove a web of sung
prayer to aid the soul’s passing. This practice
quickly became part of a common tradition that
also included rites of penance, absolution, anoint-
ing, and communion, each of which helped cut
the ties that bound the dying to this world, ritually
preparing them for entry into paradise.

Like most human groups, Christians had
always used rites of transition to allay the dangers
of the liminal period after death before the corpse
was safely buried and the soul set on its journey to
the otherworld. The same was true of post-liminal
rites of incorporation, which accompanied the
body into the earth, the soul into the otherworld,
and the mourners back into normal society. But
medieval Christians placed the ritual commemora-
tion of the dead at the very center of social life.
Between 760 and 762, a group of churchmen at the
Carolingian royal villa of Attigny committed them-
selves to mutual commemoration after death. Not
long afterward, monastic congregations began to
make similar arrangements with other houses and
with members of secular society. They also began
to record the names of participants in books,
which grew to include as many as 40,000 entries.
When alms for the poor were added to the psalms
and masses sung for the dead, the final piece was
in place in a complex system of exchange that
became one of the fundamental features of
medieval Latin Christendom. Cloistered men and
women, themselves “dead to this world,” mediated
these exchanges. They accepted gifts to the poor
(among whom they included themselves) in
exchange for prayers for the souls of the givers
and their dead relatives. They may have acted
more out of anxiety than out of confidence in the
face of death, as the scholar Arno Borst has
argued, but whatever their motivations, their
actions, like the actions of the saints, helped bind
together the community of the living and the dead.

The Carolingian reformers hoped to create
community through shared ritual, but communities
shaped ritual as much as ritual shaped communi-
ties, and the synthesis that resulted from their activ-
ities reflected not just their official stance but all the
myriad traditions of the local churches that flowed
into their vast realm. By the end of the ninth cen-
tury a ritual process had emerged that blended the
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triumphant psalmody of the old Roman rites with
the concern for penance and purification of the
early medieval world. A rite of passage that coor-
dinated and accompanied every stage of the tran-
sition from this community to the next, it perfectly
complemented the social and architectural land-
scape. Taken up by the reform movements of the
tenth and eleventh centuries, this ritual complex
reached its most developed form at the Burgun-
dian monastery of Cluny. At Cluny, the desire to
have the whole community present at the death of
each of its members was so great that infirmary
servants were specially trained to recognize the
signs of approaching death.

The Modern Age

Christian death rituals changed in the transition to
modernity, historians like Philippe Aries and David
Stannard have detailed in their various works. But
while Protestants stripped away many of their
characteristic features, Catholics kept them essen-
tially the same, at least until the Second Vatican
Council (1962-1965). Like the Carolingian reform-
ers, the fathers of Vatican II moved to restrict ritual
anointing to the sick, but they may be no more
successful in the long run, for the symbolic power
of anointing as a rite of preparation for death
seems hard to resist. And while the secularization
of society since the 1700s has eroded the influence
of Christian death rites in Western culture, nothing
has quite taken their place. Modern science and
medicine have taught humankind a great deal
about death, and about how to treat the sick and
the dying, but they have been unable to give death
the kind of meaning that it had for medieval Chris-
tians. For many people living in the twenty-first
century death is a wall against which the self is
obliterated. For medieval Christians it was a mem-
brane linking two communities and two worlds. In
particular, Christian rites of preparation for death
offered the dying the solace of ritual and commu-
nity at the most difficult moment in their lives.

Reconnecting with the Past

The Chalice of Repose Project at St. Patrick Hospi-
tal in Missoula, Montana, is applying ancient
knowledge to twenty-first-century end-of-life care.
Inspired in part by the medieval death rituals of
Cluny, the Chalice Project trains professional music
thanatologists to serve the physical, emotional, and
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spiritual needs of the dying with sung prayer. With
harp and voice, these “contemplative musicians”
ease the pain of death with sacred music—for the
dying, but also for their families and friends and
for the nurses and doctors who care for them.
While anchored in the Catholic tradition, music
thanatologists seek to make each death a blessed
event regardless of the religious background of the
dying person. Working with palliative physicians
and nurses, they offer prescriptive music as an
alternative therapy in end-of-life care. The Chalice
of Repose is a model of how the past can infuse
the present with new possibilities.

See also: ARS MORIENDI; CHARON AND THE RIVER STYX;
JESUS; RITES OF PASSAGE
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FREDERICK S. PAXTON

CIVIL WAR, U.S.

Between the years 1861 and 1865, the United States
engaged in a civil war, one of the most significant
military confrontations in the young republic’s
life. The conflict dramatically altered the course of
American society, eradicating the institution of slav-
ery from the land and accelerating a number of
social, economic, and political trends originating in
other regions of the country. It also made lasting
cultural impressions across imaginative and mate-
rial American landscapes, including the gradual
growth of a complex tourist industry built upon
memory, patriotism, and consumerism, and the
immediate expression of a deeply rooted, though
politically sensitive, religious attachment to a dis-
tinctly southern way of life.

The Civil War, however, was a major turning
point in American history for another reason as
well: it transformed attitudes toward death and
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practices surrounding the corpse in the United
States. While antebellum America demonstrated
marked preoccupations with the reality of death in
literature, material culture, religion, diaries and let-
ters, and early medicine, the war led to the
extreme escalation of certain tendencies emerging
on the social scene, as well as to the production of
entirely new views on death and the dead. The
incredible numbers of young men who died during
the war, the problems associated with disposal of
their bodies, and the rhetorical and symbolic
efforts to make sense of the lives lost had profound
consequences for American sensibilities and insti-
tutional structures.

The Presence of Death

During the war years, death was a pervasive ele-
ment of social life in both the northern and south-
ern sections of the country. Up until the war,
Americans were quite familiar with the presence of
death, intimate with its consequences in their own
homes and local communities. Some estimates sug-
gest that in the North, where more accurate re-
cords of the period are available, the crude death
rate in the antebellum period was around 15 per
1,000 in rural areas, and between 20 and 40 per
1,000 in more populated cities. Most people lived
into their late thirties if they survived the exceed-
ingly dangerous early years of life. Chances of
dying in childhood were also quite high, according
to many studies. Infant mortality hovered around
200 per 1,000 live births, and roughly 10 percent of
individuals between one year and twenty-one
years died from a wide range of causes.

Despite this close and personal awareness of
human mortality, Americans during the Civil War
had a radically different set of experiences with
death than previously. First and foremost, this con-
flict produced more deaths than any other war in
U.S. history. The total number of deaths for both
the North and the South, in the four-year period,
was over 600,000. World War II is the only other
major conflict that comes close to this number,
when over 400,000 individuals died in battles
across the ocean.

More demographic information is available for
the Northern armies than for the Confederacy,
which did not have the resources to keep accurate
records on soldiers. According to some historians,
roughly one out of sixteen white males in the North
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between the ages of sixteen and forty-three lost his
life during the war. Even more astonishing than the
overall mortality rates for the entire conflict are the
number for particular battles: During the three-day
battle at Gettysburg, for example, 3,155 Union sol-
diers died; at Antietam, during one day of fighting,
the Union lost over 2,000 young men.

The carnage left on these and other sites, for
both sides, boggles the mind, and must have been
overwhelming to Americans viewing photographs,
visiting battlefields, or reading detailed accounts in
newspapers. Another significant difference between
this war and other wars after the Revolution is the
proximity of the battles to American communities.
The Civil War not only took place on American soil,
it pitted neighbor against neighbor, family against
family, countrymen against countrymen.

More threatening to American soldiers during
the war than mortal wounds on the battlefield was
the presence of disease and infection, which had
the potential to seriously reduce the number of
fighters on both sides. Nearly twice as many men
died as a result of poor health in camps and hos-
pitals than from wounds inflicted during combat.
What did soldiers die from? Afflictions such as diar-
rhea, malaria, smallpox, typhoid fever, pneumonia,
and measles wiped out large numbers of men on
both sides of the conflict. The deadly power of dis-
ease swept through the ranks because of the
incredibly poor conditions in camps, resulting from
inadequate shelter, contaminated water supplies,
unhealthy diet, and a limited knowledge about
proper sanitation and safe hygienic practices. As
the war progressed, the Union forces worked espe-
cially hard to improve the living conditions of sol-
diers and patients—death became an urgent public
health issue that could be combated with sound,
rational decisions about such simple things as
clean water, healthy food, and adequate sanitation.

Under wartime conditions, Americans in gen-
eral, and soldiers in particular, acquired a unique
familiarity with human mortality. Regardless of the
formidable presence of death in life during the
antebellum years, the Civil War posed a series of
new challenges for those affected by the carnage—
which is to say nearly every American at the time—
and produced new attitudes that reflected distinct
modifications in how these Americans made sense
of death and disposed of their dead. In the midst of
war, unorthodox views on death and the dead
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body emerged out of the entirely unparalleled
experience with human violence, suffering, and
mortality in U.S. history. On the other hand, some
perspectives demonstrated a degree of continuity
with more traditional views on the meaning of
death, and reinforced deeply rooted religious sen-
sibilities circulating before the onset of the conflict.

Disposing of the Dead

The Civil War forced Americans to reconsider what
counts as appropriate treatment of the dead, as
well as to reconceptualize the symbolic meanings
of the dead body. The confrontation, with brutally
slaughtered masses of bodies or hopelessly dis-
eased soldiers dying in hospitals or camps, upset
conventional patterns of disposal, as well as estab-
lished attitudes about communal duties, religious
rituals, and personal respect in the face of death.
What counted as proper and appropriate action to
usher the dead from the land of the living in an
earlier time often proved impossible during the
conflict, though in some cases efforts were made
to treat the dead with a dignity that evoked prewar
sensibilities.

In both the Union and Confederate armies, sol-
diers attempted to provide some kind of burial for
fallen comrades who perished during a battle, even
if this meant simply covering bodies with dirt, or
placing the dead in common graves. The details of
burial depended on a variety of circumstances,
including which side won a particular battle, and
which unit was assigned burial duty. Victors had
the luxury of attending to their own dead with
more care and attention, if time permitted. On the
other hand, the losing side had to retreat from the
battlefield, which meant leaving the fate of the
dead and wounded to the winning side, who
treated them as most enemies are treated, with
indifference and disrespect.

If the Union forces controlled the field after a
fight, for example, the dead were often buried
without ceremony somewhere on or near the site,
either individually in separate graves or collectively
in common graves. In many cases, those assigned
to burial duty—often African Americans, who per-
formed a variety of noxious duties for the Union
army—Ileft the dead in their uniforms or placed a
blanket around them before interment. If such
resources as pine coffins or burial containers were
available, and time permitted, soldiers would be



placed in them before being put in the ground, a
procedure that rarely occurred in the early years of
the war. Many soldiers on both sides expressed a
great deal of fear that their bodies would be left to
the enemy, which was understood as a fate worse
than death.

The federal government and Union soldiers
themselves tried to ensure that bodies were identi-
fied with at least a name, a desire that led some
soldiers to go into battle with their names and
positions pinned onto their uniform (foreshadow-
ing the popular use of dog tags in subsequent
wars). Again, when time allowed and when burial
units were available, Union forces made an effort
to avoid anonymous burial, identify graves, and
keep records of who died during a battle, an effort
that grew increasingly more sophisticated as the
war dragged on.

In contrast to the lack of ceremony surround-
ing the disposition of the dead on or near fields of
battle, conditions in Union camps and hospitals
allowed for more conventional burial practices that
maintained older traditions. Reasons for this differ-
ence had nothing to do with smaller numbers of
dying soldiers in these settings. More men died
from disease than wounds inflicted in battle, so
there were ample corpses in these locations.
Camps and hospitals simply had more resources,
personnel, and time to take care of these matters.
Many also had space singled out for use as ceme-
teries, which provided a readily available and
organized location for disposal.

General hospitals in larger towns seemed to
be settings where more formal funeral observances
could be carried out, especially for the Union. In
addition to the presence of hospital nurses in these
locations, members of the Sanitary Commission
and the Christian Commission made burial of the
dead more humane, respectful, and ritually satis-
fying. According to some firsthand accounts of
Union hospitals in Virginia and elsewhere, the
dead were given proper burials, which included
religious services, the use of a coffin, a military
escort from the hospital, the firing of arms, and an
individual headboard with information about the
deceased.

Regimental hospitals much closer to battlefields,
on the other hand, could not offer the kind of atten-
tion that larger hospitals provided the dead. De-
scriptions of death and dying in these locations can
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be found in a number of soldiers’ letters and diaries,
anticipating the shifting scenery of expiration from
home to hospital. The presence of corpses, as well
as other reminders of human mortality like piles of
amputated limbs, did not evoke images of order
and solemnity. Instead, death and burial had many
of the same characteristics as found on fields of bat-
tle, though a rudimentary graveyard next to these
hospitals allowed for a slightly more organized
space for disposing of remains.

In addition to hospitals and battlefields,
another location where Civil War dead could be
buried included prisons. According to one account
of prison burials by a Union soldier incarcerated in
Georgia’s Andersonville Prison, treatment of the
dead followed a fairly regimented set of proce-
dures. These procedures included pinning the
name of the deceased on his shirt, transportation to
the prison “dead-house,” placement on a wagon
with twenty to thirty other bodies, and then trans-
feral to the cemetery, where a superintendent
overseeing the burial ground would assume re-
sponsibilities for ensuring as adequate a burial as
possible. Dead prisoners were placed in trenches,
usually without any covering, and buried under
prison dirt. The location of each body was then
marked with a stake at the head identifying the
soldier and the date of death.

For family members and friends in the North,
the prospect of loved ones dying far away from
home, and being interred in what most considered
to be profane Southern soil, led to a great deal of
anguish and outrage. Indeed, many Northerners
were deeply disturbed by this prospect because it
upset normal social scripts ingrained in American
culture when a family experienced a death. In nor-
mal times, death occurred in the home, people had
a chance to view the body before it disappeared
forever, and burial took place in a familiar space,
which usually included previously deceased family
members and neighbors. These were not normal
times for sure, so some families, particularly the
more affluent families in the North, would do
whatever they could to bring the body of a loved
family member’s home, either by making the trip
south on their own, or paying someone to locate,
retrieve, and ship the body north.

As a result of these desires—to maintain famil-
ial control over the final resting place and, if pos-
sible, to have one last look before the body
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Union soldiers prepare to bury dead soldiers that are
underneath tarps. Excluding the Vietnam War, Civil War

deaths nearly equaled the number of deaths in all other
wars in U.S. bistory combined. LIBRARY OF CONGRESS

vanished—a new form of treating the dead
appeared on the social scene, and paved the way
for the birth of an entirely modern funeral industry.
Undertakers who contracted with Northern fami-
lies began to experiment with innovative means to
preserve bodies that had to be shipped long dis-
tances on train cars, often during the hot summer
months. The revolutionary practice that emerged in
this context, embalming, provided both the mili-
tary and Northern communities with a scientific,
sanitary, and sensible way to move bodies across
the land.

Making Sense of Death

In peaceful times, death is often experienced as a
painful, disruptive, and confusing moment that
requires individuals to draw on strongly held reli-
gious convictions about the meaning of life, the
fate of the soul, and the stability of an ordered cos-
mos. During war, when individuals are called to
sacrifice their lives for the good of the nation and
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prepare for an early, violent end, the religion of
nationalism makes a distinctive mark on meaning-
making efforts circulating throughout public cul-
ture. Indeed, the religion of nationalism becomes
an integral frame of reference when war breaks
out, setting earthly, political conflicts in a cosmic
realm of ultimate good battling ultimate evil. In the
Civil War, two conflicting visions of American
national life came into sharp relief against the back-
drop of fields of bloodied bodies and widespread
social anguish over the loss of sons, brothers,
fathers, and husbands fighting for God and country.

Both Northerners and the Southerners believed
God was on their side, and the nation envisioned
by each a fulfillment of distinctive Christian com-
mitments and values. Indeed, the blood of martyrs
dying in the fight over slavery, and their sacrifices
for the preservation of a sacred moral order
ordained by God, had curative powers in the mind
of many leading figures precisely because the
nationalist ideologies of each side relied on Christ-
ian imagery and doctrine to justify killing, and
being killed, in the service of a higher good.
Although certain dead heroic figures had been inti-
mately linked to the destiny of the nation from the
Revolutionary War to the attack on Fort Sumter, the
U.S. Civil War dramatically altered that linkage, and
established a context for imagining innovative ways
of making sense of death in American culture.

One concrete example of this innovation was
the creation of military cemeteries, a new form of
sacred space that gave material expression to reli-
gious sensibilities tied to both Christianity and
nationalism. First established during the war by the
federal government, military cemeteries gave order
to death by placing bodies of fallen soldiers in a
tidy, permanent, and sacrosanct space that glori-
fied both the war effort and the Christian virtues
associated with it. In the midst of the war and in
the immediate aftermath these cemeteries made
profoundly political statements about Northern
power, resources, and determination.

After Congress approved the purchase of land
by the government in 1862, twelve new cemeteries
located on or near major battlefields, Union camps
and hospitals, and other military sites were author-
ized. Most of them, including Robert E. Lee’s estate
near the Potomac, were on Southern soil, thereby
enhancing the political and sacral weight of each.



President Abraham Lincoln articulated the essential
meanings undergirding these cemeteries during his
dedication speech at Gettysburg. Here Lincoln
transformed the bloodied ground and buried life-
less bodies into the rich symbolic soil nourishing
Union ideology and American traditions. In the
brief speech, Lincoln successfully integrated the
fallen soldiers into American mythology, giving
them a permanent, holy spot in the physical land-
scape and assigning them a pivotal, transcendent
role in the unfolding of American history. He also
gave voice to the incalculable national debt living
American citizens owed to the dead.

After the war, the victorious federal govern-
ment began to ensure that as many Union soldiers
as possible were identified and interred in the
sacred space of national cemeteries. One of the
first postwar national cemeteries was established
on the grounds of Andersonville, a site that held
profound symbolic meaning for Northerners who,
by the end of the war, were outraged by the treat-
ment of federal soldiers there. More than sixty
cemeteries owned and operated by the govern-
ment appeared across the North and South, and
within the next decade nearly 300,000 bodies were
reinterred. Trumpeting republican values and
Christian morality, these cemeteries provided
American citizens with an accessible space—in
time, many became popular tourist destinations—
that imposed a victorious national identity and pro-
moted collective revitalization.

Northern and Southern leaders also gave
meaning to the war dead through public pro-
nouncements, in religious services, and by glorify-
ing individual stories of heroism and sacrifice dur-
ing and after the conflict. Unprecedented levels
of social grief and mourning throughout Ameri-
can communities required extraordinary efforts at
meaning-making that spoke to the profound emo-
tional pain of individual citizens as well as created
a shared sense of loss that could only be overcome
through ultimate victory.

Many saw the battle in apocalyptic terms, with
the very salvation of American society, and indeed
the entire world, at stake. Millennial notions about
the impending return of Christ, the role of the
nation in this momentous event, and the demoniza-
tion of the enemy transformed the blood of fallen
soldiers into a potent source of social regeneration
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that would eventually purify the sins of the nation.
Leaders on both sides, for example, publicly
encouraged citizens to keep the cosmic implications
of the war in mind, rather than stay focused on the
tragedy of individual deaths on the battlefield. In
this rhetorical context, mass death became mean-
ingful because it forcefully brought home a critical
realization about the life and destiny of the nation:
It occasionally requires the blood of its citizens to
fertilize the life-sustaining spirit of patriotism.

On the other hand, however, Northerners com-
mitted to democratic ideals and individual rights
also took great pains to glorify, and sentimentalize,
the deaths of certain soldiers who embodied at the
time of their death national virtues like courage in
the face of injustice, spiritual preparedness with an
eye toward heavenly rewards, and concern about
stability at home with one foot in the grave.
Numerous accounts of individuals dying a heroic
death on the battlefield or in hospitals were
anchored with abundantly rich symbol systems
relating to Jesus Christ, America, and home.
Indeed, whether death became meaningful in col-
lective or personal terms, a reinterpretation of what
it meant to die triumphantly and heroically took
place over the course of the war, and was animated
by one, two, or all three of these symbolic systems.

Both Northerners and Southerners kept certain
deaths in mind and used them as a symbolic and
inspirational resource throughout the fighting. For
the Confederacy, one of the critical figures in the
pantheon of heroic leaders was Stonewall Jackson.
A paragon of Christian virtue and piety, Southern
honor and pride, Jackson died after being acciden-
tally wounded by one of his own men at the battle
of Chancellorsville in 1863. The example of his
death, with a chaplain close at hand, his wife
singing hymns, and a calm, peaceful demeanor dur-
ing his last hours, aroused many downhearted Con-
federates and, in time, attained mythological stand-
ing in Southern culture. After the war, Jackson,
along with other venerated Southern heroes who
eventually passed on like Robert E. Lee and Jeffer-
son Davis, played an important role in the creation
of a cultural system of meaning that transformed
defeat into the basis for a regionally distinctive
southern identity. The southern historian Charles
Reagan Wilson argues that this identity embodies a
peculiar religious system, the religion of the Lost
Cause. This cultural religion, still vital and strong in
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the twenty-first century, can be characterized as a
cult of the dead since much of its mythological and
ritual dimensions focus on deceased Southern mar-
tyrs who died during the war.

While many responses to the Civil War con-
veyed a belief in the regenerative powers of vio-
lent death, and that redemption of both the indi-
vidual and society followed in the wake of mass
sacrifices by young men, some grew hardened to
the savagery and suffering taking place on Ameri-
can soil. For these people, including soldiers them-
selves who witnessed fighting firsthand, the mean-
ing of death had nothing to do with religious
notions like regeneration or redemption. Rather
than being swept away by the emotional reso-
nance of responses that glorified the dead and
focused on the life of the spirit, certain individuals
grew more and more disenchanted with the sym-
bolism of death. Soldiers on the battlefield, military
and political leaders guiding the troops, and citi-
zens back home reading eyewitness accounts or
seeing visual depictions of the fighting assumed a
more pragmatic, disengaged posture, and became
indifferent to scenes of human carnage and the
deaths of individual men. The question first raised
by these attitudes—Does overexposure to death
and violence lead to desensitization’—continues to
plague twenty-first-century American society.

Advances in Weaponry

Finally, one of the more long-lasting social changes
associated with American experiences in the Civil
War has to do with the emergence of a particularly
strong cultural and political obsession with guns.
During the war, technological advances in weap-
onry, and the wide distribution of rifles and pistols
among the male population, transformed the way
Americans related to their guns. After the war, a
gun culture took shape that to this day remains
anchored by both the mythic and social power of
owning a weapon, threatening to use it in the face
of perceived danger (a danger often understood as
jeopardizing the three symbol systems mentioned
earlier, Christian virtues, national security, or more
commonly, home life), and using it as an expres-
sion of power. This fascination with guns, coupled
with an ingrained historical tendency to experience
violence as a form of social and religious regener-
ation, has contributed to making violent death in
America a common feature of daily life.
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COMMUNICATION
WITH THE DEAD

Distant communication has been transformed since
ancient times. People can bridge the distance
between absent loved ones by picking up a cellu-
lar phone, sending e-mail, or boarding a jet that
quickly eradicates physical distance. Nevertheless,
technology has not improved communication when
it is death that separates individuals. The rich and
varied history of attempts to communicate with its
tantalizing melange of fact and history continues
into the present day.
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Attracting and Cherishing the Dead

John Dee fascinated Queen Elizabeth in the middle
of the sixteenth century when he provided valu-
able service to the Crown as a navigational con-
sultant, mathematician, and secret agent. What
especially piqued the Queen’s interest, though,
was Dee’s mirror. It was an Aztec mirror that had
fallen into his hands—along with its story. Sup-
posedly one could see visions by gazing into the
mirror in a receptive state of mind. The Queen was
among those who believed she had seen a
departed friend in Dee’s mirror.

Some claim that the dead choose to communi-
cate with the living and the living can also reach
out to them by using special techniques and ritu-
als. These propositions have been accepted by
many people since ancient times. Greek religious
cults and the Aztecs both discovered the value of
reflective surfaces for this purpose.

Raymond A. Moody, best known for his pio-
neering work on near-death experiences, literally
unearthed the ancient tradition when he visited the
ruins of a temple known as the Oracle of the Dead.
There, on a remote and sacred hilltop in Heraclea,
priests could arrange for encounters between the
living and the dead. Moody recounts his visit:

The roof of the structure is gone, leaving
exposed the maze of corridors and rooms
that apparition seekers wandered through
while waiting to venture into the appari-
tion chamber. . . . I tried to imagine what
this place would have been like two thou-
sand years ago when it was dark as a cave
and filled with a kind of eerie anticipation.
What did the people think and feel during
the weeks they were in here? Even though
I like to be alone, my mind boggled at the
thought of such lengthy and total sensory
deprivation. (Moody 1992, p. 88)

The apparition chamber was the largest room.
It was also probably the most majestic and impres-
sive room the visitors had ever seen. After weeks
in the dark, they were now bathed in light. Can-
dles flickered against the walls as priests led them
toward the centerpiece, a cauldron whose highly
polished metal surface glittered and gleamed with
reflections. With priestly guidance, the seekers
gazed at the mirrored surface and the dead
appeared—or did they? No one knows what their
eyes beheld. This ritual was persuasive enough,
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though, that it continued until the temple was
destroyed by the conquering Romans. It is reason-
able to suppose that some of the living did have
profoundly stirring experiences, for they believed
themselves to be in contact with loved ones who
had crossed to the other side. Dee’s Aztec mirror
may also have been the stimulus for visions in
sixteenth-century England. People thought they
were seeing something or somebody.

The crystal ball eventually emerged as the pre-
ferred intermediary object. Not everybody was
adept. Scryers had the knack of peering into the
mystical sphere where they could sometimes see
the past and the future, the living and the dead.
Meanwhile, in jungle compounds thousands of
miles away, there were others who could invoke
the dead more directly—through the skull. Bones
survived decomposition while flesh rotted away.
The skull was, literally, the crowning glory of all
bones and therefore embodied a physical link with
the spirit of the deceased. It was a treasure to own
a hut filled with the skulls of ancestors and per-
haps of distinguished members of other tribes. The
dead were there all the time and could be called
upon for their wisdom and power when the occa-
sion demanded.

Moody attempted to bring the psychomanteum
(oracle of the dead) practice into modern times. He
created a domestic-sized apparition chamber in his
home. He allegedly experienced reunions (some
of them unexpected) with his own deceased fam-
ily members and subsequently invited others to do
the same. Moody believed that meeting the dead
had the potential for healing. The living and the
dead have a second chance to resolve tensions and
misunderstandings in their relationship. Not sur-
prisingly, people have responded to these reports
as wish-fulfillment illusions and outright hallucina-
tions, depending on their own belief systems and
criteria for evidence.

Prayer, Sacrifice, and Conversation

Worship often takes the form of prayer and may be
augmented by either physical or symbolic sacrifice.
The prayer messages (e.g., “help our people”) and
the heavy sacrifices are usually intended for the
gods. Many prayers, though, are messages to the
dead. Ancestor worship is a vital feature of Yoruba
society, and Shintoism, in its various forms, is
organized around behavior toward the dead.
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Zoroastrianism, a major religion that arose in the
Middle East, has been especially considerate of the
dead. Sacrifices are offered every day for a month
on behalf of the deceased, and food offerings are
given for thirty years. Prayers go with the deceased
person to urge that divine judgment be favorable.
There are also annual holidays during which the
dead revisit their homes, much like the Mexican
Days of the Dead. It is during the Fravardegan hol-
idays that the spirits of the dead reciprocate for the
prayers that have been said on their behalf; they
bless the living and thereby promote health, fertil-
ity, and success. In one way or another, many
other world cultures have also looked for favorable
responses from the honored dead.

Western monotheistic religions generally have
discouraged worship of the dead as a pagan prac-
tice; they teach that only God should be the object
of veneration. Despite these objections, cults devel-
oped around mortals regarded as touched by divine
grace. The Catholic Church has taken pains to eval-
uate the credentials for sainthood and, in so doing,
has rejected many candidates. Nevertheless, Marist
worship has long moved beyond cult status as sor-
rowing and desperate women have sought comfort
by speaking to the Virgin Mary. God may seem too
remote or forbidding to some of the faithful, or a
woman might simply feel that another woman
would have more compassion for her suffering.

Christian dogma was a work in progress for
several centuries. By the fourth century it was
decided that the dead could use support from the
living until God renders his final judgment. The
doctrine of purgatory was subsequently accepted
by the church. Masses for the dead became an
important part of Christian music. The Gregorian
chant and subsequent styles of music helped to
carry the fervent words both to God and the dead
who awaited his judgment.

Throughout the world, much communication
intended for the dead occurs in a more private
way. Some people bring flowers to the graveside
and not only tell the deceased how much they miss
them, but also share current events with them. Sur-
viving family members speak their hearts to pho-
tographs of their deceased loved ones even though
the conversation is necessarily one-sided. For
example, a motorist notices a field of bright-eyed
daisies and sends a thought-message to an old
friend: “Do you see that, George? I'll bet you can!”



Mediums and Spiritualism

People often find comfort in offering prayers or
personal messages to those who have been lost to
death. Do the dead hear them? And can the dead
find a way to respond? These questions came to
the fore during the peak of Spiritualism.

Technology and science were rapidly trans-
forming Western society by the middle of the
nineteenth century. These advances produced an
anything-is-possible mindset. Inventors Thomas
Edison (incandescent light bulb) and Guglielmo
Marconi (radio) were among the innovators who
more than toyed with the idea that they could
develop a device to communicate with the dead.
Traditional ideas and practices were dropping by
the wayside, though not without a struggle. It was
just as industrialization was starting to run up its
score that an old idea appeared in a new guise:
One can communicate with the spirits of the dead
no matter what scientists and authorities might say.
There was an urgency about this quest. Belief in a
congenial afterlife was one of the core assumptions
that had become jeopardized by science (although
some eminent researchers remained on the side of
the angels). Contact from a deceased family mem-
ber or friend would be quite reassuring.

Those who claimed to have the power for
arranging these contacts were soon known as
mediums. Like the communication technology of
the twenty-first century, mediumship had its share
of glitches and disappointments. The spirits were
not always willing or able to visit the séances
(French for “a sitting”). The presence of even one
skeptic in the group could break the receptive
mood necessary to encourage spirit visitation.
Mediums who were proficient in luring the dead to
their darkened chambers could make a good living
by so doing while at the same time providing
excitement and comfort to those gathered.

Fascination with spirit contacts swept through
much of the world, becoming ever more influential
as aristocrats, royalty, and celebrities from all walks
of life took up the diversion. The impetus for this
movement, though, came from a humble rural
American source. The Fox family had moved into
a modest home in the small upstate New York
town of Hydesville. Life there settled into a simple
and predictable routine. This situation was too bor-
ing for the young Fox daughters, Margaretta and

175

COMMUNICATION WITH THE DEAD

Kate. Fortunately, things livened up considerably
when an invisible spirit, Mr. Splitfoot, made himself
known. This spirit communicated by rapping on
walls and tables. He was apparently a genial spirit
who welcomed company. Kate, for example,
would clap her hands and invite Mr. Splitfoot to do
likewise, and he invariably obliged.

The girls’ mother also welcomed the diversion
and joined in the spirit games. In her words:

I asked the noise to rap my different chil-
dren’s ages, successively. Instantly, each
one of my children’s ages was given cor-
rectly . . . until the seventh, at which a
longer pause was made, and then three
more emphatic raps were given, corre-
sponding to the age of the little one that
died, which was my youngest child. (Doyle
1926, vol. 1, pp. 61-65)

The mother was impressed. How could this
whatever-it-is know the ages of her children? She
invented a communication technique that was sub-
sequently used throughout the world in contacts
with the audible but invisible dead. She asked
Mr. Splitfoot to respond to a series of questions by
giving two raps for each “yes.” She employed this
technique systematically:

I ascertained . . . that it was a man, aged 31
years, that he had been murdered in this
house, and his remains were buried in the
cellar; that his family consisted of a wife
and five children . . . all living at the time
of his death, but that his wife had since
died. I asked: “Will you continue to rap if I
call my neighbors that they may hear it
too?” The raps were loud in the affirmative.
... (Doyle 1926, vol. 1, pp. 61-65)

And so started the movement known first as
Spiritism and later as Spiritualism as religious con-
notations were added. The neighbors were called
in and, for the most part, properly astounded.
Before long the Fox sisters had become a lucrative
touring show. They demonstrated their skills to
paying audiences both in small towns and large
cities and were usually well received. The girls
would ask Mr. Splitfoot to answer questions about
the postmortem well-being of people dear to mem-
bers of the audience. A few of their skeptics
included three professors from the University of
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Buffalo who concluded that Mr. Splitfoot’s rap-
pings were produced simply by the girls” ability to
flex their knee-joints with exceptional dexterity.
Other learned observers agreed. The New York
Herald published a letter by a relative of the Fox
family that also declared that the whole thing was
a hoax. P. T. Barnum, the great circus entrepre-
neur, brought the Fox girls to New York City,
where the large crowds were just as enthusiastic as
the small rural gatherings that had first witnessed
their performances.

Within a year or so of their New York appear-
ance, there were an estimated 40,000 Spiritualists
in that city alone. People interested in the new
Spiritism phenomena often formed themselves into
informal organizations known as “circles,” a term
perhaps derived from the popular “sewing circles”
of the time. Many of the Spiritualists in New York
City were associated with an estimated 300 circles.
Horace Greeley, editor of the New York Tribune,
and a former Supreme Court judge were among
the luminaries who had become supporters of the
movement. Mediums also helped to establish
a thriving market developed for communication
with the beyond. The movement spread rapidly
throughout North America and crossed the oceans,
where it soon enlisted both practitioners and
clients in abundance.

Table-rapping was supplemented and eventu-
ally replaced by other communication technolo-
gies. The Ouija board was wildly popular for many
years. This was a modern derivative of devices that
had been used to communicate with the dead
2,500 years ago in China and Greece. The new ver-
sion started as the planchette, a heart-shaped or
triangular, three-legged platform. While moving
the device over a piece of paper, one could pro-
duce graphic or textual messages. The belief was
that the person who operates the device really
does not have control over the messages, which is
up to the spirits.

The Ouija board was criticized by some as too
effective, and, therefore, dangerous. Believers in
the spirit world feared that evil entities would
respond to the summons, taking the place of the
dearly departed. Other critics warned that the
“manifestations” did not come from spirits of the
dead but rather had escaped from forbidden cor-
ners of the user’s own mind and could lead to psy-
chosis and suicide.
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Fraudulent Communication with the Dead

The quest to communicate with the dead soon
divided into two distinct but overlapping ap-
proaches. One approach consisted of earnest
efforts by people who either longed for contact
with their deceased loved ones or were curious
about the phenomena. The other approach con-
sisted of outright fraud and chicanery intended to
separate emotionally needy and gullible people
from their money. Examples of the latter were so
numerous that those searching for the truth of the
matter were often discouraged. At the same time
that modern investigative techniques were being
developed, such as those pioneered by Pinkerton
detective agency, there was also the emergence of
spirit sleuths who devoted themselves to exposing
the crooks while looking for any possible authen-
tic phenomena. The famed illusionist Harry Hou-
dini was among the most effective whistle-blowers
during the Spiritism movment. Calling upon his
technical knowledge in the art of deception, he
declared that astounding people with entertaining
illusions was very different from claiming super-
natural powers and falsely raising hopes about
spirit contact.

The long list of deceptive techniques included
both the simple and brazen, and the fairly elabo-
rate. Here are a few examples from spirit sleuth
John Mulholland:

e A match-box sized device was constructed to
provide a series of “yes” and “no” raps. All
the medium had to do was to ask a corre-
sponding series of questions.

A blank slate placed on one’s head in a dark-
ened room would mysteriously be written
upon by a spirit hand. The spirit was lent a
hand by a confederate behind a panel who
deftly substituted the blank slate for one with
a prewritten message.

Spirit hands would touch sitters at a séance
to lend palpable credibility to the proceed-
ings. Inflatable gloves were stock equipment
for mediums.

Other types of spirit touches occurred fre-
quently if the medium had but one hand or
foot free or, just as simply, a hidden confed-
erate. A jar of osphorized olive oil and skill-
ful suggestions constituted one of the easier
ways of producing apparitions in a dark
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Redesigned and renamed, the Ouija (combining the French oui and German ja for “yes”) was used by vast numbers of
people who hoped to receive messages from the beyond. BETTMANN/CORBIS

room. Sitters, self-selected for their receptiv-
ity to spirits, also did not seem to notice that
walking spirits looked a great deal like the
medium herself.

The growing popularity of photographers
encouraged many of the dead to return and
pose for their pictures. These apparitions
were created by a variety of means familiar
to and readily duplicated by professional
photographers.

One of the more ingenious techniques was
innovated by a woman often considered the most
convincing of mediums. Margery Crandon, the
wife of a Boston surgeon, was a bright, refined,
and likable woman who burgeoned into a cele-
brated medium. Having attracted the attention of
some of the best minds in the city, she sought new
ways to demonstrate the authenticity of spirit con-
tact. A high point was a session in which the spirit
of the deceased Walter not only appeared but also
left his fingerprints. This was unusually hard
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evidence—until spirit sleuths discovered that Wal-
ter’s prints were on file in a local dentist’s office
and could be easily stamped on various objects.
Unlike most other mediums, Margery seemed to
enjoy being investigated and did not appear to be
in it for the money.

Automatic writing exemplified the higher road
in attempted spirit communication. This is a disso-
ciated state of consciousness in which a person’s
writing hand seems to be at the service of some
unseen “Other.” The writing comes at a rapid
tempo and looks as though written by a different
hand. Many of the early occurrences were unex-
pected and therefore surprised the writer. It was
soon conjectured that these were messages from
the dead, and automatic writing then passed into
the repertoire of professional mediums. The writ-
ings ranged from personal letters to full-length
books. A century later, the spirits of Chopin and
other great composers dictated new compositions
to Rosemary Brown, a Londoner with limited skills
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at the piano. The unkind verdict was that death
had taken the luster off their genius. The writings
provided the basis for a new wave of investigations
and experiments into the possibility of authentic
communication with the dead. Some examples
convinced some people; others dismissed auto-
matic writing as an interesting but nonevidential
dissociative activity in which, literally, the left hand
did not know what the right hand was doing.

The cross-correspondence approach was stim-
ulated by automatic writing but led to more com-
plex and intensive investigations. The most ad-
vanced type of cross-correspondence is one in
which the message is incomplete until two or more
minds have worked together without ordinary
means of communication—and in which the mes-
sage itself could not have been formulated through
ordinary means of information exchange. One
of the most interesting cross-correspondence se-
quences involved Frederick W. H. Myers, a noted
scholar who had made systematic efforts to inves-
tigate the authenticity of communication with the
dead. Apparently he continued these efforts after
his death by sending highly specific but fragmen-
tary messages that could not be completed until
the recipients did their own scholarly research.
Myers also responded to questions with the knowl-
edge and wit for which he had been admired dur-
ing his life. Attempts have been made to explain
cross-correspondences terms of telepathy
among the living and to dismiss the phenomena
altogether as random and overinterpreted. A com-
puterized analysis of cross-correspondences might
at least make it possible to gain a better perspec-
tive on the phenomena.

in

The Decline of Spiritism

The heyday of Spiritism and mediums left much
wreckage and a heritage of distrust. It was difficult
to escape the conclusion that many people had
such a desire to believe that they suspended their
ordinary good judgment. A striking example oc-
curred when Kate Fox, in her old age, not only
announced herself to have been a fraud but also
demonstrated her repertoire of spirit rappings and
knockings to a sold-out audience in New York
City. The audience relished the performance but
remained convinced that Mr. Splitfoot was the real
thing. Mediumship, having declined considerably,
was back in business after World War I as families
grieved for lost fathers, sons, and brothers. The
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intensified need for communication brought forth
the service.

Another revival occurred when mediums,
again out of fashion, were replaced by channelers.
The process through which messages are con-
veyed and other associated phenomena have
much in common with traditional Spiritism. The
most striking difference is the case of past life
regression in which it is the individual’s own dead
selves who communicate. The case of Bridey Mur-
phy aroused widespread interest in past-life regres-
sion and channeling. Investigation of the claims for
Murphy and some other cases have resulted in
strong arguments against their validity.

There are still episodes of apparent contact
with the dead that remain open for wonder. One
striking example involves Eileen Garrett, “the skep-
tical medium” who was also a highly successful
executive. While attempting to establish communi-
cation with the recently deceased Sir Arthur Conan
Doyle, she and her companions were startled and
annoyed by an interruption from a person who
gave his name as “Flight Lieutenant H. Carmichael
Irwin.” This flight officer had died in the fiery crash
of dirigible R101. Garrett brought in an aviation
expert for a follow-up session with Irwin, who
described the causes of the crash in a degree of
detail that was confirmed when the disaster inves-
tigation was completed months later.

The Psychic Friends Network and television
programs devoted to “crossing over” enjoy a meas-
ure of popularity in the twenty-first century, long
after the popularity of the Spiritualism movement.
Examples such as these as well as a variety of per-
sonal experiences continue to keep alive the pos-
sibility of communication with the dead—and per-
haps possibility is all that most people have
needed from ancient times to the present.

See also: DAYS OF THE DEAD; GHOST DANCE; GHOSTS;
NEAR-DEATH EXPERIENCES; NECROMANCY;
SPIRITUALISM MOVEMENT; VIRGIN MARY, THE;

ZOROASTRIANISM

Bibliography

Barrett, William. Death-Bed Visions: The Psychical Experi-
ences of the Dying. 1926. Reprint, Northampshire,
England: Aquarian Press, 1986.

Bernstein, Morey. The Search for Bridey Muirphy. New
York: Pocket Books, 1965.



Brandon, Samuel George Frederick. The Judgment of the
Dead. New York: Charles Scribner’s Sons, 1967.

Covina, Gina. The Ouija Book. New York: Simon
& Schuster, 1979.

Douglas, Alfred. Extrasensory Powers: A Century of Psychi-
cal Research. Woodstock, NY: Overlook Press, 1977.

Doyle, Arthur Conan. The History of Spiritualism. 2 vols.
London: Cassell, 1926.

Garrett, Eileen J. Many Voices: The Autobiography of a
Medium. New York: G. P. Putnam’s Sons, 1968.

Hart, Hallan. The Enigma of Survival. Springfield, IL:
Charles C. Thomas, 1959.

Kastenbaum, Robert. Is There Life after Death? New York:
Prentice Hall Press, 1984.

Kurtz, Paul, ed. A Skeptic’s Handbook of Parapsychology.
Buffalo, NY: Prometheus Books, 1985.

Moody, Raymond A. “Family Reunions: Visionary Encoun-
ters with the Departed in a Modern Psychomanteum.”
Journal of Near-Death Studies 11 (1992):83-122.

Moody, Raymond A. Life After Life. Atlanta: Mockingbird
Books, 1975.

Myers, Frederick W. H. Human Personality and Its Sur-
vival of Death. 2 vols. 1903. Reprint, New York: Arno
Press, 1975.

Podmore, Frank. The Newer Spiritualism. 1910. Reprint,
New York: Arno, 1975.

Richet, Charles. Thirty Years of Psychical Research.
London: Collins, 1923.

Saltmarsh, Herbert Francis. Evidence of Personal Survival
Jfrom Cross Correspondences. 1938. Reprint, New
York: Arno, 1975.

Tietze, Thomas R. Margery. New York: Harper & Row,
1973.

ROBERT KASTENBAUM

COMMUNICATION
WITH THE DYING

Interpersonal communication regarding death,
dying, and bereavement has become an increas-
ingly important area in the field of thanatology,
wherein research has addressed the critical role of
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open family communication in facilitating the pos-
itive processing of a death loss. In the 1990s, atten-
tion started to be given to communicative issues
with reference to dying individuals, especially with
regard to the need for improved communication
between dying persons and their families, their
physicians, and their nurses.

For many people, the thought of dying evokes
as much or more fear and apprehension as does
the thought of death itself. Consequently, dis-
cussing the dying process, as well as thinking
about how one’s last days, weeks, and months
might be spent, can be very beneficial. Otherwise,
the process of dying becomes a forbidden topic. It
is in this context of fear, apprehension, and denial
that dying persons are often viewed as persons
whom one might feel sorry for, yet as individuals
whose very presence makes caretakers and family
members feel uneasy and whose feelings, atti-
tudes, and behaviors are hard to relate to. In this
light, it is not surprising that Sherwin Nuland wrote
the best-selling How We Die (1993) to “demystify”
the dying process.

Coincidentally, a focus on relief of symptoms
and increased attention to the patient’s and family’s
conception of a good quality of life has emerged in
medical care, particularly in the context of life-
threatening illness. For example, in “The Quest to
Die with Dignity,” a 1997 report published by
American Health Decisions, a nonprofit group,
people not only reported fears of dying “hooked to
machines,” but also did not feel that the health
care system supported their conception of a “good
death,” that is, a “natural” death in familiar sur-
roundings. Such findings were based on 36 focus
groups totaling nearly 400 people.

Furthermore, a study commissioned by Ameri-
cans for Better Care of the Dying reported that
most Americans view death as “awful,” and that
dying persons are often avoided and stigmatized
because of their condition. In 1987 the researchers
Peter Northouse and Laurel Northouse found that
61 percent of healthy individuals stated that they
would avoid cancer patients, and 52 percent of
dying persons believed that others generally
avoided them. Significantly, the project SUPPORT
(Study to Understand Prognoses and Preferences
for Outcomes and Risks for Treatment), which
studied 9,000 patients with life-threatening ill-
nesses in five teaching hospitals over a two-year
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period, reflects the difficulties patients have in
communicating with their physicians at the end of
life, where such persons’ wishes regarding end-of-
life care were largely ignored. Indeed, efforts to
improve communication by educating physicians
were not successful.

Why People Have Difficulty
Communicating with Dying Persons

Researchers have suggested several reasons for the
difficulty many individuals have in communicating
with dying persons: not wanting to face the reality
of one’s own death, not having the time to become
involved, and not feeling emotionally able to han-
dle the intensity of the situation. For some people,
the grief that they experience in anticipation of a
loved one’s death may help to explain their diffi-
culty in interacting with terminally ill individuals.
For others, dying may have “gone on too long,”
and thus the dying person experiences the pain of
being isolated from those whose love he or she
needs most. Likewise, loved ones’ beliefs about
whether they could have somehow prevented the
death or not may evoke more guilt in such per-
sons, causing them to avoid interacting with a
dying loved one.

Uneasiness in being with the dying can mani-
fest itself via outright avoidance, or in difficulty in
speaking or maintaining eye contact with such per-
sons. It can also be expressed in maintaining a
physical distance, uneasiness about touching the
dying person, or an inability or unwillingness to
listen. This may result in overconcern, hyperactiv-
ity, or manipulative, impersonal behavior (e.g.,
“Aren’t we looking good today!”), or changing the
subject. Significantly, this uneasiness is likely to be
perceived by those who are already sensitive to
being rejected because they are dying.

Efforts to measure fears about interacting with
dying persons have been reflected in the Commu-
nication Apprehension Regarding the Dying Scale
(CA-Dying), which operationalizes apprehension
related to such communicative issues as talking to
and making eye contact with a dying individual
and the level of perceived closeness to this person.
CA-Dying is independent of general communica-
tion apprehension, and positively related to overt
fears regarding one’s own death and another’s
dying, while negatively related to death acceptance
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and covert death fear. In 1986 and 1987, the cre-
ator of this scale, the psychologist Bert Hayslip,
found that scores on the CA-Dying scale decreased
among a group of hospice volunteers enrolled in a
training program relative to age-matched controls.
In this respect, age relates negatively to CA-Dying
scores, most likely due to increased death experi-
ence. Such apprehension does not vary with the
nature of the dying person’s illness; it is universal.

Characteristics of dying individuals also may
affect one’s apprehension about communicating
with such persons. Because pain frequently
accompanies terminal illness, its presence often
affects simple communication. Such pain often
preoccupies dying individuals’ thoughts and may
contribute to, along with intense emotional conflict
and the effects of medication, an increase in con-
tradictory messages between the individual and
others. In addition, those dying violate several of
the social standards in place in American society:
They are often nonproductive, unattractive, not in
control of themselves and of their life situation,
and provoke anxiety in others.

Not all dying people are alike. Thus, some may
evoke more avoidance than others, depending
upon whether their death is expected or not, what
they are dying of, where they die, and whether
their deaths are seen as “on-time” (i.e., the death of
an older person), or “off-time” (i.e., the death of a
child, adolescent, or young adult). Additionally,
some dying individuals are more able to deal with
everyday demands than are others, and some pre-
fer to talk or remain silent on matters related to
death. Some individuals have more support from
friends and families than do others, and some are
more tolerant of pain. Some are more willing to
communicate their awareness of dying than other
dying individuals, and others are more able to dis-
cuss what it is they need in order to die peacefully.

Important Steps in Communicating
with Dying Persons

For those dying and their families, the prospect of
their own or a loved one’s imminent death can be
a terrifying experience. Indeed, dying produces
anxiety, leading to both dependence upon other
people and defensiveness based upon fears of
rejection. Consequently, being able to communi-
cate honestly about the quality or length of one’s
life, the disease process, and one’s feelings about



loved family members or friends is of utmost
importance. This communication (both verbal and
nonverbal) is two-way—each individual is both
giving and searching for cues about each person’s
acceptability to the other. Because preconceptions
as “dying person,” “hospice patient,” or “caregiver”
(professional or otherwise) govern or limit what
aspects a person reveals about him- or herself,
being open, genuine, empathic, and understanding
allows this two-way dynamic to evolve beyond
these “labels.”

The benefits of open communication are clear.
Relationships that allow for communication about
death often precede healthy adjustment. Re-
searchers have found that the emotional impact of
being labeled as “dying” is directly related to qual-
ity and openness of the communication between
the dying individual and others, wherein if open
communication is not achieved caregivers operate
on preconceptions rather than the dying individ-
ual’s actual thoughts and feelings.

Communicative Difficulties
among Health Care Professionals

It could be argued that those persons whose atti-
tudes and actions most influence the quality of
end-of-life care are physicians, principally because
they have primary control of the information that
drives medical decision making. Furthermore, both
patients and physicians agree that physicians have
the responsibility to initiate discussions regarding
advance directives and the use of life-sustaining
medical intervention.

Many have noted the difficulty physicians
experience in communicating with the dying and
their families. For example, in 1977 the researcher
Miriam Gluck suggested that physicians may fear
emotional involvement, feel a loss of what to say,
or lack knowledge about what the patient has
been told. Often physicians may feel that terminal
patients are medical “failures,” are preoccupied
with medical equipment and technical skills, fear
the patient’s anger, or fear that the patient will die.

Physicians, for the most part, seem to view
death as the ultimate enemy, and many medical
practitioners, when called upon to provide patient-
centered palliative care, feel ill prepared. Personal
and professional anxiety and occasionally even
defensiveness often result. These responses often
lead to missed opportunities for the patient, family,
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and the physician to share in a peaceful, natural
rite of passage. The discomfort felt by the physi-
cian in broaching the topic of advance directives
may well to lead to outcomes not desired by the
patient, such as unwanted continuation of life-
sustaining medical treatment.

Discomfort in broaching the topic of advance
directives, death, and symptom control may stem
from a lack of confidence in providing palliative
care or lack of understanding regarding the ethical
and legal aspects of end-of-life decision making.
Reluctance to discuss end-of-life issues with pa-
tients may also be caused by a fear of damaging
their hope, a perception that the role of the physi-
cian is only to heal and preserve life, and feeling
that such discussions should only occur in the con-
text of an intimate relationship with the patient and
family. Although physicians vary in the extent to
which they are able to discuss sensitive end-of-life
issues, such as the diagnosis or prognosis of a ter-
minal illness, physicians’ attitudes toward the care
of the terminally ill, including the willingness to
communicate about the end of life, are critical to
ensuring an improved death for the majority of
Americans who prefer to die “naturally.”

In 1971 the researcher Samuel Klagsbrun found
that, for nurses, fear of death to a certain extent
affected responses to situations requiring interac-
tion with the dying patient. Specifically, a higher
fear of others’ dying was related to increased
uneasiness in talking about dying with the patient
where the nurse did not have a “specific task” to
perform. In addition, finding a terminally ill patient
crying was also related to a high fear of others’
dying. In cases where “appropriate behavior” was
ill defined in caring for a dying patient, simple
denial was used to cut short the interaction.

What Is Special about Communicating
with Dying Persons?

Loma Feigenberg and Edwin Shneidman have dis-
cussed four types of interactions with persons who
are dying, which include (1) ordinary conversation,
(2) hierarchical exchanges, (3) psychotherapy, and
(4) thanatological exchanges. While ordinary con-
versation indicates that two individuals of equal
status are talking about what is actually being said
(e.g., the weather, sports, news items), hierarchical
exchanges involve conversations between persons
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of unequal status, where one is more powerful or
perceptually superior to the other (e.g., supervisor-
subordinate, officer-enlisted man, oncologist-
patient). Roles cannot be exchanged; that is, the
patient cannot examine the oncologist. Clearly,
hierarchical exchanges undermine genuine com-
munication with dying persons. Psychotherapy
focuses on feelings, emotional content, and the
latent (unconscious) meaning of what is said,
where the patient invests the therapist with magical
powers or projects powerful emotions or qualities
onto the therapist. As with hierarchical exchange,
in psychotherapy therapist and patient are not
equals. In thanatological exchanges, while partici-
pants are perceived as equals (as in ordinary con-
versations), thanatological interactions between
persons are unique.

Dying is a distinctly interpersonal event involv-
ing a helping person and the dying patient; this
“other” person may be a friend, neighbor, hospice
volunteer, counselor, one’s husband, wife, or one’s
child. Consequently, ordinary conversations with
dying persons may be very “therapeutic” and, in
fact, reflect many elements that are typical of for-
mal psychotherapy, including active listening.

Active listening assumes the individuality of
each dying person’s needs, and stresses what is
communicated both verbally and nonverbally.
One’s presence as well as questions that are asked
say, “I am trying to understand how you feel.”
Reassurance and providing nonjudgmental support
are critical. Moreover, using the dying person’s
name throughout the conversation, making eye
contact, holding the person’s hand, placing one’s
hand on a shoulder or arm, smiling, gesturing, and
leaning forward all communicate genuine interest
and caring in what the person is saying (or not say-
ing) and feeling. Asking specific questions such as,
“Can you help me understand?” as well as open-
ended questions such as, “What is it that you need
to do now?” are very important, as is being com-
fortable with silence.

Effective communication with dying people
reflects comfort with one’s own discomfort, to “do
nothing more than sit quietly together in silence”
(Corr, Nabe, and Corr 2000, p. 178). Indeed, com-
municating involves as much listening as it does
talking and doing. Building good communication
and listening skills, touching and maintaining eye
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contact, and projecting a genuine sense of empa-
thy all give the message, “I am here to help and
support you. I care about how you are feeling.” In
short, effective, empathic, and timely communica-
tion is embodied in the statement, “Be a friend.”

Being attuned to verbal and nonverbal signals
that the person wants to talk give permission to
share. Providing the opportunity to expand on
what the person has said by repeating what has
been stated, using the person’s own words, opens
up communication, as does disclosing one’s own
thoughts and feelings. Such disclosure can help the
individual talk about his or her own feelings.
Doing this with others’ needs in mind, not one’s
own, is very important.

In understanding dying people’s needs, it is
important to realize that different illnesses and ill-
nesses in various stages of progression create dif-
ferent “dying trajectories” that make different phys-
ical, psychological, and psychosocial demands on
those dying and their families. For example, the
dying person may initially search for information
regarding insurance coverage, the nature of the ill-
ness and its progression, treatment, or what the
family can do to help to care for him or her. He or
she may want to know about the side effects of
pain-relieving medications. As the condition wors-
ens, more intimate needs for reassurance and sup-
port may surface, and concerns about funeral plan-
ning, wills, or life without a loved one may be
expressed. Near death, people may be less expres-
sive about what they need, and emotional support
may be all that they require. Rather than “doing”
something, the caring persons may meet this need
by simply “being there.”

Dying people’s and their families’ feelings of
being overwhelmed or of feeling vulnerable di-
rectly affect their behavior and willingness to talk.
What passes for open, friendly conversation one
day can change suddenly. One may be angrily
rebuffed, rejected, or totally ignored because the
person is in pain or because the person has had a
fight with a child or spouse. The individual who is
more aware of his or her disease and its impact on
future relationships and plans may be more angry
or depressed than usual; communication may
cease altogether or be severely curtailed. No
appreciation for time spent or help given (however
unselfishly) may be expressed. On other days, this



same person may be very open or psychologically
dependent on the professional caregiver. Fears,
hopes, or secrets may be willingly shared. Such
fluctuations are to be expected and are character-
istic of the “ups and downs” of the dying process.
One must be attentive to not only the dying indi-
vidual’'s words, but what words and actions may
symbolize.

Critical to understanding dying persons’ con-
cerns is understanding both the patient’s and the
family’s needs in a variety of areas. These needs
cut across many domains—physical (pain control);
psychosocial (maintaining close relationships with
others); spiritual (integrating or resolving spiritual
beliefs); financial (overcoming the costs of medical
or hospice care, having adequate funds to cover
other financial obligations unrelated to care); and
psychological (knowing about the illness and its
course over time, talking over emotional difficul-
ties, knowing that one’s family is informed about
the illness and that family members will be cared
for well). Attending to as many of these needs as
one can contributes to both the patient’s and fam-
ily’s quality of life.

See also: DYING, PROCESS OF; GOOD DEATH, THE;
LESSONS FROM THE DYING; SYMPTOMS AND SYMPTOM
MANAGEMENT
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CONFUCIUS

Confucius (551-479 B.C.E.) was one of several intel-
lectuals who started questioning the meaning of
life, and the role of the gods and the spirits. Dur-
ing the Warring States Period, Confucius developed
a system of ethics and politics that stressed five
virtues: charity, justice, propriety, wisdom, and loy-
alty. His teachings were recorded by his followers
in a book called Analects, and formed the code of
ethics called Confucianism that has been the cor-
nerstone of Chinese thought for many centuries.

Confucius’s guiding belief was that of the phi-
losophy Tien Ming (or the influences of fate and
mission). Tien Ming states that all things are under
the control of the regulatory mechanism of heaven.
This includes life and death, wealth and poverty,
health and illness. Confucius believed that under-
standing Tien Ming was his life’s mission. He
encouraged people to accept whatever happened
to them, including death.

Confucius affirmed that if people do not yet
know about life, people may not know about
death (Soothill 1910). Without knowledge of how
to live, a person cannot know about death and
dying. However, Confucius was criticized for avoid-
ing discussions of death. He did not encourage his
followers to seek eternal life, nor did he discuss
death, gods, ghosts, and the unknown future or
afterlife in detail. He maintained that ghosts were
spirits and were not easy to understand. Confucius
concluded that these issues were complicated and
abstract, and that it was better to spend time solv-
ing the problems of the present life than to look
into the unknown world of death and afterlife. He
wanted to convey the importance of valuing the
existing life and of leading a morally correct life
according to one’s mission from heaven.

Confucius considered righteousness to be a
basic requirement of a good person, stating that
such a person would not seek to stay alive at the
expense of injuring virtue. He encouraged people
to uphold these moral principles and care for each
other until death. His followers were exhorted to
be loyal and dutiful toward family, kin, and neigh-
bors, and to respect their superiors and the elderly.
Filial piety to parents and ancestors is fundamental
to these beliefs. Far from being characterized by
fear, the attitudes of the living toward the departed
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members of the family or clan are one of continu-
ous remembrance and affection.

These beliefs may partially explain why Qu
Yuen and other students killed in the 1989 Tianan-
men Square massacre in Beijing, China, were pre-
pared to give up their lives to advocate the values
of justice and goodness for their country. Those
who follow such beliefs would have no regret
when confronted with their own death and would
accept death readily. This is regarded as a high
level of moral behavior of family or social virtue.
Although Confucius did not express it explicitly, to
die for righteousness is an example of a good
death for the individual as well as the nation.

See also: CHINESE BELIEFS; GHOSTS; GOOD DEATH, THE

Bibliography
Henderson, Helene, and Sue Ellen Thompson. Holidays,

Festivals and Celebrations of the World Dictionary,
2nd edition. Detroit: Omnigraphics, 1997.

Mak, Mui Hing June. “Death and Good Death.” Asian
Culture Quarterly 29, no. 1 (2001):29-42.

Overmyer, Daniel. “China.” In Frederick Holck ed., Death
and Eastern Thought. Nashville, TN: Abingdon Press,
1974.

Soothill, William Edward, trans. The Analects of Confucius.
New York: Paragon Book Reprint Corp, 1968.

MUI HING JUNE MAK

CONTINUING BONDS

The phrase “continuing bonds” was first used in
1996 to refer to an aspect of bereavement process
in the title of the book, Continuing Bonds:
Another View of Grief, which challenged the pop-
ular model of grief requiring the bereaved to “let
go” of or detach from the deceased. It was clear
from the data presented that the bereaved maintain
a link with the deceased that leads to the con-
struction of a new relationship with him or her.
This relationship continues and changes over time,
typically providing the bereaved with comfort and
solace. Most mourners struggle with their need to
find a place for the deceased in their lives and are



often embarrassed to talk about it, afraid of being
seen as having something wrong with them.

A spontaneous statement by Natasha Wagner,
whose mother, the actress Natalie Wood, drowned
when Natasha was a teenager, summarized this
well: “I had to learn to have a relationship with
someone who wasn’t there anymore” (1998). More
than a decade after the death of his first wife, play-
wright Robert Anderson wrote about her continued
place in his life: “I have a new life. . . . Death ends
a life, but it does not end a relationship, which
struggles on in the survivor's mind toward some
resolution which it never finds” (1974, p.77). With
this statement, he legitimized his own experience
and that of other mourners as well.

Detachment Revisited

Until the twentieth century, maintaining a bond
with the deceased had been considered a normal
part of the bereavement process in Western soci-
ety. In contrast, in the twentieth century the view
prevailed that successful mourning required the
bereaved to emotionally detach themselves from
the deceased. The work of Sigmund Freud con-
tributed significantly to this view, largely as a result
of the paper Mourning and Melancholia, which he
wrote in 1917. Grief, as Freud saw it, freed the
mourner from his or her attachments to the
deceased, so that when the work of mourning was
completed, mourners were free to move ahead
and become involved in new relationships. When
one looks at Freud’s writing regarding personal
losses in his life, one learns that Freud understood
that grief was not a process that resulted in cutting
old attachments. Nonetheless, his theory took on a
life of its own, and the mourners were advised to
put the past behind them. This practice still con-
tinues into the twenty-first century.

Many practitioners observed that mourners
often developed an inner representation of the
deceased by internalizing attitudes, behavior, and
values associated with the deceased. They saw this
as a step in the process that eventually led the
mourner to detach from the deceased and move
on. The psychiatrist John Bowlby wrote that a dis-
cussion of mourning without identification—that
is, finding a place for the deceased in one’s sense
of self—will seem like Hamlet without a prince.
Like most observers of the bereavement process,
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he was aware of the ways in which mourners iden-
tify with the deceased, but he concluded that when
attachment to the deceased is prominent, it seems
to be indicative of psychopathology.

Another factor promoting the view of a neces-
sary detachment was that most observers were
basing their work on clinical practice. People came
to them with serious emotional problems, many of
which derived from connections to the deceased
that were out of the bereaved’s awareness. These
connections focused on negative consequences of
the relationship and anchored the bereaved’s cur-
rent life inappropriately in the past. The clinician/
researcher then generalized to the larger popula-
tion of the bereaved, most of whom had a different
experience.

Researchers Dennis Klass and Tony Walter
contend that this view of grief, in which the dead
were banned from the lives of those surviving
them, gained popularity as interest in the afterlife
waned in Western society. The growing influence
of the scientific worldview in the twentieth century
led to death being viewed as a medical failure or
accident rather than as an inevitable part of the
human condition. The physician George Lundberg
wrote about the difficulties caused by the expecta-
tions of both physicians and those they serve that
they can keep death away rather than accepting
that death is both natural and inevitable.

The twentieth-century Western approach to
human behavior that valued individuation and
autonomy also supported the focus on detach-
ment. Bowlby’s development of the theory of
attachment behavior in children focused on the
individual and how his or her needs could be met.
As this theory was subsequently applied to
bereavement theory, the interactive, relational
aspects of the process were not clearly spelled out.
In the “letting go” model, a linear lens is applied,
as if one experience can lead to one outcome, and
this is how attachment theory was often applied as
well. Yet psychologist Jerome Bruner noted that
people can rarely be put into a simple cause-and-
effect model. There are simply too many interven-
ing variables reflecting the complexity of real life.
In a linear model, bereavement is seen as a psy-
chological condition or illness from which people
could recover with the right treatment. In fact,
bereavement does not go away but is a difficult
and expected part of the normal life cycle; it is a
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period of loss, of change and transition in how the
bereaved relate to themselves, to the deceased,
and to the world around them.

At the beginning of the twenty-first century
views of bereavement continue to evolve. There is
a growing recognition of the complexity of the
human condition and the importance of relation-
ships in people’s lives. Humans now recognize that
the goal of development is not independence but
interdependence. Relationships with others, living
or dead, frame one’s sense of self and how one
lives. More and more we appreciate that there is
continuity between the past and the present. With-
out a sense of the past and an understanding of its
place in people’s lives, it is difficult to move ahead.

Various Expressions of Continuing Bonds

It is important not only for the individual but also
for the community to find a way to relate to the
deceased. Just as an individual’s personal life is
disrupted in a profound way by a death, so too is
the larger social world. Ritual can play an impor-
tant role in finding a place for the dead in the
reconstituted world of both the bereaved and the
community. In many cultures, religious beliefs and
views of life after death govern the experience of
the relationship.

In Catholicism, for example, mourners are
expected to have a memorial mass on the anniver-
sary of the death. In Judaism, mourners are obli-
gated to remember family members who died by
participating in synagogue memorial services five
times during the year, including the anniversary of
the death. Klass described the rituals practiced in
the home in Japan to honor the deceased and their
role in the family’s ongoing life. He describes the
Buddha altar where spirits of the deceased are
venerated in daily prayer. In some societies,
dreams in which the deceased appeared as well as
other experiences of the deceased served to keep
the deceased present in the survivors’ lives. There
are societies where there is no reference to the
deceased after their death. In some communities,
such as Native American communities, there is fear
of the deceased returning to disrupt the lives of
those left behind, and in other communities, like
the aboriginal communities of Australia, there is a
concern that talking about the deceased disrupts
the soul’s journey to the next life. This silence in
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the community does not mean that there is no
bond with the deceased, it is simply a relationship
of a different sort that is unfamiliar to Westerners.

Constructing a Bond

An understanding of the nature of the continuing
relationship presupposes a specific knowledge of
the deceased whether he or she was a young per-
son, an old person, a parent, a child, a friend, or a
member of the extended family. All of these roles
reflect the relationship between the mourner and
the deceased. What did the mourner lose? On what
is the continuing connection being built? What part
did the deceased play in the mourner’s life? In the
community’s life? What did he or she contribute?
What will be missing? All of these issues affect the
connection.

The development of a bond is conscious,
dynamic, and changing. Mourners’ faith systems
can affect the way in which they incorporate the
departed into their lives. Some people believe that
the deceased live in another dimension. Many
believe the deceased are there to intervene and
support them. Others do not depend on a faith
system but rather build the connection out of the
fabric of daily life and the sense of the deceased
they carry within them.

Individuals can learn a good deal about con-
tinuing bonds from children and adolescents. They
build a new relationship with the deceased by talk-
ing to the deceased, locating the deceased (usually
in heaven), experiencing the deceased in their
dreams, visiting the grave, feeling the presence of
the deceased, and by participating in mourning rit-
uals. The researchers Claude Normand, Phyllis Sil-
verman, and Steven Nickman found that over time
the children of deceased parents developed a con-
nection to the departed that they described as
“becoming their parent’s living legacy” (Normand
1996, p. 93). They began to emulate their parents
in ways that they believe would have pleased
them, thus confirming social worker Lily Pincus’s
thesis that mourners identify with the deceased,
adopting aspects of the deceased’s behavior and
feeling that the deceased has become part of their
current identity.

Adults also find themselves dreaming, talking
to, and feeling the presence of the deceased. Some



see the deceased as a role model from whose wis-
dom and learning they can draw. They sometimes
turn to the deceased for guidance. They also tend
to adopt or reject a moral position identified with
the deceased in order to clarify their own values.
Finally, they actively form their thoughts in ways
that facilitate their remembering the deceased.

Psychologist Lora Helms Tessman describes
the dilemma an adult child experienced trying to
reconcile her father’s Nazi background while main-
taining a “liveable” memory of him. Psychiatrist
Ann Marie Rizzuto observed that the process of
constructing inner representations involves the
whole individual and that these representations
grow and change with the individual’s develop-
ment and maturation. The role of the other person
is very important so that construction is partly a
social activity. Parents play a key role in helping
their bereaved children relate to the deceased and
in keeping him or her in their lives.

One sees that grief is never finished, that the
way the bereaved relate to the deceased changes
as they develop over the life cycle, whether they
be young or old mourners. Yet there seems to be a
lack of appropriate language for describing mourn-
ing as part of the life cycle. People need to stop
thinking of grief as being entirely present or
absent. People rarely just “get over it,” nor do they
ever really find “closure.” The phrase “continuing
bonds” is one contribution to a new language that
reflects a new understanding of this process.

A continuing bond does not mean, however,
that people live in the past. The very nature of
mourners’ daily lives is changed by the death. The
deceased are both present and absent. One cannot
ignore this fact and the tension this creates in the
bereavement process. The bond shifts and takes
new forms in time, but the connection is always
there. Mourners, especially children, may need
help from their support networks to keep their
bonds alive or to let the deceased rest. Connec-
tions to the dead need to be legitimized. People
need to talk about the deceased, to participate in
memorial rituals, and to understand that their
mourning is an evolving, not a static, process. In
the words of a nineteenth-century rabbi, Samuel
David Luzzatto, “Memory sustains man in the
world of life” (Luzzatto, p. 318).

See also: FREUD, SIGMUND; GRIEF: THEORIES; GRIEF
COUNSELING AND THERAPY
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CREMATION

Cremation is the burning of the human body until
its soft parts are destroyed by fire. The skeletal
remains and ash residue (cremains) often become
the object of religious rites, one for the body and
one for the bones. The anthropologist Robert Hertz
has described this as a double burial, with a “wet”
first phase coping with the corpse and its decay,
and a “dry” second phase treating the skeletal
remains and ash. The chief difference between cre-
mation and burial is the speed of transformation:
Corpses burn in two hours or less, but bodies take
months or years to decay, depending upon meth-
ods used and local soil conditions. The method of
body disposal least like cremation is mummifica-
tion, which seeks to preserve the body rather than
destroy it.

Ancient Cremation

Archaeological evidence shows cremation rituals
dating back to ancient times. In classical antiquity,
cremation was a military procedure and thus was
associated with battlefield honors. Both cremation
and the interment of cremated remains are
described in Homer’s fliad and Odyssey, both dat-
ing from the eighth century B.c.E. The seventeenth-
century French painter Nicolas Poussin echoed
another classical story in his masterpiece The Ashes
of Phocion, perhaps the most famous of all
cremation-linked paintings, in which a faithful wife



gathers the ashes of her husband, an improperly
shamed leader who was cremated without the
proper rites.

The ritual cremation of Roman emperors
involved the release of an eagle above the crema-
tion pyre to symbolize his deification and the pass-
ing of the emperor-god’s spirit. The reasons for
shifts between cremation and burial in classical
times are not always apparent; fashion or even the
availability of wood may have been involved.

Cremation Cultures

It was in India and in the Indian-influenced cul-
tures of Buddhism and Sikhism that cremation
developed into a central and enduring social insti-
tution. Basic to Hinduism is the belief that the life
force underlying human existence is not restricted
to one life but undergoes numerous transmigra-
tions that may involve nonhuman forms. Hence
the “self” and the identity of an individual are not
simply and inevitably linked to any one body. Cre-
mation became an appropriate vehicle for express-
ing the ephemerality of bodily life and the eternity
of spiritual life.

Hinduism. For traditional Hindus, cremation fit
into an overall scheme of destiny. Symbolically, the
human embryo resulted from the combination of
male seed forming bones and female blood pro-
viding flesh. In this account the spirit enters the
fetus through the cranial suture of the skull, with
the growing embryo in a sense being “cooked” by
the heat of the womb. At the end of life, a symbolic
reversal sees the heat of the funeral pyre separat-
ing flesh from bones; the rite of skull-cracking frees
the spirit for its ongoing journey, which is influ-
enced by karma, or merit accrued during life. The
fire itself is the medium by which the body is
offered to the gods as a kind of last sacrifice; cre-
mation should take place in Banaras, the sacred
city through which the sacred Ganges River flows.
It is on the banks of the Ganges that cremations
occur and cremated remains are placed in its holy
waters. Hindus living in other parts of the world
also practice cremation and either place cremated
remains in local rivers or send the remains to be
placed in the Ganges. While rites are also per-
formed for set periods after cremation, there is no
monument for the dead, whose ultimate destiny
lies in the future and not in some past event.
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Buddhism. Cremation is the preferred funeral rite
for Buddhists as well and is reinforced by the fact
that the Buddha was himself cremated. Tradition
tells how his funeral pyre self-ignited, but only after
many followers had come to pay respects to his
body. When the flames ceased, no ash remained—
only bones. These remains were divided into eight
parts and built into eight stupas in different territo-
ries. This is a good example of how cremation
makes possible a greater variety of memorializing
the dead than does burial. Contemporary Buddhists
practice both cremation and burial.

Evil and Emergency Cremation

Cremation is not only an established social custom
but has also been used on battlefields to save the
dead from the ravages of the enemy and as an
emergency measure during plagues, as in the
Black Death of the seventeenth century. The most
inescapably negative use of cremation in human
history was during the Holocaust, the Nazi
regime’s mass murder of millions of Jews and oth-
ers, including Gypsies, homosexuals, and the men-
tally ill, all deemed culturally unacceptable to
Hitler’s Third Reich during World War II. The Nazi
concentration camps came to symbolize the inhu-
manity of killing men, women, and children and
then disposing of their bodies by cremation or
mass burial. In this case, cremation was a kind of
industrial process necessary to deal with the
immense number of corpses that attended Hitler’s
“Final Solution.”

Modern Cremation

With the increasing predominance of Christianity
in Europe after the fifth century c.k., cremation was
gradually abandoned in favor of earth burial as a
symbol of the burial and resurrection of Christ.
Charlemagne criminalized cremation in the Chris-
tian West in 789 c.k. There were subsequent coun-
tercurrents, including the unusual seventeenth-
century treatise of Sir Thomas Browne on urn
burial, Hydriotaphia (1658), and the brief French
revolutionary attempt to foster cremation as a
rebuke to Christianity in the 1790s.

It was not until the nineteenth century, how-
ever, that a widespread interest in cremation resur-
faced, prompted by a variety of social, philosoph-
ical, and technological factors. The major social
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elements related to massive increases in the popu-
lation of industrial towns and major cities, whose
cemeteries were increasingly hard-pressed to cope
with the volume of the dead in an era of height-
ened concern with public hygiene—corpses buried
near the surface of the ground were seen as a
potential health risk. This was also a period of con-
siderable interest in freedom of thought and cre-
ative engagement with ideas of progress. Tradi-
tional religious constraints were not viewed as
impossible barriers to progress. Societies were
established to promote cremation in many influen-
tial cities, including London and The Hague in
1874, Washington, D.C., in 1876, and New York in
1882. Central to these interest groups lay influential
people as with Sir Henry Thompson (surgeon to
Queen Victoria), whose highly influential book on
cremation, The Treatment of the Body after Death,
was published in 1874, followed shortly by William
Eassie’s Cremation of the Dead in 1875.

Italy was a major force in the renaissance of
cremation; Brunetti’s model cremator and display
of cremated remains at the Vienna Exhibition of
1873 are credited with having prompted Sir Henry
Thompson’s interest. There was also a congress on
cremation in Milan in 1874. These groups often
existed for years before they achieved the goal of
cremation as a legal and established practice. In
Holland, for example, the 1874 group did not ac-
tually open a crematorium until 1914. Often
there were objections from a variety of Christian
churches, which contended that cremation would
interfere with the resurrection of the body or that
cremation spurned the example of the “burial” of
Jesus. Sometimes the reasons were political rather
than theological. Catholics in Italy, for example,
found cremation unacceptable because it was
favored and advocated by the anticlerical Free-
masons. Indeed, it was not until the mid-1960s that
the Roman Catholic Church accepted cremation as
an appropriate form of funeral for its members.

The preoccupation with technological advance-
ment in the nineteenth century also spurred the for-
tunes of cremation. It had become relatively easy to
contemplate building ovens for the combustion of
human bodies as well as architectural features to
house them. Machines like the cremulator, for
grinding larger bone fragments into dust, are simi-
larly industrial in nature. The early crematoria were
temporary, little more than ovens or grandly
designed landmarks. In the late nineteenth and
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early twentieth centuries they began to resemble
church buildings; in the late twentieth century there
was more scope for architects to reflect upon life
and death in these unique structures.

In the late twentieth century cremation became
a serious topic of academic study. It was only at
the turn of the twenty-first century that serious aca-
demic interest in cremation—sociological, theolog-
ical, and historical—emerged. The numerous jour-
nals published by many cremation societies have
also made important contributions, systematically
recording cremation rates, new crematoria, and
technical developments. The Archives of the Cre-
mation Society of Great Britain, held at the Univer-
sity of Durham, is one example, as is the Fabretti
Institute of Turin in Italy.

Christian Traditions and Cultures

The most interesting aspect of the relationship
between cremation and society within Western
societies derives from the relative influence of the
Orthodox, Catholic, and Protestant traditions.
Greek and Russian Orthodoxy stand in firm oppo-
sition to cremation, and cremation rates are very
low in strict Orthodox societies such as Greece.
During the communist era in the former USSR and
Eastern Europe, cremation was often pressed in an
ideological fashion, which in turn spurred stronger
opposition from various Christian denominations.

In Western Europe cremation rates vary with
the degree of Catholic or Protestant influence in
each country’s tradition. In 1999 the cremation rate
in Great Britain and Denmark was 71 percent and
68 percent in Sweden. In Finland, by contrast,
with equally strong Protestant, Catholic, and
Orthodox churches, the rate was only 25 percent.
The Netherlands, roughly equally divided between
Protestant and Catholic traditions, stood at 48 per-
cent. The Catholic influence is more evident in
Hungary (30%), Austria (21%), France (16%), Spain
(13%), Ttaly (5%), and Ireland (5%).

The United States presents an interesting pic-
ture of mixed religious traditions with an overall
cremation rate of approximately 25 percent.
This may seem an unusually low figure, but it
encompasses a wide variation in local practices.
Washington, Nevada, and Oregon, have cremation
rates of approximately 57 percent while Alabama,
Mississippi, and West Virginia are about 5 percent.



Social Change and Cremation

In the West, the turn of the twentieth century saw
the rise of strongly motivated individuals, often
coalescing into small pressure groups that were
ideologically committed to cremation. After World
War II cremation began to be incorporated into
social welfare provisions in numerous countries.
Just as the urban growth of the middle and late
nineteenth century had led to the establishment of
many large cemeteries in European cities, so the
later twentieth century was marked by the growth
of crematoria. Cremation was a symptom not only
of massive urbanization and the drive for social
hygiene but also an increased medicalization of
death. With more people dying in hospitals rather
than at home, their bodies were collected by
funeral directors and might be kept in special
premises away from their home. Indeed the very
concept of the “funeral home” developed to mark
a place where a body could be kept and visited by
the bereaved family. Cremation thus was another
example of a rising trend of commercialization and
professionalization of various aspects of life in the
West. Cremation was but one aspect of a broader
tendency toward efficiency, scientific technology,
and consumer choice. It also served the psycho-
logical function of allaying the fears of those who
were haunted by irrational fears of decay or of
being buried alive. Cremation is also often less
expensive than burial.

Although the upward trend in cremation con-
tinued unabated through the late twentieth century,
there was a slight ripple of concern emanating from
the environmental community, which pointed to
the deleterious effect of industrial and domestic
emission of gases—many communities have
adopted more stringent laws for the running of
cremators. On a populist front, this raised a ques-
tion mark over the desirability of cremation. In
Great Britain some minority groups have raised the
idea of “green” woodland burials in which individ-
uals are buried without elaborate coffins or caskets
and in full recognition that their bodies would soon
return to the earth in a form of earth-friendly decay.

Cremation, Privatization, and Secularization

As Christianity achieved dominance in Europe in
its first millennium and firmly established itself
geographically in the second, it imposed a much
more formal theology and ritual, not least over
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death. Catholic Christianity’s funerary rites in-
cluded preparation of the dying for their eternal
journey, along with masses and prayers for their
migrant souls. Cemeteries were closely aligned
with churches, and death rites were under ecclesi-
astical control.

With the advent of cremation, there arose a
new possibility disengaging death rites from eccle-
siastical control. For much of the late nineteenth
century and the first two-thirds of the twentieth
century, the great majority of cremation rites were
set within a religious ritual framework overseen by
the Protestant clergy. Catholic priests were also
freed to do so from the mid-1960s, but by the late
twentieth century clerical involvement in cremation
was on the wane. Traditional burial was conducted
under the control of a Christian church, and though
remains might later have been removed to a char-
nel house (a place for storing human bones), the
transfer was often a nonceremonial affair. Burials in
some places could also be conducted without
church rites, but it was with modern cremation that
a secular process appeared more acceptable. Often
the emphasis on what came to be called “life-cen-
tered” funerals was celebratory, with a focus on the
past life of the deceased and not, as in traditional
Christian rites, on the future hope of resurrection.

Cremated Remains

In contrast to the traditional practice of placing cre-
mated remains in urns and storing them in colum-
baria (buildings containing niches in their walls),
late-twentieth-century practices in the West have
included the removal of cremated remains from
crematoria by family members and their placement
in locations of personal significance. This was the
birth of a new tradition as individuals invented
ways of placing remains in natural environments:
mountains, rivers, gardens, or places of recreation
and holiday where the survivors acknowledged
that the deceased had spent pleasant and memo-
rable times.

See also: FUNERAL INDUSTRY; GENOCIDE; GRIEF AND MOURNING
IN CROSS-CULTURAL PERSPECTIVE; WIDOW-BURNING
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On January 11, 1983, Nancy Cruzan, then twenty-
five years old, was involved in an automobile acci-
dent. Her body was thrown thirty-five feet beyond
her overturned car. Paramedics estimated she was
without oxygen for fifteen to twenty minutes before
resuscitation was started. As a result she experi-
enced massive, irreversible brain damage. How-
ever, she could breath on her own. Attending doc-
tors said she could live indefinitely if she received
artificial nutrition and hydration, but they agreed
she could never return to a normal life. Cruzan had
not left advance directives—instructions how she
wished to be treated should such a physical and
mental state occur. A feeding tube enabled her to
receive food and fluids. Over the ensuing months,
Cruzan became less recognizable to her parents.
They began to feel strongly that if she had the
opportunity she would choose to discontinue the
life-supporting food and fluids. After five years of
artificial feeding and hydration at the annual cost of
$130,000, and with increasing physical deteriora-
tion, Cruzan’s parents requested that the feeding
tube be removed so that their daughter could die a
“natural death.” In early 1988 their request was
granted by Judge Charles E. Teel of the Probate
Division of Jaspar County, Missouri.

Judge Teel’s decision was met by a very strong
reaction from persons who expressed concern that
removal of the feeding tube would not be in
accord with Cruzan’s wishes under the doctrine of
“informed consent.” Others argued that removal of
the life-support feeding tube would constitute an
act of homicide. The state of Missouri appealed
Judge Teel’s decision. In November of the same
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year, the Missouri Supreme Court overruled Judge
Peel’s decision and therefore refused the Cruzan
petition to make a decision on behalf of their
daughter by stating that the family’s quality-of-life
arguments did not have as much substance as the
state’s interest in the sanctity of life. The Cruzan
family appealed the Missouri Supreme Court deci-
sion to the U.S. Supreme Court. In their pleading to
the U.S. Supreme Court, the state of Missouri asked
that they be provided clear and convincing evi-
dence of a patient’s wishes regarding a will to die
before granting the request to discontinue life sup-
port for persons in a persistent vegetative state. On
June 25, 1990, the U.S. Supreme Court recognized
the right to die as a constitutionally protected
civil liberties interest. At the same time, the U.S.
Supreme Court supported the interests of Missouri
by declaring that it was entirely appropriate for the
state to set reasonable standards to guide the exer-
cise of that right. Thus, the U.S. Supreme Court
sided with the state and returned the case to the
Missouri courts.

Following the Supreme Court hearing, several
of Cruzan’s friends testified before Judge Teel,
recalling that she stated preferences for care if she
should become disabled. In addition, the doctor
who was initially opposed to removing her feeding
tube was less adamant than he had been five years
previously. On December 14, 1988, the Jaspar
County Court determined that there was sufficient
evidence to suggest that Cruzan would not wish to
be maintained in a vegetative state. The following
day the feeding tube was removed and she died
before the end of the year.

See also: ADVANCE DIRECTIVES; DO NOT RESUSCITATE;
EUTHANASIA; NATURAL DEATH ACTS; PERSISTENT

VEGETATIVE STATE; QUINLAN, KAREN ANN
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CRYONIC SUSPENSION

James H. Bedford is the first person known to have
been placed in a state of cryonic suspension under
controlled conditions. This event occurred in 1967



after a physician certified his death. Decades later
his body remains in a hypothermic (supercooled)
condition within a liquid nitrogen cylinder. Dec-
ades from now, perhaps he will be the first person
to be resuscitated after this episode of biostasis, or
what earlier generations called suspended anima-
tion. This hope is what led Bedford to arrange for
cryonic suspension as an alternative to cremation
and burial.

Why Cryonic Suspension?

Through the centuries some people have accepted
the inevitability of death while others have de-
voted themselves to finding ways of prolonging
life or, even better, living forever. These efforts
have included bizarre and dangerous practices
compounded of superstition and magic, but also
increasingly effective public health measures that
have resulted in a significant increase in life
expectancy throughout much of the world. The
cryonics approach is intended to take another step.
It asks the question: Because biomedical science
has already accomplished so much, why should
humankind assume that people still have to die
and stay dead?

The case for cryonics made its public debut
with Robert C. W. Ettinger’s best-selling book, The
Prospect of Immortality (1966). He notes that in the
past many people have died of disorders and dis-
eases that have since become treatable. Medical
advances are continuing, which means that people
are still being buried or cremated even though
their present fatal condition will eventually be
healed. People should therefore give themselves
the chance for a renewed and healthy life. This can
be accomplished by immediately taking measures
to preserve the “dead” body until such time as a
curative procedure has been devised. The body
would then be resuscitated from its state of sus-
pended animation and the restorative procedure
would be applied. From Ettinger’s perspective, it is
better to be alive than dead and human beings
have the right to self-preservation. Furthermore,
because so many gains have already been made in
extending human life, it would be foolish to stop.

The Process of Cryonic Suspension

How it is done has changed somewhat in detail
over the years, but still requires the following basic
elements:
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An adult who has consented to the proce-
dure.

Financial provision for the services to be
performed.

A physician and hospital willing to allow the
procedure to be done.

Prompt certification of death (to limit post-
mortem deterioration).

Injection of cryoprotective fluid (composed
of liquid nitrogen) to replace water and
other body fluids. This fluid is disseminated
throughout the body with a heart-lung
pump. Technicians continue to monitor tem-
perature and other signs.

Bathing in a deep cooling bath until the
desired temperature (about =79 ° centigrade)
is reached.

Placement inside a sealed bag that is then
immersed in a storage vessel filled with lig-
uid nitrogen. The supercooled temperature
is maintained indefinitely.

A cure for the individual’s once-fatal disease
or condition is discovered by medical science.

The body is removed from storage and care-
fully warmed.

10. The condition that had resulted in the per-

son’s “death” is healed and life begins anew.

Critical Response

Many criticisms have been made regarding the
process of cryonic suspension. There is no dispute
about the general proposition that refrigeration
and freezing can preserve organic materials. A vari-
ety of industrial, research, and medical procedures
rely upon this phenomenon. There has been some
success in thawing out tissues and organs from lig-
uid nitrogen storage. All of this, though, is a long
way from resuscitating a person and, especially,
the complex and fragile human brain upon which
memory and personality appear to depend. The
engineering and biomedical sciences have not
come close enough to inspire confidence that such
a feat could be accomplished at any foreseeable
point in the future.

In addition to the limited state of success, other
significant criticisms include: (1) Much tissue loss
and damage occur whenever there are deviations
from the ideal situation; for example, certification
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Doctors prepare a patient for cryonic suspension. As of 2001, an estimated ninety people have been placed in cryonic
storage. AP/WIDE WORLD PHOTOS

of death is delayed; medical or other authorities
prove uncooperative; equipment or human failure
is involved in carrying out the first crucial proce-
dures; (2) ice formation will damage cells and tis-
sues despite protective efforts; and (3) additional
extensive damage will occur during the attempted
resuscitation process. Many neuroscientists doubt
that an intact and functional human brain can sur-
vive both the freezing and the rewarming
processes, even if the neural structures had not
suffered irreversible damage at the time of death.

The reasons for cryonic suspension have been
criticized on moral and practical grounds. Some
hold that it is immoral to defy God’s will by reach-
ing back over the life/death border. Others focus
on the prospect of cryonics becoming one more
elitist advantage. While some people barely have
the necessities for a hard life, others would enjoy
the unfair opportunity to play another round. A
related criticism is that an already overcrowded
world would be subject to an increased growth in
population. Additional misgivings are expressed
by questions such as:

1. What will happen to marriage, remarriage,

and family structure in general if the dead
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are not necessarily dead? How will people
be able to go on with their lives?

How could loved ones complete—or even
begin—their recovery from grief and
mourning?

What formidable problems in adjustment
would occur when a “Rip Van Winkle on
Ice” returns after many years to a changed
society?

Will people become less motivated and
more careless with their “first lives” if they
expect to have encore appearances?

Conclusions

As of 2001, there have been no known attempts at
resuscitation because cryonicists judge that the
technology has not yet been perfected. Since the
1980s there has been a trend to preserve only the
head. The theory behind these “neuro” prepara-
tions is that (a) this form of storage is less expen-
sive and (b) science will eventually make it pos-
sible to grow a new body from DNA. More
conservative cryonicists, however, continue to fa-
vor the whole-body approach. Even more recently



there have been announcements that future efforts
will switch from cryonic storage to vitrification—
converting body tissue to a glasslike stone material.
Advocates (including at least one cryonic suspen-
sion organization) believe vitrification would avoid
the tissue damage associated with freezing and
resuscitation. There are no known previous exam-
ples of vitrification having been applied above the
level of isolated tissues and organs.

Along with the big question—Could cryonic
suspension ever work?—there is also the unan-
swered question: Why in America’s high technol-
ogy society have the cryonic storage vessels
received fewer than a hundred people since 1967?
At present, cryonic suspension remains a contro-
versial and seldom end-of-life option. Future
prospects are difficult to predict.

See also: BRAIN DEATH; BURIED ALIVE; DEFINITIONS OF
DEATH; LIFE SUPPORT SYSTEM; NECROMANCY;
RESUSCITATION
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CULT DEATHS

In the past several decades, a handful of cults have
been associated with mass deaths, either through
murders, suicides, or standoffs with the govern-
ment that ended tragically. These highly publicized
cases have convinced the public that many or all
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cults are extremist groups that are highly danger-
ous; in fact, there is little understanding by many
people of what constitutes a cult, how they recruit,
or what turns a small number of these groups
toward violence.

Defining cults and deciding which groups
should be labeled as such is sometimes a difficult
task because of the variety of groups that exist out-
side of the mainstream. However, in their The Will
to Kill (2001), James A. Fox and Jack Levin define
cults as being “loosely structured and unconven-
tional forms of small religious groups, the mem-
bers of which are held together by a charismatic
leader who mobilizes their loyalty around some
new religious cause—typically a cause that is at
odds with that of more conventional religious insti-
tutions” (Fox and Levin 2001, p. 141). Part of the
difficulty of defining what groups are cults is that
cults may move to mainstream status over time by
becoming conventional institutions. The Church of
Jesus Christ of Latter-Day Saints made just such a
transition since their founding in 1830.

Many groups can be categorized as cults under
the previous definition, although the vast majority
of them are harmless (Richardson 1994). However,
society has a negative view of groups labeled as
cults and typically treats such groups as dangerous.
Furthermore, the public often views religious com-
mitment “as properties of the lunatic fringe” and
views cult members as fanatics (Miller 1994, p. 7).
The negative connotation of the term cul/t resulted
in many scholars avoiding its use and instead using
“new religious movement” or “minority religions”
(Lewis 1998, p. .

The anti-cult movement feeds part of the neg-
ative view that the public holds toward cults. A
number of groups are part of this movement: Their
common tasks are “disseminating information,
offering advice and counseling, and/or lobbying
those in authority to take action to curb the activi-
ties of cults” (Barker 1986, p. 335).

Recruitment

There are different viewpoints as to how cults pro-
cure new members. The anti-cult position takes a
negative view of the groups’ activities, often
assuming that people join cults because they were
brainwashed, or were the victims of other mind
control procedures that rendered them “helpless
victims” (Barker 1986, p. 335). However, many
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researchers view brainwashing as a stereotype of
actual cult practices: It represents society’s attempt
at a “simplistic explanation of why people adopt
strange beliefs” that are at odds with conventional
wisdom (Wessinger 2000, p. 6). In her studies of
cults, the sociologist and cult expert Eileen Barker
notes that empirical evidence supporting the use of
brainwashing is lacking.

Another explanation of cult membership
focuses on deficiencies within the people them-
selves. This view, also popular within the anti-cult
ranks, treats cult members as “abnormally pathetic
or weak” (Barker 1986, p. 336). Yet evidence gath-
ered through psychological testing does not sup-
port this position (Barker 1986).

In 1965 the sociologists John Lofland and
Rodney Stark proposed a model of cult conversion
by studying a millenarian cult interested in return-
ing the world to “the conditions of the Garden of
Eden” (Lofland and Stark 1965, p. 862). Their
model is comprised of an ordered series of seven
factors, all of which are necessary and sufficient for
a person’s decision to join a cult. The model
focuses on how situational factors influence peo-
ple who are predisposed, due to their back-
grounds, to join such groups. Each step in the
model reduces the number of potential converts,
leaving only a few people eligible for conversion.
Lofland updated the model in 1977 to reflect a
more sophisticated effort on the part of the group
they studied to obtain converts. He notes that the
characteristics of the converts changed over time:
The group attracted young people from “higher
social classes,” rather than the “less than advan-
taged” people they attracted in the past (Lofland
1977, p. 807).

Lofland’s later explanation of conversion does
involve persuasion on the part of cult members.
For example, of the group he studied, weekend
workshops were used to help potential converts
form “affective bonds” with group members while
avoiding “interference from outsiders” (p. 809).
During these weekends a group member con-
stantly accompanied potential converts; further-
more, people were discouraged from leaving the
event, although physical force was never used to
encourage them to remain.

Although the use of persuasion has been noted
in conversion, and “coercive measures” have
sometimes been used to prevent defection, it is
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incorrect to say that converts are universally vic-
tims of brainwashing (Wessinger 2000, p.7). In fact,
many people who join cults ultimately choose to
leave them, with many groups experiencing high
turnover rates. One argument against brainwashing
is that cults appeal to people more during “periods
of rapid social change, at times when individuals
are feeling a lack of structure and belonging . . .
and when the credibility of traditional institutions
is impaired” (Fox and Levine 2001, p. 142). This
explanation of membership emphasizes social as
well as life circumstances.

When Cults Become Dangerous

Despite the fact that most cults are harmless, some
groups do become dangerous either to themselves
or others. A particularly dangerous time for cult
activity coincides with the ending of a century or
millennium. During these times, groups sometimes
“prophesize the end of the world” (Fox and Levine
2001, p. 143). This belief is originally rooted in bib-
lical tradition predicting a cataclysmic event fol-
lowed by a period of a thousand years of perfec-
tion on the earth. However, the original meaning
of millennium has now come to “be used as a syn-
onym for belief in a collective terrestrial salvation”
involving the formation of a “millennial kingdom”
in which suffering does not exist (Wessinger 2000,
p. 3). Some groups expect the paradise to be
earthly, while others, like the group Heaven'’s
Gate, expected it to be “heavenly or other-worldly”
(Wessinger 2000, p. 3). Still others, like the Branch
Davidians, are ambiguous on this issue.

Just because a group is a millennial group does
not necessarily mean that violence will result. For
example, in 1962 the scholars Jane Allyn Hardyck
and Marcia Braden followed the activities of an
Evangelical Christian group that prophesized an
impending nuclear disaster. Despite moving into
fallout shelters for forty-two days and emerging to
find that their prophecy was incorrect, the group’s
core beliefs withstood the ordeal and no violence
resulted. However, in rare circumstances violence
does erupt. The scholar Jeffrey Kaplan notes that
groups that become violent follow a specific pat-
tern, with a key factor involving a leader who
begins to feel persecuted for his or her beliefs. This
combined with a tendency to withdraw from soci-
ety and to develop “an increasingly idiosyncratic
doctrine” may push the group toward violence
(Kaplan 1994, p. 52).



The violence from millennial groups arises
when they begin to play an active part in bringing
about the prophesized apocalypse. One of the
most dangerous of these groups was the Aum
Shinrikyo, who released sarin nerve gas in the
Tokyo subway on March 20, 1995, killing 12 peo-
ple and injuring 5,500. They also released sarin gas
in 1993 in Matsumoto, Japan, injuring 600 and
killing 7. The group’s leader, Shoko Asahara, was a
self-proclaimed Buddha figure claiming psychic
powers, including the ability to prophesize future
events. In creating his religion, he hoped to bring
about the creation of Shambhala, “the Buddhist
Millennial Kingdom” that was to be populated with
converts who were themselves psychic (Wessinger
2000, p. 142).

Asahara predicted that a worldwide nuclear
Armageddon would occur in 1999, but said that the
world could be saved if their group grew to 30,000
members. Although membership grew to as many
as 10,000, it was clear that he had not reached his
recruitment goal. As a result, Asahara began to
move the date of the apocalypse closer and closer
in an attempt to increase recruitment while also
enhancing loyalty of group members. The date was
finally moved to 1995, forcing his inner circle to
launch their own Armageddon in order to preserve
the illusion of his prophetic powers (Wessinger,
2000). The Tokyo subway attack was to be one
step in their attempt to “overthrow the Japanese
government” and then later “initiate a worldwide
nuclear disaster that only he and his disciples
would survive” (Fox and Levine 2001, p. 147).

The Solar Temple represents another example
of a millennial group that resulted in the deaths of
seventy-three people in multiple locations across
Switzerland, France, and Canada between 1994
and 1997. The deaths involved both current and
former members of the Temple. Letters left by
group members note that the deaths were a com-
bination of executions of “traitors,” murders of
weaker members who lacked the strength to “tran-
sit to a higher world,” and suicides (Wessinger,
2000, p. 219). Group members believed that they
must transit to “a higher realm of existence and
consciousness” in order to find salvation: The des-
tination of this transit appears to have been a star
or one of several planets (Wessinger 2000, p. 219).

Membership in the Solar Temple reached as
high as 442 people worldwide in 1989 but internal
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strife began in 1990, leading to a steady decrease in
membership during the following years. Former
members began demanding reimbursements for
their contributions. Even the son of one of the
founders proved disloyal when he revealed to oth-
ers that cofounders Joseph DiMambro and Luc
Jouret used electronic devices to create illusions to
fool Solar Temple members. Though the original
position of the group merely involved bringing
about an age of enlightenment involving “an evo-
lution of consciousness on Earth,” this position
changed when internal problems as well as “perse-
cutory” external events caused a shift in theology:
The new theology justified leaving the earth since
it could not be saved (Wessinger, 2000, p. 224).

Other millennial groups have been involved in
mass deaths since 1990, including an incident that
occurred in early 2000 in several remote locations in
Uganda. Members of the Movement for the Restora-
tion of the Ten Commandments of God were either
murdered or engaged in mass suicide, leaving more
than 500 people dead. Their leader, Joseph Kib-
wetere, had long prophesized an imminent end to
the world. The truth surrounding the deaths as well
as a final death toll may never be known because
there were no survivors (Hammer 2000).

See also: DEATH SYSTEM; HEAVEN'S GATE; JONESTOWN; WACO
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DANCE

Dance, like other forms of art, has treated the sub-
ject of death continually throughout history and
will continue to be used as a vehicle to express
human fascination with this eternal unanswered
question. Rituals have surrounded the mystery of
death from prehistoric times. Repeated rhythmic
movements become dance, and the solace of rock-
ing and keening can be therapeutic. Funeral pro-
cessions are an example of organized movement
to music, expressive of grief.

Death Dances in the East

The aboriginal peoples of Australia sing and dance
to evoke the clan totems of a dying man and two
months after death dance again, recreating the sym-
bolic animals to purify the bones and release the
soul of the deceased. The Sagari dances are part of
a cycle performed on the anniversary of a death on
the islands of Melanesia, New Guinea. Dancing by
a female shaman is an important element of Korean
ceremonies to cleanse a deceased soul to allow it to
achieve nirvana, closing the cycle of birth and
rebirth. At Kachin, Upper Burma, funeral rites
include dances to send back death spirits to the
land of the dead. Dayals (shamans) of Pakistan fall
into trances to imitate the spirits of the dead.

Death Dances in Africa

In Africa the Kenga people perform Dodi or Mutu
(mourning dances) on burial day. The Yoruba
dance wearing a likeness of the deceased, and the
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Dogon of Mali perform masked dances to confront
death and pass on traditions after death. The Lug-
bara people of Uganda and the Angas of northern
Nigeria also include dance in their rituals sur-
rounding death.

Death Dances in the Americas

The Umutima Indians of Upper Paraguay, South
America, possess seventeen different death cult
dances. Mexico celebrates All Souls’ Day with
masked street dancers dressed in skeleton cos-
tumes. The Ghost Dance of the Plains Indians of
North America reaffirms an ancestral tribal conti-
nuity and has recently been revived after prohibi-
tion by the U.S. government, which deemed the
dance subversive.

Death Dances in Europe

The Danse Macabre (Totentanz, or Dance of
Death) of the European Middle Ages was por-
trayed many times on the walls of cloistered ceme-
teries as a dance of linked hands between people
of all levels of society and the skeletal figure of
death. These painted images were executed in a
period of anxiety caused by the bubonic plague
which swept the continent, killing a large percent-
age of the population.

Death in Western Stage Dance

In the Romantic period of the nineteenth century,
a morbid fascination with death and the mysterious
produced ballets such as the ballet des nonnes in
Giacomo Meyerbeer’s opera, Robert le Diable
(1830), Giselle (1841), La Peri (1843), and La
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Bayad Ere (1877), all of which present scenes with
ballerinas dressed in white, vaporous costumes
representing spirits after death, floating on their
toes or suspended by invisible wires and illumi-
nated by moonlight fabricated by the technology
of gas lighting. Many of these ballets are still per-
formed, providing the ballerina with the artistic
challenge—roles in Giselle or La BayadEre—of a
dramatic death scene followed by the difficult illu-
sion of phantomlike, weightless spirituality.

Twentieth-century dance has used death as the
inspiration for many dance works; the most peren-
nial is Mikhail Fokine’s Le Cygne (1905), commonly
known as The Dying Swan. Created for the dancer
Anna Pavlova to express the noble death struggle
of a legendarily silent bird who only sang at death
(thus the idiomatic “swan song”), it remains in the
repertory in twenty-first-century performances. The
great dancer and choreographer Vaslav Nijinsky set
the shocking theme of a virgin dancing herself to
death by violent, percussive movements as a sacri-
fice for a fecund harvest in prehistoric Russia,
matching composer Igor Stravinky’s iconclastic
score for The Rite of Spring (1913).

In post—World War I Germany, Mary Wigman,
high priestess of ausdruckstanz (the expressionistic
modern dance style), used expressionist move-
ment and masked ensembles to great effect in
Totenmal (1930), showing the devasting impact of
death on society. Another choreographic master-
piece from Germany is Kurt Jooss’s The Green
Table (1932), inspired by the medieval Danse
Macabre paintings. This work shows Death himself
taking, in different ways, the people caught up in
a war; in essence, only Death is the victor.

The choreographer Martha Graham created
Lamentation in 1930, which is portrayed through
minimal rocking movement, the anguish and
despair of mourning. In this dance she retained a
passive face, only rising once from a sitting posi-
tion, her movements stretching the fabric of a jer-
sey tube, yet producing a profound image of dis-
traught motherhood.

The Mexican choreographer Guillermina Bravo
treated the subject of death in several modern
dance works, influenced by Mexico’s folk tradi-
tions. In La Valse (1951), George Balanchine, cho-
reographer and director of the New York City Bal-
let, created an ominous image of death in the guise
of a man dressed in black, offering a black dress

and gloves to a young girl at a ball, thereby claim-
ing a victim.

In Canada, choreographer James Kudelka
exorcised the pain of his mother’s death from can-
cer in his ballet In Paradism (1983). This piece
shows the stresses placed on a dying person by
family and friends, and the encounter with a guide
(nurse, priest, angel) who leads the protagonist
from denial to acceptance. In this work the dancers
all wear skirts and roles are interchangeable, elim-
inating references to gender. Kudelka composed
two other works, Passage (1981) and There Below
(1989), giving his vision of an afterlife. The chore-
ographer Edouard Lock projected prolongated
films of the dancer Louise Lecavalier as an old
woman on her deathbed in his piece 2 (1995),
showing her life cycle from childhood to death.

Since the 1980s many choreographers have
responded to the AIDS (acquired immunodefi-
ciency syndrome) epidemic by making deeply felt
statements through dance. After the death of his
partner, Arnie Zane, choreographer Bill T. Jones
used performers with terminal diseases who
recounted their experiences confronting death in
Still Here (1994). Maurice Bejart, choreographer
and director of the Ballet du XXieme Siecle, after
showing Ce que la mort me dit (1980), a serene
vision of death, presented an evening-long piece,
Ballet For Life (1996), in memory of the dancer
Jorge Donn and the singer Freddie Mercury, both
deceased from AIDS-related illnesses.

The list of dance works treating the subject of
death is very long, and the symbolic figure of
death appears in many choreographic works. Titles
like Andrée Howard’'s Death and the Maiden
(1937); Frederick Ashton’s dances in Benjamin Brit-
ten’s opera, Death in Venice (1974); Erick
Hawkins’'s Death is the Hunter (1975); Flemming
Flindt's Triumph of Death (1971); and Death by the
Indian choreographer Astad Deboo are numerous
and underline the continuing fascination of dance
creators for the subject.

See also: DANSE MACABRE; FOLK Music; How DEATH
CAME INTO THE WORLD; OPERATIC DEATH
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This woodcut print of A Dance of Death from Liber Chronicarum shows the “band” of four skeletons following their
leader, Death; thus began the personification of death. HISTORICAL PICTURE ARCHIVE/CORBIS
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DANSE MACABRE

The band consists of four skeletons performing on
bagpipe, portative organ, harp, and small drum.
The dancers move in a low, stately procession. It is
clearly a ritualistic rather than a social dance. All
the participants are following their leader—Death.

The Danse Macabre made its first appearance
during the plague (Black Death) years of the four-
teenth century. In Germany it was the Todtentanz;
in Italy, danza della morte; and in England, the
Dance of Death. In the Danse Macabre, the per-
sonified figure of Death led dancers in a slow,
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stately procession that was clearly a ritualistic
rather than a social dance.

Danse Macabre images served several pur-
poses, including to help people express and share
their grief; to remind each other that death is not
only inevitable, but also the great equalizer, claim-
ing the high and mighty as well as the humble; and
to provide the opportunity for indirect mastery.
When vulnerable mortals could depict, narrate,
and enact the Dance of Death, they gained a sub-
tle sense of control. In fact, as the Danse Macabre
became an increasingly familiar cultural element,
the figure of Death was also increasingly subject to
caricature. The resilient human imagination had
made Death a character—often dignified, some-
times frightening, and, eventually, even comic.

The earliest known appearances of the Danse
Macabre were in story poems that told of encoun-
ters between the living and the dead. Most often
the living were proud and powerful members of
society, such as knights and bishops. The dead
interrupted their procession: “As we are, so shall
you be” was the underlying theme, “and neither
your strength nor your piety can provide escape.”
A haunting visual image also appeared early: the
Danse Macabre painted on the cloister walls of The
Innocents, a religious order in Paris. This painting
no longer exists, but there are woodcut copies of
early depictions of the Danse Macabre.

The origin of the term “macabre” has invited
considerable speculation. Perhaps the best-
founded explanation was that offered by the histo-
rian Phillipe Aries. He noted that the Maccabees of
the Biblical period had been revered as patrons of
the dead. Macchabe became a folk expression for
the dead body, and Aries found that the term still
had that meaning in the folk slang of the late twen-
tieth century.

There is sometimes confusion between the
grave and measured gestures of the Danse
Macabre and the much more violent and agitated
phenomenon known as either St. John’s or St.
Vitus’ dance. Both phenomena appeared at about
the same time, but could hardly be more different.
The Dance of Death was primarily the creation of
storytellers and artists and only secondarily
enacted in performance. St. Vitus’ dance was pri-
marily a performance carried out often to the point
of frenzy or exhaustion by masses of people joined
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in a circle dance. Interestingly, municipal officials
recognized some value in these proceedings.
Musicians were hired and instructed to play faster
and louder. The fallen dancers were swathed and
comforted until they recovered their senses. It was
as though the delirious participants had cast out
the devil or at least reduced the tension of those
desperate years not only for themselves but also
for the bystanders.

Danse Macabre images have continued to
appear throughout the centuries, each generation
offering its own interpretation. Striking examples
include the German painter Hans Holbein’s classic
woodcuts, first published in 1538, and German
artist Fritz Eichenberg’s visual commentary on the
brutality of more modern times, published in 1983.

See also: ARS MORIENDI; BLACK DEATH; DANCE; GHOST

DANCE; PERSONIFICATIONS OF DEATH
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DARWIN, CHARLES

Charles Robert Darwin (1809-1882) is widely con-
sidered the greatest naturalist of the nineteenth
century. His pioneering work in the theory of



evolution wrought a revolution in the study of the
origins and nature of plant and animal life.

The son of Robert Darwin, a prominent Eng-
lish physician, Charles had an early interest in
natural history, especially hunting, collecting, and
geology. At his father’s urging, Darwin attended
medical school at Edinburgh, but found that he
had little interest in medicine and returned home
after two years. Wanting his son to have a
respectable career, Darwin’s father suggested that
he should become an Anglican clergyman. Be-
cause the quiet, scholarly life of the clergyman
appealed to him, Darwin agreed. He completed
his degree at Cambridge in 1831. While awaiting
an assignment, he was recommended for the job of
naturalist on the survey ship Beagle, a voyage of
nearly five years. In 1859 Darwin published 7he
Origin of Species by Means of Natural Selection
based on his discoveries during this voyage.

This seminal work contained three major dis-
coveries. First, it presented an overwhelming
amount of physical evidence of Darwin’s evolu-
tionary thesis. Naturalists had observed evolution-
ary change since the time of the ancient Greeks,
and by the mid-1800s the idea of evolution was “in
the air.” But it was not until Darwin published Ori-
gin that a body of empirical evidence supported
the idea of evolution. Because of Darwin’s thor-
ough and compelling work, almost no biologists
today doubt the reality of evolution. Second, Dar-
win discovered descent from common ancestry,
demonstrating that all living things are related.
Tracing the lineage of any two species back far
enough, one can find a common ancestor. The
modern fossil record and biochemical comparisons
among species verify this observation. Earlier the-
orists such as Jean Baptiste de Lamarck had
assumed that life had originated many times and
that each lineage was unique and unrelated to all
others. Third, Darwin discovered and described
the basic mechanism by which evolution works:
natural selection. Natural selection is the differen-
tial reproductive success of some individuals in a
population relative to that of others.

The Darwinian mechanism is based on differ-
ential reproductive rates. First, natural populations
exhibit variation in phenotype (physical makeup)
from one individual to the next, and this variation
is genetically determined. For example, there is
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Modern biologists recognize other evolutionary processes

not known to Darwin, but natural selection remains the
basic mechanism. BETTMANN/CORBIS

considerable variation in human height, skin color,
and so on, within a population.

Second, organisms are genetically programmed
to reproduce. Reproduction is a very powerful bio-
logical urge, and animals will risk or even sacrifice
their lives to accomplish it. Humans feel this
genetic programming in several ways, as a ticking
“biological clock,” as parental instinct, or as an
attraction to children. As a result, natural popula-
tions have a tendency to overpopulate. Biologists
define “overpopulation” in terms of limiting factors
that may include food, space, mates, light, and min-
erals. For example, if there is enough space on an
island for 1,000 deer but only enough food to sus-
tain a population of 100, then 101 deer constitutes
overpopulation. The result of overpopulation is
competition among the individuals of the popula-
tion for the limited resources. If there are no limited
resources, there is no competition. Competition
results in “survival of the fittest,” an unfortunate
phrase that Darwin borrowed from contemporary
social theorists who are now known as “social Dar-
winists.” In Darwinian terms, however, fitness
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refers only to reproductive success, not to strength,
size, or (in humans) economic status.

Third, some of the variants in the population
are more efficient than others in exploiting the lim-
ited resources. Success in obtaining limited
resources is due largely to inherited phenotype.
These individuals channel more of the limited
resource through themselves and are therefore
able to reproduce more successfully than individu-
als that compete less successfully. Thus, these
selected variants pass on their genes for their geno-
type with greater frequency than do other variants.

Fourth, the result of this selectively favored
breeding is a modification of population gene fre-
quencies over time that may cause a change in
phenotype. That is, the average state of a given
character undergoing selection changes from one
generation to the next. If, for example, predators
feed on slower antelope, the average running
speed of the population will gradually increase
from generation to generation. This is observed as
evolution.

And lastly, the losers, those individuals less
successful at exploiting limited resources and at
reproduction, may die in greater numbers (f, for
example, they do not find enough food) or may
find an alternative to the limited resource. Galapa-
gos finches (Darwin’s finches) with thinner beaks
that were less successful at eating heavy seeds
often found alternative foods such as insect larvae,
which are more accessible to thinner beaks. Over
time, this process results in evolutionary diversifi-
cation of an ancestral species into two or more
progeny species, the divergence from common
ancestry recognized by Darwin.

Darwin had three great accomplishments with
the publication of Origin of Species in 1859. He
produced an overwhelming body of physical evi-
dence that demonstrated the fact of evolution. Dar-
win also discovered descent from common ances-
try and, lastly, the basic mechanism by which
evolution operates—natural selection based on dif-
ferential reproductive rates of individuals in a
breeding population. The implications of Darwin’s
discoveries have profoundly influenced almost
every area of knowledge from science to religion
to social theory.

See also: EXTINCTION
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DAYS OF THE DEAD

Days of the Dead, a religious observation cele-
brated throughout Mexico on November 2, honors
the memories of departed family members. The
farther south one travels in Mexico, the more elab-
orate the celebration becomes. It is mainly in
southern and central areas where Mexicans deco-
rate their panteones (cemeteries) and the nearby
streets with vivid imagery of death, usually skele-
tons and skulls. Families make altars in their
homes, where the photos of departed souls are
prominently placed alongside religious icons,
ofrendas (offerings) of food such as pan de muer-
tos baked in shapes of skulls and figures, and yel-
low marigolds, the symbol of death. On the eve of
November 2, All Saints Day, some families spend
the night at the cemetery in a velada (wake), light-
ing candles and making offerings at the tombs of
their loved ones.

Some communities organize a desfile (parade)
with participants dressed up as ghouls, ghosts,
mummies, and skeletons carrying an open coffin
with an animated corpse played by a villager. The
skeletal representations are given feminine nick-
names such as /la calaca (the skeleton), la pelona
(baldy), la flaca (skinny), and la huesada (bony).
This most likely originates in the pre-European
practice of assigning a female characteristic to the
deity overseeing death. The Aztecs called this god-
dess Mictecacihuatl.

The traveler in the northern or urban areas of
Mexico will find no such colorful observances.
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Observers of Days of the Dead gather to commemorate departed family members in a ritual that has been interpreted as

evidence of a cultural acceptance of death, a sharp contrast to the death-denying conventions of the United States.

AP/WIDE WORLD PHOTOS

While EI Dia de los Muertos (Day of the Dead) is
marked in these regions, the activities are usually
more sedate, consisting of placing marigolds at the
tombs or either cleaning or refurbishing these rest-
ing places. But even here, a festive air surrounds
the cemeteries as vendors peddle food, flowers,
and religious relics.

There is no doubt that Mexicans demonstrate a
unique devotion to a day that all Christians in vary-
ing degrees observe. The reasons for this are var-
ied. In areas that retain a vibrant indigenous tradi-
tion, this Christian religious holiday is a part of a
syncretic process, a blend of pre-Columbian beliefs
in the return of the ancestors to their villages and
the Christian belief that only the flesh decays but
not the soul.

During the Days of the Dead, Mexicans deploy
mockery and fraternization to openly confront and
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accept the inevitability of death that is so feared
and hidden in modern Western culture. Consider-
ing that contemporary and past pre-industrial cul-
tures deal with death in a similar fashion—there
are examples in India, Asia, or Africa—such con-
viviality in the face of death is a lively tradition in
a country where the modern competes with a vig-
orous traditional past.

In the late nineteenth century, Chicanos and
other Americans in the United States have taken to
celebrating Days of the Dead with much fanfare.
While these projects incorporate the most colorful
and interesting features from Mexico, they are usu-
ally bereft of the religious dimension of authentic
Mexican rites. Interestingly, in the San Francisco
Bay area, the homosexual community has taken on
this day of observation as a method of coping with
the AIDS epidemic.



DEAD GHETTO

See also: AFTERLIFE IN CROSS-CULTURAL PERSPECTIVE;
COMMUNICATION WITH THE DEAD; GHOSTS; GRIEF

AND MOURNING IN CROSS-CULTURAL PERSPECTIVE
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DEAD GHETTO

The concept of the “dead ghetto” derives from Jean
Baudrillard (b. 1929), a contemporary French
philosopher, in his book Symbolic Exchange and
Death (1993). Baudrillard’s work is formed prima-
rily from the concepts of the French sociologist
Marcel Mauss (1872-1950) and the Swiss philolo-
gist Ferdinand de Saussure (1857-1913). Mauss
wrote a slim volume on the gift, arguing that gift
exchange (giving, receiving, counter-giving) is
never voluntary, always obligatory, and reflects the
totality of societal aspects. De Saussure described
language as a social phenomenon, a structured
system of signs or symbols. Baudrillard extended
and combined these two concepts, creating the
concept of how the dead are viewed by society
and the living, and within that the concept of the
dead ghetto.

According to Baudrillard’s philosophy, in prim-
itive societies a sign represented an object, the sig-
nified. As society became more complex the sign
became more and more divorced from reality, and
itself became a new reality. In the twenty-first cen-
tury, for example, a television newscast of an event
becomes the reality itself, although the observer
never gets close to the initial objects or reality.
Because society can be described entirely as a sys-
tem of exchanges, Baudrillard argues that society’s
members are dealing with symbolic exchanges,
in which a concept and its opposite become
reversible. The living and the dead are such a pair,
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and death serves as the boundary between them. If
a concept such as the afterlife, introduced for
example by the Christian churches, becomes paired
with life, then death, no longer having something
to be paired with and exchanged, disappears.

Baudrillard continues by saying that death can
also be denied, or, in a sense, abolished, by segre-
gating the dead in graveyards, which become
“ghettos.” Following an analysis of Baudrillard’s
concept by Bradley Butterfield, one may begin
with primitive societies in which life and death
were seen as partners in symbolic exchanges. As
society evolved the dead were excluded from the
realm of the living by assigning them to grave-
yards, the ghettos, where they no longer have a
role to play in the community of the living. To be
dead is to be abnormal, where for primitives it was
merely another state of being human. For these
earlier societies it was necessary to use their
resources through ritual feasts and celebrations for
the dead in order to avoid a disequilibrium where
death would have a claim on them. In more
evolved societies focused on economy, death is
simply the end of life—the dead can no longer
produce or consume, and thus are no longer avail-
able for exchanges with the living.

However, Baudrillard argues that the “death of
death” is not complete because private mourning
practices still exist. Baudrillard makes a similar
argument on old age: “Old age has merely become
a marginal and ultimately a social slice of life—a
ghetto, a reprieve and the slide into death. Old age
is literally being eliminated,” as it ceases to be sym-
bolically acknowledged (Baudrillard 1993, p. 163).

Baudrillard presents an intellectual construct
founded on the concepts of de Saussure and
Mauss which, by contrast, are derived from a fac-
tual basis. Thus Baudrillard’s construct is one step
removed from reality. The majority of real people,
even in the complex societies of the twenty-first
century, however, have not banished death to a
ghetto where the dead no longer play a role in
their lives. The presence of the deceased continues
to play a role in their lives on an ongoing basis
(Klass, Silverman, and Nickman 1996). Because the
deceased are still important to the living, Bau-
drillard’s concept represents an interesting intellec-
tual exercise—a hyperreality, to use his own
term—but not an accurate representation of reality.
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SAM SILVERMAN

DEATHBED SCENES

See DEATHBED VISIONS AND ESCORTS; GOOD DEATH, THE.

DEATHBED VISIONS
AND ESCORTS

Deathbed visions are apparitions; that is, appear-
ances of ghostly beings to the dying near the time
of their death. These beings are usually deceased
family members or friends of the one who is dying.
However, they can also be appearances of living
people or of famous religious figures. Usually
these visions are only seen and reported by the
dying, but caretakers and those attending the dying
have also reported witnessing such apparitions. In
the majority of these cases, the apparition came to

207

DEATHBED VISIONS AND ESCORTS

either announce the imminent death of the indi-
vidual or to help that person die. In the latter situ-
ation they act as escorts to the dying in the process
of passing from this life to the next.

Visions at the time of death and announce-
ments or omens of impending death, as well as
escorts for the dead, are part of many cultures and
religious traditions stretching back through antiqg-
uity. The religious motif of the soul making a jour-
ney from this life through death to another form of
existence, whether it be reincarnation or to an eter-
nal realm, is commonly found in many religions
throughout history.

Shamans from many native cultures were
adept at journeying from the land of the living to
the land of the dead and were thus able to act as
guides for those who were dying. Hermes, the
Greek god of travel, was also known as the Psy-
chopompos, the one who guided the soul from
this life to Hades, and the realm of dead. Certain
religious traditions have elaborate rituals of instruc-
tion for the soul at the time of death. The Egyptian
Book of the Dead and the coffin texts of ancient
Egypt gave detailed instructions for the soul’s jour-
ney to the next life. Similarly, by use of the Bardo
Thodol, or Tibetan Book of the Dead, Tibetan Bud-
dhist monks have guided the souls of the dying
through death to their next incarnation. In the
Christian tradition it has been guardian angels that
have acted as the soul’s guide to paradise. The
ancient hymn, “In Paradisum,” invoking the angels
to escort the soul to heaven, is still sung at twenty-
first-century Roman Catholic funerals.

Christianity’s belief in resurrection and the con-
cept of a communion of saints, that is, the contin-
ued involvement of the dead with the spiritual wel-
fare of the living, is reflected in the historical
accounts of deathbed visions in the West. Third-
century legends about the life of the Virgin Mary
recount Christ’s appearing to her to tell her of the
approaching hour of her death and to lead her into
glory. In the hagiography of many early Christian
martyrs and saints, impending death is revealed by
the visitation of Christ, Mary, or another saint who
has come to accompany the dying into heaven.
This tradition is carried over into early historical
records. The eighth-century English historian Bede
wrote of a dying nun who is visited by a recently
deceased holy man telling her that she would die at
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dawn, and she did. Medieval texts such as the thir-
teenth-century Dialogue of Miracles by the German
monk Caesarius of Heisterbach recount similar sto-
ries, but always within a theological framework.

In the seventeenth century treatises began to
be published specifically on the phenomena of
apparitions and ghosts. By the nineteenth century
specific categories within this type of phenomena
were being described. For instance, apparitions
began to be distinguished between those seen by
healthy people and those seen by the dying. It was
noted that when the dead appeared to the living, it
was usually to impart some information to them
such as the location of a treasure, or the identity of
a murderer. However, when an apparition was
seen by a dying person, its intent was almost
always to announce the impending death of that
individual, and often to be an escort for that death.

Early in the twentieth century, the doctor
James H. Hyslop of Columbia University, and later
Sir William F. Barrett of the University of Dublin,
researched the deathbed visions of the dying. They
were particularly interested in what became
known as the “Peak in Darien” cases. These were
instances when dying persons saw an apparition
of someone coming to escort them to the next
world whom they thought to be still alive and
could not have known that they had preceded
them in death.

In 1961 the physician Karlis Osis published
Deathbed Observations of Physicians and Nurses.
In it he analyzed 640 questionnaires returned by
physicians and nurses on their experience of
observing over 35,000 deaths. Osis refers to the
deathbed visions of the dying as hallucinations
because they cannot be empirically verified. He
categorized two types of hallucinations: visions
that were nonhuman (i.e., nature or landscapes),
and apparitions that were of people. His work con-
firmed previous research that the dying who see
apparitions predominantly see deceased relatives
or friends who are there to aid them in their
transition to the next life. With the assistance of
another physician, Erlandur Haraldsson, Osis con-
ducted two more surveys of physicians and nurses:
one in the United States and one in northern India.
The results of these surveys confirmed Osis’s ear-
lier research on deathbed hallucinations with the
exception that there were more apparitions of reli-
gious figures in the Indian population.

These studies and the extensive literature on
this subject confirm that throughout history and
across cultures, the dying often experience appari-
tional hallucinations. What significance these
deathbed visions have depends on the worldview
with which one holds them. In this data those with
religious or spiritual beliefs can find support for
their beliefs. Parapsychological explanations such
as telepathy or the doctrine of psychometry,
whereby environments can hold emotional energy
that is received by the subconscious of the dying,
have all been advanced to explain apparitions
at the time of death. The Jungian psychoanalyst
Aniela Jaffe viewed apparitions, including those of
the dying, as manifestations of Carl Jung’s transper-
sonal views of the psyche and, therefore, a valida-
tion of Jungian metapsychology. Indeed both the
visions as well as the apparitional hallucinations
described by Osis can be attributed to a number of
medical causes, including lack of oxygen to the
brain. Ultimately the research into the phenomenon
of deathbed visions, while confirming that such
events are common, offers no clear explanations.

See also: COMMUNICATION WITH THE DEAD;
COMMUNICATION WITH THE DYING; EGYPTIAN BOOK
OF THE DEAD; GHOSTS; NEAR-DEATH EXPERIENCES;
OMENS; REINCARNATION; TIBETAN BOOK OF THE DEAD
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THOMAS B. WEST

DEATH CERTIFICATE

A death certificate is the official document that
declares a person is dead. Death certificates serve
two purposes: they prevent murder cover-ups by
restricting those who can complete them for non-
natural deaths to trained officials who generally
have great latitude on whom they perform post-
mortem examinations, and they provide public
health statistics. Death registration was first re-
quired in the United Kingdom in 1874. Before
then, it was not even necessary for a physician to
view the corpse. In the United States, Great Britain,
and most industrialized countries, physicians must
now sign a death certificate listing the presumed
cause of death. Otherwise, a medical examiner
(forensic pathologist) will intervene with an
autopsy to determine the cause of death in the
event that a case requires police investigation.

People use death certificates in multiple ways.
Survivors need death certificates to obtain burial
permits, make life insurance claims, settle estates,
and obtain death benefits. Public health depart-
ments look for patterns that may signal specific
health problems, such as clusters of cancers that
may reveal unknown toxic waste dumps.

There are three types of death certificates in
the United States, including a standard certificate,
one for medical/legal cases, and one for fetal or
stillborn deaths. All but two states require a death
certificate for fetal deaths. However, the majority of
states only require a certificate if the fetus was past
twenty weeks of gestation. All are based on the
international form agreed to in 1948 (modified for
clarity in the United States in the 1990s). This form
lists the immediate cause of death (e.g., heart
attack, stroke), conditions that resulted in the
immediate cause of death (e.g., gunshot wound to
the chest), and other significant medical conditions
(e.g., hypertension, atherosclerotic coronary artery
disease, or diabetes). The form also includes a
place to record whether an autopsy was performed
and the manner of death such as natural, accident,
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suicide, homicide, could not be determined, or
pending investigation.

Death certificates are occasionally used to fake
a person’s death for insurance fraud and to evade
law enforcement officials or irate relatives. “Offi-
cial” Los Angeles County death certificates, for
example, were readily available in the mid-1990s
for between $500 and $1,000 each. For fraudulent
purposes, people have often used death certificates
from remote nations and from countries in turmoil.

To complete death certificates, funeral direc-
tors first insert the decedent’s personal informa-
tion, including the name, sex, date of death, social
security number, age at last birthday, birth date,
birthplace, race, current address, usual occupation,
educational history, service in the U.S. armed
forces, site and address of death, marital status,
name of any surviving spouse, parents’ names, and
informant’'s name and address. They also include
the method and site of body disposition (burial,
cremation, donation, or other) and sign the form.
The responsible physician must then complete,
with or without using an autopsy, his or her sec-
tions of the certificate. These include the immedi-
ate cause(s) of death; other significant conditions
contributing to the death; the manner of death; the
date, time, place, and mechanism of any injury;
the time of death; the date the death was pro-
nounced; whether the medical examiner was noti-
fied; and his or her signature. The death certificate
then passes to the responsible local and state gov-
ernment offices, where, based on that document, a
burial permit is issued. The death certificate, or at
least the information it contains, then goes to the
state’s bureau of vital statistics and from there to
the United States Center for Health Statistics.

Funeral directors often struggle to obtain a
physician’s signature on a death certificate. In an
age of managed-care HMOs and multispecialty
clinics, they must not only locate the busy practi-
tioner for a signature, but also identify the correct
physician. Survivors cannot bury or otherwise dis-
pose of a corpse until a licensed physician signs a
permanent death certificate or a medical examiner
signs a temporary death certificate. Medical exam-
iners (or coroners) list the cause of death as “pend-
ing” until further laboratory tests determine the
actual cause of death. Except in unusual cases,
disposition of the remains need not wait for the
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final autopsy report, which may take weeks to
complete.

After the death certificate has been signed,
local authorities usually issue a certificate of dispo-
sition of remains, also known as a burial or crema-
tion permit. Crematories and cemeteries require
this form before they will cremate or bury a body.
In some jurisdictions, the form is combined with a
transportation permit that allows the movement or
shipment of a body. The need for regulation of
death certificates became evident in 1866. When
New York City first installed an independent Board
of Health in March 1866, city police inspected the
offices of F. 1. A. Boole, the former city inspector.
According to the New York Times, police found
a large number of unnumbered burial permits,
which Boole had already signed. They claimed that
Boole had been selling these to murderers who
used them to legally bury their victims’ bodies.

Public health policies depend heavily on the
mortality data from death certificates because they
are the only source of information about the
causes of death and illnesses preceding death. For
example, when TItaly’s Del Lazio Epidemiological
Observatory reviewed 44,000 death certificates, it
found that most diseases divided neatly along class
lines. The poor died of lung tumors, cirrhosis of
the liver, respiratory diseases, and “preventable
deaths” (appendicitis, childbirth complications,
juvenile hypertension, and acute respiratory infec-
tions). Well-to-do women had higher rates of
breast cancer. It also found that the incidence of
heart disease, strokes, and some cancers did not
vary with income level. These findings have had a
significant impact on how the Italian government
funds its health care system.

Yet the accuracy of death certificates in the
United States is questionable, with up to 29 percent
of physicians erring both as to the cause of death
and the deceased’s age. About the same number
incorrectly state whether an autopsy was done.
Less significant discrepancies occur in listing the
deceased’s marital status, race, and place of birth.
Death certificates of minority groups have the most
errors. Only about 12 percent of U.S. physicians
receive training in completing death certificates,
and less than two-thirds of them do it correctly.
Several do not appear to believe that completing
death certificates accurately is very important.

210

Many certificates are meaningless because
physicians complete them without knowing the
real cause of death. Listing “cardiopulmonary
arrest” signifies nothing—everyone’s heart and
lungs eventually stop. The important point is why?
An autopsy is often needed to answer this ques-
tion. Occasionally, autopsy, pathology, or forensic
findings appear after a death certificate has been
completed. If it is within three years of the death in
many jurisdictions, the original physician-signer
need only complete an amended certificate to cor-
rect the record.

Disguising deaths from alcoholism, AIDS, and
other stigmatizing causes of death on death certifi-
cates is widespread. This practice appears to be
more common where medical examiners’ autopsy
reports are part of the public record. For this rea-
son, some states may eliminate the cause of death
from publicly recorded death certificates.

Physicians obscure information on some death
certificates to protect a family’s reputation or
income, with listings such as “pneumonia” for an
AIDS death or “accidental” for a suicide. Even
before the AIDS epidemic, one researcher found
that in San Francisco, California, socially unaccept-
able causes of death frequently were misreported—
the most common being alcoholic cirrhosis of the
liver, alcoholism, syphilis, homicide, and suicide.

A similar problem with the accuracy of death
certificates has been reported in Great Britain. The
Royal College of Physicians of London claims that
20 percent of British death certificates incorrectly
list the cause of death. In one instance, for exam-
ple, the number of reported suicides at Beachy
Head (a popular spot at which to commit suicide
by jumping into the sea) diminished by one-third
simply with a change in coroners.

Physicians who complete death certificates in
good faith are not liable to criminal action, even if
the cause of death is later found to be different
from that recorded. Fraudulent completion to
obscure a crime or to defraud an insurance com-
pany, however, is a felony.

Occasionally, fake death certificates appropri-
ate real people’s identities. Such false death certifi-
cates are especially distasteful to victims of this
fraud who are still alive and whose “death” causes
officials to freeze their assets, cancel credit, revoke
licenses, and generally disrupt their lives.



Deaths that occur aboard ships are handled
very differently. For example, British captains reg-
ister any crew or passenger death in the ship’s log,
the information approximating that on a death cer-
tificate. On arrival at a British port, the captain
must report the death to harbor authorities, who
then investigate the circumstances.

Death certificates and other standard legal
papers surrounding death normally cost between
$1 and $5 each. The funeral director usually
obtains these forms and itemizes their costs on the
bill. In cases where a body must be shipped to a
non-English-speaking country, the forms must
often be translated at an additional cost.

See also: AUTOPSY; CAUSES OF DEATH; SUICIDE
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KENNETH V. ISERSON

DEATH EDUCATION

The term death education refers to a variety of
educational activities and experiences related to
death and embraces such core topics as meanings
and attitudes toward death, processes of dying and
bereavement, and care for people affected by
death. Death education, also called education
about death, dying, and bereavement, is based on
the belief that death-denying, death-defying, and
death-avoiding attitudes and practices in American
culture can be transformed, and assumes that indi-
viduals and institutions will be better able to deal
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with death-related practices as a result of educa-
tional efforts.

There are two major reasons for providing
death education. First, death education is critical
for preparing professionals to advance the field
and accomplish its purposes. Second, it provides
the general public with basic knowledge and wis-
dom developed in the field. The overarching aims
of death education are to promote the quality of
life and living for oneself and others, and to assist
in creating and maintaining the conditions to bring
this about. This is accomplished through new or
expanded knowledge and changes in attitudes and
behavior.

Death education varies in specific goals, for-
mats, duration, intensity, and characteristics of par-
ticipants. It can be formal or informal. Formal
death education can involve highly structured aca-
demic programs of study and clinical experience. It
can be organized into courses, modules, or units
taught independently or incorporated into larger
curricular entities. It can be offered at the elemen-
tary, middle, and high school levels, in postsec-
ondary education, as professional preparation, and
as short-term seminars or workshops for continu-
ing professional and public education. Informal
death education occurs when occasions arising in
the home, at school, and in other social settings are
recognized and used as “teachable moments.” In
the home, the birth of a sibling or the death of a
pet may naturally lead to interactions that answer
a child’s questions about death. At school, a
student’s sudden death may trigger educational
follow-up, in addition to crisis counseling.

Two distinct methodological approaches to
structured death education are the didactic and the
experiential. The didactic approach (involving, for
example, lectures and audiovisual presentations)
is meant to improve knowledge. The experiential
approach is used to actively involve participants by
evoking feelings and thereby permitting death-
related attitudes to be modified. This approach
includes personal sharing of experiences in group
discussion, role-playing, and a variety of other sim-
ulation exercises, and requires an atmosphere of
mutual trust. Most educators use a combination of
the two approaches.

Death education can be traced back to the
death awareness movement, which unofficially
began with Herman Feifel’s book, The Meaning of
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Death (1959). He and other scholars noted that the
subject of death had become “taboo” in the twenti-
eth century and challenged individuals to acknowl-
edge their personal mortality, suggesting that to do
so is essential for a meaningful life. Feifel pioneered
the scientific study of attitudes toward death and
pointed to the multidisciplinary nature of the field.
At about the same time other pioneers focused on
more specific issues concerning dying persons and
their care and the experience of grief.

General Academic Education

Reflecting the broad-based academic beginnings,
courses on death and dying were developed by
Robert Kastenbaum, Clark University, Robert Fulton
at the University of Minnesota, Dan Leviton at the
University of Maryland, and James Carse at Yale
University, among others. In 1969 Fulton established
the Center for Death Education (now the Center for
Death Education and Bioethics at the University of
Wisconsin, La Crosse). In 1970 Robert Kastenbaum
founded Omega: The Journal of Death and Dying,
the first professional journal in the field. In the same
year the first conference on death education was
held at Hamline University in St. Paul, Minnesota. In
1977 Hannelore Wass founded the journal Death
Education (later renamed Death Studies).

College Courses

As the field developed, a course or two on death
became popular offerings in many colleges and
universities across the country (in such areas as
psychology, sociology, health sciences, philoso-
phy, and education). These courses varied some-
what in perspective, depending on the disciplines
in which they were offered. Courses in sociology
focused more on cultural and social influences and
customs, whereas courses in psychology empha-
sized the experiences and dynamics of dying,
bereavement, and attitudes toward death. Leaders
in the field recommended an approach that
embraced both foci. From suggestions for course
content, a common core of topics emerged, includ-
ing historical, cultural, and social orientations and
practices; attitudinal correlates of death and dying;
coping with bereavement; controversial issues; and
personal confrontation with death.

Through the years, college courses increasingly
have come to reflect the multidisciplinary nature of
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the field. As more knowledge was generated, col-
lege level courses with a multidisciplinary focus
have tended to function as introductory or survey
courses. Although popular introductory textbooks
vary in approach and style, with the considerable
similarity in the topics, a degree of standardization,
at least in course content, has been achieved. At
least one course on death is offered at most col-
leges across the country.

Along with an accelerating rate of publications
in professional journals, books were published on
various aspects of death, for professionals and the
general public, including juvenile literature. Addi-
tionally, a wealth of audiovisuals was developed.
Audiovisuals are used to facilitate group discus-
sions and the sharing of personal experiences.

Academic Concentration
and Certificate Programs

A number of special tracks/areas of concentration
have been developed in academic units at colleges
and universities, especially at the graduate level,
where they may be part of the curricular offerings
in psychiatric/mental health and other nursing pro-
grams, counseling, clinical or health psychology,
human development and family studies, and other
specializations. One of the earliest, at Brooklyn Col-
lege, is a thirty-three-credit-hour master’s degree in
a health science program with a concentration on
care of the dying and bereaved. Similar programs in
operation for two decades are offered at the New
Rochelle College of Graduate Studies, New York
University, and Hood College in Frederick, Mary-
land, among others. A unique comprehensive pro-
gram, developed at King’s College and Western
Ontario University in Canada, is an undergraduate
“Certificate in Palliative Care and Thanatology,”
which involves a thirty-six-credit-hour interdiscipli-
nary program with a focus on palliative care,
bereavement, suicide, and ethical, religious, and
cultural issues. Many colleges and universities allow
for individualized programs of concentration in
death-related studies.

Education for Health Professionals

In addition to the more general academic
approach to the study of death, a number of pio-
neers concentrated on more specific issues. Sev-
eral, including Jeanne Quint Benoliel, Cicely Saun-
ders, and Elisabeth Kiibler-Ross, focused on dying



patients and the effects of institutional environ-
ments, the process of dying, and pain manage-
ment, and they articulated the need for change in
the care of dying people.

Benoliel began her pioneering work in death
education for caregivers by designing a graduate
course for nursing students, which she began to
teach in 1971. Course topics included social, cul-
tural, and psychological conditions that influence
death-related attitudes and practices; concepts of
grief; and ethical, legal, and professional issues con-
cerning death. The course became a model for oth-
ers. In her 1982 book, Death Education for the
Health Professional, Benoliel comprehensively
described several courses on death for undergradu-
ate and graduate students in nursing and medicine.

Many colleges of nursing developed courses or
modules in death education as electives and often
as required courses, as well as continuing educa-
tion programs, with content reflecting the broader
framework that Benoliel recommended together
with palliative and other caring skills required to
work effectively with dying persons and their fam-
ilies. Several medical educators developed courses
specifically for medical students. Despite these
efforts, however, medical schools largely have
failed to incorporate death-related knowledge and
skills into their curricula.

Education was critical for the development of
hospice care. Hospices relied largely on the leader-
ship of professional organizations. A major concern
of the International Work Group on Death, Dying,
and Bereavement (IWG) has been to develop
standards of clinical practice. TWG documents,
identifying basic assumptions and principles of
death-related programs and activities, are published
in professional journals and periodically reprinted
as collections by IWG. The “Assumptions and Prin-
ciples Underlying Standards of Care of the Termi-
nally 1ll,” developed by TWG members from the
United States, the United Kingdom, and Canada,
first published in 1979, became an important guide
for hospice organizations.

The National Hospice and Palliative Care Orga-
nization, founded in 1981, grew out of the efforts
of pioneers in hospice care. Among its main pur-
poses has been the continuing education of its
membership through annual conferences and the
development of resources. Other professional
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organizations with similar priorities and informa-
tion sharing are the Hospice Foundation of Amer-
ica, the International Association of Hospice and
Palliative Care, and the American Academy of Hos-
pice and Palliative Medicine (publisher of the jour-
nal of Palliative Medicine). Related journals for
health professionals are Palliative Medicine (in the
United Kingdom) and the Journal of Palliative
Care (in Canada), among others.

Developments in Physician Education

A four-year study of seriously ill patients in hospi-
tals, released in 1995, confirmed substantial short-
comings in palliative care and communication.
Another study, conducted by George E. Dickinson
and A. C. Mermann and released in 1996, found that
except for a few occasional lectures or seminars at
the clinical level, little instruction on death and
dying occurred in medical schools. Not surprisingly,
an examination of medical textbooks in multiple
specialties by Michael W. Rabow and his colleagues
in 2000 revealed that, with few exceptions, content
in end-of-life care areas is minimal or absent.

With funding from various sources, however,
comprehensive initiatives have been launched to
educate physicians in end-of-life care. In 1996 the
American Academy of Hospice and Palliative Med-
icine developed Unipacs, a program in hospice and
palliative training for physicians that consists of six
modules and is designed for physicians and phy-
sician educators. The program includes such topics
as assessment and treatment of pain and other
symptoms, alleviating psychological and spiritual
pain, ethical and legal decision-making when car-
ing for the terminally ill, and communication skills.
A similar program, the National Internal Medicine
Residency Curriculum Project in End-of-Life Care, is
now a requirement for internal medicine residency
training. In 1998 the American Medical Association
announced the Education for Physicians on End-of-
Life Care Project. Its first phase has been curricu-
lum development including lecture sessions, video-
tape presentations, discussions, and exercises,
organized into portable two-day conferences. Next,
physician educators have been trained in using the
curriculum. It will be published as a self-directed
learning program and made available for physic-
ians across the country. The American Academy of
Family Physicians, in its “Recommended Curricu-
lum Guidelines for Family Practice Residents on
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End-of-Life Care” (2001), adds to the knowledge
and skill components a third on attitudes that
include awareness and sensitivity to such issues as
“breaking bad news”; psychosocial, spiritual, and
cultural issues affecting patients and family; and
physicians’ personal attitudes toward death.

Nursing Education

Nurses spend far more time with critically ill
patients and their families than do other caregivers.
They have been better prepared for this aspect of
their profession than physicians in that many nurs-
ing schools have been offering courses or modules
at the undergraduate and graduate levels. Still, a
1999 study by Betty Ferrell suggested that end-of-
life education in nursing schools is inconsistent. In
response, the American Association of Colleges of
Nursing (AACN) developed “Peaceful Death: Rec-
ommended Competencies and Curricular Guide-
lines for End-of-Life Nursing Care.” Reflecting these
guidelines, the AACN in 2001 developed the End of
Life Nursing Education Curriculum (ELNEC). ELNEC
is a comprehensive curriculum of nine modules to
prepare bachelor’s and associate degree nursing
faculty who will integrate end-of-life care in basic
nursing curricula for practicing nurses, and to pro-
vide continuing education in colleges and universi-
ties and specialty nursing organizations across the
country. Among other efforts to improve nurs-
ing education in end-of-life care is the Tool-Kit
for Nursing Excellence at End of Life Transition
(TNEEL), a four-year project developed by six
prominent nursing educators and researchers.
TNEEL is an innovative package of electronic tools
distributed to nurse educators in academic and clin-
ical settings and eventually will be offered as a
web-based self-study course.

Preparation of Grief Counselors

Scientific writing on grief began in 1917 with the
renowned physician and psychiatrist Sigmund
Freud’s essay on mourning and melancholia, and
continued with the first empirical study of acute
grief reactions by Erich Lindemann in 1944, John
Bowlby’s studies on attachment and loss in 1960
and 1961, and Colin Murray Parkes’s investigations
of spousal bereavement in 1970. In the next thirty
years the study of grief became the most active
area of research in the field. Differences in con-
ceptualizations and methodological approaches
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led to diverse findings. The diversity in results may
explain, in part, why findings from this literature
were not immediately incorporated into the aca-
demic curricula in psychology, sociology, or the
health sciences, except as occasional seminars, and
lectures, or as topics for independent study and
research.

These findings did stimulate the development
of various mutual and self-help organizations for
bereaved adults. Later, when studies on childhood
bereavement showed that children also grieve and
can benefit from support, programs for bereaved
children were established. The Dougy Center in
Portland, Oregon, a community-based volunteer
program founded in 1985, became a model and
training center for professionals across the nation
interested in setting up grief support programs for
children. In addition, leaders in the field pioneered
community-supported crisis intervention programs
in the public schools in the 1990s.

Hospices have become increasingly involved
in community-oriented educational outreach and
clinical services for bereaved adults and children
and the public. Colleges of mortuary sciences have
begun offering courses or modules in after-care
counseling. Some basic information on grief and
bereavement has also been incorporated into train-
ing of personnel for disaster relief organizations, of
airline companies, and in some police departments.

The professional preparation of grief coun-
selors has relied heavily on training in more non-
traditional settings. Mental health practitioners and
other health professionals have been offered con-
tinuing education seminars, workshops, and insti-
tutes. Leaders suggest that while well-trained and
experienced mental health practitioners can learn
the basics of grief counseling in a two- or three-
day intensive workshop, the issues in grief therapy
are too complex to be addressed in such abbrevi-
ated fashion.

Professional organizations have been vital in
educating their members about grief. The Associa-
tion for Death Education and Counseling (ADEC),
in particular, concerned itself early with the ques-
tion of education for professionals and was the first
organization to develop professional standards and
certification programs for death educators and
counselors. In addition to its annual conferences,
ADEC for many years has been offering a sequence
of preconference basic and advanced academic



courses and experiential workshops taught by
leading professionals, as well as resources to assist
members in preparing for certification. ADEC is at
present revising its certification programs to certify
professionals as grief counselors.

At colleges and universities today, many
departments of health psychology, counseling and
clinical psychology, human development and fam-
ily studies, and other academic units offer areas of
concentration that include courses and independ-
ent studies in death and bereavement at the under-
graduate level. At the graduate level, an increasing
number of departments support theses and disser-
tations on the subject. Increasingly more sophisti-
cated and up-to-date death and grief-related con-
tent appears in the textbooks in relevant specialties
in psychology, sociology, and gerontology. As hos-
pitals begin to include bereavement follow-up
services in their end-of-life care programs, content
about grief will become part of medical and nurs-
ing education.

In addition to Death Studies and Omega, sev-
eral other professional journals deal with grief,
including Iliness, Crisis, and Loss and Journal of
Loss and Trauma. A large number of books are in
print on various aspects of grief, including schol-
arly treatments, personal accounts, and, most of
all, practical guidelines for support. An exploding
number of profit and nonprofit Internet web sites
offer information, resources, and support as well.

Death Education for the Public

As the field of death and dying evolved and the
subject became acceptable for discussion, the print
and electronic media reported on new develop-
ments and presented interviews and panel discus-
sions with increasing frequency. Public informa-
tion about end-of-life issues that evolved with
medical and technological advances was instru-
mental in the establishment of citizens’ advocacy
groups, the public debate regarding patients’ rights,
and subsequent legislation.

Funding from generous philanthropies, de-
signed to educate professionals as well as the gen-
eral public, has been instrumental in recent educa-
tional activities. One of the stated goals of the
Project on Death in America of the Open Society
Institute is to “understand and transform the culture
and experience of dying and bereavement in Amer-
ica.” Among recent educational efforts are the
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National Public Radio series “The End of Life:
Exploring Death in America” and the PBS television
series “On Our Own Terms: Moyers on Dying in
America.” There are thousands of web pages on
end-of-life issues, various aspects of dying, funerals,
and grief, as well as online support services. Most
professional organizations concerned with death
offer a wealth of information and resources on their
web sites. Citizens’ organizations present their
views and perspectives in print and on the web.

Many communities periodically offer adult edu-
cation programs, lecture series, seminars, and simi-
lar formats. And many colleges, universities, hos-
pices, and hospitals either design programs for the
community or invite the public to conferences.

Death Education in Public Schools

Daniel Leviton, a pioneer in the field of death and
dying, first articulated the rationale for teaching
children about death. In 1977 Leviton, and in 1979
Eugene Knott, redefined early goals. Over the
years numerous instructional guidelines and re-
sources were developed for incorporating the
study of death and dying into various subject areas
taught in public schools.

A 1990 national survey of U.S. public schools
conducted by Hannelore Wass, Gordon Thornton,
and David Miller, however, found that only a fifth
of the high schools, 15 percent of the middle
schools, and less than a tenth of the elementary
schools incorporated the study of death into their
curricula. Those who did tended to include it in
health science or family life. Goals were to better
prepare for life, to appreciate life and health, and
to be less afraid of death.

While most schools have established protocols
for crisis intervention (grief counseling and sup-
port), preventive education through the study of
death, dying, and bereavement has remained a
controversial issue. Some parents say it infringes
upon their and the church’s domain. Some critics
point to inadequate teacher preparation. There has
been a concern that such study would induce anx-
iety and heighten fears in students. These concerns
combined with increasing pressures to teach com-
plex technological concepts and other basic skills,
make it unlikely that the subject of death will be
viewed as a part of the school’s curriculum. But
proponents of death education insist on the need
to also address the life and people problems of
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today and help students to learn skills to solve
them. Understanding and appreciating oneself,
others, and life, learning ways to manage anger
and frustration; developing attitudes of tolerance,
respect, empathy, and compassion all contribute to
a high quality of life. These may be basic ingredi-
ents of long-term primary prevention of destructive
behavior and serve as an antidote to the distorted
perceptions children form from the entertain-
ment media.

Reduction of Death Anxiety
As a Goal in Death Education

Professionals disagree on the question of death
anxiety reduction as a desirable or appropriate
general goal for efforts in death education. Some
leaders believe it is unrealistic to expect that a one-
semester-length course of instruction in large
classes can alleviate the negative affect of death.
Instructors seldom know anything about individual
students’ feelings and personal experiences with
death at the beginning of the instruction. Unless
time is provided for sharing of experiences and
concerns in class (or out of class), it may be diffi-
cult to assess students’ attitudes and gauge affective
changes. Additionally, changes may be too subtle
to notice, or may be dormant for many months.

In continuing professional education, the con-
cern has been whether a short-term workshop for
health professionals—often not more than twenty
hours in length—provides sufficient time to ad-
dress the complex issues of death attitudes and to
bring about attitude changes. Nonetheless, for stu-
dents preparing to become health professionals,
caring for dying and bereaved persons and their
families, it is considered essential that they con-
front their own death-related feelings and learn to
cope with them. There is evidence and a firm belief
among thanatologists that negative feelings inter-
fere with a person’s effectiveness in helping others.

The concern that teaching children about
death will induce or heighten death fears and anx-
ieties may need reconsideration as well. Adults
tend to be protective of children. At the same time,
they also seem confident that children can with-
stand the onslaught of cultural and actual violence
in their environment. This may be wishful think-
ing, however. Children do have fears and concerns
about death. Studies of older children with life-
threatening illness have shown that being given
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detailed information about diagnosis, prognosis,
and treatment options lowered their death anxi-
eties, suggesting that knowledge may give children
a measure of control. This may be true for healthy
children as well. Improved and specific informa-
tion about the consequences of risk-taking behav-
ior in adolescents, or even the process of dis-
cussing these matters, may reduce death anxiety
children already have and help prevent risk-taking
behaviors. Considering the complexity of the
issues, it is important to include study of death-
related attitudes in the curricula of prospective
teachers at any level.

Evaluation

While basic assumptions and goals of death edu-
cation may be agreed on, wide variation in specific
objectives, populations, and settings have made it
difficult to establish general standards and to eval-
uate the overall effectiveness of the diverse efforts.
Because thanatology (the study of death) has
become a complex multidisciplinary field with a
considerable amount of research, scholarship, and
practice, and because the subject is personal and
intimate, death education is challenging and
requires solid qualification. There seems to be
agreement on a number of basic competencies of
an effective death educator:

e confrontation of personal mortality and com-

fort with the topic of death;

knowledge of the subject matter and com-
mitment to keep up with new developments;

ability to develop objectives consistent with
the needs, interests, and educational levels
of learners;

familiarity with basic principles of learning
and instruction;

knowledge of group dynamics; and

skills in interpersonal communication and,
when necessary, in identifying students’
needs for support and counseling.

ADEC is currently developing standards for training
death educators based on teacher competencies.

Numerous empirical studies have been con-
ducted to provide objective data on the effects of
death education. Most of these are done with col-
lege students taking a semester-length course or
with health care professionals participating in short



courses or workshops. Joseph A. Durlak and Lee
Ann Reisenberg conducted a meta-analysis of
forty-six controlled outcome studies. They con-
cluded in 1991, reevaluated by Durlak in 1994, that
death education was fairly successful in achieving
cognitive learning goals, in changing cognitive atti-
tudes on death-related issues and death-related
behaviors (e.g., making out a will, talking with
dying patients). Findings on changes in affect
(death fears and anxieties), however, were incon-
sistent, depending in part on the teaching methods
employed: Emphasis on experiential methods was
more likely to result in slight decreases in fears,
and emphasis on didactic methods had no or
slightly negative effects.

Conclusion

Education about death, dying, and bereavement
has been instrumental in educating professionals
and significant in informing the public. In general,
substantial progress has been made identifying
broad goals and specific objectives, designing cur-
ricula, developing resources, and reaching the
populations to be addressed—college students,
health care professionals, and the general public.
Death education is minimal in the public schools.
Leaders in the field, however, consider it an impor-
tant component of the schools’ curricula. Such
education could be part of children’s preparatory
cultural education and could serve as primary pre-
vention of violence by promoting life-affirming
and constructive attitudes and behavior toward self
and others.

Professional organizations concerned with
death, dying, and bereavement demonstrate lead-
ership by developing, expanding, or refining stan-
dards of practice and providing educational
resources. The concerted efforts to educate phy-
sicians and nurses in end-of-life care are impres-
sive. They also illustrate the importance of financial
resources in bringing about change. Modest
progress has been made in evaluating death edu-
cation. The challenge of achieving an overall
objective evaluation of educational outcomes re-
mains. State-of-the-art death-related content needs
to be reflected in the educational curricula for pro-
fessionals. All groups can benefit from studying the
larger social and cultural contexts in which they
live and work. Advances in the communications
technologies enabling rapid information gather-
ing—and sharing—and the increasing use of these
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technologies for online distance learning and
teaching can greatly facilitate and enhance death
education at all levels.

See also: CADAVER EXPERIENCES; CHILDREN AND
ADOLESCENTS” UNDERSTANDING OF DEATH; FEIFEL,
HERMAN; GRIEF COUNSELING AND THERAPY; TABOOS

AND SOCIAL STIGMA
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DEATH INSTINCT

The pioneering Austrian psychoanalyst Sigmund
Freud was a person with few illusions about
human nature and civilization. In fact, he had been
relentlessly exposing what he saw as the hidden
strivings and conflicts beneath the mask of civiliza-
tion. Even Freud, though, had not expected such a
catastrophic violation of the values of civilization.
Entering the sixth decade of his life, Freud had
observed too much self-destructive behavior both
from his psychoanalytic patients and society at
large. He had grown dissatisfied with some of
his own theories and felt the need to address
more decisively the human propensity for self-
destruction. His version of the question of the times
became: Why do humans so often act against their
own best interests—even the desire to survive?

It was in 1920 that Freud offered his death
instinct theory. This was an uncertain time both in
Freud’s own life and in European culture. World
War I, “The War to End All Wars” (unfortunately,
misnamed), had finally concluded. Both the victo-
rious and the defeated had experienced grievous
loss. Parents had been bereaved, wives widowed,
and children orphaned. Many of the survivors of
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combat would never be the same again, physically
or mentally. In Austria and Germany the devasta-
tion of war and the terms of the surrender had
produced not only economic hardship but also a
debilitating sense of hopelessness and frustration.

Thoughtful people found even more to worry
about. World War I seemed to be much more than
a tragic ordeal for all involved. In the minds of
many observers, this protracted period of violence
and upheaval had shattered the foundations of
Western culture. Western civilization with its
centuries-old traditions appeared to have been
dealt a deathblow. Classical concepts of honor,
beauty, glory, truth, and justice had been mutilated
in the killing trenches and the casual brutalities of
war. The visual, musical, and performing arts were
contributing to the unease with disturbing new
forms of expression. Science was increasingly seen
as a threat to humanity through such routes as
dehumanizing workplaces and ever-more lethal
weaponry. The life sciences, through the theories
of Charles Darwin, the nineteenth-century English
naturalist, had already sounded one of the most
troubling notes: Homo sapiens can be regarded as
part of the animal kingdom. Humans were pri-
mates with superior language and tool skills.
Where was the essence of humankind’s moral
being and the immortal soul? The physical and
spiritual devastation of World War I seemed to
have confirmed the gradually building anxieties
about the future of humankind.

Freud introduced his new theory in Beyond
the Pleasure Principle (1920). Most philosophers
and psychologists had assumed that people are
motivated by the desire to experience pleasure and
avoid pain. This was not, however, always the
case. Some of Freud’s patients, for example, were
masochistic—seekers of physical or emotional
pain. The more he thought about it, the more con-
nections Freud perceived between masochism, sui-
cide, war, and the inability to love. Was there
something in the very nature of humans that
prompted them to override the self-preservation
instinct and bring about harm both to themselves
and others?

Life and Death: Eros and Thanatos

Freud came to the conclusion that humans have
not one but two primary instincts. He called the
life-favoring instinct Eros, one of the Greek words
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Sigmund Freud claimed each human bhad a death instinct, called Thanatos, the Greek word for “death.” This Greek relief

sculpture shows Thanatos positioned between Aphrodite and Persephone, who are thought to be competing for the soul of

Adomnis. BURSTEIN COLLECTION/CORBIS

for “love,” and the death instinct 7hanatos, the
Greek word for “death.” It was characteristic of
Freud to invoke Greek literature and mythology,
but it was also characteristic of him to ground his
ideas in the biomedical and physical sciences. He
suggested that all living creatures have an instinct,
drive, or impulse to return to the inorganic state
from which they emerged. This fodtriebe (drive
toward death) is active not only in every creature,
great or small, but also in every cell of every organ-
ism. He pointed out that the metabolic processes
active in all cells have both constructive (anabolic)
and destructive (catabolic) functions. Life goes on
because these processes work together—they are
opposing but not adversarial.

Similarly, Eros and Thanatos function in a com-
plementary manner in the personal and interper-
sonal lives of humans. People seek out new expe-
riences, reach out to others, and expend energy in
pursuit of their goals. Eros smiles over ventures
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such as these. There are times, though, when
humans need to act aggressively on the world,
protect their interests, or withdraw from overstim-
ulation and exertion and seek quietude. Thanatos
presides over both these aggressive and risky ven-
tures and the longing for “down time.” Humans
function and feel at their best when these two
drives are in harmony. Sexual love, for example,
may include both tenderness and thrill-seeking.

Effects on Children

Unfortunately, though, these drives are often out
of balance. Children may be punished or shamed
for their exploratory and aggressive, even destruc-
tive, actions (e.g., pulling a caterpillar apart to see
what is inside). A particular problem in Freud’s
generation was strong parental disapproval of
exploratory sexual expression in children. As a
consequence, the child might grow into an adult
who is aggressive and destructive where affection



DEATH MASK

and sharing would be more rewarding—or into a
person with such thwarted and convoluted sex/
death impulses that making love and making war
are dangerously linked.

Suicide and Homicide

Suicide and homicide often have roots in a con-
fused and unbalanced relationship between the life
and the death instincts. The destructive impulses
may be turned against one’s own self (suicide) or
projected against an external target (homicide).
Wars erupt when society at large (or its leaders)
have displaced their own neurotic conflicts to the
public scene.

Later Views of the Theory

Death instinct theory has not fared well. In his
influential 1938 book Man against Himself, Amer-
ican psychiatrist Karl Menninger stated that he
found this theory helpful in understanding suicide
and other self-destructive behaviors. Critics have
dominated, however, both within the circle of psy-
choanalysis and the larger professional and aca-
demic community. Two of the criticisms are espe-
cially powerful: that the theory relies on vague and
outdated scientific knowledge, and that it is sel-
dom very useful when applied to specific individ-
uals and situations. For the most part, counselors,
therapists, researchers, and educators have found
that they could get along just as well without mak-
ing use of the death instinct theory.

Nevertheless, there is still vitality in this failed
theory. Evidence of confused connections between
sexuality and destructiveness remains plentiful, as
do instances in which people seem to be operating
against the principle of self-preservation of self or
others. Furthermore, within the correspondence
between Freud and the German-born American
physicist and philosopher Albert Einstein, included
in the 1932 book Why War?, was an ancient rem-
edy that has yet to be given its full opportunity.
Einstein had independently reached the same con-
clusion as Freud: “Man has in him the need to hate
and to destroy.” Freud replied with the emphasis
on Eros: “Psychoanalysis need not be ashamed
when it speaks of love, because religion says the
same: ‘Love thy neighbor as thyself.”

See also: FREUD, SIGMUND; HOMICIDE, DEFINITIONS AND
CLASSIFICATIONS OF; SUICIDE
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DEATH MASK

A death mask is a wax or plaster cast of a person’s
face taken while he or she is alive or after their
death. Usually the mask is created after the death
of the person because of the danger imposed by its
materials. The making of a reproduction of the face
of a dead person is an ancient practice whose ori-
gins date from the periods of the Romans and
Egyptians. The process served as a reminder of the
deceased for the family, as well as a protector from
evil spirits, and is associated with a belief in the
return of the spirit.

In some cultures, mostly in African, Native
American, and Oceanic tribes, death masks are
considered an important part of social and reli-
gious life. Death masks facilitate communication
between the living and the dead in funerary rites
and they create a new, superhuman identity for
the bearer. Death masks can take the form of ani-
mals or spirits, thereby allowing the bearer to
assume the role of the invoked spirit or to fend off
evil forces.

In some tribes death masks are used in initia-
tory or homage ceremonies, which recount the
creation of the world and the appearance of death
among human beings. For others, where the link
to ancestors is sacred, they are used to make the
transition from the deceased to his or her heir of
the family. Death masks are also used as a tool to
help the deceased’s soul pass easily to the other
life. The respect of the funeral rites of mask danc-
ing can also protect from reprisals from the dead,
preventing the risk of a wandering soul.

See also: HUMAN REMAINS; IMMORTALITY, SYMBOLIC
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DEATH PENALTY

See CAPITAL PUNISHMENT.

DEATH SQUADS

Death squads are generally state-sponsored terror-
ist groups, meaning that the government advocates
death by groups of men who hunt down and kill
innocent victims. Death squads are often paramili-
tary in nature, and carry out extrajudicial (outside
the scope of the law or courts) killings, executions,
and other violent acts against clearly defined indi-
viduals or groups of people (Campbell 2000). Their
goal is to maintain the status quo with special ref-
erence to power and to terrorize those supportive
of economic, political, and social reform. An exam-
ple is the private armies, mercenaries, and gangs
whose goal was to terrorize the population to pre-
vent their support of the revolutionary Sandinista
National Liberation Front (FSLN) during the Contra
war in Nicaragua in 1979-1990 (Schroeder 2000).
The brutish civil war in El Salvador, 1979-1991, pro-
vides another example. The work of these death
squads horrified the world. Some were brazen
enough to identify themselves by carving the ini-
tials “EM” (Escuadron de la Muerte, “Death Squad”)
into the chests of corpses (Arnson 2000).

Violence by death squads falls under concepts
such as extrajudicial killing, state-sponsored terror-
ism, democide (murder of a person or people by
the government), and “horrendous death.” Exam-
ples of horrendous death are deaths resulting from
war, including assassination, terrorism, genocide,
racism (e.g., lynching), famine, and environmental
assault. All are preventable because they are
caused by people rather than God, nature, bacte-
ria, or virus. Ironically, preventive policies exist
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that would deal with underlying root causes as
well as outcomes but are too infrequently imple-
mented (Leviton 1997). For example, root causes
that give rise to death squads include authoritarian,
totalitarian, despotic, non-democratic govern-
ments, and economic and educational disparities
that result in misery and despair. They, in turn,
seed economic, social, and political reform and
revolutionary movements that are the natural
enemy of the totalitarian state.

State-sponsored violence has escalated since
the end of World War II. According to Amnesty
International in 2000, confirmed or possible extra-
judicial executions (including children) were car-
ried out in forty-seven countries. Yet this quantita-
tive data masks the suffering of survivors and its
detrimental impact upon the social contract
between people and their government.

All people are vulnerable to intentioned deaths
such as democide and horrendous death. Their
prevention is in the best interests of those desiring
a peaceful, global society. To that end, organiza-
tions have made specific, preventive recommenda-
tions to nation states. Organizations concerned
with the elimination and prevention of death
squads include the U.S. State Department’s Bureau
of Democracy, Human Rights, and Labor; United
Nations; Amnesty International; and Human Rights
Watch. An international surveillance and early
warning system and policies that institute basic
reforms are also necessary measures. The latter
include the need for universal education, instituting
democratic forms of government with strong adver-
sarial parties, and an inquisitive and free media.

See also: TERRORISM; WAR
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DEATH SYSTEM

Death system, a concept introduced by Robert
Kastenbaum in 1977, is defined as “the interper-
sonal, sociocultural, and symbolic network through
which an individual’s relationship to mortality is
mediated by his or her society” (Kastenbaum 2001,
p. 66). Through this concept, Kastenbaum seeks to
move death from a purely individual concern to
a larger context, understanding the role of death
and dying in the maintenance and change of the
social order.

Components of the Death System

To Kastenbaum, the death system in any given
society has a number of components. First, people
are connected to the death system. Because death
is inevitable, everyone will, at one time or another,
be involved with death—one’s own or others.

Other individuals have more regular roles in the
death system, earning their livelihood primarily by
providing services that revolve around death.
These include coroners and funeral directors, per-
sons involved with life insurance, and florists. In
other cases, Kastenbaum reminds society, the role
may be apparent. Anyone, for example, involved
in food manufacturing, especially meat, and food
service, depends on the slaughter of animals.
Clergy, police, firefighters, and health care workers
all interact with the dying, dead, and bereaved and
therefore have roles in the death system. Even stat-
isticians who create actuarial tables play a role in
the death system.

A second component of the death system is
places. Places include hospitals (though they do
not have the prominent role that they once had as
places people go to die, at least in industrial soci-
eties), funeral homes, morgues, cemeteries, and
other places that deal with the dead and dying.
Memorials and battlefields are also places associ-
ated with death. Such places need not always be
public. Family members may harbor superstitions
or simply memories of a room or area where a
loved one died.

Times are a third component of the death
system. Certain holidays like Memorial Day or
Halloween in U.S. culture, the Day of the Dead in
Mexican culture, or All Saints’ Day or Good Friday
among Christian traditions are associated with a
time to reflect upon or remember the dead. Again,
different cultural groups, family systems, or indi-
viduals may hold other times, such as the anniver-
sary of a death, battle, or disaster, as times to
remember.

Objects and symbols are the remaining compo-
nents of the death system. Death-related objects
are diverse, ranging from caskets to mourning
clothes, even to bug spray “that kills them dead.”
Symbols too are diverse. These refer to rituals such
as Catholic “last rites” or funeral services, and sym-
bols such as a skull and cross that warn of or con-
vey death. Because language is a symbolic system,
the words a society uses to discuss death are part
of the death system as well.

Functions of the Death System

Kastenbaum takes a sociological approach, draw-
ing from a broad, theoretical stream within sociol-
ogy called “structure-functionalism.” This approach
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basically states that every system or structure
within a society survives because it fulfills manifest
and latent functions for the social order. Change
occurs when the system no longer adequately ful-
fills its functions, due, for example, to changing
social conditions, or until innovations emerge that
better address these functions. To Kastenbaum, the
death system fulfills a series of critical functions.

Warning and predicting death. This function
refers to the varied structures within a society that
warn individuals or collectivities about impending
dangers. Examples of organizations that fulfill
these functions include weather forecasting agen-
cies that may post warnings, media that carries
such warnings, and emergency personnel who
assist in these events. It also includes laboratories
and physicians that interpret test results to patients.

Caring for the dying. This category offers a good
example of cultural change. The hospital was seen
as ineffective by many in caring for the dying, so
new cultural forms such as hospice and palliative
care emerged to fulfill these functions.

Disposing of the dead. This area includes prac-
tices that surround the removal of a body, rituals,
and methods of disposal. Being that every culture
or generational cohort has its own meaningful
ways to dispose of the dead, this can lead to strains
when cultures differ.

Social consolidation after death. When an indi-
vidual dies, other members of the society, such as
the family or the work unit, have to adjust and
consolidate after that death. In the Middle Ages, for
example, the guild system that included masters
(i.e., skilled and experienced professionals), inter-
mediate-level journeymen, and beginning appren-
tices served to mediate the impact of often sudden
death by creating a system that allowed for con-
stant replacement. In industrial society, retirement
removes workers from the system, lessening the
impact of eventual death. In American society,
funeral rituals and spontaneous memorialization,
self-help and support groups, and counselors are
examples of other structures that support consoli-
dation.

Making sense of death. Every society has to
develop ways to understand and make sense of
loss. One of the values of funeral rituals is that
they allow for a death to be interpreted within a
given faith or philosophical viewpoint.
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Killing. Every death system has norms that indi-
cate when, how, and for what reasons individuals
or other living creatures can be killed. There are
international treaties that define what weapons and
what killings are justifiable in war. Different cul-
tures determine the crimes an individual can be
executed for as well as the appropriate methods of
execution. Cultures, too, will determine the reason
and ways that animals may be killed.

Death systems are not static. They constantly
evolve to deal with changing circumstances and
situations. For example, the terrorist attacks of
September 11, 2001, have led to the development
of whole new systems for airline security that
include new personnel, regulations, and places
such as screening and identification. As causes of
death have changed, new institutions such as hos-
pice and nursing homes have developed. A series
of social changes, such as demographic shifts, his-
torical factors (i.e., the development of nuclear
weapons), and cultural changes (i.e., increasing
diversity), have led to the development of the
death studies movement. Because it is a related
system, changes in one part of the system are
likely to generate changes in other parts of the sys-
tem. For example, the growth of home-based hos-
pice has led hospitals to reevaluate their care of
the dying, contributing to the current interest in
palliative care.

Thanatology is often more focused on the clin-
ical, stressing the needs of dying and bereaved
individuals. While the concept of the death system
has not received widespread attention, it is a pow-
erful reminder of the many ways that death shapes
the social order.

See also: GENOCIDE; GRIEF AND MOURNING IN CROSS-
CULTURAL PERSPECTIVE; MEMORIALIZATION,

SPONTANEOUS; SOCIAL FUNCTIONS OF DEATH
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DEFINITIONS OF DEATH

In the past, death has often been defined with a
few confident words. For example, the first edition
of Encyclopaedia Britannica informed its reader-
ship that “DEATH is generally considered as the
separation of the soul and body; in which sense it
stands opposed to life, which consists in the union
thereof” (1768, v. 2, p. 309). The confidence and
concision had dissolved by the time the fifteenth
edition appeared in 1973. The entry on death had
expanded to more than thirty times the original
length. The earlier definition was not mentioned,
and the alternative that death is simply the absence
of life was dismissed as an empty negative. Read-
ers seeking a clear and accurate definition were
met instead with the admission that death “can
only be conjectured” and is “the supreme puzzle of
poets” (1973, v. 5, p. 520).

This shift from confidence to admission of
ignorance is extraordinary not only because death
is such a familiar term, but also because so much
new scientific knowledge has been acquired since
the eighteenth century. Actually, the advances in
biomedical knowledge and technology have con-
tributed greatly to the complexity that surrounds
the concept and therefore the definition of death in
the twenty-first century. Furthermore, the defini-
tion of death has become a crucial element in fam-
ily, ethical, religious, legal, economic, and policy-
making decisions.

It would be convenient to offer a firm defini-
tion of death at this point—but it would also be
premature. An imposed definition would have lit-
tle value before alternative definitions have been
considered within their socio-medical contexts.
Nevertheless, several general elements are likely
to be associated with any definition that has a rea-
sonable prospect for general acceptance in the
early years of the twenty-first century. Such a defi-
nition would probably include the elements of a
complete loss or absence of function that is per-
manent, not reversible, and useful to society.

These specifications include the cautious dif-
ferentiation of “permanent” from “not reversible”
because they take into account the argument that a
death condition might persist under ordinary cir-
cumstances, but that life might be restored by
extraordinary circumstances. Despite this caution
there are other and more serious difficulties with
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even the basic elements that have been sketched
above. That a definition of death must also be
“useful to society” is a specification that might
appear to be wildly inappropriate. The relevance
of this specification is evident, however, in a pat-
tern of events that emerged in the second half of
the twentieth century and that continues to remain
significant (e.g., persistent vegetative state and
organ transplantation). Competing definitions of
death are regarded with respect to their societal
implications as well as their biomedical credibility.

Attention is given first to some of the ways in
which common usage of words has often led to
ambiguity in the definition of death. The historical
dimension is briefly considered, followed by a
more substantial examination of the biomedical
approach and its implications.

“Death”: One Word Used in Several Ways

The word death is used in at least three primary
and numerous secondary ways. The context indi-
cates the intended meaning in some instances, but
it is not unusual for ambiguity or a shift in mean-
ings to occur in the midst of a discussion. People
may talk or write past each other when the specific
usage of “death” is not clearly shared. The three
primary usages are: death as an event; death as a
condition; and death as a state of existence or
nonexistence.

Death as an event. In this usage, death is some-
thing that happens. As an event, death occurs at a
particular time and place and in a particular way.
In this sense of the term, death is a phenomenon
that stays within the bounds of mainstream con-
ception and observation. Time, place, and cause
can be recorded on a death certificate (theoreti-
cally, in all instances although, in practice, the
information may be incomplete or imprecise). This
usage does not concern itself with mysteries or
explanations: Death is an event that cuts off a life.

Death as a condition. This is the crucial area in
biomedical and bioethical controversy. Death is
the nonreversible condition in which an organism
is incapable of carrying out the vital functions of
life. It is related to but not identical with death as
an event because the focus here is on the specific
signs that establish the cessation of life. These
signs or determinants are often obvious to all
observers. Sometimes, though, even experts can
disagree.



Death as a state of existence or nonexistence. In
this sense, it can almost be said that death is what
becomes of a person after death. It refers not to the
event that ended life nor the condition of the body
at that time, but rather to whatever form of exis-
tence might be thought to prevail when a tempo-
ral life has come to its end.

Miscommunications and unnecessary disagree-
ments can occur when people are not using the
term death in the same way. For example, while
grieving family members might already be con-
cerned with finding someone to stay in contact
with a loved one who will soon be “in death,” the
physicians are more likely to focus on criteria for
determining the cessation of life. In such situations
the same word death is receiving functionally dif-
ferent definitions.

The secondary usages are mostly figurative.
Death serves as a dramatic intensifier of meaning;
for example, the historian’s judgment that the rise
of commerce contributed to the death of feudal-
ism, or the poet’s complaint that life has become
death since being spurned by a lover. There are
also extended uses that can be considered either
literal or figurative, as when the destruction of the
universe is contemplated: The issue open to spec-
ulation is whether the universe is fundamentally
inanimate or a mega-life form.

Traditional Definitions of Death

Biomedical approaches to the definition of death
have become increasingly complex and influential
since the middle of the twentieth century.
Throughout most of human history, however,
death was defined through a combination of every-
day observations and religious beliefs. The defini-
tion offered in the 1768 edition of Encyclopaedia
Britannica is faithful to the ancient tradition that
death should be understood as the separation of
soul (or spirit) from the body. The philosophical
foundation for this belief is known as dualism:
Reality consists of two forms or essences, one of
which is material and certain to decay, the other
of which has a more subtle essence that can
depart from its embodied host. Dualistic thinking is
inherent in major world religions and was also
evident in widespread belief systems at the dawn
of known history.

Definitions of death in very early human soci-
eties have been inferred from physical evidence, a
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limited though valuable source of information.
Cro-Magnon burials, for example, hint at a belief
in death as separation of some essence of the per-
son from the flesh. The remains were painted
with red ochre, consistently placed in a north-
south orientation, and provided with items in the
grave that would be useful in the journey to the
next life. Anthropologists discovered similar prac-
tices among tribal people in the nineteenth and
early twentieth centuries. The fact that corpses
were painted red in so many cultures throughout
the world has led to the speculation that this tint-
ing was intended as a symbolic representation of
blood. People throughout the world have long rec-
ognized that the loss of blood can lead to death,
and that the cold pallor of the dead suggests that
they have lost the physical essence of life (con-
ceived as blood), as well as the spiritual (con-
ceived as breath). A religious practice such as
symbolically replacing or renewing blood through
red-tinting would therefore have its origin in obser-
vations of the changes that occur when a living
person becomes a corpse.

A significant element in traditional definitions
of death is the belief that death does not happen
all at once. Observers may clearly recognize signs
of physical cessation; for example, lack of respira-
tion and responsiveness as well as pallor and stift-
ening. Nevertheless, the death is not complete until
the spirit has liberated itself from the body. This
consideration has been taken into account in
deathbed and mourning rituals that are intended to
assist the soul to abandon the body and proceed
on its afterlife journey. It was not unusual to wait
until only the bones remain prior to burial because
that would indicate that the spirit has separated,
the death completed, and the living emancipated
to go on with their lives.

Definitions of death as an event or condition
have usually been based on the assumption that
life is instantly transformed into death. (This view
has been modified to some extent through bio-
medical research and clinical observation.) Histor-
ical tradition, though, has often conceived death as
a process that takes some time and is subject to
irregularities. This process view has characterized
belief systems throughout much of the world and
remains influential in the twenty-first century.
Islamic doctrine, for example, holds that death is
the separation of the soul from the body, and that
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death is not complete as long as the spirit contin-
ues to reside in any part of the body. This per-
spective is of particular interest because medical
sophistication has long been part of Islamic culture
and has therefore created a perpetual dialogue
between religious insights and biomedical
advances. The question of reconciling traditional
with contemporary approaches to the definition
of death requires attention to recent and current
developments.

Biomedical Determinations
and Definitions of Death

For many years physicians depended on a few
basic observations in determining death. Life had
passed into death if the heart did not beat and air
did not flow into and out of the lungs. Simple tests
could be added if necessary; for example, finding
no response when the skin is pinched or pricked
nor adjustive movements when the body is moved
to a different position. In the great majority of
instances it was sufficient to define death opera-
tionally as the absence of cardiac activity, respira-
tion, and responsiveness. There were enough
exceptions, however, to prove disturbing. Trauma,
illness, and even “fainting spells” occasionally
reduced people to a condition that could be mis-
taken for death. The fortunate ones recovered,
thereby prompting the realization that a person
could look somewhat dead yet still be viable. The
unfortunate ones were buried—and the most
unfortunate stayed buried. There were enough
seeming recoveries from the funeral process that
fears of live burial circulated widely, especially
from the late eighteenth century into the early
years of the twentieth century.

A related development served as a foreshad-
owing of complexities and perplexities yet to come.
Scientifically minded citizens of late-eighteenth-
century London believed they could rescue and
resuscitate victims of drowning; they could and
they did. Not all victims could be saved, but there
were carefully authenticated cases in which an
apparent corpse had been returned to life. Some of
the resuscitation techniques they pioneered have
entered the repertoire of emergency responders
around the world. They also tried (with occasional
success) the futuristic technique of galvanic (elec-
trical) stimulation. The impact of these experiments
in resuscitation far exceeded the small number of
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cases involved. The fictional Dr. Frankenstein
would reanimate the dead by capturing a flash of
lightning—and nonfictional physicians would later
employ electric paddles and other devices and
techniques for much the same purpose. The won-
der at seeing an apparently dead person return to
life was accompanied by a growing sense of
uneasiness regarding the definition of death. It
would not be until the middle of the twentieth cen-
tury, though, that new developments in technology
would pose questions about the definition of death
that could no longer be shunted aside.

The accepted legal definition of death in the
middle of the twentieth century appeared simple
and firm on the surface. Death was the cessation of
life as indicated by the absence of blood circula-
tion, respiration, pulse, and other vital functions.
The development of new biomedical techniques,
however, soon raised questions about the ade-
quacy of this definition. Cardiopulmonary resusci-
tation (CPR) had resuscitated some people whose
condition seemed to meet the criteria for death.
Furthermore, life support systems had been
devised to prolong respiration and other vital func-
tions in people whose bodies could no longer
maintain themselves. In the past these people
would have died in short order. The concept of a
persistent vegetative state became salient and a dis-
turbing question had to be faced: Were these
unfortunate people alive, dead, or somewhere in
between? This question had practical as well as
theoretical implications. It was expensive to keep
people on extended life support and also occu-
pied hospital resources that might have more ther-
apeutic uses. It was also hard on family members
who saw their loved ones in that dependent and
nonresponsive condition and who were not able to
enter fully into the grieving process because the
lost person was still there physically.

Still another source of tension quickly entered
the situation. Advances were being made in trans-
planting cadaver organs to restore health and pre-
serve the life of other people. If the person who
was being maintained in a persistent vegetative
state could be regarded as dead, then there was a
chance for an organ transplantation procedure that
might save another person’s life. Existing defini-
tions and rules, however, were still based on the
determination of death as the absence of vital func-
tions, and these functions were still operational,
even though mediated by life support systems.



Pressure built up to work through both the
conceptual issues and the practical problems by
altering the definition of death. The term clinical
death had some value. Usually this term referred to
the cessation of cardiac function, as might occur
during a medical procedure or a heart attack. A
physician could make this determination quickly
and then try CPR or other techniques in an effort to
restore cardiac function. “Clinical death” was there-
fore a useful term because it acknowledged that
one of the basic criteria for determining death
applied to the situation, yet it did not stand in the
way of resuscitation efforts. This concept had its
drawbacks, though. Many health care professionals
as well as members of the general public were not
ready to accept the idea of a temporary death,
which seemed like a contradiction in terms. Fur-
thermore, clinical death had no firm standing in
legal tradition or legislative action. Nevertheless,
this term opened the way for more vigorous
attempts to take the definition of death apart and
put it back together again.

Meanwhile, another approach was becoming
of increasing interest within the realm of experi-
mental biology. Some researchers were focusing
on the development and death of small biological
units, especially the individual cell within a larger
organism. The relationship between the fate of the
cell and that of the larger organism was of particu-
lar interest. Soon it became clear that death as well
as development is programmed into the cell. Fur-
thermore, programmed cell death proved to be
regulated by signals from other cells. Although
much still remains to be understood, it had
become apparent that a comprehensive definition
of death would have to include basic processes of
living and dying that are inherent in cells, tissues,
and organs as well as the larger organism. It has
also provided further illumination of the lower-
level life processes that continue after the larger
organism has died. The person may be dead, but
not all life has ceased. The cellular approach has
still not drawn much attention from physicians and
policy makers, but it has added to the difficulty of
arriving at a new consensual definition of death.
How many and what kind of life processes can
continue to exist and still make it credible to say
that death has occurred? This question has not
been firmly answered as such, but was raised to a
new level with the successful introduction of still
another concept: brain death.
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Technological advances in monitoring the elec-
trical activity of the brain made it possible to pro-
pose brain death as a credible concept, and it
quickly found employment in attempting to limit
the number and duration of persistent vegetative
states while improving the opportunities for organ
transplantation. The electrical activity of the brain
would quickly become a crucial element in the
emerging redefinition of death.

A survey was conducted of patients who
showed no electrical activity in their brains as
measured by electroencephalograms. Only three of
the 1,665 patients recovered cerebral function—
and all three had been in a drug-induced coma.
This finding led researchers to recommend that
electrocerebral inactivity should be regarded as a
state of nonreversible coma. Researchers suggested
that this core determinant should also be supported
by other types of observations, including inability
to maintain circulation without external sup-
port and complete unresponsiveness. Researchers
would later recommend that a distinction should be
made between “coma” and “brain death.” There are
several levels of coma and a variety of possible
causes; brain death refers to a state of such severe
and irreparable damage that no mental functioning
exists or can return.

The breakthrough for the new concept oc-
curred in 1968 when an Ad Hoc Committee of the
Harvard Medical School proposed that the nonre-
versible loss of brain should be the reigning defi-
nition of death. More traditional signs were still
included. The person was dead if unresponsive,
even to ordinarily painful stimuli, showed no
movements and no breathing, as well as none of
the reflexes that are usually included in a neuro-
logical examination. There were two new criteria,
however, that were not measured in the past: a flat
reading on the electroencephalogram (EEG) and
lack of blood circulation in the brain. “The Harvard
criteria,” as they were known, soon became the
dominant approach to defining death.

Subsequent studies have generally supported
the reliability of the criteria proposed by the
Harvard Medical School committee. The new defi-
nition of death won acceptance by the American
Medical Association, the American Bar Association,
and other influential organizations. A 1981 presi-
dent’s commission took the support to an even
higher level, incorporating the concept into a new
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Uniform Determination of Death Act with nation-
wide application. The basic Harvard Committee
recommendations were accepted. However, some
important specifications and cautions were empha-
sized. It was noted that errors in certification of
death are possible if the patient has undergone
hypothermia (extreme cold), drug or metabolic
intoxication, or circulatory shock—conditions that
can occur during some medical procedures and
could result in a suspension of life processes that is
not necessarily permanent. Furthermore, the status
of children under the age of five years, especially
the very young, requires special attention. (Task
forces focusing on reliable examination of young
children were established a few years later and
introduced guidelines for that purpose.)

The most significant position advanced by the
president’s commission dealt with a question that
as of 2002 is still the subject of controversy: whole-
brain versus cerebral death. In the early 1980s
there was already intense argument about the type
and extent of brain damage that should be the
basis for definition of death. The commission
endorsed the more conservative position: The per-
son is not dead until a// brain functioning has
ceased. This position takes into account the fact
that some vital functions might still be present or
potentially capable of restoration even when the
higher centers of the brain (known as cerebral or
cortical) have been destroyed. Death therefore
should not be ruled unless there has been nonre-
versible destruction in the brain stem (responsible
for respiration, homeostasis and other basic func-
tions) as well as the higher centers. Others make
the argument that the person is lost permanently
when cerebral functions have ceased. There might
still be electrical activity in the brain stem, but
intellect, memory, and personality have perished.
The death of the person should be the primary
consideration and it would be pointless, therefore,
to maintain a persistent vegetative state in a life
support system.

Future Redefinitions of Death

The process of redefining death is not likely to
come to a complete halt within the foreseeable
future. Innovations in technology contributed
much to the ongoing discussion. The EEG made it
possible to monitor electrical activity in comatose
patients and its application opened the way for the
concept of brain death. Advances in life support
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systems made it possible to maintain the vital func-
tions of people with severely impaired or absent
mental functioning—raising questions about the
ethics and desirability of such interventions. Organ
transplantation became a high visibility enterprise
that is often accompanied by tension and frustra-
tion in the effort to match demand with supply.

Further advances in technology and treatment
modalities and changes in socioeconomic forces
can be expected to incite continuing efforts to
redefine death. More powerful and refined tech-
niques, for example, may provide significant new
ways of monitoring severely impaired patients and
this, in turn, might suggest concepts that go
beyond current ideas of brain death. A simpler and
less expensive method of providing life support
could also reshape working definitions of death
because it would lessen the economic pressure.
Organ transplantation might be replaced by mate-
rials developed through gene technology, thereby
reducing the pressure to employ a definition of
death that allows for an earlier access to organs.
Changes in religious belief and feeling might also
continue to influence the definition of death. For
example, the current biomedical control over
death might face a challenge from widespread and
intensified belief that all other considerations are
secondary to the separation of soul from body.
Cybernetic fantasies about virtual life and death
might remain fantasies—but it could also be that
the most remarkable redefinitions are yet to come.

See also: BRAIN DEATH; CELL DEATH; CRYONIC
SUSPENSION; MIND-BODY PROBLEM; ORGAN
DONATION AND TRANSPLANTATION
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ROBERT KASTENBAUM

DEHUMANIZATION

Dehumanization is the process of stripping away
human qualities, such as denying others their indi-
viduality and self-esteem. With the rapid increase
in medical technology many basic human qualities
surrounding the care of the dying have been lost.
Dehumanization is like a form of self-death that
now often precedes physiological death owing to
the institutionalization of the dying. For millennia
the process of dying and the presence of death
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were both close and familiar realities of everyday
life. Many people died in the bed they were born
in, surrounded by their family and friends. Called
“tame death” by the French philosopher and death
expert Philippe Aries, it was natural, expected, and
integrated into the rhythms of life. The Russian
novelist Leo Tolstoy, in his epic work War and
Peace (1869), comments that when a relative is sick
the custom is to seek professional care for him or
her, but when a loved one is dying the custom is to
send the professionals away and care for the dying
within the family unit. The naturalness to dying
that Tolstoy describes has undergone a radical shift
in the modern era.

The history of medicine was originally the art
of personal caring and compassion. Since the
Enlightenment, what was originally an art has
become more clearly a science. In the twenty-first
century the science of medicine focuses on curing
disease and thus views death as a defeat. It is no
longer natural or tame, but fearsome and strange.
Increasingly it is the disease and not the individual
being treated. The equally rapid development of
medical technology has blurred the border be-
tween life and death. Life-sustaining machines
have initiated new definitions of death, such as
“brain death,” into the medical lexicon. Medicine
has become an increasingly technological profes-
sion. This has led to the modern phenomenon of
dying when the machines are shut off or what the
philosopher Ivan Illich calls “mechanical death.”
Ilich states that mechanical and technical death
have won a victory over natural death in the West.

H. Jack Geiger notes that the dehumanizing
aspects of health care mainly deal with the loss or
diminishment of four basic human qualities: the
inherent worth in being human, the uniqueness of
the individual, the freedom to act and the ability to
make decisions, and the equality of status. While
all people are worthy of the same care and atten-
tion from health care services, people instead
receive it according to their social and economic
status. Basic human services and all aspects of the
health care are distributed unequally throughout
society depending on economic and political
power and status. This implicit loss of human
worth is especially dehumanizing for the poor and
marginalized in society.

The medicalization of the dying process,
enhanced by increasing technology, has resulted in
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increased isolation and dehumanization of the
dying. People are surrounded by machines in
intensive care units rather than by their families at
home, and often people are treated as objects
without feeling. The scholar Jan Howard notes this
often occurs with acute care patients who are seen
not as unique individuals but as extensions of the
life-sustaining machines they are attached to at the
end of their lives. Dehumanization of the dying
acts to lessen the impact of death for survivors in
a death-denying culture.

These trends are reinforced by advances in
technology and by larger and more impersonal sys-
tems of health care that have developed. What has
become known as the “tyranny of technology” has
forced those involved in health care to become
more technologically sophisticated. This in turn has
lead to an increased sense of professionalism and
specialization within all aspects of medicine. Such
professionalism has been characterized by a grow-
ing detachment from the unique concerns of indi-
vidual patients and a loss of personal relationship
to them. Physicians and other health care workers
now react less as individuals in relationship to other
individuals and more as representatives of their
professions and their health care organizations. This
results in a loss of autonomy and decision-making
ability on the part of the patients and sometimes of
their families as well. The policies and procedures
of insurance companies and health maintenance
organizations (HMOs) determine many critical
health issues facing people in the twenty-first cen-
tury. This loss of freedom is yet another dehuman-
izing effect of modern technology.

The advances in the scientific and technical
aspects of medicine have increasingly made people
dependent on strangers for the most crucial and
intimate moments of their lives. Health care pro-
fessionals and health care organizations have
become more impersonal and bureaucratic. There
is an obvious inequality of status between those in
need of medical care and those whose profession it
is to respond to that need. This inequality coupled
with the impersonal quality of care they are offered
leads to mistrust and a feeling of dehumanization.

The rise of hospice organizations, holistic med-
icine curricula in medical schools, and in-service
programs in hospitals has attempted to address
these dehumanizing aspects of modern medicine.
Dying is one of the most personal and intimate

times in a person’s life. At that time, more than any
other perhaps, people need their inherent worth
valued, their uniqueness affirmed, and their ability
to make decisions honored by those who care
for them.

See also: DYING, PROCESS OF; WAR
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DEMOGRAPHICS
AND STATISTICS

Julius Richmond, the former Surgeon General of
the United States, is purported to have said, “Statis-
tics are people with their tears wiped dry” (Cohen
2000, p. 1367). While it is true that statistics, and
quantitative data more generally, have a “dry face”
to them, they have important uses in research and
public policy. Statistical and demographic data are
not meant to provide understanding on the felt cir-
cumstances of individuals. By their very nature
these data deal with social aggregates.

Although people think that quantitative data
give an objective portrayal of a phenomenon (the
facts), this is not correct. What researchers choose
to be measured and the methods they employ
reflect the biases and values of those who collect
data. Mortality data are almost always collected by
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official or government agencies; thus to greater or
lesser degree they reflect their perspectives. How-
ever, some measures of mortality, in particular
causes of death, have been “internationalized” by
such bodies as the World Health Organization and
therefore reflect a consensus, albeit a Western-
based one. In addition, some developing countries
do not have the resources to acquire very much
data on demographic events such as deaths; if they
did have the available resources, it is not known
what kind of information they might collect.

What is chosen to be measured and how it is
measured is only part of the bias in quantitative
data, however. How data are interpreted is also
subject to bias and value judgments, clearly seen,
for example, in the debate about the factors lead-
ing to maternal deaths and how to reduce maternal
mortality.

Apart from biases, users of quantitative data
on deaths need to be aware of a number of limita-
tions. A large limitation, globally, is simply lack of
information. Many statistics are estimates only.
Another limitation concerns lack of knowledge
regarding how statistics are calculated, which can
lead to misinterpretations. A good example of this
is with statistics on life expectancy which, although
hypothetical, are not always interpreted as such.

Statistical data provide important information
that is useful for a number of purposes, despite
their limitations, problems with bias, and an inabil-
ity to convey individual experiential phenomena.
Scientists and researchers need to know how many
people are dying and at what ages, of what gender,
and for what reasons, in order to know how to tar-
get resources to reduce those deaths. Unlike the
case with other demographic topics such as fertil-
ity and migration, there is worldwide consensus
that reducing deaths is a worthwhile goal; thus sta-
tistical data on mortality can be corroboratively
used in attempts to reach that goal. Data provide
the raw materials needed for plans to be made
(and implemented) aimed at enhancing the well-
being of persons and tackling social inequalities in
the risk of death.

See also: CAUSES OF DEATH; MORTALITY, INFANT
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[DISASTERS

Disasters are stressful life situations that result in
great terror, property damage, physical harm, and
often death. Calamity and catastrophe, synony-
mous terms for these traumatic events, often
involve extreme forces of nature like earthquakes,
fires, floods, hurricanes, and tornadoes. Some-
times, though, people’s behavior is the causal fac-
tor behind a disaster, or is contributory to higher
losses of property and lives from events that were
clearly avoidable. This happens through human
error (a pilot’s engineering mistake in an airplane
crash), human carelessness and indifference (lax
building practices), and intentional acts of cruelty
and violence by some individuals against others
(incidents of terrorism). Whatever the cause, disas-
ter victims must struggle to resolve their losses and
rebuild their lives, a process that generally takes
longer than anyone initially imagines.

Natural Disasters

Devastating acts of nature have led to some of
the world’s most memorable disasters. Earth, air
(wind), fire, and water, the original four elements
named by the noted Greek philosopher Empedo-
cles, are key ingredients in the recipe for many dis-
asters. For instance, storms often bring a com-
bination of damaging winds, flooding rains, and
lightning that sparks fires. Disturbances within the
earth’s crust can trigger eruption of volcanoes, the
severe ground cracking and shaking of earth-
quakes, and the flowing walls of water that
become damaging tidal waves.

Cyclones and anticyclones. Cyclones are large,
swirling windstorms. Though people sometimes
refer to tornadoes as cyclones, meteorologists gen-
erally consider cyclones to be much larger systems
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with lower air pressure at their center than is pres-
ent outside the weather system. Anticyclones have
the opposite trait in that the air pressure at their
center is higher than is present outside the system.
The airflow also differs, with cyclones turning
counterclockwise in the northern hemisphere and
clockwise in the southern hemisphere and anticy-
clones doing the opposite.

When these storms occur in the tropics they
are known as tropical depressions and, in addition
to the wind, they often have associated heavy
rains. If the storms grow to a point that they reach
certain sustained wind speeds, they will be classi-
fied as hurricanes or typhoons.

East Pakistan was hit by the world’s worst
cyclone in November 1970—200,000 people died
and 100,000 others were missing from the storm
and a related tidal wave. Southeastern Bangladesh
lost 131,000 people (and millions of others died
later due to storm-related hunger and disease) fol-
lowing an April 1991 cyclone.

Earthquakes. Rock formations sometimes shift
within the earth’s crust, a phenomena scientists
refer to as plate tectonics. As the rock plates slide
along fault lines (veins between the formations
along which the shifting occurs), the resulting
vibrations sometimes cause violent shaking of the
ground. This surface activity may set off landslides,
tidal waves on lakes or oceans, and volcanic erup-
tions. Taken together, these forces often result in
building collapses and other damage to infrastruc-
ture (roads, bridges, dams, electrical power trans-
mission lines, natural gas pipelines, etc.) that, in
turn, injures or kills many people in the affected
area. Even after the initial shaking ends, after-
shocks may cause additional damage and continue
to frighten residents of the area.

Shaanxi, China, suffered one of the worst
earthquake losses in history with 830,000 deaths
from a quake that occurred in 1556. San Fran-
cisco’s 1906 earthquake took 500 lives and touched
off a spectacular fire that consumed four square
miles of the city. Most memorable to many readers,
though, is the more recent San Francisco area
quake that occurred on October 17, 1989, as many
baseball fans around the world were settling in to
watch a World Series game on television. That one
killed 67 people and caused billions of dollars in
damage. Other countries tend to suffer far more
serious loss of lives than the United States due to a
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combination of high population density in cities
with infrastructures not built to withstand the rav-
ages of an earthquake.

Floods. Whenever unusually large amounts of
water fall on dry land, or when water from oceans,
lakes, rivers, and streams overflows onto dry land,
the damaging result is flooding. Many people first
learn that rushing water can easily cause extreme
property damage and death by hearing the Old Tes-
tament story of Noah saving pairs of animals from
the great deluge of forty days and nights of rain.

The worst recorded loss of life from flooding
occurred in Kaifeng, China, in 1642. War was rag-
ing and rebel forces destroyed a protective sea-
wall, resulting in the loss of 300,000 lives. The
worst flood in the United States came as a result of
a tidal surge that accompanied the September 8,
1900, Galveston Hurricane (Galveston, Texas) that
took 6,000 to 8,000 lives. Another notable flood—
the Johnstown, Pennsylvania, flood—occurred on
May 31, 1889, causing 2,209 deaths. Heavy rains
caused the Lake Conemaugh Reservoir dam to fail,
allowing a devastating wall of water to slam the
city. Debris from damaged property added to the
losses when it jammed at a bridge in the down-
town area that then caught fire.

In 1993 the midwestern United States was dev-
astated by summer-long flooding. Torrential rains
caused rivers and streams to wash over their banks
and damage thousands of homes and businesses.
Although there were only 46 deaths attributed to
the flooding, the region suffered millions of dollars
in financial losses. Farming was totally disrupted,
as everyone waited for the water to recede and the
fields to dry out. Adding to the misery was the fact
that many caskets surfaced and washed away from
cemeteries located next to waterways that were out
of control, reopening emotional wounds and com-
plicating bereavement for many flood victims. All
of this led to a great sense of collective solidarity,
as people throughout the country assisted in a
mammoth relief effort.

Hurricanes and typhboons. The terms hurricane
and typhoon come from words that mean “big
wind” (the West Indian word huracan) and “great
wind” (the Chinese word faifun). As large tropical
storms reach and sustain maximum wind speeds of
at least 75 miles per hour, they officially become
hurricanes (if occurring in the Atlantic Ocean or
the eastern Pacific) or typhoons (if occurring in the



western Pacific). Some of the worst storms are able
to reach wind speeds in excess of 180 miles per
hour and drop over 10 inches of rain in one day.
Oddly, at the center of these storms is a calm area
known as the eye of the storm that has relatively
light winds and blue sky overhead.

Summertime is hurricane season for the United
States and many nearby islands. The worst loss of
lives in the Western Hemisphere came when
20,000 to 22,000 people died in Barbados, the West
Indies, Martinique, and St. Eustatius, as a result of
the Great Hurricane of 1780. Since 1953 storms
have received names from the National Weather
Service. A storm named Hurricane Mitch (October
1998), killed 11,000 people in Central America, left
2 to 3 million people homeless, and caused $5 bil-
lion in damage. Hurricane Andrew (August 1992)
killed only 14 people when it ravaged southern
Florida and the Gulf Coast, but it was the nation’s
most costly hurricane, causing $15 to $20 billion in
damage. In some communities family residences
sustained excessive damage because zoning rules
had been ignored and the homes were not struc-
turally able to withstand the easily foreseeable
winds in that hurricane-prone area.

In September 1906, 10,000 lives were lost
when a typhoon with a tsunami (tidal wave) struck
Hong Kong. Typhoon Vera (September 1959)
caused 4,464 deaths in Honshu, Japan. Thelma
(November 1991) took 3,000 lives in the Philip-
pines. Several thousand fishermen died in Decem-
ber 1949, when a typhoon caught Korea’s fishing
fleet in an offshore location.

Tornadoes. People often refer to tornadoes as
“twisters” and know them as the tightly spiraling
funnels of wind and debris that can destroy any-
thing in their path. If they pass over water, they
may form a waterspout, but generally waterspouts
are less serious weather phenomena that can hap-
pen even when no storm is present. For many peo-
ple who do not live in tornado-prone areas, the first
knowledge of these devastating weather events
often comes through media coverage or from
movies. For instance, a famous big-screen twister
carries a Kansas farmhouse to a mystical land on
the other side of the rainbow in the classic 1939
film 7he Wizard of Oz.

Tornadoes are often spawned during severe
thunderstorms, as cold weather fronts clash with
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A trench holds coffins of the unidentified victims of Hurri-
cane Audrey, which hit the coast of Louisiana in June
1957, killing an estimated 400 people. CORBIS

warm air systems ahead of them. They are classi-
fied on a scale known as the Fujita-Pearson scale
that considers the touchdown path’s length and
width along with the maximum wind speed. Esti-
mated speeds of 500 miles per hour are considered
possible with the nastiest storms.

The worst single tornado event in U.S. history
occurred on March 18, 1925, when Missouri, Illi-
nois, and Indiana’s Tri-State Tornado left 689 peo-
ple dead and injured over 2,000. In March 1952 a
two-day, six-state outbreak killed 343 people
in Alabama, Arkansas, Kentucky, Missouri, Mis-
sissippi, and Tennessee. Another two-day event
known as the Super Tornado Outbreak (April
1974) involved 146 twisters in 13 states. When it
was all over, 330 people were dead and 5,484 were
injured—the most in U.S. history.

Tsunamis. Ground-changing and ground-shaking
events like earthquakes, volcanic eruptions, and
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landslides sometimes generate large water waves
known as tsunamis. This is especially common
when the event occurs under the sea. Tsunamis are
most common in the Pacific Ocean due to the fre-
quency of seismic activity there. In 1883 an erup-
tion of the Krakatoa volcano created a 120-foot
wave that killed over 36,000 people in neighboring
Papua New Guinea. That island is clearly prone to
tsunamis. In 1998 three smaller waves killed over
2,000 people.

Volcanoes. Hot gas and lava (molten rock) some-
times explosively vent from deep inside the earth.
The venting comes in the form of volcanic erup-
tions that push the ground upward, forming hills
and mountains as they spew the magma (liquid,
rock fragments, and gases) from openings at their
tops. In the 1883 eruption of the Krakatoa volcano,
the explosion could be heard 3,000 miles away
and volcanic dust circled the earth.

In November 1985 the Colombian towns of
Armero and Chinchina lost 25,000 persons during
an eruption of Nevada de Ruiz. Italy’s Mt. Vesuvius
erupted in 79 c.k., killing thousands when it buried
the cities of Herculaneum and Pompeii. The United
States has also known active volcanoes. Washington
State’s Mt. St. Helens, for example, erupted in May
1980, killing 60 people along with countless ani-
mals, and damaging trees over a 500-kilometer area.
The large island of Hawaii has Kiluea, which has
become a tourist attraction thanks to an ongoing
flow of lava. The Caribbean island of Montserrat
also still has an active volcano, Soufriere Hills. Dur-
ing the summer of 1997 its eruption killed 20 peo-
ple and left two-thirds of the island uninhabitable.

More extreme phenomena. Other extremes of
nature also take their toll in property damage and
lost lives. The central and eastern United States
experienced a heat wave during the summer of
1980 that took 10,000 lives and caused $20 billion
in damage. The Blizzard of 1988 pummeled the
East Coast with snow for three days, leaving 400
dead and $20 million in damage from the 5 feet of
snow it dropped in many areas. Another more
recent blizzard, the March 1993 Storm of the Cen-
tury, left 270 people dead and caused $3 to $6 bil-
lion in damage.

Drought is another weather extreme. In addi-
tion to obvious water shortages, a lack of precipi-
tation can lead to crop damage or loss and then

unemployment among those who work in agricul-
ture-related fields. The longest drought in U.S. his-
tory came in the 1930s, when many areas of the
country were suffering through the Great Dust
Bowl. John Steinbeck’s novel The Grapes of Wrath
(1939) details the struggles that farmers commonly
faced during those very difficult times.

Human Complicity in Disasters

Many disasters have other than natural roots. The
interplay of humans and machines sometimes
results in accidents. Faulty design and/or engi-
neering, unsafe building practices, and ignorance
of safety procedures all cause many unnecessary
injuries and deaths. Worse yet, people will some-
times intentionally cause a disaster in an effort to
scare, control, and/or inflict harm on others.

Aircraft incidents. On March 27, 1977, a Pan Am
747 and a KLM 747 collided on an airport runway
in the Canary Islands, resulting in the worst aircraft
disaster in history. There were 582 deaths—all 249
on KLM and 333 of the 394 aboard Pan Am. The
worst single plane incident occurred on April 12,
1985, when a Japan Air 747 crashed into a moun-
tain in Japan—520 of the 524 passengers died. The
loss of another jumbo jet, an Iran Air A300 Airbus
on July 3, 1988, killed 290 people. Human error
was the cause: While operating in the Persian Gulf,
the U.S. Navy mistakenly identified the plane as an
attacking enemy jet and shot it down.

Perhaps the most spectacular aviation disaster
ever recorded on radio and film was the May 0,
1937, crash of the Hindenburg, a German zeppelin
(passenger blimp). The incident happened as the
blimp was about to moor at a docking mast on an
airfield at the Naval Air Station in Lakehurst, New
Jersey. Something sparked an explosion and fire
that brought the flaming ship down. In a mere mat-
ter of seconds, thirty-six people died and many
others suffered burns and other injuries. The radio
commentator Herbert Morrison described the inci-
dent to a stunned audience. His most memorable
and quoted line was “Oh, the humanity, and all the
passengers screaming around here!”

Buildings and construction. Injuries and deaths
often result from accidents involving structural fail-
ures. On March 12, 1928, the St. Francis Dam in
Santa Paula, California, collapsed, killing 450 peo-
ple. On June 29, 1995, the Sampoong Department
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Store in Seoul, Korea, collapsed, leaving 206 peo-
ple dead and 910 injured. On July 18, 1981, a sky-
walk collapsed during a dance being held at the
Hyatt Regency Hotel in Kansas City, Missouri,
killing 118 people and injuring 186. This event led
to helpers offering well-documented emotional
support for survivors and the family members of
those lost. So did the November 17, 1999, deaths of
12 students from Texas A&M University in College
Station, Texas. They were killed when a log pile
structure that they were building for an annual pre-
football game bonfire collapsed.

Ecological and environmental incidents. During
the January 1991 Persian Gulf War, Iran intention-
ally spilled over 460 million gallons of crude oil
into the Persian Gulf. It also dynamited and set
ablaze 650 oil wells in Kuwait, making this the
world’s worst intentionally caused environmental
disaster. On June 3, 1979, the Ixtoc 1 oil well in the
Gulf of Mexico experienced an estimated spill of
140 million gallons of crude oil—the largest spill
ever. Fortunately there was very low impact on the
environment. On March 16, 1978, the Amaco
Cadiz supertanker spilled 68 million gallons of
crude oil off Portsall, France, damaging over 100
miles of coastline, making it the largest tanker spill
in history. The worst U.S. event was the March 24,
1989, spill of over 10,000 gallons of crude oil in
Prince William Sound, Alaska, by the Exxon
Valdez supertanker. Wildlife suffers the most when
these ecocatastrophes happen.

Explosions. Coal mine explosions around the
world have taken many lives. Some examples
include Courriaees, France (March 10, 1906), with
1,060 deaths; Omuta, Japan (November 9, 1963),
with 447 deaths; Coalbrook, South Africa (January
21, 1960), with 437 deaths; Wankle, Rhodesia
(June 06, 1972), with 427 deaths; and Bihar, India
(May 28, 1965), with 375 deaths. The worst explo-
sion in the United States occurred on May 1, 1900,
in Scofield, Utah, when blasting powder ignited
and killed 200 people.

Fires. A waterfront fire in Chongging, China, took
1,700 lives on September 2, 1949, making it his-
tory’s worst fire. The worst fire in U.S. history
occurred on December 30, 1903, at the Iroquois
Theater in Chicago, Illinois, where 602 people died.

Much more widely known, however, is the
November 28, 1942, fire at the Coconut Grove
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Nightclub in Boston, Massachusetts. That fire
caused 491 deaths among a group of patrons that
was heavily comprised of members of the military
and their dates for the evening. Most notable there
was the fact that many survivors were interviewed
and helped by mental health professionals from a
nearby hospital in what may have been the first
documented use of disaster mental health tech-
niques. Another major U.S. fire was the Chicago
Fire of October 8, 1871, during which 50 people
lost their lives and 17,450 buildings were burned.
The damage estimate for that fire was $196 million.

Industrial and nuclear accidents. On December
3, 1984, a toxic gas leak occurred at the Union
Carbide plant in Bhopal, India, resulting in over
2,000 deaths and 150,000 injuries. The world’s
worst release of radiation was on April 26, 1980,
when an accident occurred at the Chernobyl
Nuclear Plant in Kiev in the former Soviet Union.
The official death toll was 31, but estimates calcu-
late that thousands may have died. When a partial
meltdown occurred in the reactor at the Three Mile
Island Nuclear Plant in Harrisburg, Pennsylvania,
on March 28, 1979, no lives were lost. Neverthe-
less, there was a major, negative, and lasting psy-
chological impact on residents of the area.

Shipwrecks. Two of the worst losses of lives in
passenger shipping occurred in China during 1948.
In November, a troop carrier sank with an esti-
mated 6,000 people onboard. Then, the following
month, about 3,000 refugees were lost when their
ship sank. On December 12, 1987, the ferry Dona
Paz collided with an oil tanker off the coast of
Manila—over 4,000 people died. On December 12,
1917, a steam ship collided with the ammunition
ship Mont Blanc in Halifax Harbor, Nova Scotia,
and 1,600 people died as a result of the explosion
that followed.

In the United States, the worst event occurred
on April 27, 1865, when the Sultana, a Mississippi
River steamboat carrying Union soldiers home
from two infamous Confederate prison camps at
the end of the Civil War, suffered an explosion in
its boiler—1,547 people were killed. Another major
shipping accident happened on April 16, 1947, in
Texas City, when the Grand Camp caught fire. A
large crowd formed to watch firefighters battle the
blaze and no one realized that the ship’s cargo was
highly explosive ammonium nitrate fertilizer. When
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it blew up, 600 people were killed by a combina-
tion of the shock waves, a small tidal wave, and
several other resulting fires.

On April 15, 1912, one of the most famous
accidents in shipping occurred when the British
ocean liner Titanic sank after hitting an iceberg on
its maiden, transatlantic voyage; over 1,500 people
died. Three years later, another famous liner, the
Lusitania, was sunk by a German submarine near
the coast of Ireland. The deaths of 1,198 people
there helped draw the United States into World
War I. When the battleship Arizona and the rest of
the Pacific fleet in Pearl Harbor, Hawaii, was
bombed on December 12, 1942, 1,177 were Killed,
making it the worst loss in U.S. naval history.

There is also the July 25, 19506, collision of
two ocean liners—the Andrea Doria and the
Stockholm—off Nantucket, Massachusetts. This
accident, in which 52 people died, is another dis-
aster that produced early, well-documented emo-
tional support for survivors.

Space exploration.  Efforts to travel in space have
resulted in their share of tragedies. On March 18,
1980, a Vostok rocket exploded during refueling at
the Plesetsk Space Center in the former Soviet
Union; 50 people were killed. The U.S. Space Shut-
tle program experienced its worst disaster on Jan-
uary 28, 1986, when the Challenger craft exploded
in the air shortly after liftoff. A booster rocket fuel
leak caused the explosion and fire that killed seven
astronauts to their deaths just off Cape Kennedy,
Florida. Many Americans, including most school-
children, watched the accident on live TV because
Christa McAuliffe, America’s first teacher in space,
was aboard. Another tragedy for the United States
was the Apollo 1 fire on January 27, 1967. Three
astronauts died at Cape Kennedy when an acci-
dental fire erupted in their space ship during a rou-
tine launch pad practice exercise.

Sports.  Disasters can happen anywhere, even at
recreational events. On October 20, 1982, 340 soc-
cer fans died in a sudden crush of people all mov-
ing about at the end of a match in Moscow’s Lenin
Stadium. Similar problems happened at a Peru ver-
sus Argentina soccer match in Lima, Peru, on May
24, 1964, when rioting occurred after a disputed
call by a referee; over 300 people died and 500
were injured. In Sincelejo, Colombia, 222 people
died on January 20, 1980, when the bleachers col-
lapsed at the town’s bullring.
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Terrorism. Terrorism is the use of violence in
an attempt to intimidate, control, and/or punish
others in hopes of advancing a political agenda. On
December 12, 1988, a terrorist bomb brought down
a Pan-Am flight bound for New York City. The Boe-
ing 747 crashed in Lockerbie, Scotland, killing all
259 passengers and 11 people on the ground. Two
U.S. embassy bombings occurred on August 7,
1998, killing 243 people in Nairobi, Kenya, and 10
people in Dar Es Salaam, Tanzania; there were also
1,000 other people injured in these attacks.

The worst acts of terrorism on American soil
came on September 11, 2001, when a coordinated
group of terrorists commandeered four large com-
mercial passenger jets and turned them into
weapons of mass destruction. They crashed two of
them into the twin towers of New York City’s
World Trade Center, causing both to collapse. They
crashed the third plane into the Pentagon in Wash-
ington, D.C. Heroic passengers on the fourth plane
had gotten word of the other hijacked planes and
took action that resulted in the crash of their plane
in a field in western Pennsylvania. This crash was
far from any intended terrorist target, although
the White House was the suspected objective. Al-
though initial estimates of those lost were 6,000
people (or more), the current death toll from these
four crashes is estimated to have been closer to
3,200 people.

Another major U.S. terrorist event was the April
19,1995, truck bombing of the Federal Building in
Oklahoma City, Oklahoma. The blast killed 168
people, including 19 children from a daycare cen-
ter located in the building. In all, 221 buildings
sustained damage. There had also been an earlier
attack on New York’s World Trade Center com-
plex—a bombing on February 26, 1993, that re-
sulted in 6 deaths and 1,040 injuries. Lessons
learned in that attack helped save many lives dur-
ing the September 11, 2001, tragedy.

Terrorism has also taken the form of product
tampering. In September 1982 someone laced the
pain medication Tylenol with cyanide poison and
placed the packages in circulation in the Chicago
area, leading to 7 deaths. That incident and other
copycat behavior led drug manufacturers to place
safety seals on each package. Similar seals quickly
became standard on many other consumable foods
and beverages.



Behavior and Psychological
Changes in Victims

People are almost always changed by their disaster
experiences, but they need not be damaged by
those experiences. Victims and relief workers who
have been traumatized generally will not stop
functioning, but they will react in fairly predictable
ways (with some differences due to age and level
of maturity). By using various crisis intervention
techniques, the victims and relief workers can be
triaged, briefly counseled (or referred for formal
services, if needed), and returned to predisaster
levels of functioning as quickly as possible.

Persons and communities struck by disaster
will often experience four distinct phases of
response to the disaster. First, there is a heroic
phase that may even begin prior to impact and that
can last up to a week afterward. During this phase
people struggle to prevent loss of lives and to min-
imize property damage. This phase is followed by
the honeymoon phase, which may last from two
weeks to two months. During this phase, massive
relief efforts lift spirits of survivors, and hopes for
a quick recovery run high. Sadly, for most people
this optimism is often short-lived and, all too soon,
the disillusionment phase begins. This phase may
last from several months to a year or more. Social
scientists sometimes call it the second disaster, as it
is the time when the realities of bureaucratic
paperwork and recovery delays set in. Outside
help has often come and gone and people realize
that they must do more themselves. Eventually, the
reconstruction phase begins. This phase may take
several years as normal functioning is gradually
reestablished.

There are many more specific changes that
people may experience. Disasters can cause
behavioral changes and regression in children.
Many react with fear and show clear signs of anxi-
ety about recurrence of the disaster event(s). Sleep
disturbances are very common among children
and adults and can best be handled by quickly
returning to or establishing a familiar bedtime rou-
tine. Similarly, school avoidance may occur, lead-
ing to development of school phobias if children
are not quickly returned to their normal routine of
school attendance.

Adults often report mild symptoms of depres-
sion and anxiety. They can feel haunted by visual
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memories of the event. They may experience psy-
chosomatic illnesses. Pre-existing physical prob-
lems such as heart trouble, diabetes, and ulcers
may worsen in response to the increased level of
stress. They may show anger, mood swings, suspi-
cion, irritability, and/or apathy. Changes in ap-
petite and sleep patterns are quite common.
Adults, too, may have a period of poor perform-
ance at work or school and they may undergo
some social withdrawal.

Middle-aged adults, in particular, may experi-
ence additional stress if they lose the security of
their planned (and possibly paid-off) retirement
home or financial nest egg, and/or if they are
forced to pay for extensive rebuilding. Older adults
will greatly miss their daily routines and will suffer
strong feelings of loss from missing friends and
loved ones. They may also suffer feelings of sig-
nificant loss from the absence of their home or
apartment, or its sentimental objects (paintings,
antiques, Bibles and other spiritual items, scrip-
tures, photo albums, and films or videotapes),
which tied them to their past.

Timing of the onset of these changes varies
with each person, as does duration. Some symp-
toms occur immediately, while others may not
show until weeks later. Just about all of these
things are considered normal reactions, as long as
they do not last more than several weeks to a few
months. The one commonality among disaster vic-
tims is that most everyone will be changed in some
way by the experience, often marking time differ-
ently in its wake (speaking of what life has been
like since the traumatic event).

The personal impact of disasters tends to be
much worse whenever the disaster events are
caused by intentionally destructive human acts
than by natural causes (or pure accidents). When-
ever inhumanity plays a major role in causality,
survivors seem to need extra time to resolve their
losses and move forward with their lives. This
relates directly to the greater amount of anger
involved, overexposure from repetitive media cov-
erage, and the fact that any true sense of closure
may not come until the perpetrators are found and
prosecuted.

When disasters happen, the public demands
answers and action. Mitigation efforts will often ini-
tiate social changes designed to prevent reoc-
currences. Natural disasters prompt research to
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improve early warning systems and enforce stur-
dier construction methods. Transportation acci-
dents trigger investigations that lead to new safety
regulations, improved operating procedures, and
the redesign of problematic equipment. Acts of ter-
rorism stimulate public debate over curtailment
and/or abridgement of civil liberties, often result-
ing legislative remedies and, in some cases, retalia-
tory military action.

Disaster Mental Health

Disaster mental health (DMH) is an expanding
field of crisis intervention that addresses several
aspects of traumatology, affecting both victims and
relief workers who have experienced natural or
human-caused disasters. Crisis workers strive to
help people recognize, understand, and accept
some of the common changes that often occur in
the days, months, and years following any trau-
matic disaster event(s). The goal of DMH interven-
tion is to help assure that the victims (and helpers)
become survivors by doing whatever can be done
to prevent long-term, negative consequences of
the psychological trauma such as the development
of posttraumatic stress disorder.

DMH work involves extensive use of outreach
skills and simple approaches, including offering
informal greetings, providing snacks/drinks, doing
brief, supportive defusing interviews, to help peo-
ple begin problem solving. For many people, DMH
work also involves grief counseling to assist sur-
vivors as they begin to mourn their losses. For
those who have experienced severe psychological
trauma, formal debriefing interviews are the pre-
ferred method to begin helping people let go of
the pain, face their losses, and prepare to begin
moving forward with their lives.

Defusing and debriefing are two of the primary
tools used in providing help. Both involve offering
individuals or groups of people opportunities to
talk things out in a safe and supportive atmos-
phere. Both are voluntary offerings made to those
who are ready and willing to tell their upsetting
disaster stories and learn ways to cope with the
residual stress.

Defusing is the term given to the initial process
during which DMH workers begin helping trauma-
tized people talk things out. It works like taking
the fuse out of a bomb (or an explosive situation),
by allowing victims and workers the opportunity to
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ventilate about their disaster-related memories,
stresses, losses, and methods of coping in a safe
and supportive atmosphere. The defusing process
usually involves informal and impromptu sessions
that help release thoughts, feelings, and fears
which might not otherwise be appropriately
expressed.

Debriefing is longer and more formally struc-
tured interview process that has grown from the
researcher Jeff Mitchell’s 1983 Critical Incident
Stress Debriefing (CISD) model. The CISD model
was designed for use with first responders (includ-
ing police, firefighters, and emergency medical
technicians), to help them overcome the emotional
aftereffects of critical incidents (line-of-duty deaths).
Sessions were usually held within the first twenty-
four to seventy-two hours after the traumatic event,
with follow-up sessions as needed. Given the
nature of disasters, it is not always possible to iden-
tify all of the victims that quickly. Fortunately, the
debriefing process is still beneficial, even when the
sessions are held long after the event.

Disaster Preparedness and Disaster Relief
Local, state, and federal government officials play a
major role in both disaster preparedness and disas-
ter relief. The Federal Emergency Management
Agency (FEMA) is an independent agency of the
federal government that reports directly to the pres-
ident. Since it was founded in 1979, FEMA workers
have coordinated both the nation’s planning for
disasters and the mitigation efforts that are needed
once they occur. States and most local communities
also have emergency management agencies that
take responsibility for coordinating disaster pre-
paredness and relief efforts in their areas.

Providing relief services since 1881, the Amer-
ican Red Cross (ARC) has been chartered by the
U.S. Congress to provide disaster relief services
and it is the best group to call for initial advice
about preparedness and emergency assistance.
ARC workers, many of whom are volunteers, pro-
vide predisaster education programs, as well as
postdisaster damage assessment, mass care shel-
tering and feeding, health services, and emergency
assistance to families. By offering support and
replacing some lost items (clothing, food, and
health care items), relief efforts jump-start the
recovery process.



Since 1989 ARC has taken the lead in recruiting
and training volunteers to serve on DMH service
teams whenever and wherever their services may
be needed. The American Psychological Associa-
tion, the American Counseling Association, the
National Association of Social Workers, the Ameri-
can Psychiatric Association, the American Associa-
tion of Marriage and Family Therapists, several
professional nursing organizations, and many other
such groups help supply the needed workers.

ARC is just one of over twenty relief organiza-
tions that work together as members of local, state,
and national relief efforts, including the nationally
run National Volunteer Organizations Active in
Disaster (NVOAD). Each local Volunteer Organiza-
tion Active in Disaster (VOAD) organization has its
own area(s) of specialization, including feeding,
sheltering, child care, ham radio communication,
and construction/repair. Representatives of VOAD
member organizations hold regular meetings to
facilitate planning efforts and the sharing of
resources.

Relief workers often put in twelve- to fourteen-
hour days, sometimes doing so for weeks at a time,
and thus need to be mindful of stress management
and self-care. Burnout is a serious hazard for disas-
ter workers. The use of peer support is the best
method to cope with stress. Health care profession-
als urge relief workers to take breaks, schedule time
off, use humor, maintain a proper diet, exercise,
and get generous amounts of restful sleep. Keeping
a personal journal (a log of what was seen, thought,
and felt) and writing a narrative at the end of the
assignment often help many relief workers.

See also: GRIEF: ACUTE; GRIEF COUNSELING AND THERAPY;
HINDENBERG; TERRORISM; TERRORIST ATTACKS ON

AMERICA; TITANIC
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DO NOT RESUSCITATE

Do Not Resuscitate (DNR) orders are medical
directives to withhold efforts to revive a patient
who has a cardiac or respiratory arrest. DNR orders
came into use in the 1970s as a response to the
widespread practice of cardiopulmonary resuscita-
tion (CPR). CPR is an emergency intervention that
uses a variety of techniques to restore the heartbeat
and breathing. CPR includes such basic life support
as external chest compression and mouth-to-
mouth ventilation, as well as advanced cardiac life
support such as electrical defibrillation and cardiac
medications. A DNR order tells medical profes-
sionals not to perform CPR if the patient’s heart-
beat or breathing stops.

When it was first introduced in the early 1960s,
CPR was a heroic, life-sustaining act. It was a tech-
nique used on only a select group of acutely ill but
otherwise relatively healthy patients. By the end of
the following decade, however, CPR had become a

240

routine intervention for all patients facing immi-
nent death. With this widespread use of CPR came
a growing recognition that it was neither effective
nor desirable for some patients. For example,
patients with aggressive cancer or serious infection
had almost no chance of recovery after CPR. Other
patients who did survive after CPR often ended up
with brain damage or permanent disabilities. At the
same time that poor outcomes from CPR were
being recognized, patients were demanding to be
more involved in medical decisions. The result was
the institution of DNR orders.

Participation in the DNR Decision

An ongoing debate about DNR has involved the
extent to which patients or their surrogate decision
makers must agree to such orders. Through the late
1970s and early 1980s, some hospitals routinely
created DNR orders without any discussion with
the patient or the patient’s family, and they did not
clearly document the DNR order in the patient’s
chart. But these practices were abandoned as the
bioethics movement and the courts emphasized
the right of patients or their surrogate decision
makers to refuse medical treatment, including life-
sustaining therapies such as CPR. Most health care
providers and well-recognized health professional
groups and accrediting bodies began to support
DNR policies that require the patient to be
informed of the risks and benefits of CPR and to
give consent that CPR not be used. Some well-
respected physician ethicists and medical groups,
however, advocate that physicians should have the
ability to write DNR orders without a patient’s con-
sent in situations in which it has been determined
that CPR would have no medical benefit.

Communication and Knowledge
about CPR and DNR Orders

Despite policies that require consent to a DNR
order, informed discussions between patients and
physicians about CPR and other life-sustaining
treatments occur infrequently. Only about one
patient in seven reports having discussed personal
preferences for life-sustaining treatment with a phy-
sician. Even when patients have life-threatening ill-
nesses such as AIDS, cancer, and congestive heart
failure, such discussions occurred less than 40 per-
cent of the time in some studies. In many cases, the
decision about a DNR order is broached only after



extensive procedures have been attempted and at a
time when patients are no longer capable of mak-
ing an informed decision.

This lack of communication contributes to
three concerns. First, many people have unrealistic
expectations about the likely success of CPR.
When CPR was first described in 1960, it referred
to heart massage by the exertion of pressure on the
chest. The success rate of 70 percent survival to
hospital discharge was quite high, largely because
it was applied to a small group of patients who
experienced a cardiac arrest in the operating room
or postoperative recovery rooms. By the early
twenty-first century, CPR included not only heart
compression and mouth-to-mouth resuscitation but
also a host of advanced supports such as electrical
defibrillation paddles, powerful drugs, and an
assortment of mechanical breathing devices. This
range of interventions is generally referred to as a
“code” in which a special team responds to resus-
citate a patient. But success rates are nowhere near
those reported in original studies.

Research in the 1980s and 1990s showed that
for all patients undergoing CPR in the hospital, just
under one-half survived the code itself and one-
third survived for twenty-four hours. Approxi-
mately 15 percent of patients undergoing CPR in
the hospital survived to discharge. About 30 per-
cent of those who survived suffered a significant
increase in dependence and required extensive
home care or institutionalization. Survival to dis-
charge from the hospital was much poorer when
certain diseases or conditions were present. In
some studies, for example, no patients with meta-
static cancer and only 3 percent of patients with
sepsis (a widespread infection) survived to dis-
charge. Outcomes in some studies of frail, elderly
patients in long-term care facilities showed survival
rates of 5 percent or less, prompting some health
care providers to suggest that CPR should not even
be offered to residents of nursing homes and other
long-term care facilities.

The general public, however, often has an
overly positive impression about the success rates
of CPR. As portrayed on popular television medical
shows, CPR is much more effective than in real life.
According to one study, two-thirds of CPR patients
survive on television, a much higher percentage
than any published medical study. The same study
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reported that on television only 17 percent of
patients getting CPR were elderly. In reality cardiac
arrest is much more common in older people
than in any other age group. Furthermore, three-
quarters of cases of cardiac arrest on television
resulted from accidents, stabbings, lightning
strikes, and other injuries, whereas in the real
world 75 percent or more of cardiac arrests were
triggered by underlying heart disease.

Knowledge about the outcomes of CPR is
especially important because it has been shown to
affect preferences for care. Surveys have shown
that as many as 90 percent of elderly outpatients
and a range of 44 to 88 percent of hospitalized eld-
erly desire to have CPR in the event of a cardiac
arrest. Even when elderly patients were asked
whether they wanted CPR if they had a serious dis-
ability, 20 to 45 percent said they would. Clinicians
at one geriatric practice asked patients about their
preferences for CPR if they were acutely ill and if
they were chronically ill. These patients were then
educated about the probability of surviving to dis-
charge under these conditions. Once they were
given prognostic information, preferences for CPR
dropped nearly 50 percent.

A second area of concern is that the lack of
communication about CPR results in common mis-
understandings about DNR orders. Many patients
believe incorrectly that having a living will or other
type of written advance directive automatically
means that a patient will have a DNR order written.
Instead, while an advance directive may express a
patient’s desire to have a DNR order written under
certain circumstances, DNR orders—Ilike all med-
ical orders—must be authorized by a physician
who is treating the patient. Also, some patients
assume that a DNR order directs that all medical
treatments be stopped and only comfort care pro-
vided. In some circumstances, however, other
aggressive therapies—including staying in an
intensive care unit—are continued for patients with
DNR orders.

Moreover, there are circumstances in which
restricted or limited DNR orders are appropriate.
For example, if it is determined that further
attempts at CPR would not benefit a patient who is
on a ventilator or a breathing machine, then an
order might be written not to give cardioactive
medications should a cardiac or pulmonary arrest
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occur. On the other hand, it might also be deter-
mined that a patient would want cardioactive med-
ications and chest compressions but would not
want to be intubated and put on a breathing
machine. Because there are multiple options, it is
essential that physicians thoroughly discuss DNR
options with patients or their surrogate decision
makers and that decisions are carefully docu-
mented in the patient’s medical record.

Third, the lack of genuine communication
means that physicians are often unfamiliar with
patients’ preferences about CPR and must rely on
family members to help decide whether a DNR
order is appropriate. Family members, however,
also are very poor predictors of what patients
would actually want, answering wrongly up to 40
or 50 percent of the time in some scenarios. Uncer-
tainty about patient wishes concerning CPR also
means that decisions about DNR orders are often
delayed until the patient is near death.

A major, multihospital, longitudinal study of
these issues focusing on more than 9,000 patients—
the Study to Understand Prognosis and Prefer-
ences for Outcomes and Treatment (SUPPORT)
—discovered that 79 percent of the patients who
died in the hospital had a DNR order but that
almost half of these orders had been written in the
last two days before death. Almost 40 percent of
these patients had spent at least ten days in the
intensive care unit, and, of those able to communi-
cate, more than half were in moderate or severe
pain at least half of the time in their final days.
About one-third of the patients expressed a desire
not to be resuscitated, but less than half of their
physicians understood this desire.

Other Issues

An issue of special concern involves the patient
with a DNR order who needs to have surgery or
some other medical intervention that requires the
use of anesthesia or other agents that affect resus-
citation. At some hospitals, it is institutional policy
to automatically suspend a DNR order while a
patient is undergoing procedures that may require
resuscitative measures. The rationale for such poli-
cies is that if the procedure requires a patient to be
artificially resuscitated through the use of a venti-
lator or chemical agents, then a DNR order would
be illogical. Some hospitals, however, forbid the
practice of automatically suspending a DNR order

during surgery. Rather, they require the need for
resuscitative measures during surgery or other pro-
cedures be discussed with the patient and that
agreed-upon circumstances for using or not using
resuscitative measures be put in writing.

Some states have authorized the use of
“durable” DNR orders. Such orders can travel with
the patient and can be recognized by a wide range
of health care personnel at different facilities and at
the patient’s home. Durable DNR orders eliminate
the problem of patients needing to have a DNR
order written each time they enter a health care
facility and mean that patients at home can have
their DNR wishes honored by emergency services
personnel. Without a durable DNR order, emer-
gency services personnel are required to resusci-
tate a patient at home, even if the patient had a
DNR order recently written in the hospital.

See also: COMMUNICATION WITH THE DYING; CRUZAN,
NANCY; END-OF-LIFE ISSUES; INFORMED CONSENT;
PERSISTENT VEGETATIVE STATE; QUINLAN, KAREN ANN;
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DROWNING

Drowning is defined by the American Academy of
Pediatrics as death resulting from suffocation
within twenty-four hours of submersion in water.
Near-drowning applies to all other victims,
whether or not they survive. For every child that
drowns, four children are hospitalized for near-
drowning, according to the National Center for
Injury Prevention and Control. Children less than
one year of age frequently drown in bathtubs and
buckets; children aged one to four years most
often drown in swimming pools; and children and
adolescents aged five to nineteen years most fre-
quently drown in natural bodies of water. Alcohol
use in adolescents and adults is estimated to be
associated with 25 to 50 percent of drownings.
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Males comprise the overwhelming majority of
drowning victims.

Although people can hold their breath under-
water for a limited amount of time, rising carbon
dioxide levels in the blood initiate the need to take
a breath. Most drowning victims quickly lose con-
sciousness due to lack of oxygen and then inhale
water. Death is typically a result of brain damage
due to lack of oxygen and/or acute lung injury
from aspirated fluids. Both sea and fresh water
affect a substance called surfactant that coats the
tiny air sacs, or alveoli, in the lungs. Lack of sur-
factant activity causes elevated surface tension in
the lungs. This increases the effort required to
inflate the alveoli and thus decreases the amount
of air that can fill the lungs and the extent of oxy-
genation of the blood.

Treatment of a drowning victim is to restore
breathing and circulation as soon as possible,
because irreversible brain damage or death may
occur in four to six minutes after breathing stops.
Artificial respiration (mouth-to-mouth resuscita-
tion) and cardiopulmonary resuscitation (CPR) are
techniques used for this purpose.

See also: CAUSES OF DEATH
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DURKHEIM, EMILE

Emile Durkheim (1858-1917) is considered one of
the most influential figures in the founding of mod-
ern sociology. Born in the eastern part of France,
Durkheim descended from a long line of rabbis
and trained to follow in their footsteps. As a young
man, he turned away from organized religion and
became an agnostic. While studying in Germany,
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he became convinced of the value of using scien-
tific methods, properly modified, in the study of
human behavior. Recognized as a promising
scholar, Durkheim wrote several important works
on the methods of sociology, the division of labor,
the scientific study of religion, and how imbal-
ances in the relations between self and society can
lead to death.

One of Durkheim’s most influential books is a
detailed study of suicide. When it was published in
1897, Le Suicide not only changed the way in
which suicide was understood, it fundamentally
transformed the way sociological research was
subsequently conducted. In that work, Durkheim
created what became the standard structure for
sociological research. On the first page of the
book’s introduction, he began defining the central
term under discussion and proceeded to sketch
out the tentative outlines of an explanation for sui-
cide that would be informed by social science,
replete with tables of suicide statistics.

In critically reviewing the existing suicide liter-
ature, which largely viewed acts of self-destruction
as having physiological or psychological origins,
Durkheim wondered why people from similar
genetic origins did not have similar rates of suicide.
Why did rates vary within one region over time? If
it was related to weakness of character, why was it
unrelated to levels of alcoholism? Utilizing logic
and statistics, Durkheim challenged both popular
and academic explanations. In doing so, he indi-
cated that the tentative sociological approach he
had begun to develop in the book’s introduction
offered greater explanatory power. The majority of
the book lays out what became a classic sociolog-
ical explanation for suicide. There are four major
types, all related to group cohesion or solidarity.

Egoistic suicide, Durkheim argued, was most
common among groups of individuals with few
connections to social groupings of any kind. Thus,
loosely bound liberal Protestant groups had higher
suicide rates than Catholics and Jews, for whom reg-
ular religious participation was expected; married
people committed suicide at lower rates than sin-
gles; and nations undergoing political crises experi-
enced lower rates because competing interests and
parties became tightly integrated under stress.

While egoistic suicide made sense to most read-
ers, Durkheim’s second category, that of altruistic
suicide, was more controversial. Durkheim argued
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Training given to workers on suicide hotlines in the

twenty-first century is largely based on the conclusions
and categories originally introduced by Emile Durkbeim
in 1897. CORBIS

that certain types of suicide occurred among tightly
knit groups when they came under severe threat
and their members were prepared to die in the
group’s defense. Because suicide was widely
understood as the act of sick or disturbed individu-
als, Durkheim