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Death in Britain
today

Tony Walter

Death is not a single concept. When I’ve been writing
about funeral rituals, the mourning for Princess Diana,
roadside shrines, the reporting of death in the news
media, afterlife beliefs, or the contemporary interest
in reincarnation, friends and acquaintances have been
intrigued and have often given me, unasked, their
own experiences and opinions. When I’ve been writing
about dying or bereavement the conversation quickly
turns to other things. Le Rochefoucauld once wrote,
‘Death, like the sun, cannot be looked at directly’.
We need a filter. So when I’ve been writing about the
filters – such as rituals, belief systems, or media
reports – friends and acquaintances are attracted.
But if they fear I’m looking directly at death, without
a filter, they turn away. As would have most human
beings in history and prehistory.

A lot of rubbish has been written
about ours being a ‘death
denying society’. Conceptually,
denial is a tool identified within
psychoanalysis as a way in
which individuals cope; it is not
easy, if at all, possible to apply
the concept to entire societies,
though there may be certain
cases, such as fol lowing
genocide when i t  may take
decades for a society to
acknowledge what happened.

With that caveat, in Br ita in
today, clearly some aspects of
death are highly visible, not
least in the mass media, while
at the same t ime some
bereaved individuals feel
shunned and people tend to die
out of sight in hospitals and
institutions. It’s a mixed picture.
And i t  is a mixed picture
between individuals, which often
causes difficulties in families –
long after a death, she st i l l
wants to talk, he goes on silent
f ishing tr ips; she thinks he
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doesn’t  care, he thinks she
should be over it by now. Much
of what bereavement
counsel lors and sel f-help
groups work with are such
secondary consequences of
loss. The counselling session,
the self-help group, provide (at
best) a safe place within which
feelings can be acknowledged,
(at worst) a norm of talking and
expressiveness that further
alienates those who cope in the
more stoical way that served
this country well through two
world wars (and for whose
psychological efficacy there is
considerable evidence).

Dying

Dying today shows three main
features, all of them historical
innovations. First, it is more
often than not a slow business.
The terminal period of some
diseases, notably cancer, can
be diagnosed with some degree
of certainty, so the person
enters not so much a sick role,
for much of the time they may
feel quite well, but a dying role
from which they and others
know the end is not recovery,
but death. This is also true of
those who enter nursing homes;
they know they wi l l  exit
horizontally, though the time
frame may be less clear.

For many diseases, as Guy
Brown shows in his recent book
The Living End, though the final
end is predictable, the trajectory
and time scale are not, and
though doctors may know that
heart or lung disease is the
beginning of the end, this may
not be clear to the patient. The
end may well take a dozen or
more years to materialise, in
which one, ultimately futi le,

medical treatment after another
may be tried. Statistically, this
really lengthy, unacknowledged,
dying is more likely in the UK
to occur in lower income groups
character ised by unhealthy
working condit ions and
lifestyles; the healthier affluent
classes tend to l ive in good
health a decade longer, and then
die a bit quicker from sheer
frailty, often following a fall, or
(much longer) from dementia.
One consequence of these
patterns is that many people do
not fear being dead; they fear
a prolonged frai l  old age in
which they are a burden on
others.

Second, dying is medicalised.
On getting a terminal diagnosis,
we turn in the first instance not
to therapists or clergy, but to
the doctor: how long have I got?
will you be able to control the
symptoms? Only when we know
the score physically do we wish
to address psychological  or
spiritual or family issues. Lay
people are profoundly disturbed
if a medical cause for death
cannot be found; death is no
longer an act of God, a natural
end, but a medical dysfunction.
And listen to ordinary people
talk ing about how a family
member died. The narrative is
more often than not medicalised
– ‘She developed pneumonia.
She was taken to hospital and
they tried antibiotics, but after
a few days it was clear they
were not working. The nurses
were very good, they let us
more or less camp in her room
the last 48 hours. The end was
quite peaceful.’  People are
much less likely to talk in terms
of the spiritual battle that was
taught in the medieval ars
moriendi ,  or even the
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psychological  batt le that
Elisabeth Kübler-Ross identified
in her best sel l ing book On
Death and Dying.

Third, tied up with medicalisation,
is institutionalisation. Though most
of the t ime spent dying is
typically spent at home, the
actual moment of death is likely
to occur in a hospital, a hospice,
or a nursing home. We should
remember that Kübler-Ross’
five stages of dying - denial,
anger, bargaining, depression,
acceptance – can easily be felt
by those becoming an inmate
of a total institution, and it is
not entirely clear to what extent
her interviewees experienced
these emotions because they
had cancer or because they
were hospitalised. Certainly one
might expect these f ive
responses by an elderly person
reluctantly entering a nursing
home.

Allan Kellehear has argued that
today’s medical isat ion and
inst itut ional isat ion form the
latest twist in a story of
professsional isat ion that is
thousands of years old, dating
from the very earliest cities. As
soon as humans moved from
subsistence farming to cities in
which there was a division of
labour, certain professionals
emerged as experts in dying.
The first experts were priests,
and now we have doctors,
nurses, radiographers, social
workers, aromatherapists,
counsellors, etc. In each and
every case, responsibility is to
an extent removed from
individuals and families, and
handed to professionals. I will
return to this issue shortly.

Hospice and palliative care

A major innovation, started in
London by Cicely Saunders in
the 1960s, is palliative care: the
holistic treatment of total pain
(physical, emotional, spiritual)
so that the dying person may
live as fully as possible in their
last years or months. This
entai ls a re-or ientat ion of
medicine from cure to care, and
involvement of a mult i-
disc ipl inary team, including
social workers, therapists and
counsellors. Organisationally, it
may mean care within a hospice
or hospital palliative care unit,
or i t  may mean hospice or
palliative care team members
working in the community.

Over the past two decades,
hospice and palliative care has
faced a number of dilemmas. It
is st i l l  of fered pr imari ly to
people with cancer, who have a
relatively clear dying trajectory,
whose symptoms can more
often than not be controlled,
who typically retain their mental
faculties until a few days before
the end and who therefore may
act as autonomous persons
making informed choices about
how they wish to live. It is by
no means clear how, or even if,
the principles of palliative care
can be applied to people with
lung and heart disease where
the trajectory is not at all clear,
or to advanced dementia where
informed decision making is
compromised. Recent
guidel ines for end-of- l i fe
pathways have also been
criticised for being based on an
institutional model of care.

In the 1980s, pal l iat ive
medicine came to be recognised
in the UK as medical specialty.
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Was the arrival of consultants
in palliative medicine a victory,
spreading palliative expertise
around other medical
specialties, or did it lead to
domination of medical expertise
over other expertises within the
palliative care multidisciplinary
team? More general ly,  is
hospice and pal l iat ive care
empowering famil ies and
communities to care for their
dying members, or giving the
message that you need training
to deal with dying? Even the
nurses have t i t les on name
badges such as ‘Palliative Care
Advanced Cl in ical  Nurse
Specialist’.

A significant challenge to this
kind of professionalisation has
come from Australia. Starting in
the outback, where
communities clearly have to
look after their own health,
calling in a professional from
hundreds of miles away only
when absolutely necessary, it is
now recognised even in cities
that – given the increasingly
lengthy dying of an ageing
population – there is no way that
care of the dying can be
provided chief ly by
professionals. In this new
model of what is to me rather
obscurely termed health
promoting palliative care, the
tables are turned. Community
care entai ls not a hospital-
based specialist who drives out
into the community, but
communit ies taking
responsibi l i ty for their own
health and their own dying, and
calling in experts as and  when
needed. Volunteer teams may
make a wholistic assessment of
a dying person’s needs, which
could wel l  be spir i tual  or
famil ia l ,  cal l ing in a social

worker or chaplain or therapist
if needed.

The question of volunteers is
pertinent to the UK. All British
hospices and a number of
hospitals and aged care charities
make extensive use of
volunteers – to staff  their
charity shops, to drive service
users to day clubs, to help with
the accounts, to staff  the
hospice tea trol ley or the
hospital shop – almost anything
but direct, frontline work with
service users! Many of these
volunteers are ret ired
professionals, and the waste of
expertise is phenomenal. If the
British culture of volunteering
could be harnessed to the
Austral ian concept of
community responsibi l i ty,
palliative and aged care in our
country might find a way to
provide care to everyone, not
just the select few. Hope is
provided by the exceptions,
such as the AIDS buddy system
developed in the 1980s, and
one-to-one commitments by
volunteers to one elder ly
person.

Funerals

Funerals saw considerable
change in Britain in the 1990s.
A funeral is the ritual disposal
of a body. So i t  has two
components – the ritual, and the
body. In the UK, the specialists
who look after the body (that
is, funeral directors) are in the
driving seat, and subcontract
other specialists such as the
crematorium florists, memorial
masons and the r i tual
specialists (that is, ministers of
rel ig ion and other funeral
celebrants). Surveys reveal
high levels of satisfaction with
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funeral directors, but from the
1980s considerable discontent
with the performance of clergy,
especial ly in crematoria
funerals,  was becoming
manifest, not least because of
their impersonality. Things could
not change overnight, since the
funeral  directors who had
overall control had little or no
control over the funeral ritual
itself (unlike in the USA, where
the main ritual is the wake, held
in the funeral parlour). Through
the 1990s unti l  now, due to
public demand, clergy have had
to produce funerals that look
backward to celebrate the
deceased’s l i fe as wel l  as
forward to the next life; and a
range of other celebrants have
emerged to provide purely
celebratory funerals.

From the viewpoint of
psychological health, questions
have long been asked about
some rel ig ious funerals.  Do
funerals that single-mindedly
rejoice in the deceased’s arrival
in heaven represent a denial of
grief, or provide meaning in
grief ? We may ask the same
quest ion now. Do today’s
s inglemindedly celebratory
funerals deny grief, or provide
a public narrative of how the
deceased can continue as part
of the ongoing l ives of
individuals, famil ies and
communities? This brings us to
the question of theories of grief.

Grief theories

Through the second half of the
twentieth century, the
theoretical base underlying grief
counsell ing derived primarily
from the Freudian notion of grief
work and from Bowlby’s
attachment theory. Put simply,

the mourner has to work
through the pain of grief in
order to detach emotional ly
from the deceased and engage
in new relationships. By the
1980s, var ious groups of
mourners were voicing their
unhappiness with this view, or
at least with bowdler ised
versions of it. The dead baby
would always be a part of the
family, even as it rejoiced in the
birth of new children; widows
resented any suggestion that a
failure to remarry implied they
had not worked through grief.
Evidence showed that many
people l ived psychological
healthy lives by moving on with,
not without, the deceased.
(Which is perhaps what the
celebratory funeral  r i tual ly
kickstarts.) From the mid
1990s, new theories became
inf luent ia l  on therapeutic
practice, such as Klass et al’s
idea of continuing bonds and
Stroebe & Schut’s dual process
theory, along with increasing
empirical evidence (presented,
for example, by George
Bonanno) that distraction and
act iv ity lead to greater
psychological  health than
attempts to work through the
pain of loss.

Bereavement care and
psychology

This raises the question of the
relation of bereavement care to
various schools of thought in
psychology. Most trained
bereavement care in the UK is
provided by volunteer
counsellors working for Cruse,
which has over two hundred
branches around the country.
Cruse training has been based
on a mixture of psychoanalysis
and attachment theory. This is
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in marked contrast to freelance
therapy where humanist ic
approaches are more common,
and therapy paid by the NHS or
employers, which is more likely
to employ cognit ive and
behavioural  therapy.
Paymasters want results
quickly, and CBT promises this,
certainly compared to the
lengthy t ime that
psychoanalysis requires. One
might therefore argue that it
would be ethical to use CBT in
preference to other therapies
when time (as with the dying)
or resources (as with the heavy
demand for Cruse) are
severely limited. This debate,
however, has yet to emerge.
There would be benefit in more
dialogue between volunteer
bereavement counselling and
professional therapy.

Let me give some related
examples of unjoined up
practice and thinking. Social
work often has to deal with the
consequences of bereavement,
yet bereavement plays a
remarkably smal l  role in
professional social  work
training. Likewise in the world
of addict ion. De Quincey,
distraught at the death of his
friend Wordsworth’s daughter,
was by no means the only
person whose opiate addiction
has begun with a bereavement.
And there is some evidence that
criminality can have some roots
in childhood bereavement. The
world of bereavement care
scarcely engages with these
other professional worlds, and
they in turn need to relate to
the expert ise found in
bereavement care.

Private grief,  public
mourning

In small scale rural societies,
where everyone knows everyone
else, the death of a member
leads to a loss by the community
as well as by the family. The
community mourns, so the
grieving family knows its pain is
shared, though in lesser
measure, by the community at
large. Though we sometimes see
this today, as when the grief of
parents is shared by an entire
secondary school, more typically
grief in modern, mobile, long-
lived, urban society is private. My
elder ly mother dies, but my
neighbours and workmates never
met her, because she l ived a
hundred mi les away. The
separation of home and work
means that when a spouse dies,
my workmates may never have
met her; or when a workmate
dies, my wife had never met him.
Grief becomes an experience of
the individual.  I  may be
supported by others, but it is
support from others who are not
themselves in mourning.

This is modern grief. It is in this
context that people may choose
to speak to a counsellor. Or they
may join a mutual help group
whose members never met my
child, but they too have lost a
chi ld. And in the group, as I
speak about my child, they get
to know him, and he begins to
have a posthumous life within the
group, as Dennis Klass has
documented.

In the past couple of decades,
however, some people have
become more publ ic in their
mourning, either for those
intimately mourned, or for those
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known only at a distance. In the
global media village, celebrities
are known by all and mourned
by many; football pitches and
palaces become adorned with
mountains of f lowers after a
tragic death. This requires no
special explanation, as it simply
transfers into the global village
what for millennia has occurred
in traditional villages: everyone
turns out to mourn the death of
the chief. Premature, especially
violent death, of more ordinary
people is a lso now marked
publicly, especially if the death
propelled them into the local or
national news; roadside shrines
to motor fatalities may be seen
in town and country. This entails
a certain democratisation: the
young and victims now receive
as much mourning as chiefs and
celebrities. And mourning these
public deaths is now voluntary;
nobody is required to mourn,
unlike in feudal times.

Voluntary and democrat ic
modern public mourning may be,
but it is not uncontentious. Signs
of mourning are no longer
restricted to the cemetery or
crematorium, and not everyone
approves. ‘Floral fascism’, ‘grief
lite’, were two terms of abuse
journal ists hurled at Diana’s
mourners. The Mountaineering
Council of Scotland has a policy
of removing commemorat ive
cairns and plaques from the top
of Ben Nevis, while some local
authorities have removed teddy
bears and wilting flowers from
memorial  benches in urban
parks. Not all members of the
public, whether climbing the Ben
or going to kick a ball around the
park, want these reminders of
mortal i ty, anywhere and
everywhere, and especially not

in places devoted to rest,
recreation and pleasure.

Finally

Historians such as Philippe Ariès
and Clare Gittings have argued
that the Renaissance, with its
celebration of the individual,
turned the death of each
individual into a personal
disaster. But maybe in the twenty
first century a more comforting
view is emerging. In his book
The Living End, scientist Guy
Brown argues from sociology,
psychology and biology that we
do not have a unitary,
unchanging self. We are more like
a wave that moves through life
than an atomic particle. We are
the sum of our experiences, of
our behaviour, of our sel f
concepts, and these change over
time; there is no ‘self’ that is
experiencing the experiences (in
this, Buddhism is right). And
many of our experiences are
shared with others, so there is a
fluid boundary between self and
other – we therefore have in part
a shared self. ‘If the self is not a
single, unified entity, but a wave
constituted of genes and memes,
then the dissolution of the self
at death does not necessarily
mean the end, because the genes
and memes may cont inue in
other selves.’ (p.137)

How we die, how we work with
people who are dying or
mourning, even how we think
about death, all depend in part
on the society and the historical
period we inhabit. Postmodern
views such as Guy Brown’s may
prompt new kinds of therapy
with those who are dying or
grieving or otherwise troubled by
mortality.
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