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Suicide can be
devastating. It can
leave family members stunned by the
unexpectedness
of
John R. Jordan, PhD
the suicide, traumatized by the horror of
the event, confused
about who to blame
for the death, angry at
the perceived preventability of the death,
and of course, deeply
bereaved. Suicide may
Joanne L. Harpel,
be
the ultimate form of
JD, MPhil
an assumptive world
shattering death—a mysterious and frightening type of death for which our culture
does not have ready narratives to explain
why it happens. Suicide can also profoundly
disrupt the functioning and cohesion of a
family and may have a multi-generational
impact on the family system.

Suicide Epidemiology
Suicide is a major public health problem around the world. In the U.S. there are
nearly 40,000 suicides a year (U.S. Department of Health & Human Services, 2012).
For every suicide, there may be 20 or
more suicide attempts. Males are three to
four times more likely to complete suicide
than females, although women are more
likely to make suicide attempts than men.
Despite the public perception that adolescents are most likely to have the highest
death rate by suicide, historically the demographic group with the highest suicide
rates are elderly, Caucasian males.
The factors that contribute to suicide are numerous and complex, and it
is overly simplistic to attribute suicide to
just one cause (e.g., bullying). However,
one factor that appears to be an element
in most suicides is the presence of psychiatric disorder, most frequently mood
disorders such as depression and bipolar
disorder. Unfortunately, the majority of
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A Note From the Editor
By Tashel C. Bordere,
PhD, CT
This issue of the
Forum highlights suicide and the myriad
of complexities and
unique
challenges
surrounding such losses for bereaved
individuals and family and community
systems. In this particular issue, I was
struck by the themes of great pain, ambiguity, and guilt for many survivors that
may be further exacerbated in a larger

culture of silence where such losses continue to be stigmatized. I was equally
struck by the backdrop of author photos
in this issue, and across all Forum issues,
bearing smiles amidst the otherwise difficult and emotion-laden work that we do;
smiles that I believe are reminiscent of the
hope that we hold for the bereaved populations we serve and for social change
among sub-cultures and larger societies
in which we exist. In this issue, I pause to
applaud the bravery and advocacy efforts
of people within our field of thanatology.
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President’s Message
Finding New Strengths:
Envisioning a More
Inclusive Future

By Jon Reid, PhD
“You are cordially invited…” Thus
began the invitation for the strategic
planning meetings conducted in October
in conjunction with the annual fall Board
of Directors meeting held in Chicago.
The strategic planning meeting was conducted in conjunction with the annual
fall board meetings as a means of effectively stretching our travel dollars.
The ADEC Board was joined by several ADEC members representing the
diverse perspectives of senior members, newer members, international
members, student members, past board
members and new professionals. The
process and planning for the meetings
began well over a year ago, when the
Strategic Planning Committee was established. Numerous conference calls
resulted in a theme to guide the process:
“Finding New Strengths: Envisioning a
More Inclusive Future.”
I have to admit that although I was
eager to participate, I had only modest
expectations for the strategic planning
process based on my past experiences
with other organizations. Instead, it
proved to be a pleasant surprise and a
meaningful experience.
Gene Knott, an ADEC founding member
and ADEC’s 2nd president, facilitated the
process known as “appreciative inquiry”—
and that is how we began, with appreciation,
sharing our stories in dyads of how we
came to membership in ADEC and the reasons we have stayed. Not surprisingly, it
became quickly evident that for most of
us there was the significant influence of
a person who epitomized the connection
that each of us formed with the organization. That initial relationship nurtured the
seed of interest and that interest further

developed into a
“cherished camaraderie,” to use Gene’s
phrase.
The sharing of
what we, as individuals, appreciate about ADEC was
developed into an extensive list of proposed goals for moving forward. That
list was then narrowed to five primary
goals. The five goals encompass how
ADEC will build on its strengths, nurture members’ professional growth, and
maintain fiscal stability. By necessity, the
organization must also be prepared to effectively adapt to changes in technology
that enhance how information is shared
with members and the world community
via the ADEC website and social media.
The process of strategic planning is
ongoing. Numerous task forces will develop plans for successfully addressing
the five goals identified through the strategic planning process.
The five goals are:
• b
 usiness development
• conference planning
• governance
• identity
• visibility
The goals address:
• H
 ow can ADEC be fiscally responsible while planting seeds for future
growth?
• How can ADEC provide a highquality annual conference while
containing the costs?
• Is the ADEC governance model efficient and effective for fulfilling its
mission?
• Who is ADEC, and how well does
our name and mission statement
express that identity?
• How can we raise public and professional awareness of ADEC?

Continued on Page 5
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pervades a family’s interactional style over multiple generations
people who die by suicide are not in treatment at the time of their
(Jordan, Kraus, & Ware, 1993; Walsh & McGoldrick, 2004).
death, and often have not even had their mental health problems
Like other traumatic events, suicide may also produce “hyperdiagnosed. For more information on the epidemiology of suicide,
vigilence” about the possibility of additional suicides occurring.
and the U.S. national strategy to reduce suicide, please see the
Such anxiety can interfere with normal developmental separawebsite of the National Action Alliance for Suicide Prevention at
tions in family processes, when the individuation of children from
http://actionallianceforsuicideprevention.org/
the family system may be compromised by the traumatic death
The Impact of Suicide on Individuals
(Jordan et al., 1993).
It may seem intuitively obvious that suicide is “different” than
Lastly, suicide may produce “relational strain” among family
other types of losses, yet the empirical literature has been mixed
members, particularly marital partners, as each member attempts
about whether and in what ways suicide bereavement is different
to cope with the grief in ways that are at odds with the coping styles
(Jordan, 2001; Jordan & McIntosh, 2011b). Among the problems
of other family members. This tends to reduce the emotional availthat have been reported for survivors are elevated levels of deability of members to one another at a time when they most need
pression, PTSD, complicated grief, and perhaps most alarmingly,
mutual support and understanding.
elevated rates of suicidality (see Jordan & McIntosh, 2011a for
The impact of a suicide on children is a common concern for
a full review of this literature). Beyond these psychiatric probparents, particularly when a parent dies. Autolems, several themes seem to be prominent
biographical accounts point to the long term
in the grief of survivors including great diffiIn terms of systemic
sequelae of shame and perceived abandonment
culty making sense of the death, more intense
that parental suicide can engender (Rappaport,
and prolonged sense of responsibility for the
effects, suicide appears to
2009; Treadway, 1996). The empirical evidence
death or for failing to prevent it; heightened
have the potential to both
from comparison studies makes it clear that the
feelings of rejection or abandonment; anger at
death of a parent from any cause can be diffithe death, traumatization; and great social isoincrease, and conversely,
cult. There is additional evidence, however,
lation and stigmatization (Feigelman, Jordan,
threaten family stability
that children bereaved by the suicide of a parMcIntosh, & Feigelman, 2012; Jordan, 2001;
and cohesion.
ent may have a higher level of psychopathology
McIntosh & Jordan, 2011). The literature also
(depression), emotional distress (anger, guilt,
suggests that bereavement after a suicide is
shame), and externalizing symptoms (aggresmost similar to other sudden, violent deaths
siveness and defiance), for at least the first several months after
that involve human volition (e.g., homicide) (Jordan & McIntosh,
the death (Cerel & Aldrich, 2011; Cerel et al., 2008). Although hid2011b). This includes the recognition that mourning after traumatic
ing a suicide from a child is an understandable response of adults,
deaths such as suicide is much longer in duration than after less vithe narrative accounts of adults bereaved by parental suicide as a
olent forms of death (Saarinen, Hintikka, Lehtonen, Lönnqvist, &
child strongly suggest that this strategy carries its own price, often
Viinamäki, 2002).
producing feelings of shock, betrayal, and deception in a child who
The Impact of Suicide on Families
discovers later in life that her or his parent parent died by suicide
The literature on the effects of suicide on families is much smaller
(Stimming & Stimming, 1999).
than the literature covering its impact on individuals. Therefore,
The suicide of a sibling in childhood may also create problems.
this section will draw on both the limited empirical research on the
Brent et al. (1993) and Brent et al. (1996) found elevated levels of
subject—(see Cerel & Aldrich, 2011 and Cerel, Jordan, & Duberdepression six months after the death of a sibling to suicide when
stein, 2008 for recent reviews, as well as clinical literature relating
compared to matched controls, and elevated levels of grief sympto the topic) (Jordan, 2008, 2009; Jordan & McIntosh, 2011a; Kaslow
tomatology, though not psychiatric disorder, at three year follow-up.
& Gilman Aronson, 2004; Kaslow, Samples, Rhodes, & Gantt, 2011).
Clinical reports of bereaved siblings often point to heightened feelThis broad topic can include the effects of the suicide of a member
ings of guilt and responsibility for the death, as well as parental fears
on the entire family as a system, as well as the impact on specific
about the psychological well-being of surviving sibling(s).
categories of family members (e.g., the impact on children).
Lastly, the loss of a spouse or partner to suicide may create comIn terms of systemic effects, suicide appears to have the potential
plicated burdens for the surviving partner, although here again,
to both increase, and conversely, threaten family stability and coonly some studies have found differences between suicide behesion. One of the residuals of a suicide is anger. Scapegoating and
reaved spouses and survivors bereaved by other types of partner
fracturing of families around blame for the suicide is not uncomloss, and most samples have included mostly females. Barrett and
mon. Likewise, because of the shame and stigma associated with
Scott (1989, 1990) found that spouses bereaved by suicide showed
it, suicide may shut down open communication within a family sysstrong grief reactions and more feelings of rejection and stigmatem and even foster the creation of family secrets. This seems to
tization around the death. Likewise, suicidally bereaved spouses
be especially true when well-meaning parents attempt to hide the
true nature of a parent’s death from children. Secrets, in turn, may
create a powerful legacy of shame and emotional constriction that
Continued on Page 4
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rated their mental health as poorer, received less social support,
and took longer to recover than participants in the comparison
group (Farberow, Gallagher-Thompson, Gilewski, & Thompson,
1992; Feigelman, Gorman, & Jordan, 2009; Gallagher-Thompson et
al., 1993).
One Survivor’s Narrative—Joanne Harpel
When my then 3-year-old son asked me how Uncle Stephen had
died, I was prepared. In age-appropriate language, I explained that
he had had a very serious illness in his brain. Being three, the very
next day my son wanted to have the conversation all over again.
But unable to recall the word “illness,” what came out instead was:
“tell me again about the enormous that made Uncle Stephen die.”
And somehow that captured it perfectly. Because suicide is enormous: enormous loss, enormous sadness, enormous pain, and
perhaps above all else, enormous numbers of questions that all
begin the same way: “why?”
Had you been lucky enough to have known my little brother, you
would have known that he loved shrimp, tennis, English history, and
Thanksgiving. That he graduated with honors from Yale and then went
on to Harvard Law School. That he married his college sweetheart
and was so popular that he had eleven groomsmen at his wedding.
And that at 26, he suddenly developed bipolar disorder. And
while we scrambled to figure out what was going on and how best
to help him, he took his own life less than a year later. And those
same eleven groomsmen served as pallbearers at his funeral.
We sibling survivors tend to be given short shrift, as though
there’s some sort of cosmic hierarchy in the sky that definitively
establishes who in the family is suffering the most. “How’s your
mother?” people would ask, genuinely concerned. “Not so good,”
I’d reply, while silently thinking, “but then again, neither am I.”
It’s a little hard to succinctly describe the effect of Steve’s death
on my “family”—my parents divorced when I was five and he was
two, and through the ensuing remarriages (3), half-siblings (2),
and step-siblings (3), our “family,” Stephen’s and mine, was repeatedly redefined. In a family of fluid definition we were one another’s
constants. When I lost him it felt like I’d lost my only consistent
connection to my own history.
For many years after his death, the rest of us were at least seemingly united against a common foe, outwardly blaming his ex-wife,
who’d filed for divorce in the midst of his illness. It was convenient
to self-righteously buy into the narrative about how he had killed
himself because she had abandoned him.
But the Round-robin of blame was not limited to her. At various times I blamed each of my parents, whose 40+ year acrimony
rendered them wholly unable to come together to help Steve (or
later, to support me). As they each enlisted me to see things from
their point of view, they only reinforced how culpable I held each
of them. But at the same time, I needed them. Flawed, human, they
were still my parents, and we were the three people on earth who
grieved him the most deeply. Eventually I came to accept that even
well-meaning people can’t always be there for each other, especially when they’re all in pain at the same time.

www.adec.org

I’ve since reached out to my former sister-in-law, and thankfully
she’s been receptive. I’ve seen her, and seen pictures of her new
husband and daughter. And over time, I’ve come to appreciate her
as someone who grieves deeply for Stephen, too.
But perhaps the most profound effect of Steve’s loss on my family has been in the deliberate way that I have introduced him to my
children, now 12 and 15, and both born after his death. They know
how he died, and see no reason for shame, stigma, or secrecy. They
see suicide prevention as an important public health priority, and
know that vigilance about their mental health is as important as
vigilance about their physical health. They’ve written any number
of school essays on the subject. I’m pretty sure that my son’s first
grade teacher got more than she bargained for when she asked the
class to write about a family member, and I am equally sure my
daughter was one of the few fourth graders in history who needed
to know how to say “bipolar disorder” in Spanish. However, I’m intensely proud that they have such a compassionate and nuanced
understanding of such a complex issue.
Suicide is enormous. But enormous, too, is the resilience and
strength that have come from speaking candidly about what happened to my family, and helping to create the legacy Steve didn’t
have time to create for himself.
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President’s Message
Continued from Page 2
ideal person to lead this process not only for his skill in leadership, but also because of his personal history with ADEC. And
another big “thank you” goes to Jane Bissler, who chaired the
Strategic Planning Committee, and to the members who served
on the committee and participated in the meetings.
Serving and participating on committees is well worth the
time and effort when the experience is as productive and meaningful as was this experience. Together, we can look forward to
a bright future for ADEC!
Please contact me directly with any comments or questions at
jon.jreid@gmail.com.

As is evident by this summary of the strategic planning
process, I was delightfully surprised by how meaningful and productive the experience was for me personally and for the group
as a whole. Each of us met new ADEC members for the first time
and also became more familiar with others with whom we have
only briefly interacted with in meetings or on conference calls.
ADEC is blessed to have the involvement of so many talented,
creative, intelligent and resourceful individuals who give so generously of their time by serving on the Board and engaging in
strategic planning.
I want to extend a big “thank you” to Gene Knott for giving of
his time and so masterfully leading the process. Gene was the
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Physician-Assisted Dying: Bridging Research and Practice
By Daniel L. Romo, MA, Doctoral Candidate

DWDA: History
The Oregon DWDA was an initiative originally passed by 51%
A paradigm shift in end-of-life care has begun
of Oregon voters in November 1994, allowing a terminally ill
to spread across the United States in recent
person with a life expectancy of less than six months to obdecades. Leading the way is Oregon’s Death
tain a physician’s prescription for a lethal dose of medication
with Dignity Act (DWDA), which allows termito end her or his own life in a dignified and humane manner
nally ill Oregonians to end their lives through
(OPHD, 2011). Legal injunctions delayed implementation, but
the self-administration of lethal medications,
after proceedings that included a petition rejected by the Suprescribed by a physician for that purpose.
preme Court, the Ninth Circuit Court lifted the injunction on
Physician-assisted dying (PAD), sometimes referred to as
October 27, 1997. In November that same year, voters rejected
physician-assisted suicide, is not a new practice. Voluntary eua measure asking Oregonians to repeal the DWDA by a marthanasia and PAD were a common practice in ancient Rome
gin of 60% to 40%, retaining the DWDA and
and Greece, to spare those of high social
making Oregon the first U.S. state to legalstanding from prolonged suffering. In modern
PAD is a controversial
ize PAD (OPHD). The DWDA does not require
times, PAD has gained attention in the United
any health care system or physician to parStates, due in part to the publicized deaths faissue. At the core of the
ticipate. On March 24, 1998, a terminally ill
cilitated by Jack Kevorkian and in part to
PAD controversy is the
breast cancer patient became the first person
Americans’ general fear of drawn-out, painful,
dying person’s right to
to utilize the Oregon DWDA (OPHD).
and undignified death (Benoliel & Degner, 1995;
DWDA: Process
Lattanzi-Licht & Connor, 1995). There is little
choose death versus
The Oregon DWDA includes a host of procase law on whether the act of PAD or assisting
society’s duty to protect
cedural safeguards. According to Oregon
suicide is a crime, but no American jurisdiction
Public Health Division (n.d.), the law states
considers suicide or attempted suicide a crime.
its most vulnerable
that, in order participate, a patient must be:
Additionally, there is currently no right to PAD
from precipitous and not
1) 18 years or older, 2) an Oregon resident,
or assisted suicide under the United States Constitution (Meisel & Cerminara, 2004).
completely voluntary death. 3) able to articulate health care decisions
for herself/himself, and 4) diagnosed with a
Physician-assisted dying is a controverThis article focuses solely
terminal illness leading to death within six
sial issue. At the core of the PAD controversy
on PAD within the context
months. The physician determines whether
is the dying person’s right to choose death
these criteria have been met.
versus society’s duty to protect its most vulof Oregon, and the most
After a determination that the above crinerable from precipitous and not completely
compelling findings after
teria are met, the following steps must be
voluntary death. This article focuses solely
on PAD within the context of Oregon, and
fourteen years of research. fulfilled: 1) the individual must make two
oral requests to the physician, separated by
the most compelling findings after fourteen
a minimum of 15 days; 2) the individual must
years of research. To understand the parameprovide a written request to the physician, signed in the presters of the DWDA, the steps in the process, and the implications
ence of two witnesses, at least one of whom is not a relative;
of this movement, it is first necessary to operationalize the key
3) the physician and a consulting physician must confirm the
terms and assumptions of DWDA.
individual’s diagnosis and prognosis; 4) the physician and a
Terminology surrounding the various means of ending life
consulting physician must determine whether the individual is
can be confusing, as terms that describe very different acts
able to make and communicate health care decisions for herand practices are often used interchangeably. It is important to
self; 5) if either physician believes the individual’s judgment is
operationalize terms when discussing end-of-life issues, given
impaired by a psychiatric disorder (e.g., depression), the indithe different moral, legal, and ethical implications. PAD refers
vidual must be referred for a psychological evaluation; 6) the
to a physician fulfilling a cognitively competent, terminally ill
physician must inform the individual of possible alternatives to
patient’s request by prescribing one or more drugs, with the
the DWDA, including pain control, comfort care, and hospice
understanding that the patient intends to utilize them to end
care; 7) the physician must request that the individual notify
her or his own life (Emanuel, 1994). Euthanasia, which is illeher or his next-of-kin of the prescription request. Having met
gal in every state, including Oregon, is a different procedure
the above requirements, the individual is entitled to a prescripfor accelerating death, whereby a doctor injects a patient with
tion for life-ending medication (OPHD, n.d.). An individual can
a lethal dosage of medication (Oregon Public Health Division
rescind a request at any time.
[OPHD], 2011). In contrast, in PAD, a physician prescribes a lethal dose of medication to a patient, but the patient—not the
doctor—administers the medication.
Continued on Page 7
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and concern about being a burden on others (47%) (Sullivan,
The Oregon Revised Statutes specify that action taken in
Hedberg, & Fleming, 2000).
accordance with the DWDA does not constitute homicide or
Pain
suicide under the law and should not affect insurance beneAlthough many cite unbearable and untreatable pain as the
fits. Physicians and individuals who adhere to the requirements
primary reason for the legalization of PAD, to date, research has
of the DWDA are immune from criminal prosecution, and the
shown that only a minority of Oregonians who end their lives
choice of DWDA cannot affect the status of a patient’s life or
through PAD mention pain and concerns over inadequate pain
health insurance policies (OPHD, 2011).
control as their primary motivation (23.5%) (Ardelt, 2003; Ganzini,
DWDA: 14 Years of Data
Goy, & Dobscha, 2009; OPHD, 2013).
Since the law passed in 1997, 1,050 people have had DWDA
While Oregon data might not necessarily be applicable to
prescriptions written and 673 individuals (64.1%) have died from
other states (Oregon residents are predominantly White and
ingesting medications prescribed under the DWDA (see Figure 1;
Oregon has high levels of hospice coverage and advanced care
OPHD, 2013).
planning), these findings underscore the importance of OrePatient Characteristics
gon as a testing ground for the implementation of such a law
Sociodemographic characteristics of individuals who particthroughout the United States. Three other states, Washington,
ipated in the DWDA have remained relatively stable since its
Vermont, and Montana, now also support PAD.
passage. Participation rates were highest among those younger
Other States
than 74 (60.2%) who were
Whether states should
White (97.6%), had more forallow terminally ill individumal education (44.5% had at
als access to PAD continues to
least a bachelor’s degree),
be debated (Hedberg, 2009).
and had a diagnosis of cancer
Most states have addressed
(80.3%), with lung and bronthe issue legislatively, with
chus being the most common
forty states enacting laws
forms (18.8%) (OPHD, 2013).
that make it illegal to provide
See Table 1 for patients’ deanother with the means of
mographic characteristics.
taking her or his life (Meisel
End-of-life Concerns
& Cerminara, 2004).
Physicians reported the
Several initiatives have
two most common factors
been placed on ballots in
contributing to patients
other states, and in Novemrequesting prescriptions—
ber 2008, Washington State
loss of autonomy (91.2%)
Figure 1: Reported DWDA prescription recipients and deaths, Oregon, 1998-2012.
passed
PAD
legislation,
and decreasing ability to enData obtained from Oregon Department of Human Services: Fifteenth Annual Report
which
took
effect
in March
gage in enjoyable activities
on the Oregon Death with Dignity Act, January 16 2013, http://public.health.oregon.gov/
2009 (see http://www.doh.
(88.8%)—were consistently ProviderPartnerResources/EvaluationResearch/DeathwithDignityAct/Documents/year15.pdf
wa.gov/dwda for information
reported and trended upon the Washington DWDA). In 2009, the Montana Supreme Court
ward over the 14-year period (see Table 1; OPHD, 2013). These
ruled that physicians may assist individuals in ending their lives
findings support other studies based on interviews with pathrough prescription of lethal medications, to be administered by
tients and family members that examine Oregon patients’
the individual, citing the state’s Rights of the Terminally Ill Act
motivations for using the DWDA, which include wanting con(see http://opi.mt.gov/streamer/SupremeCourt/StateVBaxter.html
trol over the circumstances surrounding death and concerns
for information on the decision). In May 2013, Vermont’s PAD bill,
about loss of independence, function, and dignity (OPHD). In
the “Patient Choice at End of Life” was signed into law. It was
a study interviewing hospice nurses, the leading reasons cited
the first state to expressly permit PAD by law (see http://www.
for an individual requesting PAD were a “desire to control the
leg.state.vt.us/docs/2014/Acts/ACT039.pdf for more information).
circumstances of death, a desire to die at home, the belief that
Given the acceptance and legalization trajectory of this once
continuing to live was pointless and being ready to die” (Ganzini,
taboo topic, it is essential that practitioners make adjustments to
Harvath, Jackson, Goy, & Delorit, 2002, p. 584).
reflect the latest research findings. The experience of clinicians
A study interviewing family members found similar reasons,
and counselors will in turn direct and advance further research.
including concern about loss of control of bodily functions
(68%), loss of autonomy (65%), physical suffering (53%), an inability to participate in activities that make life enjoyable (47%),
Continued on Page 8
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Table 1: Characteristics and end-of-life care of 673 Oregon DWDA patients who
have died from ingesting a lethal dose of medication as of January 14, 2013.

Clinical Implications
Within the context of PAD, the scientist-practitioner alliance
is foremost concerned with addressing the needs of both the
terminally ill and the whole network of individuals involved
in the process. It is important that practitioners integrate and
utilize data on, for example, educational attainment and race
of DWDA participants. Data suggest that non-White patients
may be less inclined to embrace PAD as an end-of-life option
(Tolle et al., 2004). Practitioners should therefore consider variables such as race when counseling the dying, as alternative
approaches incorporating the marked differences in cultural,
spiritual, and religious beliefs may be of particular importance
upon implementation of PAD in other states.
Similarly, given the importance of autonomy and independence reported by the terminally ill (OPHD, 2013), practitioners
must account for, and address, factors in the dying patient’s life
that increase or decrease dependency, such as social support,
instrumental dependence, financial dependence, and nature of
the terminal illness. As the baby-boomer generation nears the
end of life, these concerns may prove even more consequential,
as this cohort has historically advocated for self-governance
and individual choice. In addition to patient characteristics,
practitioners should be aware of physician characteristics
when caring for the dying, as less than half of physicians are
willing to prescribe medication for PAD (Ganzini et al., 2000).
This means that practitioners must prepare patients for the possibility of submitting multiple requests, as well as coping with
potential feelings of hopelessness and psychological rejection.
A greater awareness of factors such as patient characteristics, end-of-life concerns, and physician characteristics will
allow practitioners to develop individualized treatment plans,
leading to a higher quality death experience for dying patients
and those caring for them. Two excellent introductory resources
for practitioners, families, and loved ones are the documentary
How to Die in Oregon (2011), and The Oregon Death with Dignity Act: A Guidebook for Health Care Professionals (2008).
Conclusion
Research indicates that the results of PAD in Oregon may not
necessarily be replicated in other states. Factors such as endof-life care practices and different population characteristics
must be taken into consideration when generalizing Oregon
data to other states. While the number of individuals participating in DWDA increased since the law has been in effect, it
remains minimal (0.1%) compared to the total deaths in Oregon
(Hedberg & Tolle, 2009). Although pain is often considered the
primary reason for PAD, research shows that only a minority—
less than a quarter—of Oregonians who end their lives through
PAD mention it (OPHD, 2013). As Ardelt (2003) notes, PAD
may be either the ultimate victory of autonomy and personal
control or the ultimate failure of society to safeguard its most

Data obtained from the Oregon Public Health Division’s Death with Dignity Act Annual
Report, Year 15 – 2012.
Unknowns are excluded when calculating percentages.
Includes Oregon Registered Domestic Partnerships.
3
Includes patients that were enrolled in hospice at the time the prescription was written
or at time of death.
4
Private insurance category includes those with private insurance alone or in
combination with other insurance.
5
Affirmative answers only ("Don't know" included in negative answers). Categories are
not mutually exclusive. Data unavailable for four patients in 2001.
1
2

Continued on Page 9
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Oregon Public Health Division. (2011). About the Death with
Dignity Act: FAQ. Retrieved from http://public.health.
oregon.gov/ProviderPartnerResources/EvaluationResearch/
DeathwithDignityAct/Pages/faqs.aspx
Oregon Public Health Division. (2013). Oregon Department of
Human Services: Fifteenth annual report on the Oregon Death
with Dignity Act. Retrieved from http://www.oregon.gov/DHS/ph/
pas/docs/year15.pdf
Richardson, P. (Director), & Kuenne, K. (Producer). (2011).
How to die in Oregon [DVD]. Available from http://www.
howtodieinoregon.com/
Sullivan, A. D., Hedberg, K., & Fleming, D. W. (2000). Legalized
physician-assisted suicide in Oregon—The second year. New
England Journal of Medicine, 342, 598-604.
Task Force to Improve the Care of Terminally-Ill Oregonians. (2008).
The Oregon Death with Dignity Act: A Guidebook for Health
Care Professionals. Retrieved from http://www.ohsu.edu/xd/
education/continuing-education/center-for-ethics/ethics-outreach/
upload/Oregon-Death-with-Dignity-Act-Guidebook.pdf
Tolle, S. W., Tilden, V. P., Drach, L. L., Fromme, E. K., Perrin, N. A.
& Hedberg, K. (2004). Characteristics and proportion of dying
Oregonians who personally consider physician-assisted suicide.
The Journal of Clinical Ethics, 15(2), 111-118.
Vermont Legislation. (2013). Sec. 1. 18 V.S.A. Chapter 113. Retrieved
from http://www.leg.state.vt.us/docs/2014/Acts/ACT039.pdf
Washington State Department of Health. (n.d.). Death with Dignity
Act. Retrieved from http://www.doh.wa.gov/dwda

vulnerable members and the sanctity of life. Moreover, Holstein
(1997) states:
“Death with dignity” means more than the ability and
the opportunity to make choices about our own life and
death. Dignity is a socially conditioned value resting upon the belief that others hold us in high regard.
“Death with dignity” should rest on the fundamental
knowledge that intimates, caregivers, and even strangers think well of me and recognize me, lying in that bed,
to be as fully human as they are. (p. 850)
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Talking to Children about Suicide
By Linda Goldman, MS, LCPC, NBCC, FT

act that was so devastating,” Sophia explained, “but the way the
adults around me handled that act!”
What is Suicide? A Child’s Definition
Talking to Kids about Suicide
“Suicide is when someone makes his or her
Parents and professionals must explore the topic of suicide
body stop working. They may be so, so, so
openly with children to break through the barriers of shame and
sad or so, so, so angry or so, so, so depressed
secrecy on this topic, and create fertile ground for opening the
that their mind becomes mixed up. They forgrief process. It is natural for children to grieve the death of someget they can get help and find another way”
one who is a significant person in their lives. Suicide can create a
(Goldman, 1998).
set of traumatic emotional issues that tend to separate young peoChildren and Suicide in Today’s World
ple from their natural flow of grief.
Suicide was the second leading cause of death among
Sometimes kids cannot say that someone died for fear they would
children aged 12–17 years in 2010 (Center for Disease
have to say how that person died. These unreControl, 2013).
solved life issues, these frozen blocks of time,
The topic of suicide and children is one that
Helping children define
create a wall of ice between the child and his or
is often approached with great difficulty. Many
her grief and it is up to us as caring adults to help
times parents, educators, therapists, and other
suicide, giving age
melt down that wall by:
caring professionals are unwilling or unable
appropriate explanations,
1. Stressing the underlying belief that it is helpto speak to young people about the issues surful to separate the person who died from the
rounding suicide.
allowing expression of good
way that person died to facilitate the grief
Yet in our nation and in our world girls and
and difficult memories and
process.
boys globally are inundated and overwhelmed
challenging life events, and 2. Defining suicide to children in simple and didirectly and vicariously with issues surroundrect language that eliminates judgment.
ing suicide. The media can act as a surrogate
listening without judgment
Suicide and the Surviving Parent or Guardian
parent, extended family, and ongoing source of
can enhance the natural
Seven-year-old Justin’s dad had died by
information creating graphic accounts for kids
suicide
and his mom, Alice, could not bring
to witness and potentially glorify and imitate.
flow of grief feelings all
herself to tell him the truth. Using role-plays
Suicide/murder rampages in our schools,
too often blocked when a
involving role reversals with parent and child
suicide/murder devastations within family syssuicide occurs.
can create a comfort zone for open discussion,
tems, and terrorist suicide/murder traumas
reduce adult fears, and provide a model of lanwithin our communities are relived repeatedly
guage to use for communicating.
on television and Internet.
Justin had been fighting on the playground, especially when someChildren impacted by a death by suicide are becoming an increasone asked him how his father died. Although told that his Dad died
ingly larger population. Thousands of children a year will have a
of a stroke, Justin sensed this wasn’t true. That uncertainty emerged
parent die by suicide, with hundreds of thousands of others living
as rage with classmates.
with friends or family members suffering from depression and suiThe terror of telling her son and the overwhelming shame of her
cidal thoughts. “Researchers estimate 7,000 to 12,000 children lose
husband’s suicide had silenced Alice’s voice. She decided to put her
a parent to suicide” (Forsloff, 2010). Suicide has become one of the
explanation into a letter to Justin. It was a first step to honesty, exterleading causes of death with young people.
nalizing the secret, and creating an avenue to talk about Dad’s death.
The Silence of Suicide
The following is an example of that explanation:
Despite children’s growing awareness, society suggests children
Your dad died by suicide. Suicide is when someone chooses
are too young to talk about suicide. A first grade teacher died by suito make his or her own body stop working. Your dad had
cide and the school requested help. “Linda, please help us talk to our
been very, very sad for a long time. That is called depresstudents about death. We’ve decided not to tell the children about
sion. He would sleep all day, or be angry and not know why,
the suicide.” I found my hands were tied if I kept that secret, and I
forgot things and got overwhelmed with his sad feelings.
persisted in emphasizing that without telling the children the truth,
One day he took too many pills and it made his body stop
they could not fully grieve the death of their teacher.
working. He left Mom a note saying he didn’t want to live
Six-year-old Sophia’s mom died by suicide. Just before being
anymore. Dad said he loved you a lot and he was proud of
sent off to camp she was told that Mom died but not how she died.
what a great football player you are (Goldman, 2009, p. 27).
At age twenty, Sophia learned Mom had died by suicide. Shocked,
Suicide and Shame and Stigma
she spent much of her adult years feeling angry, frustrated, and
Zoe was a fifth grader whose dad died by suicide on her birthday,
cheated. Not only did she grieve the death of her mom and the
just before her summer vacation. She spent the summer alone, angry,
way mom died, but also the loss of the trust of her emotional
environment during childhood. “It wasn’t my mother’s irrational
Continued on Page 11
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Normalizing Suicide
Often times children struggle with difficult feelings about suicide.
Often grieving children express feelings of not wanting to seem different than other children. Sometimes children try to normalize
very traumatic circumstances. One fourteen-year-old girl attempted
to normalize a death by suicide using her own definition. She explained the way she saw suicide was that “Everyone who has died,
except for elders, committed suicide” and gave examples of her
thinking including heart attack (overweight
and smoking; did nothing about it), hit by a
car (didn’t look before crossing street), murdered (was probably involved with killer),
and cancer (smoking, never quit). She states,
“Everyone does it sooner or later. Hurts
themselves out of carelessness” (Goldman,
2001, p. 37).
Suicidal Thoughts and Feelings in Children
Children can experience depression and
not have the language or the emotional
support to process difficult feelings. These
thoughts and feelings remain hidden, with
no outlet, and the young child may begin a
process of disconnection that can emerge
in teen years as suicidal or homicidal ideation, depression or violence and crime.
Alex’s drawings illustrate the emotional pain
a child felt after experiencing the sudden
death of his older sister Meredith.
Alex was seven when Meredith overdosed
on drugs. He describes his picture as follows: “This is me and this is my soul. My pain
is in the center of my soul. It’s kind of like a
disease. Sometimes I feel like killing myself
so I’ll disappear and not have pain.”
Alex’s drawing (Figure 1) exemplifies a
smiling child, masking feelings of despair common among young
children. His soul is separate from his body, depicting an archetype of a segment of today’s youth…disconnected from their hearts,
minds, and consciousness, often choosing drugs, crime, and violence
as viable alternatives (Goldman, 2001, p. 40).
He explained that sometimes when he is in school, he feels the
walls were closing in on him. He drew (Figure 2) the walls and gave
them a name, Mom and Dad, another archetype of a child grieving
in isolation.
Depression in young children may appear as false smiles, hyperactivity, inability to concentrate, bullying, withdrawal, or
isolation. As difficult as it is for parents and professionals to see
and hear Alex’s feelings of despair we can only imagine how much
harder it would be for this child to live with these feelings in silence
(Goldman, 2001, p. 4).

and ashamed. When Zoe began a new school in the fall she explained
she had not called any of her old friends. “If I called them I would
have to tell them that my dad died and then I would have to tell them
how my dad died. Remaining ashamed and silent, Zoe experienced
not only the death of her dad, the shame and stigma surrounding it,
but also the secondary loss of friendships.
Suicide and Loss of Trust of the Emotional Environment
Zoe experienced another loss, the loss of the trust of her emotional environment. Soon after dad’s death
she began feeling Mom was “on her case,”
fearful of drug use, promiscuity, and failing
grades. Six months later Mom shared a deep
secret. She was left the following note by her
husband. “It is your fault I am killing myself.
Please do not tell Zoe how I died. And remember to keep an eye on her because you
know suicide runs in our family. Love, Mark.”
Only after she could speak of this note could
she begin to acknowledge the overwhelming terror of the prophecy that her daughter Figure 1: Alex's Drawing
would follow in her father’s footsteps.
Magical Thinking, Guilt, and OverResponsibility
Gabrielle was a ten-year old whose Mom
had died by suicide by shooting herself in the
head in the closet of her bedroom while Gabrielle was watching TV. She told her school
counselor she was happy her mom killed herself. “My mom wanted to kill herself and if she
is happy, I am happy.” Gabrielle’s mom had
suffered with depression for many years. She
felt it was her job to make her mother happy,
a job she could never do right. Children and
adults often feel an over responsibility, guilt, Figure 2: Alex's Drawing
and magical thinking that they could have
saved this person. With difficult relationships, girls and boys may feel
a conscious or unconscious sense of relief that they no longer have the
impossible task of making that person happy and well.
Suicide and Manipulation
A teacher had asked advice about a problem. She felt 10-year-old
Katie was being manipulative and wanted to stop the behavior. Her
dad died by suicide and she kept talking about him and the way he
died to her friends and teachers at school. This teacher failed to realize a basic understanding—children need to tell their story over and
over again within a safe environment.
Eleven-year-old Kevin threatened to jump off the roof of the
school building and kill himself. His principal felt he was just being
manipulative and expelled him from school. “Suicide could be
the ultimate manipulation.” I explained, “Would you want that on
your hands?” He began the process of seeking professional help
for Kevin. We need to educate all caring professionals and children
that any threat of harm to oneself should be taken seriously.

Continued on Page 12
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his feelings directly. He created the following scribble picture
(Figure 3) as a projective technique by scribbling a picture.
I asked Henry what he saw in the picture and to give it a
name. He called it TORNADO. “If the tornado could speak
what would it say?” I questioned. Henry wrote, “Help me!”
He needed outlets for his reservoir of unexpressed emotions that had remained silent (Goldman, 2001, p. 12).
Activities to Use with Children and Suicide
1. Make a memory book about the person who died. Remind
the child that the suicide was not the child’s fault. Include
the following:
“Why did you kill yourself?” Or “I feel ___________about how
you died.”
“If I could do one thing over, what would it be?”
2. Make a collage with magazines and newspapers of ways to
work through painful and overwhelming feelings safely.
3. Use third person language because
it’s less threatening to kids. “Many people feel suicide is…”
4. Write a letter to the person who has
died of suicide, expressing feelings
about that person and about how that
person died.
5. Create a “worry box.” Children can
write or draw a worry about a suicide
and place it in the box.
6. Use activities involving writing, drawing, or talking about secrets. “Secret
Witchy” is a stuffed toy with an opening in her mouth in which kids can put
their secrets.
7. Record feelings or secrets. Children can decide to share or
not share the recording.
8. Use computers for storytelling and writing secrets. Children can create a secret file and share if they choose, reminding
children some secrets are for sharing.
Conclusion
Inability to discuss the topic of suicide openly with children
can create an atmosphere of fear, isolation and loneliness that can
be far more devastating than the actual death of a loved one. As
parents and professionals, we can create ways to discuss suicide
through the use of age-appropriate language, teachable moments,
and non-judgmental values. The media broadcasts suicide/murder
rampages such as the Columbine High and Sandy Hook Elementary
school tragedies that our school-age children witness repeatedly
through media coverage. We can create a “teachable moment” of
dialogue about the subject of suicide, present viable alternatives
and policies to bullying and victimization, and provide safe ways to
work through dangerous and scary feelings.

Recommendations for Caring Adults
1. Talk to children about suicide.
• Define suicide: “When people choose to make their body stop
working”
• G
 ive age-appropriate facts and explanations
• Dispel myths of suicide
• Share good memories
• M
 odel feelings and thoughts for children
• Emphasize suicide is a mistake because there are always
other ways out
2. Recognize signs of complicated grief issues in children.
• Outbursts of aggressiveness or withdrawal
• Extreme feelings of unworthiness or powerfulness
• Nightmares, bedwetting, regressive behaviors
• Conflicted relationship with person that died
• Poor grades
• Withdrawal from school and social
activities
• Extreme guilt and over responsibility
about the person that died
• Hyperactivity, impulsivity, and inability to concentrate
• Giving away possessions and planning their own funeral
3. Screen for at-risk children.
Caring professionals can begin screening in the elementary school for
at-risk, depressed children by asking
the following questions:
Figure 3: Henry's Drawing
• Do you feel sad all of the time?
• Do you feel hopeless all of the time?
As a simple at-risk screening tool, ask young children to write
or draw:
• What makes you the angriest?
• What scares you the most?
• What makes you very sad?
• What do you wish for the most?
4. Provide tools to help children recognize their support
system.
Create an assignment with children called The Circle of Trust.
Children place their picture or name in the center of concentric
circles, then place people they trust the most in the next circle
with phone numbers, people they trust next in the next circle,
and people they don’t trust outside the circles. This tool can be
used preventatively for children to increase awareness of their
safe support system.
5. Use projective techniques with children.
Storytelling, drawing, puppets, clay figures, sand table figures, punching bags and foam bats and balls are extremely
effective ways of working through difficult thoughts and
feelings, releasing secrets, and opening hidden grief.
Henry was a child that could not or would not verbalize
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Adults can model constructive ways to cope with depression,
and provide guidelines to aid people who appear to want to harm
themselves. Trainings on suicide awareness, signs of depression,
and appropriate interventions can help facilitate the natural grief
process by eliminating the guilt, shame, and silence often associated with suicide.
A useful paradigm for working with kids and suicide is what is
mentionable is manageable. Helping children define suicide, giving
age appropriate explanations, allowing expression of good and difficult memories and challenging life events, and listening without
judgment can enhance the natural flow of grief feelings all too often
blocked when a suicide occurs.
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Edwin S. Shneidman: A Tribute to a Life in Death
By Janet McCord, PhD, FT

to client-centered practice. While an intern at the VA, when
On May 11, 2009, I telephoned Dr. Edwin
treatment-as-usual for schizophrenic patients was lobotomy,
Shneidman, as I had nearly every weekday.
Shneidman asked to work with a disturbed patient. He met
It was his birthday week and his sons would
with him every day for two years. During the first few months,
soon be arriving. “I’m flying out to see you!”
the patient (hallucinating that snakes were coming from the
I said brightly, to which he replied “Don’t
bedding) would sit silently and when Shneidman got up to
bother. I’ll be dead!” He had said this before,
leave, the patient would hurl invectives and spittle. But Shneibut the finality in his voice I recognized only
dman persisted, every day at the same time, staying the entire
in retrospect. On May 15, 2009, the world lost one of its finest
hour. After some months, the man blurted:
scholars and most brilliant minds, and I lost a mentor, friend,
In the Middle Ages there was a profession of evil men
and second father.
who would go from village to village, spot a bright
By his own account, Shneidman’s childhood was benign
child of a poor family, kidnap that child, break its
and did not influence his foray into the study of suicide. This
bones, systematically deform it, teach it juggling
was a fortuitous accident. Working in Brentwood, Virginia in
and other tricks, and then sell it to some royal court
1949, Shneidman was sent to the Los Angeles County Coroas a jester or clown. My mother did that to my mind
(Shneidman, 1989, p. 245).
ner’s office to review the files of two veterans who had died
From then on, the man began talking and Shneidman interby suicide. There he found hundreds of suicide notes which
he and Dr. Norman Farberow compared with fabricated ones.
jected a word here, an interpretation there. Later, he insisted
Together with Dr. Robert Litman, they co-founded the Los Anwhat really brought him to sanity was not the interpretations
but the fact that Shneidman went to see
geles Suicide Prevention Center, housed in
him every day and treated him with dignity,
an abandoned tuberculosis hospital, where
He reasoned that the two
as though he were a “person of merit.” He
they offered counseling and telephone supmost
important
questions
was not lobotomized, but went to college
port services; a radical idea in the 1950s.
and became a teacher. The encounter left
Shneidman spent time at Harvard Univerto ask a suicidal person
Shneidman with a “permanent intense psyisty (with his mentor Dr. Henry Murray), the
are, “Where do you hurt?”
National Institutes of Mental Health (in three
chocentric bias” and convinced him that
years the number of suicide prevention cenevery person (except those with brain injuand “How can I help you?”
ters grew from 3 to 200 nationally), Stanford
ries) can respond to psychotherapeutic care.
Such questions revealed
University, and finally UCLA where he was a
The experience “greatly influenced my clinihis career-long devotion to cal work with and my attitudes toward both
professor of thanatology.
Along the way he raised four sons with
highly suicidal and dying patients, whom I
client-centered practice.
his beloved wife Jeanne, studied Melville,
saw as similar in their needs” (Shneidman,
coined neologisms, conducted research, saw
1989, pp. 245-246). He was pleased that the
clients, founded Suicide and Life Threatening Behavior and
“Aeschi approach” regards strong clinical alliance as central
the American Association of Suicidology.
to successful intervention, and espouses care that is empathic
Suicide was virgin territory and Shneidman was ahead of his
and honors a client’s personal story about being suicidal
time. Through brilliant prose and iconoclastic wit, Shneidman
(http://www.aeschiconference.unibe.ch/).
chastised those who “medicalized” suicide. “You don’t underAlthough not his primary focus, Dr. Ed Shneidman recogstand psychopathic murder by slicing [Jeffrey] Dahmer’s brain,
nized the needs of the bereaved and worked with families after
and you won’t get E=MC2 by slicing Einstein’s brain. Unfortutraumatic death. Long before wife, Jeanne, died in his arms, he
wrote: “Grief work takes a while—from several months (about
nately, it’s in the mind. And the mind is not a structure. It is
a year) to the end of life, but certainly more than three months
an ephemeral concept” (Curwen, 2004, p. 3). He never tired
or six sessions” (Shneidman, 1981, p. 358). Ed missed Jeanne
of pressing this point and in his final publication he declared,
for the rest of his life, and he will be missed for the rest of mine.
“There is a great deal of mental pain and suffering without suicide—millions to one—but there is almost no suicide without a
great deal of mental pain. The basic formula for suicide is rather
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To Survive
By Juliana Linnehan, BS

To Survive

In the summer of 2009, my father’s sudden
suicide left me in a state of incredible pain,
a pain I consistently tried, and failed, to vocalize to friends and family. This pain took
on a life of its own, without warning or regard for my former vibrant self. It shocked
me. I decided to fight back, to trudge forward
through the most viscous molasses imaginable.
Less than a week after my father died, I began releasing my
sentiments on paper. The poetic process was a channel for my
emotions to flow freely, without judgment. I did not realize then
how meaningful this action was; writing helped me cope.
This poem is a journey; words that capture a measure of my
grief and indomitable spirit. It begins in the darkness of sorrow,
and grows into the light of surviving.

Still, perfect and absolute stone.
But a figment of what once was.
Now passing into the obscure world of uncharted memories.
This unique and solitary pang runs deep
into the crimson course of these veins;
Spilling, now pouring
A venomous message of inconspicuous truths.
Flowing to the rhythmic currents of doubt, disdain and disbelief.
A foreign infiltration threatening the once sturdy walls
of my thunderous red beating.
Unbearable weights crush these expectant shoulders.
Suddenly, with decided purpose, I part my weary lids.
What to behold but the very effervescent beauty
of this mysterious storm.

About the Author
Juliana Linnehan holds a Bachelor of Science degree in
psychology from the Burnett Honors College at the University
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I noticed, then, the rains.
Though their grand force and incessant
pounding humbles the strongest among us,
these rains, I welcome.
These rains are a part of me.
The ominous clouds that billow about the skies
are but a piece of my present,
however gargantuan they appear.
It is to the expansive and sun-kissed dawn in every amanecer
I look to, as the storm loses steam and dissipates into dust.
My future is an explosion of colors, my arco-iris.
An ethereal rainbow of this passion-rich life.
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Education as Postvention—Suicide Survivors in the Classroom
By Rebecca T. Machado, MEd, CCC

Making Meaning
Among the challenges presented by bereavement is the need to
In an undergraduate course entitled Suicide:
make some kind of sense of the loss as we incorporate this change
Theories and Interventions we undertake
into our understanding of the world (Neimeyer, 2001). Suicide
a broad review of current research and realbereavement is no different, although many have argued that surworld responses to the question of suicide.
vivors may face special challenges in achieving these goals (Sands,
Recognizing that this is a topic that touches
Jordan & Neimeyer, 2011). The ability of an “objective” academic
many on a personal level, we begin each
course to contribute to such an intensely personal process may
semester with a questionnaire regarding stuseem counterintuitive, but just such an outcome has been reported
dents’ history of suicide ideation, action and bereavement (with
by many; students have shared that insights related to suicide
thanks to Dr. Bruce Connell for instituting this tradition). This
theory, the role of mental illness, and personal experiences shared
survey is anonymous and voluntary, and not all students choose
by guest speakers have cumulatively helped them to move toward
to participate. However, of the 115 surveys returned over the past
a tentative peace with the deaths of their loved ones.
four semesters (representing 83 percent of the 138 students enAcademic Expectations and Accommodation
rolled), 102 students reported the suicide of someone they had
As delightful as these possibilities for healing and growth may
known personally. Without question, there are survivors of suibe, students enrolled in a university course are expected to engage
cide in the classroom.
with the material on an academic level. However, even for students
Though the survey does not ask about the timing of these
whose bereavement experience lies in the comdeaths, 24 students expressed concern that
paratively distant past, evocative content may
the course would bring up current or unreUltimately, acknowledging
trigger a traumatic response (Black, 2006, 2008);
solved grief. Despite their initial trepidation,
however, many provided later feedback indithe experience of survivors potential responses may range from “merely”
feeling overwhelmed to—less common, but still
cating that the course actually helped them
enrolled in a university
possible—full dissociation or flashbacks.
address their bereavement. This article will
course on suicide adds
Sensitivity to Bereavement
discuss classroom elements thought to conThe simple expedient of inviting students to
tribute to these supportive outcomes.
a rich dimension to the
acknowledge their experiences begins to create
Stigma Reduction and “Enfranchising” Grief
educational environment.
emotional safety in the classroom. At times it is
From the moment the initial questionnaire
possible to modify lectures, avoiding the use of
is circulated, students come to understand
While the material may be
case studies that too closely reflect personal exthat this course on suicide is (and perhaps
emotionally evocative at
periences of current students. And at all times
this ought not be surprising) a place where
it is helpful to give the students warning of upit is okay to talk about suicide! Despite
times, bereaved students
coming material—especially prior to displaying
widespread public awareness campaigns, the
do not expect us to tiptoe
audio-visual content (Black, 2006).
lingering stigma regarding suicide often enaround them. Flexibility and Acknowledging Variation and Uncertainty
courages a shamed silence in those bereaved
Though it may seem desirable for an instrucby this particular mode of death. The stifled exa modicum of sensitivity
tor to distill broad information down to key
perience of disenfranchised grief (Doka, 1989,
can facilitate comfort and
truths and rock-solid explanations, there is little
2002) is challenged in a classroom setting that
such certainty in Suicidology. And while discussinvites open discussion of suicide, the states
learning for all.
ing the general trends identified by research is
of body and mind that are thought to precede
important—and can be affirming for many—
it, prevention and intervention strategies, and
presenting these ideas as “the facts” can feel invalidating for those
the grief that follows when these efforts are inadequate to their
whose experience differs from the majority. Being frank with stupurpose. As the open conversation continues, understanding indents regarding ambiguity and unresolved questions in the field
creases and stigma loses its silencing grip.
invites them to engage with the material in a deeper way without
Alone No More
dishonoring their unique experience.
The experience of isolation—a common correlate of suicide beDebriefing, Grounding and Breathing
reavement for many (Jordan & McIntosh, 2011)—is eliminated in
Students’ tendency to connect course material with personal
an instant as students realize that roughly three-quarters of their
experience lends itself to the potential for emotional shifts as each
classmates have also been bereaved by suicide at some point. The
new subtopic is introduced. Rather than leaving students to wonsurvey results are, for some, their first awareness of belonging
der whether their experience is normal, or to leave the class feeling
to a community of survivors. This connection is enhanced as we
overwhelmed or distraught, it is helpful to acknowledge this.
move through the semester, exploring case studies, discussing
survivor resources, and meeting guest speakers who discuss their
own grief after suicide.
Continued on Page 18
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Education as Postvention—Suicide Survivors in the Classroom
Continued from Page 17
Debriefing after guest speakers or videos, inviting the whole class
to “breathe!” before making a segue to a new topic, and normalizing the possibility of becoming upset by course content may help
lessen the weightiness of this subject for many present.
Connecting Students with Support
Though we acknowledge the evocative nature of the course material, we also begin the semester with a clear boundary that the
classroom cannot be a therapy venue; students in need of additional support are encouraged to seek it elsewhere. Unfortunately,
not everyone knows where to find help (including 14 of 135 students
responding to the survey discussed above). Thus, our class website
hosts a list of supportive resources—on campus, in the community,
and online—and students are encouraged to make use of these.
Conducting a “talk through” (describing each service and how to
access it) during our first class, and reminding students of these
services throughout the course, helps to ensure that students who
need support will know where to find it. Finally, email check-ins
when students are absent without notice also help to reiterate this
concern for well-being, and provide another opportunity to refer
students to appropriate assistance if needed.
Ultimately, acknowledging the experience of survivors enrolled
in a university course on suicide adds a rich dimension to the educational environment. While the material may be emotionally
evocative at times, bereaved students do not expect us to tiptoe
around them. Flexibility and a modicum of sensitivity can facilitate
comfort and learning for all.
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Breaking Through the Silence: Lessons Learned in Suicide Prevention
By Julie Whisenhunt, PhD, LPC, NCC

is normal. However, only some of us ruminate on the thought
and develop a suicide plan; that is a sign of high risk. When I am
As a counselor, I often gravitate towards
training individuals in suicide prevention, I also try to frame our
topics from which others shy away. Although
conversation in a way such that we are talking about other peoI am early in my career, I have begun to deple they may know who could be at risk. It is typically easier to
velop a reputation for my work in the areas
engage them in the suicide prevention learning process when
of self-injury and suicide. I first became interthere is a sense of emotional distance from the topic—“it’s not
ested in these topics by accident, but I have
about me.” I have found when I use language that is directed
found that life takes me where I need to be.
towards the trainees, they tend to dissociate. Even when I am
Several years ago, a student in my Abnormal Psychology
careful to dialogue with trainees and clients in a nonthreatening
class approached me in regards to her experience with self-inmanner, I have learned the value of repeating myself. Because
jury. She asked me to share her story and help promote accurate
many trainees and clients will disengage from the conversation
awareness about self-injury. I have tried diligently to honor her
as a means of self-protection, it is important to reiterate imporrequest with every presentation, publication, and conversatant points—“say it thrice.”
tion since that day. My path towards suicide prevention was
Survivor’s Guilt
similar. I was entering the final year of my doctoral program
The second lesson is about survivor’s guilt. When talking to
when I was hired at the University of West Georgia as the Dipeople who have lost someone to suicide, they always want to
rector of Curriculum and Training for PREVENT@UWG, which
know if they “could” or “should” have seen the warning signs;
is a Garrett Lee Smith Memorial Act campus suicide prevention
they try to accept responsibility for someprogram that was funded by the Substance
thing that was beyond their control (Grad,
Abuse and Mental Health Services AdminisThese four lessons of
2011). The unfortunate truth is that some
tration (SAMHSA). My expertise in this area
people hide their distress very well and, no
was limited, but I suppose the leadership
exercising patience and
matter how hard we look, we may not see the
saw potential in me. They must have been
perspective, remaining
signs of suicide. I also genuinely believe in the
right because, although I did not foresee it at
sensitive to survivor’s
power of denial and I often remind surviving
that point, I have become a passionate advoloved ones of how hard it can be to actually
cate for suicide prevention.
guilt, not fearing tears,
“see” the warning signs when they are presI distinctly remember the advice I was
and being mindful of
ent. Unfortunately, it is also sometimes the
given when I joined the PREVENT@UWG
team: "Do not immerse yourself solely in the
professional liability guide case that, no matter how diligently we work
to protect someone who is suicidal, a person
topic of suicide or you’ll burn out." The immy professional work in
who is determined to take her or his life can
plied message was being that it is an intense
find a way to do so (James & Gilliland, 2013).
topic that often leads to tough situations. I
suicide prevention.
The good news is that most people who
have not found that advice to be true. Rather,
consider suicide do not actually want to die;
I have a sincere and enthusiastic interest in
they just want the pain to end (Granello & Granello, 2007) and,
learning about and helping prevent suicide. The implied mesas such, are often willing to communicate their distress and
sage, though, was accurate—more than I could have imagined.
accept professional assistance. When working with surviving
Working through those challenges has helped me grow as both
loved ones, it is important to nonjudgmentally listen to their
a person and a professional. What I hope to share in this article
story without trying to rescue them from their pain. However,
is an overview of the necessary lessons I have learned throughwhen possible, helping them reframe and make meaning out of
out the process: 1) patience and perspective, 2) survivor’s guilt,
the loss can be very helpful in their healing process (Granello
3) tears, and 4) liability.
& Granello, 2007). For many survivors, this tragic experience
Patience and Perspective
can be used as an opportunity to help protect others from suiThe first lesson is one of patience and perspective. Suicide is
cide (Granello & Granello, 2007). I never force post-traumatic
a topic that naturally produces anxiety, even for trained mengrowth, but I encourage it nonetheless.
tal health practitioners (Jobes, Comtois, Brenner, & Gutierrez,
Tears
2011). Not only is it hard for many people to face their own morA third lesson I have learned is to not be afraid of tears. It is
tality (Kastenbaum, 2004), it is also tough to think about the
often the case that this topic evokes strong reactions from peopossibility that people we know may willingly and purposefully
ple who have lost someone to suicide, tried to help a suicidal
take their own life. Death in the form of suicide is particularly
loved one, or struggled with suicidal ideation of their own. In
fraught with social stigma (Kastenbaum, 2004). That is why I try
my experience, the tears are often a sign that they are ready
to meet people where they are.
I begin by normalizing the topic and telling them that, at some
point in our lives, we all have at least one suicidal thought; that
Continued on Page 20
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to talk about their experience or otherwise reach out for help.
This is precisely why, when we do suicide prevention training
programs, we try to have at least two trainers present. We begin
the training by stating that we are Licensed Professional Counselors who are willing to talk with trainees if they choose to
do so. When someone leaves the room, one counselor follows
the person and asks if the person needs or wants to talk. This
is a very important part of our training structure because it is
often the case that trainees become overwhelmed by the flood
of emotions that emerge when discussing suicide. Most often,
we either listen to the person tell her or his story of a previous
experience surrounding suicide or we consult on a situation in
which the person is presently concerned about a loved one’s
safety. Countless times, we have been able to help refer people
to immediate professional assistance because they have been
personally struggling with suicidal ideation. Knowing that we
are able to intervene and help them access professional assistance is heartwarming.
Liability
The fourth and final lesson is liability. We live in a litigious
society and must be mindful of our professional obligations
when performing suicide prevention work. This takes a few
forms. First, I avoid giving direct advice in individual cases and,
instead, discuss the options available to the person who is requesting guidance. Second, as I mentioned earlier, I always try
to have two professional counselors (or counselors-in-training)
present at each training session so that one person can lead
the training while the second attends to anyone who may be
in distress. Third, I try to stay abreast of the latest suicide and
suicide prevention research. In my role, it is imperative that I
accurately and comprehensively respond to questions. After all,
I firmly believe that enhancing knowledge is critical to empowering people to prevent suicide.
Conclusion
These four lessons of exercising patience and perspective,
remaining sensitive to survivor’s guilt, not fearing tears, and
being mindful of professional liability guide my professional
work in suicide prevention. This is certainly not an easy area
of expertise; it can be very time consuming and can challenge
my abilities in crisis management. Even so, I find the work incredibly fulfilling. People often ask me how I can talk about
suicide so often. I tell them that I am not talking about suicide;
I am talking about saving lives. At the end of the day, if my work
helps to save one life, it was worth every bit of effort.
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jwhisenh@westga.edu.

The ADEC Board of Directors and the
Membership Committee are proud to introduce
a new member benefit in 2014! Watch your
email inbox for The Thanatology NewsBrief,
a free, biweekly digest of headlines and news
related to death, dying and loss. With a variety
of stories selected from media outlets around
the world, we know you will find it useful
and informative.
Look for the Thanatology NewsBrief
every other Thursday!
“I have nothing but praise for the new Thanatology NewsBrief
that was just sent out to all ADEC members! This is one of the
most informative, delightful and stimulating publications I have
ever received from ADEC, since it provides us with up-to-date
news on current events dealing with death and dying, and gives
an extraordinary perspective on what is happening on the front
lines of our field. I literally spent half the night reading every single
one of the articles and checking out every single link as soon as
the newsletter arrived in my Inbox, and they are totally awesome!
Thank you, ADEC, for another brilliant idea for members!”
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Diversity Issues in Thanatology

Suicide and Bereavement in Military Culture and the Tragedy
Assistance Program
By Rebecca Morrison, MA
Tragedy Assistance Program for Survivors (TAPS) provides
As the wars in the Middle East slowly wind
families grieving the death of a loved one in the military with a
down, the American military is now facing
multitude of peer based support services, regardless of their rea new enemy—suicide. Every day one aclationship to the deceased or the manner of the death, including
tive duty military member and 22 veterans
support for suicide loss. TAPS provides 24/7 resources, referdie by suicide. While a great number of these
rals to care, peer support, retreats and seminars.
suicide deaths are service connected and a diThe focus of the TAPS Suicide Postvention Program is to help
Story author
rect result of Posttraumatic Stress Disorder,
survivors find meaning, purpose, connection and hope after
Rebecca Morrison
loss. TAPS has an extensive group of suicide survivors who are
and her late husband Traumatic Brain Injury, and trauma obtained
U.S. Army Captain
while in the military, the stigma of suicide still
trained as peer mentors for the newly bereaved. These peer menIan Morrison.
stains the deceased and their family. Every
tors walk beside new survivors and help care for and support
suicide leaves behind a throng of grieving loved ones who are
them along their grief journey. Peer survivors are able to take
faced with pain, trauma and guilt surrounding the loss.
their grief and their pain and use it to help someone suffering a
Within the military, the manner in which someone dies is
similar loss. In addition to the peer mentoring program, TAPS
often celebrated and honored. Medals are bestowed; memorihosts a national Suicide Survivor Seminar where survivors of
als are erected and ceremonies are held for those who died in
suicide can meet one another, learn from grief experts, and parheroic fashions. This does not happen with
ticipate in an assortment healing activities.
military suicides. Many families are faced
Attached to each Suicide Survivor Seminar
Connecting survivors
with intense amounts of shame after their
is a Good Grief Camp for Children, where
with one another and
loved one dies. They feel alienated from the
each child is assigned an active duty military
military culture that was once their family
member as a mentor. This seminar provides
supporting them with
and the intense stigma around suicide commany survivors with the hope that they so
mentors, resources,
bined with their own bereavement create an
desperately need to keep going. In addition
extremely complicated grieving process.
referrals and opportunities to mentors and seminars, TAPS sponsors reAfter the suicide death of a service member
treats all across the country. The retreats are
to heal is the mission of
the family can feel a great deal of alienation
relationship specific (siblings, parents, widand loss of identity. Military spouses and
ows, etc.) and offer survivors the time and
the Tragedy Assistance
children often identify themselves with the
place to connect and bond with those in simProgram for Survivors.
service member’s rank and are part of a comilar walks of life. Retreats run all across the
munity within the military. After the suicide
country and all year round. TAPS also condeath of their loved one, families are required to move off- base,
nects survivors with counselors who are available to provide
away from the culture they know, and are separated from their
free and unlimited services to grieving families, education bensupport system. Parents and siblings of a service member may
efits and casework assistance. These services are managed by
struggle with how to talk about the death with their family and
the outreach counselors employed by TAPS and are provided to
their community. The stigma surrounding suicide in the milifamilies at no cost and for an unlimited amount of time.
tary can cause friends and fellow service members to distance
Losing a service member to suicide is a life changing, tragic
themselves from surviving families, intensifying the shame and
event. Connecting survivors with one another and supporting
guilt that many already feel. If families tried to hide their loved
them with mentors, resources, referrals and opportunities to
one’s emotional struggles from military leaders, they then have
heal is the mission of the Tragedy Assistance Program for Surto deal with the guilt and remorse of their failed attempt at provivors. Many of our survivors go on to live full, healthy lives,
tecting their loved one. In addition to the guilt, many family
filled with a new sense of purpose and meaning. Our hope is
members experience their own trauma surrounding the death.
that these families, who have served and sacrificed so much,
The days leading up to the suicide can be tumultuous and the
are not only able to survive a suicide loss but can thrive.
family may have been present for the death or may have disAbout the Author
covered the body. These issues can compound to create an
Rebecca Morrison, MA, is the surviving widow of U.S. Army
incredibly complex and difficult grief process.
Captain Ian Morrison. She is a licensed school counselor
Families who have survived the suicide death of a loved one
and serves as the suicide survivor communications liaison
can require comprehensive and intensive care to help them
for TAPS (Tragedy Assistance Program for Survivors) Email:
recover. Peer support is one of those most powerful healrebecca.morrison@taps.org.
ing forces for those who have experienced a suicide loss. The
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POC/MCC Will Launch Rituals Archive Project at ADEC 2014
Annual Conference
By Doneley Meris, MSW, MA, FT
All objects submitted at the 2014 ADEC conference will be collected by me and preserved as part of an ongoing display at future
ADEC conferences. POC/MCC committee members will volunteer
their time at the conference to receive the ritual objects and facilitate discussions with conference attendees on the multi-cultural
significance of honoring and celebrating loved ones.
For more information, or to volunteer with the ADEC-POC/
MCC Rituals Archive Project, please contact Doneley Meris,
Chair, POC/MCC at doneleymeris@gmail.com or (212) 385-4945.

The People of Color/MultiCultural Committee (POC/MCC) deliberated at the ADEC
2013 Conference in Hollywood, California
and decided to establish an archive to which
ADEC members can contribute information
that showcases the cultural diversity of grief
and mourning rituals globally.
The Rituals Archive Project will be launched by POC/MCC
at the 2014 ADEC Annual Conference in Baltimore, Maryland.
Conference attendees are encouraged to bring a token remembrance of someone deceased and a paragraph or two explaining
the meaning of the object. The written explanation serves to
connect the legacy of the deceased and tell how it sustains and
supports their surviving loved ones. Conference attendees will
deliver their objects to a designated space at the conference
which will highlight the cultural and ethnic uniqueness and diversity of ADEC members’ symbols of remembrance.

About the Author
Doneley Meris, MSW, MA, FT, grief psychotherapist and
training consultant, is founder and executive director of HIV
Arts Network. He was the director of CenterBridge program
at NYC-LGBT Community Center and director of New York
University’s AIDS/SIDA Mental Hygiene Project. Doneley is
also Chair of the People of Color/MultiCultural Committee of
ADEC. Email: doneleymeris@gmail.com.

A living legacy of commitment
through planned giving
A planned gift to ADEC allows you to keep your values alive
and active through the workings of the association after you’re
gone. It can help ensure ADEC’s future, support research and
professional education, and help develop the next generation
of thanatologists.
To learn about making ADEC a beneficiary of your estate,
visit www.adec.org/LivingLegacy or call 847-509-0403 x241.

ADEC Planned Giving Ad for Forum.indd 1
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Student Initiative Committee: The Foundation for Professional Growth
By Elizabeth Collison, MS

Darcy Walker Krause, J.D., LSW received the ADEC Student
Paper Award in 2012 and provides an example of the impact of the
SIC scholarships.
“ADEC and the SIC provided wonderful opportunities to network with leaders in the field, which continues to benefit me in my
professional capacity. I am the Executive Director now at The Center for Grieving Children in Philadelphia, Pennsylvania.”
Carla Sofka may be the best example of all for our students to
look to based on her experience starting the SIC and continued
commitment to ADEC as a professional.
“When I joined ADEC in 1986 as a graduate student, the SIC didn’t
exist. When I expressed my concerns about the absence of a student
group within the organization the board of directors listened to my
concerns and suggestions, and the SIC was formed. We also began
raising money to provide conference scholarships for students. I’m
currently a professor of social work at Siena College and teach a
death and dying elective. I’ve remained involved in ADEC for all
of these years because of the many members who have served as
mentors and helped with my scholarship/publishing, continuing education, and research presentation and networking opportunities
that the conference provides. Most importantly, ADEC has become
my "professional home" and my colleagues there are some of my
most treasured friends. In order to give something back to the organization that has changed my life in so many ways, I’ve served
on committees and task forces throughout my time as a member.
After serving two terms on the Board of Directors, I served as president from 2011-2012. Now I look forward to serving as a mentor
and encouraging current students to invest some of their time and
energy into ADEC so I can watch how their involvement changes
their lives.”

Just as ADEC members have been instrumental in the recognition and inclusion of students,
the Student Initiative Committee aims to do the
same for new professionals within ADEC.
One way this has come to fruition is through
the Board’s choice to develop a membership category for new professionals, which will be available soon. We hope
this will help us retain students in the ADEC organization after they
graduate. In this issue of The Forum, we are pleased to feature some
of our past students who are now professionals. Read their bios,
which include their experiences in the SIC, where they are now, and
how they see themselves continuing their involvement in ADEC.
From the experiences of Mary Alice Varga, PhD, our students
witness how important involvement the SIC can be to furthering
one’s personal and professional goals.
“I have been a proud member of ADEC for four years, the first
three as a student and now as a new professional. I attended the
annual conference in Miami where I quickly met other students
through SIC and became involved. I was in charge of the student
t-shirt contest and served as a student intern for The Forum. The
opportunity to work alongside fellow students and renowned
scholars in the field was invaluable. I formed great friendships and
professional connections that have enriched me personally and
professionally. I am now a tenure-track assistant professor of educational research at the University of West Georgia with research
focuses on college student grief and grief in the online world. I
am also a New Professional Intern with The Forum and hope to
continue my involvement with the organization and stay closely
connected with my thanatology friends and colleagues.”
Kiri Thompson is a great role model because of her continued
dedication to supporting the SIC.
“I am a child and family therapist in Waukesha, Wisconsin and
currently the Director for Chapter Development for National Students of AMF. I started attending ADEC conferences when I was a
senior in my undergraduate program with the encouragement of Illene Cupit. Ever since, I have not missed a conference! Thanks to
the SIC I was able to receive student scholarships for three years
to help fund my trip. I keep coming back because it directly impacts my work, and I’ve made so many great friends. I was afraid as
a student I would get lost in the mix of the amazing crowd ADEC
brought together, yet found when I wore my student nametag I
stood out in the best possible way. Wonderfully interesting people
approached me because they saw my badge and wanted to welcome me. I also gained the support of other students as we quickly
grew to be friends. I had such a positive experience as a student in
ADEC that I now bring two college students a year from National
Students of AMF, so they too can also have a positive experience
with ADEC and get involved with the SIC.”

www.adec.org

About the Author
Elizabeth Collison, MS, is chair of the ADEC Student Initiative
Committee (SIC) and a doctoral student in clinical psychology
with a concentration in behavioral medicine at Virginia
Commonwealth University. Her research interests include the
intersection of religion/spirituality with bereaved emerging
adults as well as exploring different modalities of expressive
writing as treatment interventions for grief. She is clinically
interested in behavioral health concerns, including grief. She
also serves as a volunteer for Comfort Zone Camp in Virginia.
Email: collisonea@vcu.edu.
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ADEC 36th Annual Conference—Riding the Dragon: End of Life and
Grief as a Path to Resilience, Transformation and Compassion
By Robert Zucker, MA, LCSW, FT
and Elissa Berman, MA, LPCC-S

need. In the finest tradition of ancient Greek theatre, I hope
that witnessing this performance may be cathartic and healing.”
The lowest registration rates expire after January 28, but you
can still register at a discount if you act before February 26.
See you in Baltimore!

ADEC’s 36th Annual Conference, at the
Renaissance Harborplace Hotel in Baltimore, is shaping up to be a truly memorable
event. In addition to this year’s extraordinary
keynotes, featured speakers, specialty workRobert Zucker,
shops and concurrent sessions, we’ve made
MA, LCSW, FT
a few improvements in format and programming that you’ll find of interest.
For starters, we’re combining Wednesday
evening’s Welcome Reception with an opportunity to meet and greet new ADEC members.
The evening will start with President Jon Reid
calling us to order and acclimating everyone
to the exciting week ahead. This will be followed by informal time to catch up with old
Elissa Berman,
MA, LPCC-S
friends and colleagues, as well as make new
friends. In addition, we’ll have several tables
set up throughout the hall with some of our committee chairs
ready to tell you about the work they’re doing and how you
might want to get more involved. By the way, keep your eyes
peeled for a fun way to identify our new members!
This year we’ve dispensed with the traditional bookstore. Instead, there will be a designated time during the lunch hour
on Friday for the ADEC Book Fair, when authors can sell their
wares directly to conference participants. There will be no fee
for authors to participate, but they’ll need to register their participation ahead of time. Details will be forthcoming.
Don’t miss a new feature of the ADEC Annual Conference, a
room that will be filled with mourning ritual objects and artifacts. Coordinated by the People of Color/Multicultural Forum,
the space will represent the broad range of cultural and religious traditions embraced by many of our members (see story
on page 22). If you’re interested in contributing an artifact or
object, contact Doneley Meris at doneleymeris@gmail.com.
Finally, award-winning poet Anne Carson will be traveling
from her home in Australia to present her most recent publication, The Dresser Removes the Kimono of Mourning. She
describes this as a poetic meditation—a group of ten poems
which tell the story of how one couple’s encounter with illness
and death deepened the heart. Anne will read her poems against
a backdrop of images of the stunning Australian landscape in
which the poems were written. She writes, “After the death of
my husband I felt doubly bereft that there was no way to honour my grieving in the months after the formalities had been
concluded. I wanted, needed ceremony…The title poem The
Dresser Removes the Kimono of Mourning grew out of my lament for our culture’s lack of ritual and emerged to meet this

www.adec.org

About the Conference Co-chairs
Robert Zucker, MA, LCSW, FT, is a bereavement counselor,
consultant, writer and national seminar leader. A long-standing
ADEC member, his private practice is on the Massachusetts
South Shore. He is the author of Journey through Grief and
Loss: Helping Yourself and Your Child When Grief Is Shared
(2009). This year, Abbey Press published his 15th Care Note.
Website: www.robertzucker.com. Facebook page: Counseling
for the Journey. Email: robzucker@gmail.com.
Elissa Berman, MA, LPCC-S, is the Director of
Bereavement Services at Lifebanc in Cleveland, Ohio. A longstanding ADEC member, she maintains a private practice in
Beachwood, Ohio. Email: ElissaB@lifebanc.org.

Suicide-related Sessions
at ADEC ’14
The Experience of Children Bereaved by
Parental Suicide: A Double Whammy
Jennifer Kaplan Schreiber, LICSW, FT; Diana Sands, PhD
Thursday, April 24 • 10:30 – 11:30 a.m.

Rooted in Hope: Facilitating Suicide
Loss Groups
Tina Barrett, EdD
Friday, April 25 • 1:00 – 2:00 p.m.

Belongingness and Suicidal Ideation in
College Students
Rachel Ploskonka, MS
Saturday, April 26 • 9:45 – 10:15 a.m.

Influences of Authority on Opinions of
Euthanasia and Physician-Assisted Suicide
Breanne Carbaugh, BA
Thursday, April 24 • Poster Presentation
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What’s New From ADEC Members
but a grief response complicated by being unacknowledged, considered inappropriate or completely ignored. This book offers
distinctive and poignant stories, poems and other personal writing
that is very rich and varied. Each is followed by Scott’s illuminative
professional commentary as a bereavement specialist that offers
insight and important validation to others similarly bereaved. As
an anthology, this book provides exceptional case studies for students or practicing bereavement professionals who seek to support
those impacted by the death of a former spouse or intimate partner.

By The Rev. Paul A. Metzler, DMin
Bougher, Bob. Men and Their Grief—
20 Years Later. Seattle, WA: Widowed
Information and Consultation Services (P.O.
Box 66896, Seattle, WA, 98166), 2013. ISBN:
978-0-9839505-7-8. DVD, 77 minutes.
Baugher facilitates a follow-up conversation
with six of the eight men who originally joined
in a video conversation about their grief 20 years ago. Despite a mixture of losses—spouses, parents, children and siblings—these men
are clearly joined in the commonality of grief. Their reflections are
genuine, touching, insightful and, most importantly, will be encouraging to other men more newly bereaved. This video will be useful
with individual clients but can also be shown in a bereavement
group to illustrate the diverse nature and passage of bereavement responses over many years.

Strouse, Sharon. Artful Grief. A Diary of Healing. Bloomington,
IN: Balboa Press, 2013. ISBN: 978-1-4525-6801-0. Softcover, 270 pages.
In Part I (“Surviving”) of this book Strouse shares many exceptionally moving letters written to her deceased daughter and, via
web access, images of the many collages she created as she coped
with the tragedy of that daughter’s suicide. In Part II (“Thriving”)
she shares personal journal entries and additional collages begun
in the sixth year after the death and culminating on the 10th anniversary of the death. Though a professional art therapist, it took over
a year in the fog of traumatic grief before she thought to use her art
to express the inexpressible. The combination was exactly what
she needed to move from devastation to recreating her life. She is
a gifted artist with words as well as paper, scissors and paste. This
book makes a remarkable contribution in tracing the trajectory of
parental bereavement over many years, illustrating the long course
that such grief invariably entails.

Doka, Kenneth J. Journeys With Grief. A Collection of Articles
about Love, Life and Loss. Washington, DC: Hospice Foundation
of America, 2012. ISBN: 978-1-893349-15-5. Softcover, 165 pages.
Doka is the founding editor of Journeys—A Newsletter to Help
in Bereavement published by the Hospice Foundation of America since 1994. This book is a compilation of 72 articles written
by Doka and others that were previously published in the monthly
Newsletter or its occasional Special Issues over nearly 20 years.
The articles are helpfully grouped into seven sections (Beginning
the Journey; Journeys with Feelings; Personal Journeys; Journeys through the Holidays; Challenges on the Journey; Help for
the Journey; Moving Forward on the Journey), enabling selective
reading for specific concerns. The rich array of topics will offer
grievers important guideposts and solid suggestions for coping and
finding hope. The Independent Publishers 2013 Book Awards recognized this volume with a Silver Medal in its “Aging/Dying Death”
category, affirming that this book adds an important contribution
to the bereavement support literature.

Rogne, Leah and Susana Lauraine McCune, editors. Advance
Care Planning. Communicating About Matters of Life and Death.
New York, NY: Springer Publishing, 2014. ISBN: 978-0-8261-1021-3.
Softcover, 383 pages.
McCune and her co-editor provide a rigorous consideration of
the many important, complex and very human concerns that comprise effective advance care planning (ACP). While the importance
of ACP is widely acknowledged, relatively few adults in our society have actually had an “end-of-life-wishes” conversation with a
family member or their physician. And fewer still have completed
advanced directive documents. A rich diversity of twenty seven additional scholars and practitioners join the editors to contribute
twenty one significant chapters. This book makes a key contribution in the needed effort to educate, advocate and strategize to
communicate effectively about end-of-life choices and to reverse
the woeful underutilization of ACP.

Marshall, Brenda J. Adult Sibling Loss. Stories, Reflections
and Ripples. Amityville, NY: Baywood Publishing, 2013. ISBN:
978-0-89503-828-9. Softcover, 135 pages.
Marshall writes out of the painful experience of her brother’s
death to offer others similarly grieved the wisdom gained in the
midst of her profound loss. He died at age 37 from a traumatic
medical condition, propelling Marshall into reading, study and ultimately a graduate degree using narrative research methods to find
a way forward. This fine book is the result of that exploration and
will do much to reverse the “silencing” that so often shapes the
experience of adult sibling grief which, she observes, is typically ignored or minimized. Her nine chapters include the experiences of
other bereaved adult siblings who share vivid stories, keen insights
and provide important validation for the otherwise disenfranchised
grief of bereaved siblings.

“What’s New” offers a brief review of educational materials
written or produced by ADEC members. Each review is
run once and is intended to showcase the contributions of
our membership to the death, dying, and bereavement field.
Send a review copy (not just an announcement)
of recent material (2012 to present) to:
The Rev. Paul A. Metzler, DMin
Editor, Books & Other Media
The Forum/ADEC
5305 Kenrick View Drive
St. Louis, Missouri 63119
(315) 415-4731
paul.metzler2010@gmail.com

Sapphire, Peggy and Shirley Scott. The Disenfranchised.
Stories of Life and Grief When an Ex-Spouse Dies. Amityville,
NY: Baywood Publishing, 2013. ISBN: 978-0-89503-822-7. Softcover, 221 pages.
Sapphire and Scott serve as editor and commentator respectively for nineteen personal narratives written for this book by
those who experienced the death of their ex-spouse. Such a death
is a quintessential example of disenfranchised grief; a real loss
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