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VIOLENT DEATH BEREAVEMENT SOCIETY
Mission: The Violent Death Bereavement Society (www.vdbs.org) serves as a centralized

forum of information and training for service providers of loved ones and family members after
violent death with the following objectives:

1) Training to sponsor lectures and workshops for service providers caring for loved ones and
family members after violent death to plan and initiate community-based support services

including clinical guidelines for support, screening and focused interventions.

2) Referral and Consultation to maintain a national registry of experienced clinicians, service

providers and regional experts for consultation.

3) Study and Research to maintain an updated resource of research reports and literature on the

occurrence, recognition and support of bereavement after violent death.

4) Affiliation to form a non-profit organization of service providers with elected officers and

board to organize and sponsor periodic regional and national meetings for updated lectures,
workshops and symposiums on violent death.

The Violent Death Bereavement Society will serve as a consultative resource for trainers, researchers and
providers by providing contact information regarding innovative interventions, research design and an
updated resource of references.

For more information you may visit our website: www.vdbs.org.
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l. INTRODUCTION TO RETELLING VIOLENT DEATH

Violent dying from homicide, suicide, accident, combat or terrorist attack accounts for nearly
10% of annual deaths world wide, and clinical studies document the commonality of a syndrome
of combined trauma distress (intrusive thoughts, flashbacks and dreams of the dying even
though the dying was rarely witnessed) and separation distress (pining and searching for the
deceased) in close friends and family members (Rynearson, 1999). This syndrome usually
diminishes within months of the death, but may be associated with a prolonged and
dysfunctional bereavement syndrome in a minority of family members and friends (Amick-
McMullan A., Kilpatrick, D., Vernon, L., Smith, A., 1989, Parkes, C., 1993). Mothers of
children who died violently are at highest risk for prolonged trauma distress (20 % remain highly
traumatized 5 years after the death) because of their intense care giving attachment, no matter the
age of the child (Murphy, 1999). Young children who witness the violent dying of a family
member are also at high risk for prolonged distress, presumably because of their intense
dependent attachment upon the deceased.

When the violent dying is deemed a criminal act (terrorism, homicide or criminal negligence) the
media, medical examiner, police and judicial system begin a mandatory, public announcement
and inquiry of the dying to find and punish whoever was responsible. The public retelling of the
violent dying story is very different than the public respect for the family s privacy in retelling a
natural death. Once declared criminal, the public and media demand a spotlighted reenactment of
the dying that in, some cases, becomes voyeuristic. Public repetition of the dying reenactment

may heighten the distress of friends and family members.

Available Interventions

Beginning in the 1970 s, peer-led support groups offered the first interventions specific for
friends and family members bereaved by violent dying. While these groups continue to provide

crucial services of advocacy and support, there are no criteria for participation, formal agenda,

session format, explicit goals or limitation on sessions or membership. In the absence of
standardization of intervention procedures and eligibility criteria, it is difficult to determine the

efficacy of peer-led interventions.



In 1978, one of the authors (Edward K. Rynearson, MD) volunteered as a psychiatric consultant
in peer led support groups for family members after homicidal death and a subsequent report
(Rynearson, 1984) described the specific syndromal combination of trauma and separation
distress he noted in dysfunctional family members. The association of intense post-traumatic
responses with non-accommodation also demonstrated the limitations and complications of an
open ended, unstructured group format. The drop out rate for new members was unnecessarily
high because intensely distressed subjects were not screened for traumatic co-morbidity and
could not tolerate immersion in the violent dying stories of the other members. With that
recognition, the group leader was urged to assess the level of trauma in potential members and
provide those with high trauma distress individual support before being prematurely exposed to
the stories of other family members. This insight served as a screening guideline for the group
leader and led to a more detailed appraisal of the psychological imprint of the dying imagery and

its reprocessing as a story during treatment.

While the clinical literature on the psychological effects and management of bereavement after
violent death has been largely descriptive and anecdotal, several research studies of adolescents
and adults grief stricken following violent dying including outcome studies measuring the effects

of time limited-interventions for grief related dysfunction are more rigorous and promising:

1) Pynoos and collaborators at the National Child Traumatic Stress Network include an
extensive list of references on their website (www.NCTSN.org) describing school-based

protocols for screening and measurement of time-limited interventions for children exposed

to violent death associated with homicide, disaster and warfare.



2) Salloum and collaborators established a community-based program for adolescents in a crime
ridden, intra-urban setting, and developed a time-limited, group intervention for adolescents
with bereavement after violent death. Following a decade of pragmatic, school-based p
protocol for identification and support of highly distressed youngsters, Salloum and co-
workers completed a series of studies documenting its effectiveness (Salloum 1998, 1999,
2001, 2005).

3) There have been recent reports (Shear 2001, 2005) demonstrating the effectiveness of
individual, time-limited intervention with adult subjects presenting with complicated grief.
Though the sample from the most recent study was heterogeneous (subjects presented with
complicated grief after natural death and violent dying) those subjects grieved by violent

dying were responsive to the author s specific intervention  more effective than Interpersonal

Psychotherapy (IPT) with which it was compared .

We have treated over 2,000 family members through a community-based protocol with a
dynamic clinical model, a systematic process for screening for high-risk and specific short-
term group intervention (Restorative Retelling) to deal with the combined distress  of
trauma and grief associated with prolonged and intense violent dying imagery (Rynearson,
1999) herein described.

The Retelling Dynamic: a basis for the clinical model

Since less than 5% of violent deaths are witnessed by family members or loved ones, they are in
the ironic position of retelling the story of a violent dying in which they played no part. Further,
it is the repetitive, imaginary retelling of this dying story, lasting for many months that is
associated with dysfunction and need for assistance (Rynearson, 1995). Since the dying

story is paramount in non-accommodation, retelling and revising the story is a primary focus
in restoring the patient and a conceptual model has been developed to clarify the process of

reconstructive narration.

A fundamental way the mind first processes violent dying is to imagine and retell it.
The story form is a basic mental paradigm of coherence. Constructing a story around an
experience of any kind, including a traumatic experience, brings order and meaning (Neimeyer,

2000). The story form provides a beginning, middle and an ending  with characters who share
8



and mutually resolve needs and conflicts, and the story celebrates and endorses social values at
the same time. Apparently after a violent dying, the mind reflexively relives the dying moments
of the person as a story, and because there was a caring relationship, it is intolerable to imagine
their terror and helplessness. There is no way that the violent dying of a loved one can end with
meaning, only an empty absurdity. This never should have happened. Unwitnessed, the
imaginary action of the violent dying story assumes a surreal perspective, fashioned from
fragments of police and media reports, exaggerated and distorted by vivid, private fantasy. The

imagined story of the victim s dying cannot fully register as real .

The reenactment story of the violent dying is a primary response, and recurs as a repetitive
thought, flashback or nightmare for days or weeks after the death.

There are also compensatory or secondary stories whose purpose is to make the dying
unhappen , and they occur in combination rather than alone:
e Story of remorse | am somehow responsible for the dying. | should have prevented
it from happening, and I wish that I had died instead.
e Story of retaliation ~ Someone else is responsible for the dying. I am going to find
that person and get even.
e Story of protection | can t allow this to happen to anyone else who is close to me. |

need them close to me so | know that we are safe.



These repetitive stories fill the mind during the first days and weeks of traumatic grief, but with
the support of family and friends and through the finality of the memorial service and funeral,
the memory of the violent dying and its storied reprocessing begin to fade. Most family
members and loved ones are able to accommodate by engaging in a spontaneous restorative
retelling and meaningful rituals and commemoration of the deceased with family, friends and
community. The story of the life of the victim gains ascendancy and becomes stronger than the

story of their dying.

If the violent dying was a terrorist attack, a homicide or accident, the media, police and the court
are also involved in retelling the dying. These retellings clarify the dying act, and attempt a
process of retribution for the deceased and punishment for the perpetrator. Sometimes the public
retelling of the dying by the media, police and courts is inaccurate, insensitive and misleading
and complicates the private retelling. It is difficult for the friend or family member to finally

accommodate to the dying until this public processing of the dying story has been completed.

Trauma and Separation Distress to Violent Dying

Our model proposes that trauma distress and separation distress are concurrent responses
trauma distress to violent dying and separation distress to death. While the thoughts, feelings and

behaviors of trauma and separation distress are not specific, they are roughly separable into two

syndromes:
Table 1
Trauma Distress Separation Distress
Thoughts Reenactment Reunion
Feelings Fear Longing
Behavior Avoidance Searching

Clinical dysfunction is associated with repetitive, intrusive, and enervating images and stories as

the memories of the deceased, the dying and the observing self simultaneously converge and

merge:
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e Dysfunctional images and stories of the deceased contain their terror and helplessness as
they were dying.

e Dysfunctional images and stories of the dying recur as an involuntary witnessing of a
disintegratory drama that cannot be controlled.

e Dysfunctional images and stories of the self persist as being remorseful, retaliatory, or

ultimate protector for remaining friends and family members.

The short-term, focused intervention described in this manual is designed to specifically address
the dysfunctional retelling of traumatic reenactment and possessive images of remorse,

retaliation and need to protect.

Restorative Retelling (RR) intervention is designed to moderate internalized trauma and
separation distress. Trauma distress takes neuropsychological precedence over separation
distress. Since the dysfunctional images and stories are primarily related to the trauma of the
dying, supportive strategies to deal with trauma distress are the initial goals of the intervention.
Before dealing with separation distress, someone who is highly traumatized by violent dying
needs to be stabilized, and intervention initially focuses on restoring the subject s capacity for
maintaining a sense of safety, separateness and autonomy from the dying experience. We call
these preverbal capacities, resilience, and without them the subject will be overwhelmed in the
dying imagery and stories. Without resilience the observant self risks disintegrating in the same,

nameless swirl of terror and helplessness as the deceased.
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The intervention is applied in a closed, time-limited group (two hour sessions for 10 consecutive
weeks) with a written agenda and format (Rynearson, 1999). Potential members are screened to
assess for co-morbidity (disorders of depression, PTSD, substance abuse) and exclusion criteria
(active psychosis, active substance abuse, intellectual handicap, severe Axis Il disorder).

The theory, agenda and goals of the intervention are directly shared with participants through
discussion and handouts. We propose to each member that modification of dysfunctional images
and stories of the deceased, the dying, and the self will diminish the distress responses of trauma

and separation.

Intervention first focuses on strategies to restore resilience, then exercises to retell and
commemorate the living memory of the deceased and self, then exercises of exposure and
retelling of the dying story. This restorative retelling reestablishes a vital image of the deceased
and self that transcends the dying so the family member or loved one can reengage with their
own living through and beyond the stories of the violent dying (Rynearson, 2001).

The interventions are based on the clinical fundamentals of early crisis support followed by
enhancement of skills for stress reduction before re-exposure to the retelling of the violent dying

story.

Evidence of Effectiveness
We have completed an open trial outcome study in 64 adult subjects who sought and completed

time-limited group intervention for distress secondary to violent death at one of two sites (Seattle
or San Diego) from 1999 through 2000.
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Preparatory to a controlled outcome study, this study was confined to measurements of change in
distress before and after an open trial of the intervention to: (1) document an association of
diminished distress with intervention, and (2) ensure that intervention was associated with a low

rate of complications and drop out.

It should be emphasized that only a tiny minority of community members spontaneously seeks
psychological assistance, so these subjects represent a biased sub sample of the community who
were highly distressed by the violent death (Rynearson, 1995).

All subjects were assessed in a semi-structured, individual interview to provide requisite crisis

support, before enrollment.

All subjects completed the following standardized measures of distress:

e VOCA Assessments: Baseline (description)

e Beck Depression Inventory (BDI) a self-report measure of clinical depression

e Death Imagery Scale (DIS) a self-report measure of death related imagery
(reenactment, rescue, revenge or reunion),

e Complicated Grief Assessment (CGI) a self-report measure of death related trauma
and separation distress

* Revised Impact of Events Scale (IES-R) a self report measure of death related

trauma,

The same measures were repeated at the end of the intervention for comparative analysis.

Statistical Procedures and Results

Means and standard deviations were calculated for the assessed continuous measures (e.g., age,
time from loss); frequency distributions were calculated for categorical measures (e.g., violent
mode of death homicide, suicide, accident).

T-tests were used to compare pre-post means for each psychological distress outcome measure
(e.g., testing to reject the null hypothesis of no difference between baseline and follow-up
means). Pearson correlation coefficients were used to determine factors significantly associated

with the outcome distress measures. A repeated measures analysis of variance then modeled the
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effects of each factor found to be significantly bivariately associated with an outcome measure.
Specifically, these models simultaneously estimated the effects of treatment group, psychiatric
treatment history, witnessing the victim die, prior worry about the victim, attachment and
dependence on the victim on each outcome summary score, adjusting for the within-subject

effects of time (pre-post differences).

Results

The demographic data describe the 64 subjects as predominantly Caucasian (68.3% White,
18.7% Hispanic, 10.3% African American, 6.9% Asian), female (73%), adults (mean age 42.9
years) who were well educated (63% college graduates), and reported a high frequency of
previous mental health treatment (29.6%) and psychiatric diagnosis (25.4%). Nearly al (98%)
were related to the deceased (29.6% parent of deceased child, 24.1% child of deceased parent,
14.8% sibling, 7.4% spouse, 13.0% other). The majority of the violent deaths were homicidal
(68.3% homicide, 15.9% suicide, 15.9% accident).

The subjects began intervention soon after the violent death (median: 6.3 months). The interval
between pre and post self-report measures was 3.6 months. Nearly two-thirds (65.6%) of the
subjects were enrolled in the RR intervention because that intervention included subjects after a

violent death related to suicide or accident as well as homicide.

Table 1 contains the mean scores and statistical analyses comparing the self-report measures
before and after the interventions. The mean scores of the BDI, DIS, CGA and RIES before
intervention were elevated, suggesting a high level of generalized distress. The DAST score was
below the cutoff score (< 8.0). The data show a highly significant (p <0.05 to 0.0001) decrease
on al measures of distress coincident with the interventions. The DAST remained low before
and after the interventions.

Table 1. Outcome summary scores. Pre and Post means.

Sum Variable PreMean (SD) Post Mean (SD) tor *

BDI? 19.4 (11.3) 15.5(10.5) -345  **

DIS 7.4 (5.2 5.7 (4.7) -2.95 **
Reenactment 2.8(2.0) 2.1(1.8) -3.36  **
Rescue 1.5 (1.8) 1.0 (1.5) -1.65
Revenge 1.5(1.8) 1.0(1.49) -1.18
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