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expert in the treatment of both, it is essential to be able to recognize the expression of both in
clients and to be trauma and addiction informed. This means being able to recognize that
trauma-related conditions such as PTSD, clinical depression, and anxiety as well as symptoms
like hyperarousal, interpersonal withdrawal, and intrusive re-experiencing of trauma memories
arise in the treatment of SUD and process addictions, especially once clients are no longer
using such substances. These trauma-related symptoms need to be addressed in the early
stages of recovery from addiction. In addition, the long-term social, psychological, and
neurobiological impacts of trauma also must be addressed in order for people to move beyond
these difficult experiences and live fully satisfying and meaningful lives. A spiritually sensitive
focus in counseling can aid in this meaning-making function, enhance resilience, and provide
hope and reconnection to community. Social health interventions that provide meaningful
interpersonal connection amplify the effects of biopsychological treatments. Hope and
connection are what make life meaningful and are essential ingredients in' recovery from both
trauma and addictions.

&
ADDITIONAL RESOURCES

A robust set of instructor resources designed to supplement this text is available. Qualifying
instructors may request access by emailing textbook@springerpub.com.

PRACTICE-BASED RESOURCES AND REFERENCES

RESOURCES

Gabor Maté, The Power of Addiction (2012; 18:46)
www.youtube.com/watch?v=66cYcSak6nE

How Childhood Trauma Leads to Addiction - Gabor Maté (2021; 9:09)
www.youtube.com/watch?v=BVg2bfqblGl
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expert in the treatment of both, it is essential to be able to recognize the expression of both in
clients and to be trauma and addiction informed. This means being able to recognize that
trauma-related conditions such as PTSD, clinical depression, and anxiety as well as symptoms
like hyperarousal, interpersonal withdrawal, and intrusive re-experiencing of trauma memories
arise in the treatment of SUD and process addictions, especially once clients are no longer
using such substances. These trauma-related symptoms need to be addressed in the early
stages of recovery from addiction. In addition, the long-term social, psychological, and
neurobiological impacts of trauma also must be addressed in order for people to move beyond
these difficult experiences and live fully satisfying and meaningful lives. A spiritually sensitive
focus in counseling can aid in this meaning-making function, enhance resilience, and provide
hope and reconnection to community. Social health interventions that provide meaningful
interpersonal connection amplify the effects of biopsychological treatments. Hope and
connection are what make life meaningful and are essential ingredients in' recovery from both
trauma and addictions.

&
ADDITIONAL RESOURCES

A robust set of instructor resources designed to supplement this text is available. Qualifying
instructors may request access by emailing textbook@springerpub.com.
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This chapter is a revision of the chapter that appeared in the first edition of this textbook, written by
Patricia A. Burke and Bruce Carruth, and we thank them for their eriginal contribution here.

CHAPTER 14

Criminal Victimization

LAURENCE MILLER

CHAPTER OVERVIEW

This chapter focuses on the effects of criminal victimizatirn and wavs that counselors can
respond effectively. This chapter discusses specific counseiing responses, including symptom
management, short-term mental health stabilization, and longer-term counseling and
psychotherapeutic strategies, The counseling implications for working with crime victims are
elaborated.

Al
LEARNING OBJECTIVES
After reading this chapter, the reader should be able to:

1. Define various types of criminal assault;

2. Understand the psychology of victims of crime;

3. Use specific responses for re<nonding to victims of crime; and,

4. Develop strategies for imniediate response, short-term intervention, and longer-term
counseling for victims of ctitne.

INTRODUCTION

Although almost any Kind of violence can happen to anyone, certain types of criminal
victimization appear to be relatively common in the clinical practice of trauma counselors.
These are discussed briefly in the following sections: Criminal Assault; Sexual Assault; Theft
and Robbery; Crime in the Community; and Real Crime, Fear of Crime, and the “Mean World
Syndrome.”

Criminal Assault

Farh vaar minre than 7258 millinn Amearicane ara wvictimized hyv eame form of erime Ranac




Printing is for personal, private use only. No part of this book may be reproduced or transmitted without publisher's prior
permission. Violators will be prosecuted.

Each year, more than Zb milllon Americans are victimized by some form of crime. Rapes,
robberies, and assaults account for 2.2 million injuries and more than 700,000 hospital stays
annually. Although the most violent crimes are committed by family members or close
associates of the victim (Bidinotto, 1996; Herman, 2002; Kirwin, 1997; Miller, 2008a, in
press-a), what most people fear most is an attack by a malevolent stranger.

Several diagnosable psychiatric syndromes may be seen following criminal assault (Miller,
2019). Depression, anxiety, posttraumatic stress disorder (PTSD), and substance abuse are
common psychological disorders found in victims of robbery, rape, and burglary, and a high
proportion of panic attacks trace their onset to some traumatically stressful experience.
About half of crime-induced PTSD cases persist after 3 months, and clinical experience
suggests that such traumatic effects may last for years or longer in some victims. Men appear
to be subject to economic assaults, such as muggings and robberies, in similar situations as
women, but are far less likely to be subject to sexual assault. However, it may be more
difficult for a man to report any kind of assault for fear of shame, ridicule, or disbelief
(Breslau et al., 1991, 1998; Davis & Breslau, 1994; Falsetti & Resnick, 1995; Frank &
Stewart, 1984; Hough, 1985; Kilpatrick & Acierno, 2003; Norris, 1992; Resnick et al., 1997;
Resnick et al., 1993; Rothbaum et al., 1992; Saunders et al., 1989; Uhde et al., 1985).

One of the realities of doing crime victim work is the realization that perpetrators and
victims do not come in neat, separate, and diametrically opposed packages. Whereas some
victims are targeted through no fault of their own, others may lead questionable or marginal
lifestyles that all too often put them in the wrong place at the wrong time. Womer who work
in the adult entertainment industry may be targeted for sexual assault by males who feel

“entitled” to have sex with women in these trades. People looking to buy or sell drugs may be
assaulted and robbed. Members of a rival gang may be attacked for straying into alien
territory or in retaliation for real or imagined aggression of their own. In such cases,
counselors may have to negotiate the delicate task of suspending moral judgment in order to
form a successful treatment relationship, while at the same time forthrightly addressing the
risky behavior, in order to prevent (as much as possible) a repeat of the victimization (Miller,
2008a, in press-a).

Sexual Assault

Sexual assault affects one-fourth of women and up tyo 7% of men, and is associated with
significantly increased risk of anxiety, depression, substance abuse, and PTSD (Elliott et al.,
2004; Resick, 1993). As with all traumas, individual differences account for the severity of
PTSD symptoms after sexual assault (Bowman, 1997, 1999). In particular, the PTSD
symptoms of women who perceive negative events as uncontrollable tend to be more severe
than those in women who believe that they have some ability to predict and control what
happens to them (Kushner et al., 1993).

In addition to the general effects of crime victim trauma, some authorities have
characterized the relationship between sexual violence and health as the radiating impact of
violent victimization (Macy, 2007: Riger et al., 2002). In this conceptualization, violence
influences women'’s physical aiid mental health, as well as radiating out to affect careers,
friendships, families, and whaole communities. Despite this impact, a surprisingly small
number of sexual assault vi.tims seek mental health services for problems related to their
assault (George et al., 1992; Golding et al., 1989; Ullman, 2007).

Theft and Robbery

Although typically not lethal, to steal something from another person constitutes a
fundamental violation of that person’s dignity and bespeaks a callous disregard for their
rights as a human being. This i1s why most of us react with that burning sting of outrage upon
being tricked or strong armed out of what we believe is rightfully ours.

Thell refers to the illicit appropriation of resources that rightfully belong to someone else—
in other words, someone taking what is not theirs. Although technically frowned upon in all
cultures and considered a crime in societies with formal legal systems, it is nevertheless a
cultural universal, occurring frequently in all human qroups, as well as in manv other animal
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species (Kanazawa, 2008). More than 90% of theft and robbery crimes are committed by men,
especially those who are poor, less intelligent, and have less education (Herrnstein & Murray,
1994; Kanazawa, 2004, 2008; Kanazawa & Still, 2000; Miller, 2012; Wilson & Hermstein,
1985).

Burglaries involve breaking into a structure to steal something, usually without physical
confrontation, although some burglaries can turn violent if the thief is surprised by the
occupants. Some criminals also combine burglary with rape. Burglaries make up 11% of all
thefts, and burglars are typically young males of low educational and socioeconomic status,
with histories of substance abuse and other criminal behavior. The skill level of burglars can
range from rank amateurs, such as bored teens breaking into a private residence, to
professionals who hit wealthy homes or businesses that contain valuable items or large
amounts of cash. Most private dwellings are burglarized during the day when occupants are
likely to be out, whereas businesses typically are struck at night. Some burglars report
experiencing a thrill or rush at breaking into a dwelling and stealing items. This thrill may
take on a frankly sexual nature in the case of fetish burglaries in which intimate items are
stolen, or in more violent cases, where rape accompanies the burglary. Some burglars mayv
urinate, defecate, or masturbate in the burgled dwelling or otherwise vandalize the premises.
Where the criminals force their way into the dwelling by overpowering the occupants, this is
referred to as a home invasion (Bureau of Justice Statistics, 2003, 2006; Conklin, 1992;
Miller, 2012; Palermo & Kocsis, 2005; Pitts, 2001).

Crime in the Community

The Diagnostic and Statistical Manual of Mental Disorders (5th ed.; [DSM-5; American
Psychiatric Association, 2013) recognizes that posttraumatic stress reactions can occur in
persons who observe terrible events happening to others, even il they are not directly
affected, including witnessing crimes of violence or threats of violence against others. Indeed,
certain segments of the population may be exposed to traumatically stressful events on a
fairly regular basis, for example, residents of crime-ridden and socioeconomically depressed
inner-city neighborhnods. Precipitating events include sudden injuries, serious accidents,
physical assaults, and rape, as well as having one's life threatened, receiving news of the
death or injury of a close friend or relative, narrowly escaping injury in an assault or
accident, or having one’s home destroyed in a fire. Manyv of these individuals experience
anxiety, depression, cognitive impairment, medical 5‘_',,"Illpt0m‘§ and PTSD that persist for a
year or longer. Furthermore, this appears to produce a vicious cycle—the so-called “cycle of
violence”—with victims of aggression showing more aggression toward others (Breslau &
Davis, 1992; Breslau et al., 1991, 1998: Garbarino, 1997; Scarpa, 2001; Scarpa & Haden,
2006; Scarpa et al., 2002).

Real Crime, Fear of Crime, and the “Mean World Syndrome”

Inasmuch as most members of the general public have little direct experience with crime, our
beliefs about crime and the criizimmal justice system are largely based on what we see on TV
and read in the newspapers or online, where sensational and violent crimes are often
overrepresented, leading to a type of media-induced trauma known as mean world syndrome
(Budiansky et al., 1996). This may have the paradoxical effect of oversensitizing people to
nonexistent or insignificant threats, while at the same time numbing the public's
understanding of the true impact of crime victimization when it does occur (Miller, 1995,
2008a; Miller & Dion, 2000; Miller et al., 1999).

THE PSYCHOLOGY OF CRIME VICTIMIZATION

Russell and Beigel (1990) conceive of crime victimization as comprising several layers in
relation to a person's core self: property crime, like burglary and vandalism, generally hurts
victims at the outermost self-layer, that is, their belongings, although the theft or destruction
of certain meaning-laden family heirlooms can have a much greater emotional impact. Armed
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robbery, which involves personal contact with the criminal and threat to the physical self of
the victim, invades a deeper psychological layer, while assault and battery penetrates still
deeper, injuring the victim both physically and psychologically. Rape goes to the very core of
the self, perverts the sense of safety and intimacy that sexual contact is supposed to have,
and affects the victim’s basic beliefs, values, emotions, and sense of security in the world.

Society’s response to crime also plays a role in how supported or abandoned victims feel
(Russell & Beigel, 1990). For example, society often regards victimization as contagious. In
modern American culture, with its emphasis on fierce competition for limitless success and
the perfect life, victims are often equated with losers. Most of us want to believe that crime
victimization is something that happens to somebody else. The victim must have done
something to bring it on themselves; otherwise, “I'm just as vulnerable too, and who wants to
believe that?” We thus may be reluctant to empathize or associate with crime victims for fear
that their bad luck will “rub off.” All of these beliefs and reactions further contribute to the
feelings of blame and shame that many crime victims experience (Miller, 1996a, 1998a,
1998b, 2001b, 2007b).

CRIME VICTIMIZATION: THERAPEUTIC AND COUNSELING GUIDELINES

Proper psychological intervention with crime victims ideally takes place at three levels and at
three points in time: (a) at or close to the crime scene itself, involving crisis intervention and
short-term psychological stabilization; (b) intermediate-level stress management and
symptom-reduction strategies to allow the crime victim to achieve a sense of normaley and
control; and (c) more extensive counseling and therapy to help the victim work through the
traumatic event and regain a sense of existential groundedness (Miller, 1998a, 1998b, 2008a,
2012, 2020).

On-Scene Crisis Intervention: Guidelines for First Responders

Ideally, effective mental health intervention for crime victims begins the moment the first
responders arrive. For most crimes, this consists of police and paramedics, sometimes
accompanied by a special mental health trauma clinician. Tn other cases, the first mental
health contact occurs in the emergency department if the wvictim is taken to a hospital.
Whoever the first responders are, they need to be aware that they are 1in a unique position to
help the crime victim deal with the impact of their ordeal and to help restore a sense of safety
and control to an otherwise frightening and overwhelming situation (Herman, 2002; Miller,
2000, 2008a, 2010).

First responders may face a confusing -=cenarioc when arriving at a crime scene.
Traumatized victims may be in a state of shack and disorientation during the initial stage of
the crisis reaction, feeling helpless, vulnerable, and frightened. Other victims may manifest
fight-flight-or-freeze panic, and some actually may try to flee the crime scene. Some victims
may be confrontational or combative with arriving police or paramedics, adding to the
confusion as to who is the victim and who is the offender; this is most likely to occur in cases
of barroom brawls, domestic d:sturbances, or neighbor disputes. In some instances, virtual
physical and emotiona! paralyv-1s may occur, rendering the victim unable to make rational
decisions, speak coherently, or even move purposefully, much less seek medical attention or
report the incident to the police. Balancing concern for victim welfare and the need to obtain
detailed information thus becomes a delicate dance and requires some degree of
interpersonal skill on the part of the interviewer (Box 14.1).

BOX 14.1

Tips From the Field

The following offers some practical recommendations for first responders who have to deal
with crime victims on scene (Clark, 1988; Frederick, 1986; Miller, 1998a, 1998b, 2006a,
2010; Silbert, 1976).
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Introduce Yourself

As soon as you arrive, identify yourself by name and full title to the victim and bystanders.
Even with a uniform or ID tag, you may need to repeat the introduction several times;
victims who are still in shock may respond to you as if you are the criminal, especially if you
arrived quickly on the scene, unintentionally heightening their shock and disorientation.
Children traumatized by adults may respond with fear to any new adult in their
environment.

Apply Medical First Aid

It is typically the job of paramedics to render emergency medical care. But even as a
mental health counselor, if you are one of the first responders on the scene, you may be the
only one available to apply basic first aid until further medical help arrives. For whoever
carries out this task, calmly explain to the crime victim what you are doing, especially when
you are touching the victim or doing an otherwise intimate procedure, such as applying a
breathing mask or removing clothing. If possible, encourage the victim to help you treat
her, if she is capable and wants to, by having her hold a bandage or letting her undo her
own clothing in order to afford some sense of control.

Respect the Victim’s Wishes

When feasible, allow a requested family member or friend to remain with the victim during
medical treatment or questioning by the police. If the present officer makes the victim
uncomfortable, try to have a less threatening backup officer fill in for the questioning (e.q.,
a female officer for a rape victim; an ethnically or culturally familiar officer for a minority
victim).

Validate the Victim’s Reactions

Always try to normalize and validate the traumatic ordeal the victim has just been through
and, as realistically as possible, reinforce their resilience and coping eftorts thus far. In
general, build on the victim’s own resources to increase their feelings of self-efficacy and
control, for example: “I can see this must have beer a terrible experience for you; most
people would be feeling pretty much like you are under these circumstances, but I'm glad
to see you're handling it as well as you are.”

Investigate Sensibly and Sensitively

Police typically prefer to interview crime victims as soon as possible to obtain fresh
information that can be used to apprehend and prosecute the offender. Mental health
clinicians who are on scene can assist and advise law enforcement personnel in these
actions. This includes avoiding even unintentional accusatory or incriminatory statements,
such as “What were you doing in that building so late at night?” A sympathetic, supportive,
and nonjudgmental approach 1o law enforcement interviewing can do much to restore the
crime victim’s trust and confidence and thereby facilitate all aspects of the criminal
investigation (Miller, 2006a, 2008a, 2010, 2012).

Present a Plan

Related to the issue of restoring control is having some kind of clear plan to provide further
structure and order to an otherwise overwhelming situation. Such a plan needs to be
backed up with concrete suggestions for action: “We're going to move to a safe area and
have the medics take care of these cuts; then I'm going to ask you a couple of questions, if
that's all right. After I'm done, I'm going to explain what happens next in the police process
and legal area, and then I'll give you a card with some phone numbers of victim assistance
agencies you can contact. I'm also going to give you my card, and you can contact me at
any time for any reason. Do you understand? Do you have any questions?”
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Employ Humor Judiciously

A tasteful witticism may add some perspective to the crisis situation and ease an otherwise
tense situation, but traumatized people tend to become very literal and concrete under
stress, and well-meaning humor may be mistaken for mocking or lack of serious concern. As
with all such recommendations, use your professional judgment.

Utilize Interpersonal Calming and Coping Techniques

Never overlook the interpersonal power of a reassuring presence, both verbally and
physically. Project a model of composure for the victim to emulate. Eye contact should be
neither a detached glance nor a fixed glare, but more of a concerned, connected gaze.
Stand close enough to the victim to provide proximal contact comfort, but do not crowd or
intimidate by invading the victim’s personal space. Use physical touch carefully. Sometimes,
a brief pat on the shoulder or comforting grasp of the hand can be very reassuring, but it
may frighten a victim who just has been physically assaulted. Take your cue from the

victim. >

SYMPTOM MANAGEMENT AND SHORT-TERM MENTAL HEALTH
STABILIZATION

Clinicians often wonder, “When does crisis intervention end and ‘real’ psychoth=rapy begin?”
However, the border between short- and long-term therapies is a fluid one, as is the line
between so-called superficial and deep therapies. Much depends on the client. For example,
helping a crime victim gain control of their bodily reactions—panic attacks, churning qut, and
so forth—in the days and weeks following a physical beating, armed robbery, hostage
scenario, or sexual assault may be an essential first step toward tackling the issues of safety
and predictability that are raised in more extensive traditional trauma therapy. For other
victims, even a cursory attempt to deal with symptoms must await the achievement of some
degree of therapeutic confidence and stability. For many clients, this is a reciprocal cycle,
with small increments in confidence permitting small s steps toward symptom control, which in
turn produce greater confidence and further attempt: «t mastery, and so on. In still other
cases, clients may come to'understand that although symptoms may be managed and
controlled, they may never completely disappear but can be relegated to the background of
consciousness, like “mental shrapnel” that only aches on occasion (Everstine & Everstine,
1993; Matsakis, 1994; Miller, 1994b, 1998b, 2012).

Modulating Arousal

The following sections present a flexible menu of cognitive behavioral symptom-control
techniques that I have culled from diverse areas of practice and have used with diverse
clinical populations, including crime victims, accident victims, law enforcement critical
incident stress, militarv psvchology, sports psychology, and others (Miller, 1989a, 1989b,
19944, 2006a, 2006b, 2008a, 2008b, 2008c, 2012, 2013, 2020).

Progressive M’

For more than half a century, the technique of progressive muscle relaxation (Jacobson, 1938)
has been the standard recipe of stress management and is by now so well-known that it only
needs to be summarized here. The basic rationale is that much of what we experience as
uncomfortably heightened arousal arises out of feedback from tensed muscles and other
bodily signals of arousal. Fssentially, then, the progressive relaxation exercise focuses on one
muscle group or body area at a time and guides the subject through an alternate tense-and-
relax sequence until all major muscle groups are in a state of relative physiological
quiescence. This is typically combined with slow, steady, and diaphragmatic breathing (deep
stomach breathing as opposed to shallow chest breathing) and one or more mental cuing or
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imagery techniques (see on the tollowing texts) to turther induce a state ot
psychophysiological calm.

The technique is first practiced in a peaceful, stress-free environment, such as in the
therapist’'s office or in stress management class, guided by the clinician’s or instructor’s
soothing words or by the use of a commercially prepared or custom-made relaxation tape,
CD, computer, or cell phone app. Later, with continued practice in a variety of settings and
conditions, traumatized crime victims should be able to self-induce the relaxed state on their
own, in their natural environment, without external prompting, and without having to go
through the whole tense-and-relax sequence each time. As an example, they can use it while
sitting in traffic or at their desk at work.

Cued Relaxation

Once the progressive relaxation procedure has been practiced and mastered, manv
individuals are able to employ a kind of instant relaxation or cued relaxation technique. By
voluntarily reducing muscular tension, taking a calming breath, and using a cue word, the
subject learns to lower their physiological arousal immediately and thereby induce & more
calm and focused mental state. The cue word or phrase may range from the spiritual (“God is
with me,” “Om”) to the mundane (“Chill”; “Okay, I'm good”) and is basically anv word or
phrase that the subject has learned to associate with the full relaxation response and that
they can now say to themselves to signal their body to relax.

Similarly, a cue image is any mental scene the subject.can invoke that has a c.:lming eftect,
especially by virtue of having been paired with the initial relaxation response practice. Have
your client pick the modality or technique that works best for them: the key i~ to invoke some
cue that enables the client to quickly and voluntarily lower their arousal level to a deqree that
is appropriate for the situation they are in (Hays & Brown, 2004; Miller, 1994a, 2006b,
2008a, 2008b).

Centering

This is a technique derived from Eastern meditation (Asken, 1993) that involves combining
diaphragmatic breathing with a centering cue image. The instruction to the client is as
follows: “Begin by taking a slow, deep diaphragmatic breath. As you breathe out, slowly let
your eyes close (or remain open if this is more comfortable for vou) and focus your awareness
on some internal or external point, such as vour lower abdomen or an imaginary spot on the
wall. Repeat this process until you feel yourself becoming calmer.” As with all of these
techniques, increased practice yields greater proficiency:.

Mindfulness

For some people, “trying to relax” 1s u contradiction in terms; the more they try to force
themselves to relax, the more tense they get. That is because, by definition, relaxation is
something one has to learn to /et happen, not something one can make happen, and some
individuals are just too challeng~d by the process to allow this to take place comfortably. This
may be especially common following a traumatic crime victimization, where “relaxation” may
connote letting one’s guard down and becoming more vulnerable. In mindfulness training
(Kabat-Zinn, 1994, 2003; Marra, 2005), the individual makes no conscious effort to relax, but
simply allows themselves to take in the sensations and images in the surrounding
environment without trving to control them. Eventually, by taking the demand element out of
the process, relaxation often will occur as a beneficial side effect. This technique may be
especially useful with crime victims who already have enough to feel ashamed about without
having to face the prospect of “failing” a relaxation assignment. Mindfulness training allows
productive engagement with a therapeutic exercise that has as little demand as possible, thus
allowing whatever small progress that occurs to be counted as a step in the right direction.

COUNSELING AND PSYCHOTHERAPY OF CRIME VICTIMS

Ffartive aw thev are therasnentic esvmntom-rediiction strateadiece have their limitatione in
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EIlectlve as [ney are, tnerapeutic symprom-reauction strategles nave tneir (imitations In
dealing with the full cognitive and emotional range of posttraumatic stress reactions and
bringing about a reintegrative healing of the personality after crime victimization. For many
victims, some form of constructive confrontation with the traumatic experience and its
meaning has to take place in order to achieve a workable degree of mastery and resolution
(Miller, 1998b, 2008b). It is important to bear in mind that symptom-oriented therapies and
reintegrative therapies are not mutually exclusive; in fact, they reinforce each other, that is,
sometimes, sufficient therapeutic trust, ego bolstering, and self-mastery through self-control
must take place to lay the groundwork for more detailed direct exploration of the traumatic
event itself (Brom et al., 1989; Everstine & Everstine, 1993; McCann & Pearlman, 1990).

Counseling and Therapeutic Strategies

As used here, a therapeutic strategy refers to an overall approach or game plan for
addressing a problem or therapeutic issue, whereas a therapeutic technique is the actual
nuts-and-bolts practical application of that strategy. For example, one strategy may be to help
a victim feel more comfortable interacting with coworkers from the same ethnic group as
their attacker by increased positive interaction with these peers.'Specific techniques would
include relaxation training, rehearsal and role-playing exergises, and graduallv increasing
time spent in interaction with these coworkers. In general, the effectiveness of any
therapeutic strategy is determined by the timeliness, tone, style, and intent of the
intervention. Effective psychological interventions with grime victims include the components
discussed briefly in the succeeding subsections (Blaw, 1994; Fullerton et al., 1992; Miller,
1994b, 1998a, 1998b, 2006a, 2008a, 2020; Wester & Lyubelsky, 2005).

Create a Sanctuary

One essential component of the therapeutie environment should be to provide a feeling of
safety. The crime victim should be assured that what they say will be used only for the
purposes of their healing and strengthening. Indeed, once the initial wariness passes, many
victims report that they find the counselor’s office a refuge- perhaps the only refuge—from
the legal and family stresses that swirl around them in th~ wake of the ¢rime, the only place
where they can be “real.” Of course, the limits of confidentiality must be carefully explained
to the client, as she probably will be involved in legal proceedings, and the counselor’s
records may be subpoenaed or the counselor may be called to testify in court (Miller, 1996b,
2001a, 2007a, 2009).

Focus on Criticald#reas of Concr

As with the general emphasis on quick mobilization of therapeutic gains and the client's
sense of self-control, crime victim psvchotherapy initially should be goal directed. It should
remain focused on resolving specific adaptation and recovery issues related to the crisis at
hand, which is a corollary of the ne:t principle.

Specify Desired Ou’

In the beginning, the clinician needs to help the crime victim to operationalize these
therapeutic objectives, in line with the emphasis on achieving practical goals. For example,
the client might state, “I'd like to feel more at ease with my work and my family.” The
therapist can help him to objectify this general desire to more specific and achievable goals,
such as, “I want to reduce the number of intrusive thoughts about the attack to a level where
I can ride to work without panicking at each red light,” or “I'd like to be able to step back for
a few seconds to regain my composure before I blow up at my wife and kids again over
nothing.”

Of course, few distraught clients will come to the first session with a preset list of concrete
goals; indeed, traumatized victims often are confused initially about what they hope to
accomplish in therapy (e.g., “I just want the pain to go away,” “I want to be able to sleep,” “I
want to think clearly again.”). In the early phases, then, it is primarily the counselor’s task to
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he]p the victim sort out, focus, and operationalize their goals so that there can be a way of
assessing if the therapy process is accomplishing them. Once again, without being overly
rigid, specifying a doable goal and then setting to work on it can serve to focus and empower
the out-of-control client.

Develop a General Plan

From the first session, after one or more workable goals have been elaborated, it is useful to
develop an initial game plan that can be modified as counseling progresses. All the details
need not be worked out at this point, and most likely, the plan will be revised as new
information comes in. But the counselor needs to start somewhere, so developing a general
road map allows the clinician to identify implementation and self-management strategies.

Identify Practical Initial Implementations

Clinicians should hit the ground running by beginning interventions as soon as possible.
There is almost always some practical information, advice, or recommendation to provide,
even in the first session. This induces confidence quickly, motivates further progress, and
allows the counselor to get valuable feedback from initial treatment efforts thus tar that can
guide further interventions. Of course, counselors do not want to appear to be “pushing”
these on the client; rather, interventions can be presented as a brief menu of options,
allowing the client to make the choice when and if they are ready.

Review Assets and Encourage Self-Efficacy

Consistent with the overar{:hing aim of posttraumatic psychotherapy as a strengthening, not
weakening, process, it is as important to know what personal strenqtlis and rescurces the
client has as it is to understand their vulnerabilities. Counselors always strive to capitalize on
strengths to overcome or work around weaknesses.

Counseling and Therapeutic 'liéhniques

Adapted and expanded from psyehological work with public safety personnel, the following
therapeutic intervention techniques also have bee found effective in working with
traumatized crime victims (Blau, 1994; Miller, 1998b, 2000, 2006a, 2008a, 2008b, 2012,
2020; Miller & Dion, 2000; Silva, 1991). As alwavs, clinicians should adapt and improvise
these guidelines to the specific needs of their individual clients.

Attentive Listéning

Attentive or active listening is a basic counseling skill. It includes good eye contact,
appropriate ‘body language, genuine interest, and interpersonal engagement, without
inappropriaté comment or unnecessary interruption.
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Empathic Presence

Empathic presence is a therapeutic attitude that conveys availability, concern, and awareness
of the disruptive emotions being experienced by the traumatized, distressed crime victim.
Several victims have commented that they were put off by their counselor’'s detached,
clinically aloof demeanor and did not feel as if the clinician really was prepared to engage
them. Some of this may have to do with countertransference, vicarious traumatization, and
emotional contagion issues on the part of the counselor (McCann & Pearlman, 1990;
Pearlman & Mac Ian, 1995). Alternatively, some victims may be unusually demanding of the
counselor’s time and devotion, necessitating the setting of realistic limits, while still retaining
empathic engagement.

Reassurance

In acute stress situations, this should take the form of realistically reassuring the crime
victim that routine matters will be taken care of, that deferred responsibilities will be handled
by others, and that the victim has the support of their family, the mental health clinician, and
the criminal justice system. It is also helpful to let the victim know, in a non-alarming manner,
what they are likely to experience in the days, weeks, and months ahead. How much
information is to be imparted, at what pace, and at what stages in the treatment process
should be carefully calibrated to the client’s recovering ego strength in order to avoid
retraumatization. The key is to balance realism with reassurance.

Supportive Counseling

This includes active listening, restatement of content, clarification of feelings, and validation.
It also may include such concrete services as'community referral and networking with liaison
agencies, if necessary.

Interpretive Counseling

This type of intervention should be used when the crime victim's emotional reaction is
significantly greater or reaches into wider areas of the subject’s life than the circumstances
of the critical incident seem to warrant. In appropriate cases, this therapeutic technique can
stimulate the victim to explore underlying emotional, personality, or psychodynamic issues
that may be intensifying a naturally stressful tranmatic event (Horowitz, 1986). In a few
cases, this may lead to continuing, ongoing psychotherapy for broader life issues. The
counselor should be/eareful, however, not to reflexively attribute any atypical reaction of the
crime to their criminal victimization as stemming from “unresolved” childhood issues. These
may well be important, but the counselor needs to be sure to understand what is happening
in the here-and-now before delving into past psychodynamics.

Humor

Humor has its place in many forms of psvchotherapy (Fry & Salameh, 1987) and may be
especially useful in working with some traumatized crime victims (Fullerton et al., 1992;
Henry, 2004; Miller, 1994b, 1998a, 1998b, 2006a, 2008a; Silva, 1991). In general, if the
therapist and client can enjoy a laugh together, this may lead to the sharing of more intimate
feelings. Humor serves to bring a sense of balance, perspective, and clarity to a world that
seems to have been warped and polluted by malevolence and horror. “Show me a man who
knows what's funny,” Mark Twain said, “and I'll show you a man who knows what’'s not.”
However, it is usually wise to maintain proper boundaries regarding destructive types of
self-mockery or inappropriate projective hustility on the client’s part. This may occur in the
form of sleazy, cynical, or mean-spirited sniping, character assassination, or self-deprecation.
Also, recalling the caveat for first responders mentioned previously, counselors should
remember that many traumatized individuals tend to be quite concrete and suspicious at the
outset of therapy, and certain well-intentioned kidding and cajoling may be perceived as
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insulting to the crime victim or dismissive of the seriousness of their plight; therefore,
clinicians should always try to know the client and take their cues from them.

Utilizing Cognitive Defenses

In psychology, “defense mechanisms” are the mental stratagems the mind uses to protect
itself from unpleasant thoughts, feelings, impulses, and memories. Although the normal use
of such defenses enables the average person to avoid conflict and ambiguity and maintain
some consistency to their personality and belief system, most mental health clinicians would
agree that an overuse of defenses to wall off too much unpleasant thought and feeling can
lead to a rigid and dysfunctional approach to coping with life. Accordingly, much of the work
in traditional psychotherapy involves carefully helping clients to relinquish their pathological
defenses so that they can learn to deal with internal conflicts more constructively. However,
in the face of acutely traumatizing experiences, the last thing the affected person needs is to
have their defenses stripped away.

For an acute psychological trauma, the proper use of psychological defenses can serve as
an important “psychological splint” that enables the person te function in the immediate
posttraumatic aftermath and eventually be able to productively resolve and integrate the
traumatic experience when the luxury of therapeutic time can be afforded (Janik, 1991). In
many cases, the clinician discovers that traumatized crime victims need little help in applving
defense mechanisms on their own (Durham et al., 1985; Henry, 2004; Taylor et al., 1983).
Examples of common defenses—all of which can haye both constructive and maladaptive
effects, depending on how they are used—include the following.

Denial: “I'm just going to put it out of my mind, focus on other things, and avoid situations or
people who remind me of it.”

Rationalization: “| had no choice; things happen for a reason; it coula have been worse; other
people have it worse; most people would react the same way | am.”

Displacement/projection: “It was my boss’s fault for sending m= down to the basement so
late at night; the police took forever to respond to the 911 ~all; the district attorney is going
soft on this case because of politics.”

Refocusing on positive attributes: “This was an isolated event—I'm usually a cautious,
capable person. I'm a smart, strong person; | can get through this.”

Refocusing on positive behaviors: “Okay, I'm gning to follow safety procedures more
carefully and talk to management about getting better security around here. I'm going to
advocate for more safety training so nothing like this happens to anyone here again.”

Where necessary, at least in the short te1m, counselors should know when to actively
support and bolster psychological defenses that temporarily enable the traumatized crime
victim to continue functioning (Janik, 1991}. Only when defenses are used inappropriately
and for too long, when they begin to hold the crime victim back from facing their fears and
reentering the world, should we¢ gently confront the now-maladaptive aspects in an
atmosphere of safety and suppo:t (Miller, 1998b, 2008a).

Existential Issues, Therapeutic Integration, and Closure

In virtually every case of significant trauma, the victim struggles with shattered assumptions
and fantasies about fairness, justice, security, and the meaning of life. Accordingly, it is a
legitimate and, in some cases, essential part of the task of psychotherapy to help them come
to terms with these existential issues. Some clients obsess over what they did or should have
done to avoid or escape more serious harm or to help other people, and with these
individuals, the therapeutic task becomes one of reorienting these clients to a more realistic
state of self-acceptance. Many clients need to pass the anniversary date of the traumatic
event, especially when their trauma was severe, before they can begin to bring the trauma
response to closure. The process of simultaneously externalizing and integrating the crime
trauma allows the last stages of recovery to take place. As the client approaches closure, the
therapist can help them form a newly realistic and adaptive self-image, which becomes the
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foundation fur a healthy future (Calhoun & Tedeschi, 1999; Everstine & Everstine, 1993;
Rudofossi, 2007; Tedeschi & Calhoun, 2004; Tedeschi & Kilmer, 2005).

Indeed, the diversity of human personality and the variation in severity and circumstances
of the traumatic event virtually guarantee that different victims will have different reactions
and that the therapeutic outcomes will vary as well. Thus, posttraumatic integration can be
approached from one or more of three main perspectives (Everly, 1994, 1995).

Trauma Integrated Into the Client’s Existing Worldview

The message here is that these things happen—people do hurt other people and undeserved
injuries do befall innocent victims—but that the affected person is not helpless or hopeless,
because there are certain precautions one can take to minimize the risk of this happening in
the future. Such a message allows the person to feel reasonably safe again.

Trauma Understood as a Parallel Aspect of the Existing Worldview

The trauma is seen as an “exception to the rule.” According to this interpretation, society sets
up laws and structures to keep most of us safe most of the time, so this tragedy, while
certainly awful, is really an isolated incident that, most likely, never will happen to the same
person again. Of course, this must be realistically based; as noted earlier, in some
communities, risk of repeated exposure to crime is a grim reality.

Trauma lllustrates the Need to Create a New and Modified '

The trauma can be used to demonstrate the invalidity of the client’s existing perspective and
the need to construct an alternative one in which the trauma more readily fits. For example,
the assault shows the victim that the world is not entirely filled with cood people, that justice
does not always work out, and that sometimes the innocent suffer ard the guilty go free. But
the counselor can assist the client in fashioning a new wav of looking at things that
encourages both realism and cautious @ptimism; the client can learn to be clear headed, even
skeptical, about human nature and motives but without alluiwing themselves to turn into a
soul-shriveled cynic.

I have found that the subject’s personality has a stronq effect on which integrative strategy
is most effective. For example, predominantly externalizing clients seem to adhere to the
once-in-a-lifetime “lightning does not strike twice” type of explanation, putting their trust in
fate or God or sheer statistical improbability. The “what can I personally do to keep this from
happening again” type of reframe appeals more to clients who already possessed a degree of
self-efficacy before the trauma and are therefore willing and able to try to solve problems by
their own efforts once the therapist shows them the wayv. Still others may blend various
perspectives together.

Finally, eounselors must be mindful of victims who suffer from enhanced integration of the
traumatic theme into their self-con-ept and life narrative (Berntsen & Rubin, 2007). For these
individuals, the crime victimization becomes the exclusive focal point of their entire
existence, and their lives become a ceaseless search for validation of their martyrdom. For
such clients, the therapeutic emphasis must be on emotionally decoupling from the traumatic
victimization and finding non-crime-related activities that encourage these individuals to
resume a “civilian” life. In such circumstances, these clients may subtly or overtly shift gears
to another alleged source of their woundedness and betrayal, such as family traumas, illness,
or disability. Alternatively, they mav quit treatment with one counselor and start over with
another, more sympathetic counselor until that relationship sours as well, and so on.

Existential treatment strategies that focus on a quest for meaning may productively channel
the worldview conflicts generated by the trauma event, such as helping the client to
formulate an acceptable “survivor mission” (Shalev et al., 1993). Indeed, in the best cases,
the rift and subsequent reintegration of the personality leads to an expanded self-concept and
even a new level of psychological and spiritual growth (Bonanno, 2005; Calhoun & Tedeschi,
1999: Tedeschi & Calhoun, 1995, 2004; Tedeschi & Kilmer, 2005). Some trauma survivors are
thus nl}l to make positive personal or career changes out of a renewed sense of purpose and
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value in their lives. Of course, not all crime victims are able to achieve this successful
reintegration of the ordeal, and many may struggle with at least some vestige of emotional
damage for a long time, perhaps for life (Everstine & Everstine, 1993; Matsakis, 1994;
McCann & Pearlman, 1990). Therefore, the main caution about these transformational
therapeutic conceptualizations is that they be presented as an opportunity, not an obligation.

The extraction of meaning from adversity is something that ultimately must come from the
crime victim themselves and not be foisted on them by the therapist. Such forced existential
conversions usually are motivated by a need to reinforce the therapist’s own meaning system,
or they may be part of what I call a therapeutic “Clarence-the-angel fantasy” (Miller, 1998b),
wherein the enlightened counselor swoops down and, by virtue of the clinician’s brilliantly
insightful ministrations, rescues the client from their darkest hour and gives them a
proverbial new lease on life.

Realistically, we can hardly expect all or even most of our traumatized glients miraculously
to transcend their tragedy and thereby acquire a fresh, revitalized outlook on life—how many
counselors would respond this well? But human beings do crave meanmg (Yalom, 1980), and
if a philosophical or religious orientation can nourish the client in their journey back to the
land of the living, then our therapeutic role must sometimes stretch to include some measure
of guidance in affairs of the spirit.

COUNSELING IMPLICATIONS

Psychotherapy with traumatized crime victims must span the range from concrete,
supportive, and directive approaches to the most abstract, and even—in the Liroadest sense—
spiritual modalities. Short-term crisis intervention can help restore a feeling of stability and
control early in the trauma evolution process and possibly prevent the development of more
disabling posttraumatic manifestations down the road.

Psychophysiological and cognitive-behavioral symptom-reduction -trategies can help break
the vicious cycle of escalating distress leading to greater helples.ness, more severe distress,
and so on. Psychologically integrative therapy and counselinyg approaches can help crime
victims put their experiences into a narrative context to re¢aqin a sense of order and meaning
in the world. Counselors who work with crime victims shouid master the fundamental skills of
trauma therapy but be knowledgeable and flexible enuugh to allow each client’s individual
personality and recovery trajectory to guide intervention efforts.

CONCLUSION

Psychotherapeutic work with crime victim survivors often forces the clinician to confront the
effects of human callousness and cruelryv in all of its flesh-and-blood starkness. Working with
these clients requires skill, dedication, patience, perseverance, flexibility, tolerance of partial
solutions, @and, sometimes, a stron:t ~fomach. But in many cases, the clinician will have the
satisfaction of knowing that thev have made a substantial impact, not just on the crime victim
themselves, but on the larger radiating orbit of family, coworkers, and community.

ADDITIONAL RESOURCES

A robust set of instructor resources designed to supplement this text is available. Qualifying
instructors may request access by emailing textbook@springerpub.com.

PRACTICE-BASED RESOURCES AND REFERENCES
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Websites

National Center for Victims of Crime www.ncvc.org
National Organization for Victim Assistance www.trynova.org
Office for Victims of Crime http://www.ojp.usdoj.gov/ovc/help
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satisfaction of knowing that they have made a substantial impact, not just on the crime victim
themselves, but on the larger radiating orbit of family, coworkers, and community.

ADDITIONAL RESOURCES

A robust set of instructor resources designed to supplement this text is available. Qualifying
instructors may request access by emailing textbook@springerpub.com.

PRACTICE-BASED RESOURCES AND REFERENCES

RESOURCES

Websites

National Center for Victims of Crime www.ncvc.org
National Organization for Victim Assistance www.trynova.org
Office for Victims of Crime http://www.ojp.usdoj.gov/ovc/help
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CHAPTER 15

Traumatic Aftermath of Homicide and
Suicide

JAYNA BONFINI

A
CHAPTER OVERVIEW

This chapter focuses on the loss, grief, and trauma *hat survivors may experience in the
aftermath of a homicide or suicide. The chapter examines the various effects of homicide and
suicide and discusses treatment strategies for working with survivors.

i
LEARNING OBJECTIVES
After reading this chapter, the reader should be able to:

1. Understand the impact of homicides and suicides on survivors;

2. Develop empathy concerning muitiple losses;

3. Discern the potential effect oi CUVID-19 pandemic isolation on homicide and suicide rates;

4. ldentify the diagnostic considerations associated with the loss of a loved one through
homicide or suicide; and,

5. Understand the treatment strategies that are most relevant to survivors of homicide and
suicide.

INTRODUCTION

There is no way that anvone can prepare for the loss of a loved one through homicide or
suicide. These events leave tremendous pain and suffering in their wake. The suddenness, the
violence, and the preventability of such deaths complicate and compound the grieving
process for survivors. Mental health professionals are positioned uniquely to assist clients in
dealing with these traumatic losses, to process their grief, and to minimize the secondary
victimization that manv survivors experience after a homicide or suicide. This chapter
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reviews the literature describing the impact of homicide and suicide on those left behind.
Treatment issues and strategies for working with survivors are also discussed.

TRAUMA OF HOMICIDE

Each year, over 19,000 people die due to homicide in the United States (Centers for Disease
Control and Prevention [CDC], 2017). The Center for Victim Research estimates that
approximately 64,000 to 213,000 experience homicide co-victimization each year, which
translates to a range of 20 to 70 people per 100,000 annually who are surviving the loss of a
murdered loved one (Bastomski & Duane, 2019, pp. 3-4). While few studies measuring the
national prevalence of homicide co-victimization exist, we know that every homicide leaves
behind family members and loved ones—survivors and co-victims—whose lives are forever
changed (Bastomski & Duane, 2019; Spungen, 1998). Losing a loved one to homicide may
result in psychological trauma that shatters a person’s sense of security and well-being.

Family Survivors

Family members may make sense of their loved one’s murder in their own way. Some may try
to get back to “normal”; others might not, as they realize the need for a new normal. There
may be traumatic reminders throughout the grieving process, and dealing with the criminal
justice system often may cause survivors to relive ,the horror (Spungen, 1998). Some
traumatic reminders include news accounts of the murder or similar event:; seeing or
identifying the murderer; holidays, birthdays, or anniversaries of the loved one’s death; and
the occurrence of life events that the deceased will never experience (e.y., driving a car,
walking their daughter down the aisle, celebrating a child’s first steps). Other reactions and
contextual factors that affect family members include inexplicability, social stigma, and
involvement with the criminal justice system.

Inexplicability

The horror and disbelief of hearing of a loved one’s murder is beyond comprehension. It is an
ugly situation to process, and individuals often demand tu know every piece of information
around the death, in order to try to make sense of the situation. Survivors often experience
dissociation, or a disruption in how their minds handle information. They may feel
disconnected from thoughts, feelings, memories, and surroundings. Survivors often ask the
same five questions: (1) What happened? (2) Why did this happen? (3) Why did I act as I did
then? (4) Why did I act as I have since then? And (5] What if this happens again? (Figley,
1985, p. 404).

Social Stigma

The way the person died often determines the aftermath of the murder. For example, if a
victim engaged in high-risk behavior before the murder (e.g., addiction, gang membership),
survivors may feel isolated from others and disenfranchised from their ability to grieve the
loss, because others helieve that the victim put themselves at risk. In fact, the victim and the
victim’s family may be blamed urrationally for the murder, as “if only they did X, their loved
one would still be alive.” This reinforces the assumption of their own personal invulnerability
and that people get what they deserve. However, as we know, this is a fagade and tragedy can
befall any family.

Involvr .nal Justice System

Pleas, motions, hearings, trials, sentencings, appeals, and other aspects of involvement with
the criminal justice system can be overwhelming to survivors of homicide. Each step of the
leqgal process can bring strong emotions to surface and cause emotional distress. For
example, in cases where there is sufficient evidence for a jury to find the defendant guilty,
family members may feel that the sentence was not long enough. Plea bargaining, which
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dominates the criminal process in the United States, can bring a great deal of frustration to
homicide survivors (Reed & Caraballo, 2021). Finally, in cases where the killer is unknown or
where there is insufficient evidence for a guilty verdict, the survivor may feel even more
helpless or angry.

Multiple Losses

Victims of violent crime frequently experience more than one traumatic event in their
lifetimes (Saunders, 2003). Furthermore, criminal victimization is correlated with
demographic factors such as racial/ethnic status and socioeconomic status, which represent
risk factors for psychiatric disorders (Kilpatrick & Acierno, 2003). Therefore, it sometimes is
difficult to attribute psychiatric symptoms to a particular traumatic event. More studies are
needed that control for risk factors such as demographic variables and prior trauma history,
in order to better understand the effects of traumatic events like homicide victimization. Box
15.1 illustrates one person’s experience with multiple losses.

BOX 13.1
&
Case lllustration: Susan

Susan is a 58-year-old woman, married for 35 years tosRick, 59. They have two grown
children: Jeremy, 28, and Natalie, 24. Susan works as a reading specialist at a local
elementary school, and her husband owns a landscaping business. The family - close-knit,
and during the busy summer months of Rick’s business, the whole family worked together
on landscaping projects and routine maintenance.

Late one evening, police officers rang the family’s doorbell and informed Susan and Rick
that Jeremy had been murdered. Susan dees not recall what happened in the next moment,
and the hours and days after receiving the news are missing from her memory. She went
with Rick to choose a casket and plan a funeral, but she reports that she cannot tell you
who attended the funeral, what was said, or even what she wore. She asked, “What are you
supposed to wear to your child’s funeral anyway?”

Susan began to be aware of feelings and sensations as the initial shock began to subside.
Her appetite was nonexistent, and she was unable to s'cep for more than an hour or two at
most. Susan had recurrent nightmares of Jeremy asking tor help or calling out to her asking
why he died. Susan would wake up shaking and wracked with a sense of guilt that she had
been unable to help and protect her son. She tock a leave of absence from work until the
end of the academic year.

Rick, concerned for Susan’s health, was able to convince her to leave the home and visit a
doctor. Susan’s doctor prescribed medication to help with sleep and depressive symptoms.
Susan began to regain her strength ~nd emotional stability, as she was able to rest and
recover from: ‘her profound loss.

When an arrest was made, a mrnth later, Susan and Rick were told that the case against
the alleged perpetrator was strong and that a trial date would be in 6 months. Susan and
Rick were informed by the district attorney that the trial would start on a particular date.
However, when thev arrived, they learned that, at the last minute, the trial had been
postponed. This was very fiustrating to both Susan and Rick, who were hoping for a sense
of closure, as well as justice for Jeremy.

When the trial finallv commenced, Susan found it difficult to observe images from the
crime scene and had to leave the courtroom temporarily. She found it difficult to breathe
and had thoughts of Jeremy’s suffering in his final moments. A guilty verdict was ultimately
returned, and Susan, Rick, and Natalie prepared victim impact statements to express their
pain and injuries as a result of Jeremy’s murder. The killer was sentenced to prison, for 20
years, for murder in the second degree.

Once the legal case was closed, Susan thought her life would return to “normal,” or as
close to normal as she could imagine, but without Jeremy. Unfortunately, the trial brought
up some of the feelings, nightmares, and anxiety that she experienced during the time after
Teremy’s funeral. Her flashbacks worsened, and her sleep suffered: she also became
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reclusive, spending days in Jeremy’s childhood bedroom surrounded by his photos, old
sports trophies, and other items that reminded her of him. Rick, again concerned, called
their family doctor who referred Susan to a trauma counselor.

The trauma counselor, Tamara, diagnosed Susan with posttraumatic stress disorder
(PTSD). During the initial assessment, Tamara discovered that Susan blamed herself for
Jeremy’s death, because she had encouraged him to move into his own apartment the year
prior. Susan wanted him to be more independent and to live as a young adult and not a
“perpetual teenager” in her home. Tamara was able to reframe this distortion for Susan and
began a course of Eye Movement Desensitization and Reprocessing (EMDR) to help Susan
cope with the traumatic images. Tamara also referred Susan to a psychiatrist to obtain
medication to help relieve the symptoms of hypervigilance and avoidance that she was
experiencing.

Susan’s symptoms subsided over time, and after more than a year, Susan felt that she was
ready to take what she had learned about this process and help others in similar situations.
Susan worked with another homicide survivor to start a local support group aimed at
helping other families and friends to navigate the thoughts, fe%ings, and sensations that
surround such a seismic loss.

TRAUMA OF SUICIDE

Suicide long has been considered a global public health problem, with about 801,000 people
taking their lives each year (World Health Organization [WHO], 2019). It is & complex and
multidimensional phenomenon. Individuals who attempt suicide frequently describe feelings
of hopelessness, despair, and social isolation as triggers for acting on suicidal impulses
(Feigelman & Feigelman, 2008). According .to WHO data, each suicide is accompanied by
more than 20 suicide attempts (WHO, 2019). In 2019, the most recent year that full data are
accessible from the CDC, the number of deaths totaled 47,511 in the United States. It is in
the top 10 causes of death across all age groups and the second-leading cause of death in
persons under the age of 34 (CDC, 2017).

The literature describes suicide as affecting between fi= nuclear family members and 80
relatives, friends, and acquaintances (Andriessen et al., 2017; Berman, 2011). A meta-analysis
by Andriessen et al. (2017) found that 4.3% of people have experienced a suicide in the
previous year, with 21.8% being exposed to suicide uring their lifetimes. This makes suicide
a highly pervasive phenomenon, with the group of suicide survivors being one of the largest
at-risk communities for mental health disorders. Suicide survivors show increased risk of
complicated grief, depressive and anxiety disorders, substance-abuse disorders, and suicidal
behavior (Jordan & McIntosh, 2011).

Grieving suicide survivors are a particular group of individuals. Grief is the natural reaction
to the loss of someone significant, as the survivor processes emotional, psychological,
physical, and behavioral responses to the death (Jordan & McIntosh, 2011). However, people
grieving suicide loss also present an important component of shock and possible trauma, as
well as feelings of abhandonment, rejection, unacceptance, and shame related to the
circumstances of death (Jordan & McIntosh, 2011).

Family Survivors

When a loved one is murdered, there is often a desire for an explanation; the question “Why?”
emerges. Why did this happen? However, when a loved one dies by suicide, the “Why?”
question is coupled with the question of responsibility. In homicide, the horrific intent of the
murderer might explain what happened; this intent, coupled with actions, certainly points to
responsibility, especially in the court of law. However, the responsibility question is not
always so clear with respect to suicide. Jordan (2020) explains that most survivors begin by
blaming themselves for the death. “Many survivors repeatedly review a litany of their own
‘sins of omission and commission’ in trying to assign responsibility for the death” (Jordan,
2020).
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Table 15.1

Relationship Loss Issues for Survivors of Suicide

Loss of a Child Loss of a Parent Loss of a Sibling Loss of a Spouse/Partner

+ Rejection s Abandonment » Loss of victimas wellas « Abandonment

= Guilt s Legacy of suicide parent(s) « Rejection

= Shame + Children acting out in = Added family * Blame

= Blame grief responsibility = Survivor guilt

= Stigma * Secondary loss of = Anger * Anger

» Fear of exposure as surviving parent + Blame parent for failure = Stigma

failure « Guilt * Ovemresponsibility + Others blame spouse

= Anger * Responsibility + Parentification = Expectations of others
* Blame
« Parentification

Those who are left behind in the wake of a suicide are left trying to understand how to deal
with an inexplicable act. They are left to mourn a parent, child, or sibling who was a part of
their life since the moment they were born, or to mourn a spouse whose love and life they
shared, or to grieve their very best friend and companion. In his 2020 article sutnmanzing his
40 years of experience working with suicide survivors, John Jordan outlined the mourning
process after a suicide and how it differs from more normative causes of death. First, there is
a greater need to seek an explanation for the death and to make sense of the d=ath (Jordan,
2020). Second, survivors experience greater levels of guilt and felt responsibility for the
death, or, at a minimum, for a failure to somehow foresee and prevent the suicide (Jordan,
2020). Third, there is a greater level of stigmatization and shame about this mode of death,
and a greater need to conceal the fact that the death was a suicide (Jordan, 2020). Fourth,
survivors receive more avoidance by, and isolation from, social support from their regular
social networks (Jordan, 2020). And, fifth, exposure to the loss of a loved one to suicide
increases the chances of suicidal thinking and behavior in the person exposed (Jordan, 2020).

The type of relationship that was lost influences the reactiuns of the survivor. Because the
needs, responsibilities, hopes, and expectations associai-~d with each tvpe of relationship
vary, the personal meanings and social implications of «ach type of death also differ. Table
15.1 demonstrates relationship loss issues that may ari+¢ when a loved one dies by suicide, as
highlighted in Flatt’s (2007) Suicide Survivors' Support Group Guide.

Loss of a Child

Katrina Fuller lost her son, Landon, 11, to suicide in late April 2020, after the schools were
closed across the country and stay-at-home orders imposed to minimize the spread of COVID-
19. The closures were hard on many people; for some, it was completely destabilizing.
Landon took the shutdowns especially hard (MacGillis, 2{]21} He was an outgoing kid who
loved school, enjoyed attending «hurch, and liked riding bikes with his friends in the
neighborhood. He was lonely a::rl had written in his journal that the lockdowns were driving
him crazy and that all he wanted was to go to school and play outside with his friends
(MacGillis, 2021). It was too much for him to bear. As Katrina and her family tried to recover
from this loss, several months later, a letter arrived at the grieving family’s home. It was a
form letter from the state Public Fducation Department indicating that Landon had been
truant from his online classes in Fall 2020 (MacGillis, 2021). Her sadness turned to anger at
the insensitive oversight.

Katrina started hearing from other families from around the country, including a mother of
a 6-year-old. "These are kids without mental health issues, with good families, kids that are
loved,” Katrina said. “I've heard it all,” Fuller said with respect to explanations. “I've blamed
myself” (MacGillis, 2021),

Parents who lose a child experience unique circumstances that can intensify and prolong
the mourning process. They struggle to make sense as to why their 11-, 15-, 19-, or 25- -year-
old child dld ot ask them for help. Sometimes there are warmng signs of the person’ s
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intentions. However, clues may be so disguised that even a trained professional may not
recognize them. Occasionally there are no discernible signs, and the child’s suicide becomes
a catastrophic decision that may never be understood. While mental illness often plays a role
in suicide, not everyone who dies by suicide is mentally ill (Stone et al., 2018). For every
family that has experienced years of treatments, hospitalizations, and medications with their
child, others experience none at all.

Loss of a Parent

In the wake of a parent suicide, many children and young teens are devastated and
“experience profound grief, guilt, and anxiety that may persist for months and even years”
(Jamison, 1999, p. 302). Losing a parent to suicide at an early age is often a catalyst for the
child’s own psychiatric disorders and even suicide; however, it is the simultaneous
developmental, environmental, and genetic factors, which come together that increase the
risk for also dying by suicide (Wilcox et al., 2010). Children can be surprisingly resilient, and
research demonstrates that a supportive environment and attention to any emergent mental
health symptoms may offset even such a major stressor as a parent’s suicide (Cohen et al.,
2006; Jamison, 1999; Janet Kuramoto et al., 2009; Wilcox et al., 2010). Like other trauma
survivors, there may be a critical window for intervention in the aftermath of a parent's
suicide, during which clinicians carefully can monitor and refer children for psychiatric
evaluation and, if needed, residential care (Wilcox et al., 2010).

Siblings

People who lose a sibling to suicide often experience anger, complicated grief reactions,
depression, posttraumatic stress disorder, and even thoughts of taking their own lives {Bolton
et al., 2017). Until recently, these survivors were overlooked in med:ral research, However,
according to several studies of survivors, those who lose a sibling to suicide, especially one of
the same sex or close in age, have more serious mood disorders and thoughts of suicide
themselves than survivors who lose @ sibling for any other reason (Bolton et al., 2017;
Royden, 2019). It might be difficult, as well, for siblings to find support within their families,
as they are struggling with the less, and in some families, siblings feel that they should not
show their pain for the sake of their parents (Royden, 2019).

Spouse

Companionship in many marriages consists of sharing daily routines, responsibilities, and bed
and often the sharing of intimate lives. In all cases, the death of a spouse to suicide
necessitates that the survivor find substitute companions or tolerate a lonelier life. In addition
to dealing with the traumatic loss, the surviving spouse i1s left with unfamiliar tasks to be
accomplished. For example, the loss of a spouse may mean the loss of the family’s chief
income producer, which then imposes on the survivor a need to manage the household
finances and to compensate for the spouse’s absence. This is especially difficult if the couple
has young children to support.

Writing in Night Falls Fast: Understanding Suicide, Jamison (1999) recounts a woman's
experience after the death of her husband: “The guilt and ‘if onlys’ escalated and seemed to
be endless, especially for me. My husband’s parents, who were very close to us before the
suicide, blamed me for my husband's depression and refused to enter our home” (p. 302). In
this way, the couple’s children lost both their father and their paternal grandparents to
suicide.

Survivors experience greater levels of guilt and felt responsibility for the death (or at a
minimum, for a failure, somehow, to foresee and to prevent the suicide). There is a greater
level of stigmatization and shame about this mode of death, and a greater need to conceal the
fact that the death was a suicide. In her aforementioned book, Jamison (1999) recounts a
story of the denial of suicide. One of her colleagues, an eminent scientist, suffered from
bipolar disorder and killed himself. His wife refused to belief that he had died by suicide and
forbade it from being mentioned at his funeral or memorial service. She unknowingly “made
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it very hard for his fellow professors, graduate students, and laboratory staff to deal with his
death and move on with their lives. Even a year later, his students and colleagues found it
difficult to discuss the suicide” (Jamison, p. 299).

There is an expression in the support community that goes along the lines of “No one
brings you a casserole when your family member dies by suicide” (or when your loved one is
an addict or has another stigmatized mental health diagnosis). Survivors experience more
avoidance by, and isolation from, their supports and from their regular social networks.
Additionally, as in other sudden, unexpected, and often violent deaths such as homicide,
suicide also seems to produce higher levels of PTSD-type symptoms such as avoidance and
hyperarousal (Bonanno et al., 2007). This often is accompanied by a significant disruption of
the survivors’ assumptive world (e.g., beliefs such as “my life is predictable” and “I can keep
my loved ones safe from harm” (Parkes, 2001, 2013).

CURRENT RESEARCH: COVID-19’S IMPACT

At the time of this writing, we do not yet know the full impact of COVID-19 in terms of
homicide and suicide survivors as a full report of the 2020 data is not yet available. However,
COVID-19 brought together extreme cases of social isolation and/or unrest and economic
unease against a background of fragile and undersupported public health systems. With such
risk factors, it is unsurprising that the homicide and suicide rates increased during 2020—as
well as the ranks of survivors left behind. Indeed, this pandemic fundamentally has disrupted
the ways in which survivors process death and grieving. In-person funerals have been
replaced by scaled-down or virtual events. Relatives and friends expressing condolences often
have provided them via a smartphone screen instead of in person.

In a recent report by the National Commission on COVID-19 and criminal justice, homicide
rates in a sample of 34 cities were 30% higher in 2020 than in 2019, @ jump that claimed an
additional 1,268 lives in those cities alone. Rosenfeld et al. (2021) <aid that urgent action is
needed to address the increase, ingcluding subduing the pandemic, improving police
legitimacy, and expanding proven antiviolence programs in cities hardest hit by crime.

While homicide rates in 2020 were higher than 2019 levels during every month of the year,
the rise was steepest in June, coinciding with mass protest. atter the May 25 Kkilling of George
Floyd by a Minneapolis police officer. The three largect cities in the sample, New York, Los
Angeles, and Chicago, accounted for 40% of the 1,208 additional murder victims in 2020
(Rosenfeld et al., 2021). Rosenfeld et al. (2021) reported that “While there is variation among
the cities, what is mest notable is that homicide rose substantially in the vast majority of
them” (p. 18). Overall, a rise in murders of this magnitude suggests that the increase in the
national homicide rate is likely to exceed the previous largest single-year increase of 13% in
1968 (Rosenfeld et al., 2021). That determination, however, cannot be verified until official
crime statistics are released by the fedsral government in late 2021. It should be noted that
homicide has dropped significantly in the United States since the early 1990s, although brief
spikes occurred in 2005, 2006, 2015, and 2016. Fven with the 2020 increases, the homicide
rate for the cities in the Rosenfeld et al. study was just over half of what it was for those same
cities 25 years ago (11.4 deaths per 100,000 residents in those cities versus 19.4 per 100,000
in 1995) (Rosenfeld et al., 2021).

Suicide and COVID-19

The compulsory lockdowns for people during the spring of 2020 confined nearly half of the
world’s population to their households. This lockdown, to stop the spread of COVID-19, led to
a decrease n contacts and deprived individuals from their support and care structures as
people received help only for basic daily needs. During this time, Pinto et al. (2020)
explained, “Emotional and affective support was scarce, with a marked increase in feelings of
loneliness and isolation” (p. 2). Even prior to COVID-19, the suicide rates had been climbing,
in addition to rising rates of anxiety, depression, and substance abuse. During the week of
June 24, 2020, CDC data showed that younger adults, racial/ethnic minorities, essential
workers, and unpaid adult caregivers reported having experienced disproportionately worse
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mental health outcomes, increased substance use, and elevated suicidal ideation (Czeisler et
al., 2020). Alarmingly, nearly a quarter of young adults experienced suicidal thoughts
(Czeisler et al., 2020).

The full data set for 2020 is not yet completed; sadly, it seems that 2020 will be another
year of suicide increases (Czeisler et al., 2020). If these trends continue, or if it willbe a 1 or
2 year increase due to the pandemic, only time will tell. We know that some of the strategies
that successfully have prevented homicides and suicide in the past are not available until the
vaccines become more widespread, and society resumes a semblance of normalcy. However,
in the meantime, mental health, medical care, and services for justice-involved individuals
require a great deal of face-to-face contact, typically among service providers and the people
who are most likely both to commit these offenses and to be the victims of them. Not
everyone has the capability to engage in telehealth and videoconferencing, and this makes it
difficult for those who cannot meet in person.

DIAGNOSTIC CONSIDERATIONS

Intense grief is typical, after we lose someone close, and remains intense until we adapt to
the loss. For an estimated 10% to 15% of bereaved people in the general population,
adaptation is problematic (Bryant, 2013). The rates for bereaved people experiencing
difficulty in adapting are higher when the death is sudden, unexpected, or violent, such as in
homicide and suicide (Bastomski & Duane, 2019). Evidence indicates that many survivors are
diagnosed with posttraumatic stress disorder (PTSD), depression, suicidal ideation, and/or
complicated grief as a result of their experiences.

Posttraumatic Stress Disorder

As individuals, we often have the deepest connections with those that we love—these
relationships help make us who we are. They contribute to our sense of identity and have the
power to transform us, for good or bad. Because of this, the death of a loved one can create
numerous psychological issues, including the development of PTSD, particularly if the loss is
tragic and unexpected. By definition, PTSD can occur when someone has experienced,
witnessed, or been confronted with a terrible event. New:s of an unexpected death already
brings up especially strong emotions, because it citches us off guard. A tragic death
magnifies these feelings. In fact, a 2014 studv by Keyes et al. (2014) noted that, “unexpected
death was associated consistently with elevated odds of new onsets of PTSD, panic disorder,
and depressive episodes at all stages of the life course.” The symptoms of PTSD (American
Psychiatric Association, 2013; Mitchell & Terhorst, 2017) include:

Being frequently angry, tense, ot jumpy;

Physical symptoms like heart palpitations, sweating, or hyperventilating;

Flashbacks of the trauma or dwelling on what the person might have gone through in their
final moments;

Persistent avoidance of thii 71s or events that remind us of the person or place where the
tragedy occurred;

Avoiding the emotions <uirounding the death or event;

Problems sleeping or nightmares;

Changing per<onal routine to aveid reminders of the event;

Distorted feelings of guilt and blaming; and,

Negative thoughts.

Most of the time, people slowly begin to recover from the initial shock and grief of a death.
For those with PTSD, however, the symptoms dramatically affect their day-to-day lives, and
they experience the symptoms for at least a month, perhaps longer. While some survivors may
eventually recover on their own, it is best to seek counseling and other assistance to
overcome PISD svmptoms.
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Major Depressive Disorder

The death of a loved one can lead to major depressive disorder (MDD; Bastomski & Duane,
2019; Bellini et al., 2018), which can be diagnosed in the fallout of a traumatic death. People
with MDD experience symptoms like persistent sadness, loss of interest in activities, and
sleep and appetite disturbance (American Psychiatric Association, 2013). Additionally, suicide
survivors may be at an increased risk for suicide themselves, particularly if they have lost a
romantic partner or child to suicide, as discussed previously. This risk is even higher if the
suicide survivor has a mental health diagnosis such as PTSD or MDD (Bellini et al., 2018).

Prolonged/Complicated Grief

There is no predictable trajectory to the traumatic grief related to homicide and suicide.
Acute grief symptoms—such as feelings of shock, sadness, and yearning—usually lessen in
intensity over time, enabling the bereaved to reengage with life. However, approximately 10%
of bereaved people find that grief persists with substantial distress and impairment for vears
after a loss—a condition called complicated grief (Columbia Center for Complicated Grief,
2018). Complicated grief is diagnosed when grief and related,symptoms remain severe
beyond the first year, interfering substantially with healthy functioning and impeding the
survivor’s ability to integrate the loss and move forward (Columbia Center for Complicated
Grief, 2018). Risk factors for complicated grief are elevated after a traumatic loss, such as to
suicide or homicide. Indeed, homicide survivors experience complicated grief at a rate twoe to
three times higher than the general population (Columbia Center for Complicated Grief,
2018).

RELEVANT MULTICULTURAL ISSUES

It is well-established that grief due to homieide or suicide is difficult regardless of race, age,
gender, or socioeconomic status. However, certain populations are more vulnerable and may
be at heightened risk. Throughout the United States, homitide and its survivors are
geographically concentrated in large eities (e.g., New York, L.« Angeles, Chicago) with larger
Black and Latinx populations and part of a broader nattern of structural inequalities
(Rosenfeld et al.,, 2021). Black and Latinx people face an elevated risk of homicide and
homicide co-victimization compared to their White ccunterparts (CDC, 2017). Additionally,
Native Americans also face higher rates of homicide compared to Whites. Based on a lack of
research that examines the rate of homicide survivorship or co-victimization among Native
Americans, it is not possible to present an accurate estimate of the risk that Native
Americans face (Bastomski & Duane, 2019, p. 5). We can only make an inference, based on
the prevalence rates and existing literature, that the risk is elevated.
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Race and ethnicity are correlated with high risk of homicide survivorship. In particular, Black
adults, adolescents, and children, as well as Latinx adolescents and children, are substantially
overrepresented as homicide survivors (Bastomski & Duane, 2019; Turner et al.,, 2018).
Alarmingly, evidence suggests that homicide survivors/co-victims are concentrated among
adolescents. Bastomski and Duane (2019) explain, “people are most likely to identify as a
survivor during this time ... the difference in reporting could reflect variation in how younger
people perceive loss” (p. 5).

Conversely, the prevalence rate for suicide is higher among White Americans, well above
those for Asian Americans, Black Americans, and Hispanics (Frakt, 2020). Case and Deaton
(2017) found that both White non-Hispanic men and White women are facing a mortality
crisis with what they refer to as “deaths of despair” (e.g., deaths by suicide, alcohol, and
drugs; p. 11). White deaths of despair have increased in all regions of the country at every
level of urbanization (Case & Deaton, 2017, p. 12). The epidemic has spread from the
Southwest, where it was centered in 2000, first to Appalachia and then to Florida and the
west coast by the mid-2000s; it is now, unfortunately, nationwide (Case & Deaton, 2017, p.
12). Additionally, the CDC found higher suicide rates in rural America than in medium/small
and large metropolitan counties. Most gun deaths in America are suicides, not murders;
White men are more likely to own a gun (CDC, 2017; Frakt, 2020).

Protective factors such as the Christian or Catholic faith for Black Americans and the [atinx
populations, respectively, and kinship responsibilities held by Asian Americans n. ay keep their
suicide prevalence and survivorship rate lower than Whites (Frakt, 2020). Ths 1s despite
lower unemployment and other markers of success (Frakt, 2020).

TRAUMA-INFORMED TREATMENT STRATEGIES

Survivors of suicide and homicide face unique challenges that tan impede the normal
grieving process. As mentioned in an earlier section, this puts suivivoers at an increased risk
for developing complicated grief, MDD, PTSD, and suicidal ideation. If left untreated, these
conditions can lead to prolonged suffering, impaired functioning, negative health outcomes,
and even fatalities. There are several effective treatment tiierapies for addressing significant
mental health disorders after the sudden or traumeanc death of a loved one, including
cognitive behavioral therapy (CBT), EMDR, and somatic experiencing. Sometimes
medications are used in conjunction with these modalties.

Cognitive Behavioral Therapy

A tragedy and the resulting trauma may alter survivars' thinking as they try to process what
happened. For example, they might feel overwhelming guilt, as if they were somehow
responsible for the event. Or they may I=el detached from the world or from those they love.
These negative thoughts can cauce avoidance of the things normally enjoyed, or they can
cause survivors to worry obsessiveiy that they may lose someone else in a similar manner.
Initially developed by Aaron Bedck in 1964, CBT focuses on the relationship among thoughts,
feelings, and behaviors, and nutes how changes in one domain may improve functioning in
the others (Beck, 1976). Altering a person’s unhelpful or faulty thinking may lead to healthier
coping and improved emotional regulation.

Counselors using CBT encourage clients to evaluate their thinking patterns and
assumptions in order to identify unhelpful patterns in thoughts, such as overgeneralizing bad
outcomes and applying this type of overgeneralization to all situations. By using CBT, clients
learn to overcome the kind of negative thinking that diminishes anything positive or even
neutral, and that positions clients to expect catastrophic outcomes. Counselors aim for their
clients to achieve a more balanced and effective pattern of thought. The intention is to help
clients to reconceptualize their understandings of traumatic experiences, as well as their
understanding of themselves and their ability to cope (Monson & Shnaider, 2014).
Additionally, clients are exposed to the trauma narrative, whereby they are reminded of the
emotions assoclated with the traumatic loss. This helps clients to reduce avoidance and
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maladaptive associations with the trauma in a controlled and measured way, working
collaboratively with the counselor at the client’s own pace (Monson & Shnaider, 2014).

Eye Movement Desensitization and Reprocessing

EMDR helps people to process trauma on an emotional level. With PTSD, traumatic thoughts
and memories work against the brain’s healing process. Flashbacks, nightmares, and
disturbing emotions cycle through the brain, keeping the ordeal in the forefront of the
person’s mind. EMDR therapy can break that cycle by using bilateral (both sides of the body)
stimuli to tap into the biological mechanisms that the brain uses during rapid eye movement
(REM) sleep (Shapiro & Maxfield, 2002). The theory is that using REM, while recalling the
disturbing thoughts or memories of the trauma, helps the brain to process it naturally,
allowing the mind to heal. A therapist might use such bilateral stimulation as hand-tapping,
eye movements (e.g., following a pattern of lights, following fingers moving back and forth),
vibrations, and musical tones.

More than 30 positive controlled outcome studies have been done on EMDR therapy. Some
of the studies show that 84% to 90% of single-trauma victims no longer have posttraumatic
stress disorder after only three 90-minute sessions. Another study, funded by the HMO Kaiser
Permanente, found that 100% of the single-trauma victims and 77% of multiple-trauma
victims no longer were diagnosed with PTSD after only 8ix 50-minute sessions (EMDRIA,
2021). Given the large research base demonstrating EMDR's effectiveness for the treatment
for trauma, it is well-regarded by organizations such as the American Psychiatric Association
and the World Health Organization (EMDRIA, 2021).

Somatic Experiencing®

The Somatic Experiencing method is a body-oriented approach to recovery from trauma and
other stress disorders. Created by Levine (1997), Somatic Experiencing releases traumatic
shock to transform emotional trauma. It differs from cognitive therapies in that its major
interventional strategy involves bottom-up processing by directing the client's attention to
internal sensations, both visceral and muscular-skeletal, rather than to primarily cognitive or
emotional experiences (Payne et al.,, 2015). Somatic Experiencing specifically avoids direct
and intense evocation of traumatic memories and instead approaches the charged memories
indirectly and gradually.

Family Therapy

In addition to individual therapy, familv therapy mav be helpful for those attempting to
reconstruct their worldview after a homicide or suicide. The goal of family therapy, in the
aftermath of hemicide and suicide, is t. assist the loved ones in the completion of unfinished
business between themselves and thnw whom they lost. It also is helpful to recognize the
remaining roles and relationships i: the family that have been left behind.

Counselors who work with families are aware of the diversity of family dynamics that must
be addressed and accommodated in treatment. This applies to reactions to tragedy as well.
Vesper and Cohen (1999) de<cribe five types of family reactions in the face of traumatic loss,
including in the case of criminal vicimization and its aftermath. The “contemptuous family”
copes with adversity by getting upset, berating and blaming each other, and/or denying the
existence of problems. Counselors may have to start with getting family members to
communicate over small matters before addressing big issues like their common loss. The
“brittle family” members are reluctant to depend on one another for support; they prefer to
rely on outsiders for care and concern. The counselor may take advantage of this and serve as
a bridge to connect family members. The “hierarchical family” functions with a sense of
internal unity and purpose. However, it has little flexibility, and specific family members—
usually the older persons or eldest child—make the decisions. While this structure can inject
an element of order and stability to chaos, the risk is that the cohesion may crumble if the

hierarchy breaks down. The counselor should encourage flexibility in decision-making. The
Yeamdririne famili® ralice an reliminiie faith to daal whith tracedv Thav avnert that Cod doaame
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"enduring tamily” relies on religious faith to deal with tragedy. l'hey expect that God deems
the consequences that are appropriate, and that challenges sometimes will occur that are
part of a greater plan. As long as this remains a healthy and inclusive way of coping,
counselors should reinforce meaning-making. Last, and healthiest, is the “functional family,”
which supports and bolsters more devastated family members while working to care for one
another. For these families, the counselor’s task is to encourage members to keep providing
positive support (Vesper & Cohen, 1999).

Group Therapy

In her seminal work, Trauma and Recovery, Herman (1997) writes that while a survivors’
group is a good idea, it requires careful planning by the group leader, as groups that start out
with an overabundance of hope may dissolve, thereby causing additional pain. Potential group
members must be screened to ensure that the modality is appropriate for all participants.
Herman notes that the “destructive potential of groups is equal to their therapeutic promise”
(p- 217). However, when groups are successful, survivors of homicide and suicide are given
the opportunity to share feelings with others, to promote self-esteem, as they alternatively
receive and provide help to others, and to find personal meaning in the traumatic events that
led them there. Herman (1997) explains:

Commonality with other people carries with it all the meanings of the word common. It means
belonging to a society, having a public role, being part of that which is universal. it means riaving a
feeling of familiarity, of being known, of communion. It means taking part in the customary, the
commonplace, the ordinary. and the everyday. It also carries with it a feeling of smallness, or
insignificance, a sense that one’s own troubles are ‘as a drop of rain in the sea.’ The survivor who has
achieved commonality with others can rest from her labors. Her recovery is accomplished; all that
remains before her is her life. (pp. 235-236)

Peer Support Groups

Peer support groups have been founded by survivors who already have worked through many
of the issues in the aftermath of homicide, and who wish t~ help others who are similarly
situated. Support groups are a safe place for survivors tu share experiences and feelings.
Many survivors who recently have lost a loved one learn that others have had the same
reactions to a horrific experience, and it provides then. with hope that they, too, will be able
to cope. A list of resources for peer support groups i located in the online version of this
chapter. Box 15.2 describes a clinical pitfall that could jeopardize an attempt at counseling a
client who needs services.

= BOX 15.2

Clinical pPitfall

Commonly, Some counselors aim to “fix” the presenting problem, as soon as possible, by
using interventions that are dictated by their clinical approaches. For example, Larry, a
counselor using CBT, asked hi~ client James, a grieving widower, to “change his negative
thinking” about his wife’s dpath by suicide. While CBT can be helpful in treating survivors
following a traumatic loss, Larry first must strive to create a secure attachment with James,
in order to understand, fulh,f the long-term impact that such a loss may have on James, who
had hoped to grow old with his wife. Having a theoretical underpinning is necessary in
treatment. However, counselors must be patient and fully present with a client, going at the
client’s pace. It is difficult to work with people who are in extreme pain, and counselors
must remember that the survivor does not have a choice. Survivors cannot undo what has
happened to their loved ones. Counselors working with this population must tolerate the
persistence of the pain of this experience and be willing to sit with clients as they work
through this intense pain.

COUNSELING IMPLICATIONS
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We should note that clinicians often lack experience and training in working with survivors of
suicide and homicide. Indeed, many clinicians may find it overwhelming and exhausting to
work with clients who are grieving. Those who work with homicide and suicide survivors
must develop an ability to listen empathically to the repeated and often vivid descriptions of
violent images, poignant memories, and even fantasies for revenge. Validating a client's
suffering makes the counselor vulnerable to vicarious traumatization (vicarious
traumatization is detailed in Chapter 30, “Vicarious Traumatization,” but it is important to
discuss it briefly, here, as it relates to working with homicide and suicide survivors). It is
believed that counselors working with trauma survivors experience vicarious trauma because
of the work that they do with individuals who are in a great deal of pain due to abnormal
events. Vicarious traumatization refers to negative changes in the clinician’'s view of self,
others, and the world, resulting from repeated empathic engagement with clients’ trauma-
related thoughts, memories, and emotions (Pearlman & Saakvitne, 1995).

Vicarious trauma is the emotional residue of exposure that counselors have from working
with traumatized people; as counselors hear clients’ trauma stories, the counselors become
witnesses to the pain, fear, and terror that trauma survivors have endured (Pearlman &
Saakvitne, 1995). This is not simply burnout; vicarious trauma is a state of stress, tension,
and preoccupation concerning the trauma experiences described by clients. Symptoms might
include an avoidance of talking or thinking about what the trauma survivor has been talking
about, being numb to the client’s pain, or being in a persistent state of arousal. Counselors
should be aware of the signs and symptoms of vicarious trauma along with the potential
emotional effects of working with trauma survivors. Counselors must be careful not to assume
feelings and experiences that belong to clients. Obtaining appropriate clinical supervision
and attending to self-care needs are incredibly important for counselors workimg with this
population.

Counselor as Homicide Survivor

Losing a client to homicide is distinct from other forms of termination or bereavement, in that
it is violent, transgressive, and intentional (Milman et al., 2018). Resilience is an essential
component for counselors whose glients are murdered. Counselors who have a strong support
network, who maintain a sense of hope and optimism, and whe remember to practice self-
care are more likely and better able to overcome adverse events. Bolstering resilience can
allow mental health professionals to become hetter able to cope with such a loss and to
experience posttraumatic growth following the death of a person in treatment.

Counselor as Suicide Survivor

The potential for losing a client to suiricde is alwavs a risk for mental health professionals.
Whenever it happens, everyone associated with the client is affected by the tragedy. Box 15.3
presents a clinical illustration of when a counselor is the survivor of a client’s suicide.

BOX 15.3

Clinical lllustration: Surviving Candice’s Suicide

Candice was a 38-year old homemaker and mother of two. She was from a small town in
Eastern Ohio and moved to Pittsburgh 12 years ago, when she married her husband. She
initially was referred to counseling for depression, following an acrimonious divorce after
her husband’s affair. Candice and her ex-husband only communicated through the “Family
Wizard” platform, which was monitored by the court and their attorneys; they had a strict
schedule, with respect to joint custody of the two sons, ages 11 and 9. Candice believed
that the male judge had sided with her ex-husband in awarding joint custody. She had
wanted sole custody of their children. Instead, she had her children half of the time and her
ex and his new girlfriend had them the other half. Her ex-husband objected to her receiving
spousal support; however, she had not worked since they married 12 years ago, per her ex-
hushand’s desire to have a stav-at-home snouse To resume her teachina career Candice
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needed to retake qualifying examinations and other continuing education. The judge
awarded 3 years of spousal support, estimating that this would be how long it would take
Candice to get her career on track and support herself.

After a few months of outpatient therapy and a referral to a psychiatrist for an
antidepressant, Candice’s mood began to improve. She began to practice self-care, started
a workout routine with other women, and embarked on a path to be recertified as a teacher.
Candice talked with her counselor about taking a trip to visit family in Ohio and reconnect
with old friends. However, on the day prior to her leaving, her ex-husband called their
oldest son and announced that he was now engaged and that the boys would be big
brothers to an eventual half-sibling. The boys would celebrate the happy news with their
father and new stepmother-to-be that weekend. Candice met her ex at the designated drop-
off point, as planned, that next morning. Directly after hugging her boys goodbye, Candice
got in her car, drove to a bridge, and jumped off. Her counselor initially learned of her
death on Facebook.

One of the tragedies of Candice’s suicide is that she had been improving and charting a
new path of independence, and then a setback—news of her ex-husband moving on and
building a new family—leveled her. Counselors must address the aftermath of client suicide.
The loss is significant, both personally and professionally. Hendin et al. (2000) surveyed 26
therapists who lost a client to suicide. They found that emotional reactions »f guilt were
common, as were shock, grief, fear of blame, selffdoubt, shame, anger, and a sense of
betrayal. Twenty-one of the 26 therapists identified at least one major change that they could
have made, thinking that if only they did X or said Y, the suicide could have been prevented
(Hendin et al.,, 2000). Some of the therapists were reluctant to accept subsequent suicidal
clients into their practices as a result of the elient suicide. Finally, al:hough colleagues were
supportive, institutional responses, case reviews, and debriefs wer: rarely helpful, as these
either attributed blame or offered false reassurance that the suicide was inevitable (Hendin
et al., 2000).

There is a paucity of information regarding self-care aff.-r the loss of a client to suicide.
However, it is of the utmost importance, because a client s suicide can generate counselor
feelings of low self-esteem, professional incompetence, and thoughts about the counselor’s
own mortality.

Many competent clinicians—about a quarter of all counselors (Meyers, 2015)—lose a client
to suicide. We are humans first, before we are professionals, and we need to take the time to
discuss our feelings and review the case with a trusted colleague, preferably one who has
been in the same position. Counselors who ~xperience a client’s suicide are also at risk for
mental health problems, like anvone elce surviving & traumatic loss. Unfortunately, the
pressures of work and lack of time uften have an impact on counselors’ ability to take
appropriate: measures for their own self-care after client suicide (Scupham & Goss, 2020).
However, it is paramount for cuunselors to be given space to grieve, to have open
communication in the workplac:'. and to receive peer support and supervision. For counselors
in private practice, client suicide raises the need for external support to be accessible as well.

CONCLUSION

This chapter addressed the many factors surrounding the violent and sudden nature of
homicide and suicide, as well as how such an event may affect a survivor’s ability to cope in
the aftermath. Survivors of homicide and suicide need competent counselors to help them
with processing their traumatic experiences. Counselors working with this population must
be prepared to listen to graphic detail and difficult emotions from grief-stricken clients, while
engaging their own support systems to prevent vicarious traumatization.

ADDITIONAL RESOURCES
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A robust set of instructor resources designed to supplement this text is available. Qualifying
instructors may request access by emailing textbook@springerpub.com.




