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Abstract 

 

An historical and comparative content analysis of the nursing and medical professions’ main 

handbooks and journals provides the basis for this study of changes in dominant codes and ideals 

regulating the relationships between the dying and those who live on in The Netherlands, since 

1930. These sources demonstrate that, until the mid-’fifties, the pattern of codes and ideals 

reinforced a ‘regime of silence and sacred lies’. The ritual and rigid character of this regime 

loosened from then onwards, with the diffusion of more informal and varied codes of behaviour 

and emotion management. An ‘emancipation of the dying’ coincided with an ‘emancipation of 

emotions’. Former taboos and defence mechanisms concerning death and dying faded as the 

social (hierarchical) and psychological distance between the people concerned diminished. This 

development is first described and then interpreted in terms of processes of democratisation and 

informalisation. It is a way of regulating power and emotions at the end of life that is less 

hierarchical, more open, informal and personal. The growth of openness and interest in these 

matters is interpreted not only as a means of decreasing denial and repression but also as means 

of coping with feelings of powerlessness. This has been accompanied by a change in the standard 

sense of mortality which now demands more of one’s management of emotions. The analysis 

also shows that, as religious beliefs decreased (secularisation), interest in and knowledge about 

individual and social processes increased (psychologization and sociologization): veritable spurts 

in a process of mutual human identification. 
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Introduction 

 

Doctors and nurses have frequent and intensive professional contact with the dying. Most people 

who died from 1930 onwards, which is the period of research, will have been subjected to the 

direction or the regime of these professionals, whether in hospitals or at home.1  

 This is the report of a study into changes in the dominant code for contact with the dying 

since 1930. I have recorded these changes from three sources: the Dutch Journal of Nursing 

(Tijdschrift voor Ziekenverpleging or TvZ), nursing handbooks and books on medical ethics. 

Each fifth volume of the TvZ - long the only, and always the most important, nursing journal in 

the Netherlands has been studied from 1930 onwards, as if it were the minutes for that year. This 

has also made it possible to document changes in the regimes of power and emotions of the 

medical setting as a whole.2  

 There is, of course, a close connection between changes in codes and ideals, and the 

practice of everyday life, especially in a long-term perspective. The question of how closely or to 

what extent people have actually behaved according to these codes must remain unanswered 

here. It seems likely however that the actual processes of democratization and informalisation are 

lagging behind the changes observed in these sources, which mainly formulate ideals.  

 Three phases are distinguished in the research period: the first phase, from 1930 well into 

the 1950s, is described as ‘the period of the sacred lie’; the second phase is one of 

transformations in which there was growing resistance to the old codes; and in the last phase, 

from 1970 onwards, the tradition of ‘the sacred lie’ vanished altogether to be superseded by an 

‘emancipation of the dying and of emotions’. There has been a change from fixed rituals for 

everybody, the rest being silence, to a multitude of ways of sharing anxieties and other emotions 

with intimates in private, the rest being open for discussion in all kinds of public situations. 

 

The Period of the ‘Sacred Lie’: 1930-1950 

 

The journal bears no trace of the fact that nurses must have had frequent and regular contact with 

                                                            
    1 Between 1930 and 1975 increasing numbers of people died in hospital, from over 35% in 1956 to 51,5% 

in 1975. Since then, there has been a continuous slight decline, from 48% in 1981 (Sluijs et al 1985: 
570/1) to 44% in 1988. (Serie B1, Hoofdafdeling Gezondheidsstatistiek van het CBS) 

    2 For changes in the medical regime, see Jaspers 1985, Oosterbaan 1982, Spijker 1981 and De Swaan 
1990. 
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the dying during this period. Bad-news-conversations are not mentioned, although it does 

become clear in passing that the telling of sacred lies was absolutely normal procedure. An 

example: ‘Where there’s life, there’s hope, and in order to preserve hope, every physician allows 

for a “pia fraus’ (sacred lie) when dealing with the gravest cases, where the patient is possibly 

even dying’ (TvZ 1935: 46). Only in two very indirect ways does one learn from the journal that 

people are mortal: the obituaries and ways of preventing suicide. An article on ‘Important Facts 

about Nursing Depressive Patients’ shows that all important facts are related to this prevention: 

 While bathing, one should not take one’s eyes off the patient for a single moment, since a 

few seconds are enough to go under the water and find death there. Strict surveillance 

should be maintained when a patient goes to the toilet... The nurse should see to it that 

sharp or pointed articles (knives, forks, razor blades) are not brought in by visiting family 

members... and the beds, bed tables, drawers, etc., should be checked lest the patient has 

hidden something. (TvZ 1930: 744/5) 

This quotation also shows the extent to which nursing care consisted of supervision, patronising 

and policing. Other practices, such as the admission-bath, which checked a new patient’s state of 

cleanliness, and compulsory hospital uniform demonstrate that the patients care was seen as 

something both civilised and civilising, an ideal which would be considered paternal and 

extremely hierarchical nowadays. Talking about fears, anxieties and other emotions simply did 

not fit in this relationship. 

 The only other evidence that people are mortal is from obituaries published in the journal. 

These obituaries are remarkable for their similarity to notices of retirement: in both cases the text 

is limited to the work of a functionary - nurse or doctor. 

 It also seems from the nursing handbooks that impending death was not, as a rule, 

conveyed to those concerned. The handbooks provide short, clinical, matter-of-fact paragraphs 

on how to recognise approaching death, the nursing techniques then required, how to identify 

death and how to lay out a corpse. It is also clear that physicians never stopped their treatment, 

but continued to tell ‘pious lies’ and to open prospects on the next treatment. There was no 

expectation that anyone concerned could bear the emotional burden of facing the truth and living 

with hope destroyed. 

 Books on medical ethics also demonstrate that doctors hardly ever informed the dying of 

their terminal situation. The dying were kept under the delusion that there was a fair chance of 
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recovery; doctors conducted a regime of silence and sacred lies. This regime was reinforced until 

the 1960s by the official code of practice and ethics of the Royal Dutch Medical Association 

(KNMG). The 1959 reprint of their publication asserts that by these avoidance tactics on the part 

of physicians, ‘many a patient will eventually be brought to a point of maturity, when they begin 

to suspect, understand and come to terms with the truth’ (Medische Ethiek en Gedragsleer 1959: 

277/8). This process of suspecting, understanding and coping, evidently happened in silence, as a 

rule. 

The publication of a book, in 1949, introduced the possibility of deviating from this rule: 

 when the patient had become ‘mature and pensive’, still listening to the consolatory 

remarks of the doctor, but with different thoughts inside... Then the whole situation 

changes. It would be wrong to stick to one’s guns, and to continue giving hope to the 

patient and keep concealing the serious state of affairs he is in (Wierenga 1949: 20). 

With regard to the family of the dying person, the ‘regime of silence’ could be opened up. 

However, this was postponed as long as possible since, in the words of the author of The Moral 

of the Physician, ‘considering our limited knowledge, the course of a serious disease often 

proves otherwise than anticipated.’ But, when the moment of certainty nonetheless arrives, it 

would be sensible on the part a physician if he (as the formulation went), ‘now imparts seriously 

aggravated chances of a less auspicious outcome to the family of the patient’ (Wierenga 1949: 

19). In these cases, the Medical Association (KNMG) gave similar advice: ‘One must proceed 

tactfully, without telling direct lies, and generally informing the family rather than the patient’ 

(Medische Ethiek en Gedragsleer 1959: 278). The moment at which it was advised to administer 

the last sacraments to Catholic patients, should be selected with great care: ‘It may well be, for 

instance, that there is reason to fear an undesirably strong emotion’ (1959: 259). Physicians who 

feared this were reassured that, according to the Catholic teachings, this sacrament ‘is not 

indispensible for salvation,’ and also that ‘anointing the last sacraments can also take place a 

short while (one supposes a few hours) after death.’ 

 A book published in 1955 conveys how patients were only considered brave and 

courageous when they did not talk to anyone about their disease. Those who cried in reaction to 

the news brought by a doctor were soon called ‘emotionally unstable’, a defect which was 

remedied by sacred lies (pia fraus) (Groen et al 1955: 30/76). 

 Defence mechanisms such as denial and repression were, according to contemporary 
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standards, rampant. Doctors and nurses used opium et mentiri (opium and lies), and sanctions 

like policing their conversations, in order to prevent the dying from becoming aware of their 

condition: ‘Patients are forbidden to talk about their complaint, and a little box for fines, when 

caught at it, renders yeoman’s service’ (Groen et al 1955: 82). As medical knowledge and power 

increased, increasing numbers of sick people, particularly the terminally ill, resorted to this 

regime. 

 

The Period of Transition: 1955-1965 

 

Changes which took place from 1955 onwards, were initially and most clearly expressed in the 

journal of nursing (TvZ). I will focus on this journal here, since the other two sources lagged 

somewhat behind, although alterations in these books went in the same direction.  

 The period of transition can be characterised by two contradictory maxims from the 

section ‘Words of Wisdom and Beauty’ in the volume of 1955. Tradition is represented in the 

maxim ‘If something has happened, complaining is of no use’ (p.246), while the spirit of later 

volumes is captured in ‘The heaviest burden loses its weight, if one can talk about it’ (p.572). 

Talking about something which has happened is no longer simply equated with complaining, 

moaning or whining, although it would be some time before it was called ‘evaluating’.  

 Another example of the ambivalence that typifies the period of transition is the way in 

which ‘depersonalisation’ resulting from hospitalisation is described. In addition to the 

traditional hierarchical approach, captured in the author’s (a physician) emphasis on ‘the 

advantages of breaking down the personality structure of the patient,’ a more democratic concern 

for patients’ emotional life can be seen in the acknowledgement that, ‘when therapeutic 

treatment comes to an end, physicians must seriously attempt to rebuild the personality of the 

patient again’ (TvZ 1965: 131/2). 

 Both tradition and the protest against it are found in the transitional period. Since the 

tradition has already been described and, in any case it consists mainly in silence, this section 

will concentrate on resistance to it. Changes in the medical regime as a whole will first be 

described, followed by those in relating to the dying.  

 

The Medical Regime 

Traditional references to charity and vocation can still be found in the 1955 volume, however 



 

 

Error! Unknown switch argument.

later editions refer to such concepts as trust and respect, which indicate a reduction in social 

distance end distinction. By 1955, the relationship with patients was viewed in a new, much 

more personal way. Referring to the progress in science and technique, one reads:  

 But... does all this knowledge and skills take us further from our goal? Don’t we often 

forget that we have to be a ‘sister’ to all our ill fellow human beings, and that we can only 

achieve that by loving care for our patients? Don’t we very often only use our head and 

then forget to put our heart to it (TvZ 1955: 169). 

This distinction between ‘head and heart’, this tension between professional knowledge and 

personal empathy, expresses not only technical progress, but also changing balances of power in 

relationships. Even by 1960, nurses who still kept the traditional social distance and behaved 

according to the old, formal code, were branded as numbed behind a mask of ‘haughtiness’ and 

‘toughness’. They were said to be hiding behind ‘the laxity of a shibboleth varnish of care’ 

(p.168). The more distant and reserved ways of relating to others were rejected by prominent 

authors as ‘pre-fabricated’ and branded as cliché-work, full of platitudes (p.172/247). Apart from 

the heartfelt cry ‘we still live in such an appallingly backward cliché world’ (p.169), there is a 

plea for a more ‘brave and frank outlook’ (p.167) in order to exorcise clichés and shibboleths, 

and to develop ‘an eye for the human dignity and the measure of independence of the diseased’ 

(p.168). In this connection, ‘pity’ was rejected as an emotion aggravating the mutual distance. 

Also ‘hiding behind religious or other set phrases’ was made suspect (TvZ 1960: 247). 

 The behavioural codes and ideals of nurses in 1960 demand more empathy and a stronger 

identification with patients, indications of a diminishing social and psychological distance, and 

increasing pressure to take more of each other more into account, a development not restricted to 

medical settings. Many impulses and emotions which had been repressed and denied according 

to the old standard of self-regulation were thus released from the dungeons of emotional life, 

without losing control or having them run wild. There was a collective, scientifically legitimised 

voyage of discovery in search of hidden emotions. Psychosomatics was the conceptual common 

denominator for this departure in 1955; by 1960 it had changed to mental health. Those using 

these concepts referred initially only to psychology, but from 1960 onwards also to sociology. By 

the 1965 volume, this trend is strengthening, as is shown especially in some new fields of 

interest: emotions, emotional or mental health and psychosomatics. The contributions and 

expectations of the social sciences expanded, together with the demand for more empathy. 
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Attention to ‘the human being as a whole,’ and also to physical and emotional tensions, 

increased. The critique of hospitals, doctors and nurses accelerated, along with a sensitivity to 

social inequalities and unnecessary humiliations. The critique was directed at a wide range of 

practices, from intake-policies of hospitals (p.341), addressing older people as ‘granny’ or 

‘grandpa’ (p.131), only seeing diseases and no diseased (p.162), to pity: ‘pity has a very bitter 

aftertaste; there is some loathing in it... (TvZ 1965: 506) Pity underwent the same fate as 

‘calling’ or ‘vocation’ which, understood as a form of collective self-aggrandisement, became a 

social anathema. The exclusion of certain emotions like feelings of superiority, combined with 

further differentiation in emotional management, ran parallel to changes in relationships: the 

hierarchical, formal social distance between patients, nurses and physicians diminished, with 

each place in the ranking order now subject to negotiation, which functioned in its turn as a 

motor in the trend towards the psychologising and sociologising of care. 

 

Dying 

The attention given to dying and (fears about) death had clearly increased along with growing 

heed for the emotions and mental health. Doctors and nurses were admonished to reflect more 

carefully on human mortality, also because of the new possibilities for reanimation: ‘The biggest 

problem confronting the doctor is that of feeling an accomplice to death that comes ‘too late’. 

This is the problem of reanimation... Only if death is conceived as an immanent part of life can 

dying ‘in time’ be regarded as meaningful’ (TvZ 1960: 251). 

 Geriatrics became an increasingly specialist field during this period so that doctors and 

others were confronted even more forcefully with the problems of dying. One of the most 

pressing questions posed in the 1960 edition was the following: ‘Is geriatrics meant to guide 

people as well as possible to their immanent death, or do we in the end want to make them 

immortal?’ (p.255) That was how the routine perpetuation of treatment first came in for 

discussion.3 

 Even in articles placing the traditional emphasis on being reserved and keeping on a 

distance, topics connected with dying were prominent: the pupil-nurse ‘is immediately 

confronted with human problems of the weightiest kind: illness, suffering, death, guilt, love.’ She 

has ‘to learn to come to terms with them’ (‘leren verwerken’), an expression which does not 

                                                            
3 It took a long time, until 1969, before this tendency to continue treatment, even in rather hopeless cases, 

was publicly attacked in J.H. van den Berg’s Medische Macht en Medische Ethiek (Van den Berg 1969).  
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appear in the journal before 1955. The perception of this process as consisting mainly in ‘training 

the self to see straight through misery and to ignore it’ (p.312) was rejected by 1960, to the point 

that it seemed to have lost all credibility. An editorial on the first page of this volume sets the 

tone with an ‘existential reflection’ on the problems and emotions of life and death (TvZ 1960: 

20). 

 This was the period, when bad-news-conversations came in for increasing discussion, 

along with the problem how to (help) manage emotions in the last phase of life. It was in the 

context of gerontology, in 1965, that problems later formulated in terms of ‘quality of life’ and 

‘euthanasia’, were first raised: ‘In therapeutic treatment as well as when giving an estimated 

prognosis, one must constantly bear in mind that the maintenance of life is only meaningful if 

life remains worth living’ (TvZ 1965: 882/3). 

 In this transitional period, obituaries began to evince a more personal management of 

words and emotions than was even conceivable in the earlier period.  

 Finally, apart from the more modern remarks on the subject of dying, some more 

traditional ideas still remained. The closing sentence of a canvassing article on nursing and 

nurses, published in 1955, referred to the latter as ‘sunbeams’, for whom ‘the hospital and 

patients are part of life, not of a separate world dominated by suffering and death’ (TvZ 1955: 

309). The traditional character of the period is shown, in 1965, by the way in which the problem 

of ‘what to tell and what not to tell the patient?’ was dealt with: 

 Patients with malign diseases often do not want exhaustive explanation... Not uttering that 

word... [leaves] the patient with just enough uncertainty to cling to the false hope that in 

his case things may not turn out so badly. In most cases, this is just enough to keep 

himself mentally upright (TvZ 1965: 132; italics added). 

Having said all this, the appearance, around 1960, of the paradox which is still topical today, 

hardly comes as a surprise: while the topics death and dying attracted more and more attention, it 

was simultaneously observed that as social facts these events were more repressed than ever 

before: ‘One of the characteristics of the age in which we live is the tendency to live as if death 

were non-existent, to ignore, and often indeed to repress death. A silence has come to surround 

death’ (TvZ 1960: 249). During this period, however, the traditional conjuring with death 

(anxieties) had lost its compulsive force for growing numbers of people, to such an extent that a 

contrary preoccupation had arisen by which the ‘silence’ surrounding death could not be broken 
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often enough. 

 

The Period since 1970: Emancipation of the Dying 

 

The Medical Regime 

Since 1970, authors increasingly use their first name, while formerly only the initials were used. 

This is one of many expressions of diminishing hierarchical, social and psychological distance. 

With their plea for the equality of interests among patients, doctors and nurses, the latter claimed 

with increasing insistence a position of responsibility alongside doctors, not only under them: 

 We are often seen as the extended arm of the physician, the psychotherapist, remedial 

educationalist, etc. Workers from other disciplines in the caring professions have not as 

yet sufficiently recognised the characteristic policy decision by nurses to assume the 

undivided responsibility for supporting the self-care of the resident patient (TvZ 1985: 

20). 

This democratisation was extended to relationships with powers depicted as supernatural, in a 

process of secularisation: 

 In the days when nursing was seen as a calling for a vocation, the maxim, ‘people 

calculate, God decides’ applied: In the end, responsibility always rested in the hands of a 

higher authority. This authority no longer functions... There is no such super- or extra 

personal compelling influence; motivation is something that goes on inside the personality 

(TvZ 1970: 929). 

This development from ‘calling’ to ‘motivation’ offers a nice example of individualisation, of an 

increased constraint towards self-restraint.4 

 The ideal of more egalitarian and respectful contact not only obliges that the patient is 

informed, but also contains a behavioural prescription: 

 to encourage the patient to talk about his worries and anxieties. In this way, it is possible 

                                                            
4 This does not mean that the word ‘calling’ did not already have strong connotations of self-restraint. 

However, in the concept of ‘motivation’ the reference to others, in this case imagined as supernaturals, 
has clearly diminished.  
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to find out what the patient thinks, what he wants or has to know, while simultaneously 

giving patients the opportunity to express their emotions and tensions. The patient may 

also become more involved in decisions that have to be taken with regard to his recovery 

(TvZ 1970: 525). 

The connection between the emancipation of weaker social groups like patients (the right to be 

informed and participate in decisions) and an ‘emancipation of emotions’ (the capacity to face 

and cope with anxieties and other emotions) clearly emerges in this formulation. 

 The pursuit of more egalitarian relationships and the aspiration to ‘make emotions a 

subject of discussion’, from 1970 onward, leave no trace of ambivalence. By 1975, this is 

formulated in an obligatory way: ‘The nurse... has to show understanding for the way in which 

the patient reacts to his or her illness and has to help the patient to formulate and express 

feelings’ (TvZ 1975: 322). By 1985, ‘dealing with emotions like anger, powerlessness, despair’, 

were mentioned as ‘aspects of the nursing profession.’ (TvZ 1985: 543). 

 The wave of attention for emotional life also includes sexuality and sexology. There was 

growing curiosity about exactly those practices that in former centuries had been pushed behind 

social scenes: sex and death. 

 The attention devoted to new subjects like prevention, adult education, anti-psychiatry 

and social aetiology was clearly increasing by 1975. These subjects departed from a restricted 

medical and single individual point of view; they widened the perspective to interdependency 

networks of the ill and the healthy, and can therefore be taken as indications of an on-going 

sociologisation: an increasing awareness of the interconnectedness of individual and social 

processes. Interest in the emotional life of weaker social groups had gathered momentum during 

the phase of emancipation and resistance (a phase of informalisation, cf. Wouters 1986). The 

Dutch term ‘begeleiding’ (guiding and supporting care) became very popular around 1980 in 

texts dealing with how to relate to these people. The terminology indicates diminishing social 

distance functioning as a stimulus ‘to enable the victim to express his or hers feelings’ in order to 

‘discuss the problems in as liberating a way as possible’ (p.131). ‘Begeleiding’ demands the skill 

of ‘zelfhantering’ (self-management): ‘ One of the prerequisites for consciously using one’s own 

personality as a tool in contacts with patients... is that of self-management, that is, the ability to 

maintain and develop oneself as an integrated individual’ (TvZ 1980: 425). This ‘self-

management’ demands knowledge of ‘one’s own reactions in the situations with which we are 
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confronted, and knowledge of our own emotions.’ This consciousness should lead to ‘a more 

adequate response to the needs of the sick’ (1980: 566). Some form of self-management is also 

required of patients; this was called ‘self-care’ in 1985, and nurses were supposed to support it. 

 

Dying 

Resistance to the tradition and the ‘emancipation of emotions’ were also expressed in the 

obituaries during this period. The mourners who wrote them now experienced death as ‘unreal 

and incomprehensible’ (TvZ 1970: 991), and found themselves ‘overwhelmed by feelings of 

revolt and powerlessness’; ‘words do not fit here - only the convulsive clenching of the fists 

remains... because this irrevocable event is so hard to accept and because the question "why" has 

no answer’ (TvZ 1970: 496). Such ‘breath-taking news’ increasingly gave rise to remarks like, 

‘Sometimes the question “why” jumps like a giant on your living neck’ (TvZ 1975: 85). The 

attention given to dying and mourning that had been building up, seemed to result in an 

intensified sense of mortality and more urgent and encompassing why-questions.  

 Attention to both the finality and the ‘finale’ of people increased from 1970 onwards to 

the extent that situations and emotions which had previously been veiled with embarrassment, 

now came into the open. An example of this is as follows, 

 You’re a nurse, so you don’t run away, but I would really have liked to. A skinny man, 

half sitting, with his eyes and mouth open, and his dentures missing. Hands up high and 

knees pulled up. And yet, the doctor had been there! Is post-mortem examination really 

just looking from a distance? (TvZ 1970: 400/2). 

The term stervensbegeleiding (terminal care) was used for the first time in 1970: ‘the skill to 

bring the terminallity of the disease, together with all the overwhelmingly sad emotions it 

evokes, out into the open air of an understanding discussion...’ (TvZ 1970: 794). The tenor of 

writings in this field was always the same: continuing attempts at emancipation, of patients as 

well as of emotions: ‘It is not at all regrettable that the patient is aware of the fact that those 

professionally responsible for the dying also have their insecurities. This even evokes feelings of 

solidarity’ (TvZ 1970: 795). 

 During this period, the nurse became someone ‘who can lend succour to a dying person’; 

this is even mentioned as one of the ‘singular nursing skills’ (1970: p.904). By 1975, the way to 

learn this skill was being made much more explicit: ‘Nurses need to have come to terms with 
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their own fears to qualify for succouring the seriously ill and the dying... they must approach the 

patient freely and without inhibition... enable him or her to unload worries... and act as a 

confidant(e)’ (TvZ 1975: 452/4). An article on ‘acute problems of the dying’ adds, ‘It is 

beneficial to create an atmosphere in which emotions can be expressed. They don’t always need 

to be disposed of by tranquillisers’ (p.675).  

 Mourning psychotherapy had become a new field of attention by 1980. ‘Healthy 

mourning’ also consists in expressing the emotions and talking them through extensively.5 

 Subjects like suicide and suicide attempts were not rejected out of hand but discussed for 

the first time with empathy around 1970 (TvZ 1970: 670). Ten years later, the question became 

whether it might be justified to assist such attempts (TvZ 1980: 581,1121). In this context, 

positions like ‘A balanced-suicide should always be respected’ (p.581), were assumed. 

 Euthanasia, already under discussion in 1970 had, by 1975, become a complicated and 

controversial subject, especially in case of ‘futureless suffering’ (TvZ 1975: 227,547,819). The 

debate on euthanasia triggered mounting passions in 1985, especially towards the end of that 

year when a head nurse who had colluded in euthanasia, was arrested. The subject has remained 

topical ever since. 

 

Discussion 

There was no sign of any interest in emotions in the sources examined from 1930 until 

somewhere around 1955. Only rituals seemed to allow for their expression. It seemed as if every 

divergence from the dominant, rigid emotion management would endanger compliance with 

rules and commands, as if the dying might otherwise become desperate and unwieldy. The 

standard way of relating to the sick and dying was formal and ritual; the main prescription was 

that everyone should behave with courage and resolve, maintaining a blanket silence that was 

propped up by sacred lies, as necessary. All this changed around 1955 with the gradual 

concession of the value of talking through one’s own and others’ emotions, both extensively and 

intensively. As the old hierarchical social dividing lines, legitimised as ‘calling’ and ‘charity’, 

were branded as ‘patronising’, large areas of the old formal standards were pushed aside as aloof 

shibboleths, and sensitivity for emotional nuances or differentiations in the behaviour of self and 

others increased. Attention to the emotional processes of patients, the dying and oneself, has 

                                                            
 5 Jolanthe van Opzeeland-de Tempe perceives mourning therapies as ‘a modern Western mourning ritual’ 

(Van Opzeeland-de Tempe 1980).  
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come to be included among the professional skills of physicians and nurses. Growing mutual 

identification resounded in the demand for more mutual trust and respect. Greater scope and 

depth for empathic understanding of ‘the human being as a whole’, bound within social 

networks, was increasingly emphasised, and this compelled recognition of the bonds within as 

well as between people, inducing spurts of psychologization and sociologization.6 

 This development can be interpreted as part of the wider social processes of 

technicalisation, democratisation and secularisation. Medical technicalisation together with 

specialisation and integration of institutionalised health care, are expressed in the problems of 

reanimation, geriatrics, euthanasia, the prolonged period between impending death and actual 

dying, and the number of people who die in hospitals. Medical as well as other social networks 

of interdependence became increasingly dense, so that there were fewer possibilities for keeping 

social and psychological distance through commands and avoidance. This allowed for the 

emancipation of nurses as well as patients. The ‘right of the dying to a dignified passing on’ also 

suggests a measure of ‘emancipation’. Everybody has come under increasing social pressure to 

communicate and behave in more equal and intimate ways, thus intensifying the need for an 

outlook which surmounts, or at least tolerates, the main differences in perspective, behaviour and 

                                                            
 6 Similar differences in emotion management were still prevalent in the first half of the 1980s between 

people living in traditional, closed family networks and those living more individually in more open 
networks of friends. In their study of the main reactions to divorce by people in these networks, Hennie 
Oosterbaan and Winkie Zeldenrust conclude that for those living in traditional networks it is impossible 
to open up and release their feelings, not even in their most intimate circle (Oosterbaan en Zeldenrust 
1988: 939-952). They are ‘predominantly in search of distraction from their worries because all that 
brooding leads to nothing anyway, it only creates tensions. So it seemed best to put those thoughts out of 
your head as soon as possible... One preferred to forget, the sooner the better. Life just goes on’ (p944). 
‘Talking was perceived as "just moaning", as "making it hard on oneself" and turned out to be an 
equivalent to gossiping, complaining and accusing. It was perceived as the sort of behaviour that brought 
one down’ (p942). The interests and feelings of a single individual were perceived as being subordinate to 
those of the family. These people had no other means of defence than the family and its honour; they 
were, and had to be, dedicated to that end. 

  In Gescheiden Wegen the authors elaborate on the consequences of this condition: the traditional 
solutions make ‘talking and thinking about one’s own feelings and motives unnecessary (Oosterbaan en 
Zeldenrust 1985). It is also an attempt to withdraw from confronting one’s own emotions: a defence 
mechanism’ (p214). Consequently, only very few people from this group ‘have the capacity to take a 
distanced look at their own behaviour and motives’ (p204). ‘These people often radically break with old 
situations and people’ (p260). The banning of emotions seems to go hand in hand with banning people. 
Here too there was a ‘regime of silence’: ‘A divorce was considered as "bad luck" and there was nothing 
to be done but accommodate one’s fate’ – in silence (p943). This kind of emotion management seemed to 
have been dominant until the 1950s. This code seems to have been ‘preserved’ in these closed networks, 
while more and more people outside became involved in processes of psychologization and 
sociologization.  
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emotion management (Cf. Goudsblom 1980: 151). Changes in the balance of power were 

reflected in changes in behaviour and emotion management. The change over the generations can 

therefore be interpreted as a democratisation of social and psychological regimes: more extreme 

expressions of superiority (and inferiority) have been banned from the social and psychological 

spectrum. While there has been a reduction of contrasts in this spectrum, the remaining area has 

become strongly differentiated in terms of shades and nuances in the standards of behaviour and 

emotion management (cf. Elias 1982 II; 260-266, Mennell 1985: 317-332 and Van Otterloo 

1990). This latter development in particular embodies the process of informalisation, behaviour 

and emotions characterised by diminishing taboos, denial and repression. The dominant codes of 

behaviour and feeling allowed for more variations and stimulated greater directness and 

openness, but at the same time they demanded more social and self knowledge, as well as more 

stability, differentiation and scope for self-regulation. 

 The more egalitarian relationships of ‘self-care’ and ‘self-management’ have also created 

higher expectations: increased critical reactions to any attempt at imposing constraints, 

supernatural or otherwise, induced a higher degree of mutually expected self-restraint. This was 

a process of secularisation. Both religious officials and religious or ‘supernatural’ images were 

pushed into the background: traditional conjuring with anxieties lost much of its force. Socially 

permitted collective defences against (death) anxieties diminished and there was increasing 

social pressure on everybody to face these anxieties, while still keeping them under control. As 

these pressures mounted, all sorts of fears and anxieties that had been denied and repressed, or in 

any case muted or secreted according to prevailing standards, reappeared in the social arena. 

Social and psychological arrangements were increasingly envisaged as the results of processes 

which could be influenced by collective and individual human efforts. ‘Religious’ efforts by 

contrast, were hardly thought to have any influence at all. Secularisation and sociologization 

mirror each other: where belief in supernatural forces and in life after death diminish, hope for 

improving human societies through human efforts increased. For the same reason, emotional 

truths, like approaching death, and true emotions like the fear of dying, had to be more directly 

faced. This has encouraged an increasing curiosity about everything connected with life and 

death, ranging from the ways in which people deal with death anxieties to ‘near-death-

experiences’. 

 

Long-term changes in attitudes toward dying 
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The ‘regime of silence’ which used to surround the dying seems incomprehensible to many 

nowadays. The most difficult feat of the imagination is to try to step into the shoes of people 

aware of their imminent death, who did not want or could not talk about it with anyone. This 

difficulty may be the cause of the widespread belief that in former ages, dying was less lonely 

and the sense of mortality much stronger since, as the phrase goes, ‘people lived so much closer 

to death.’ This conception is found in the work of many social scientists, including Philippe 

Ariès: ‘The old attitude in which death was both familiar and near, evoking no great fear or awe, 

offers too marked a contrast to ours, where death is so frightful that we dare not utter its name’ 

(Ariès 1974: 13). This kind of conception also prevails in medical and para-medical practice. In 

the words of a volunteer worker for a terminal home-care foundation: ‘Although there may have 

been a more aloof approach to dying people in the past, everyone was so much more familiar 

with death and dying. Today, people are very seldom confronted by dying.’7 However prevalent 

this conception may be, it nonetheless appears to romanticise. Death and dying probably always 

were frightening realities against which people have protected themselves with a shield of 

resistance and defence, religious or otherwise. No matter how frequent and close death was, 

without such a shield one would become prey to intense, unbearable emotions. A major way of 

dispelling despair and other death anxieties was through conceptions about supernatural forces. 

‘Memento mori’ was pre-eminently a religious call. It has functioned as a defence mechanism 

for centuries, and as such it diminished the realistic contents of the sense of mortality. A high 

mortality figure does not automatically mean that the fear of death is less intense, nor that the 

sense of mortality is more intense or more realistic. 

 The present idealisation of the past seems, at least in part, inspired by descriptions of 

dying in former times which were still rather uninhibited by feelings of embarrassment. The 

highly realistic character of these descriptions stimulates the contemporary Western emotional 

make-up to romanticise the past. Those susceptible to this realism, however, have developed 

such strong feelings of shame and embarrassment that they prefer to avoid societies in which 

people still today ‘live close to death’. Living and dying in tropical Africa, for instance, is much 

less susceptible to romanticization due to increased mutual identification, than dying in a distant 

past. Most Western people prefer not to visit countries where mortality figures are still as high as 

they once were in the West, when ‘death was both familiar and near’, because, they say, they 

                                                            
 7 In a letter dated 3 January 1989, to an organisation (Humanistisch Verbond) advocating the legal 

installation of taking leave when an intimate is nearing the end of his or her life. 
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cannot bear to be confronted by such misery. 

 Nor, would it seem, was death really ‘familiar and near’, evoking little ‘fear or awe’, in 

the less distant past. The ideal of toughness and the orthodox-medical stand opium et mentiri 

were already prevalent in the nineteenth century. That century certainly produced a romantic 

death cult, but its dominating code, ‘don’t talk or think about it’ (unless in a religious, ritual 

context) could never have produced intimacy with death and dying. Some of the cemeteries and 

mourning habits of the wealthy bear witness to a ‘black romantic’ desire to maintain incorporeal 

ties with loved ones across the boundaries of death: ‘In eternity, Death will never snatch You off 

my bosom!’ (Thijs 1980: 100; poetry line by J. Bellamy). It is probably the combination of 

greater life expectancy and material security together with a still firm belief in a life after death, 

which stimulated both the desire for intimate ties and eternal love as well as intensifying 

mourning emotions. This cult was in any case restricted to the upper echelons of those who 

remained alive; it did not extend to the dying themselves, nor to the bulk of the population. The 

latter still lived too much in the continued uncertainties of poverty, illness and violence. They 

could not afford the ‘luxury’ of such a religious ‘flirt’ with death. 

 Not only Philippe Ariés, the most famous in this field, but also Norbert Elias has 

contributed to the idealisation of the past by explicitly connecting ‘the loneliness of the dying’ 

(the title of his essay) to the repression of death and its seclusion behind the social scenes: 

 As regards sexual life, a limited but noticeable relaxation has set in; social and perhaps 

individual repression is no longer quite so rigid and so massive as it used to be. But with 

regard to dying and death, repression and embarrassment have, if anything, increased. 

Clearly, the resistance to bringing death into the open, into a more relaxed relation to 

dying, is greater than in the case of sexuality (Elias 1985: 44). 

By 1980, however, when Elias first published his essay, the zenith of that repression and 

resistance had already receded some decades into the past. The contemporary phase of 

assimilation and resignation (or of formalisation, cf. Wouters 1986), encourages some people to 

give in to their longing for the rituals of the past, which they romanticise, possibly because they 

are fascinated by the tranquillity and equanimity that a collectivity under firm direction is able to 

radiate. For the majority, however, those rituals have become transparent forms of conjuring and 

defence. This attitude seems to represent the dominant trend, since it seems increasingly taboo 

for anyone to allow himself or herself that much defence in the trials of strength between people. 
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Anyone claiming or aspiring a strong personality cannot afford to be ‘caught’ by this self-

deception. It also seems to be the case that making holes in the defences built around death and 

mourning anxieties, is greeted with relief in most cases, whether public or private. It is the relief 

of a victory over oneself that leads to a more realistic view of living and dying. This relief is 

comparable with other successful exercises in bearing or coming to terms with feelings of 

powerlessness and other emotions that were formerly much more inhibited. The pressure upon 

the self and others to escalate these kinds of risky endeavours has grown as success in such 

exercises has gained importance in mutual contests and status rivalries. Death and dying have, in 

this way, received a place in everyday life for increasing numbers of people in the West. 
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