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Acceptance, grief and meaning
Prigerson & Maciejewski1 assert that the resolution of grief
coincides with increasing acceptance of loss, mainly cognitive
and emotional acceptance. The role of spiritual acceptance has
not been mentioned directly, although experiences like inner
peace, tranquility and letting go, or regaining what is lost or being
taken away, are more spiritual rather than emotional or
intellectual. Moreover, some of the features which can be
considered spiritual are included as criteria for prolonged grief
disorder,2 such as confusion about one’s identity and feeling that
life is empty and meaningless since the loss. Issues related to
culture and the meaning and value of death3 are relevant to both
grief and acceptance, and I wonder whether these should also be
considered.
Patients diagnosed with terminal cancer often confront
existential issues. Experiences with patients with advanced or
terminal cancers indicate that not only is cognitive and emotional
acceptance essential, but that spiritual aspects are equally
important. Spiritual acceptance of grief will help the grieved to
understand the meaning and purpose of the loss. As Frankl4 states
‘suffering ceases to be a suffering as soon as it finds a meaning’.
Longitudinal studies should clarify not only the way in which grief
resolution relates to acceptance of dying and death, but also
whether grief relates differentially to cognitive, emotional and
spiritual acceptance. Prigerson & Maciejewski1 conclude that
decline in grief-related distress appears to correspond with an
increase in peaceful acceptance of loss, which I feel could be
enhanced by addressing issues related to purpose and meaning
of the loss.
There is some small change besides the two sides of the coin!
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Authors’ reply:

We thank Dr Chaturvedi for highlighting the
potentially important role that spirituality plays in the acceptance
of loss. Recent research attests to the powerful influence of
spirituality and religious beliefs in shaping patients’ cognitive
acceptance of terminal illness, treatment preferences, and even
in determining the receipt of intensive, life-prolonging care in
the last week of life.1
Nevertheless, we wish to differentiate between components of
grief (e.g. yearning) and factors affecting the intensity and course
of grief (e.g. spirituality). We posit that grief is on the same
continuum as emotional acceptance – opposite poles of a unitary
dimension. We contend that both spirituality and cognitive
acceptance are distinct from, but related to, emotional acceptance
and grief. Spirituality might foster emotional acceptance; cognitive
acceptance might exacerbate grief. Identifying factors affecting
grief and emotional acceptance may suggest ways to enhance an
individual’s mental health and well-being in the face of death,
and offer ways to minimise loss-related suffering.
As a further distinction, we consider the loss of meaning in the
context of prolonged grief disorder2 to represent the emptiness
experienced by the absence of an attachment figure. It is not
intended to refer to a broader existential crisis. The sense of
emptiness felt in grief may well lead a person to question the
meaning of life. It may heighten an individual’s sense of anomie
(i.e. a feeling of disorientation and alienation from society caused
by the perceived absence of a supporting social or moral framework) and affect a person’s will to live. The meaning derived from
spiritual beliefs may buffer individuals from the emptiness that
follows a major interpersonal loss. Still, we do not consider
spiritual beliefs to be components of grief. Rather spirituality
may be a powerful antidote (perhaps, social support and social
integration are others) to the pain of grief and elixir promoting
emotional acceptance.
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Taking an internet history
Cooney & Morris1 argue that we should consider taking an ‘internet history’ to help assess young people’s risk of self-harm, suicide
and presumed psychopathologies such as ‘internet addiction’.
Although an understanding of how a client uses the internet
may be important, the authors caricature what we know about
the risks of the internet.
Although information on suicide methods is available online,2
there is currently no clear evidence that the risk of self-harm or
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suicidal behaviour is raised by ‘pro-suicide’ internet sites, as we
lack all but the most preliminary studies in this area. Those
studies that have been completed, in line with earlier research
on ‘pro-anorexia’ sites, reported that ‘pro-self-injury’ boards relay
mixed messages – clearly providing social support, coping
methods and understanding, but also tending to minimise the
significance of self-harming behaviour.3 On the basis of current
evidence, we might hypothesise that the use of such websites could
equally be a protective factor or a risk factor.
The authors also mention internet addiction but seem
unaware that the existing research is based on inconsistent criteria,
is subject to widespread sample bias, relies almost entirely on
correlative studies,4 and that the concept itself lacks conceptual
validity.5 I challenge the authors to find any empirical studies to
support their claim that in Asia ‘cardiopulmonary-related deaths
and even game-related murders in internet cafes are now regarded
as serious public health issues’.
I wholeheartedly support the authors’ contention that
clinicians should consider the role of the internet in the lives of
patients, but I would stress that this needs to be done with an
understanding of the relevant research literature and a working
knowledge of both the technology and culture of the medium.
We ask no less in other areas of clinical work and this is
particularly important in a time when fears about the internet
are amplified by the media with little regard to the evidence
base.
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Authors’ reply:

We welcome Dr Bell’s interest in our letter and
would be happy to debate the issue – but find ourselves entirely in
agreement with him. He makes some crucial points which we too
would emphasise. In particular, we all share the ‘contention that
clinicians should consider the role of the internet in the lives of
patients’. We too ‘would stress that this needs to be done with
an understanding of the relevant research literature and a working
knowledge of both the technology and culture of the medium.’
Sadly, there is too little sound evidence to inform our attitudes.
Bell argues rightly that internet use could ‘equally be a
protective factor’ and indeed one of us (J.M.) has participated
in research exploiting the potential for delivering therapy via the
web.
Bell is right in suggesting that until we have a better
understanding of the complex and subtle influences which may
be disseminated by the medium of the internet – and indeed by
other communication media too – we and our colleagues are likely
to fall into the trap of caricaturing both risks and benefits of
internet use.
We are certainly aware that the term ‘internet addiction’ is
itself a caricature of a diagnosis rather than a well-explored entity,
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but in the absence of empirical studies we are obliged to rely on
anecdotal evidence. It has been as a result of some distressing
clinical experiences, as well as concerns raised sensationally rather
than scientifically in the media, that we have been moved to
highlight the issue and to embark on our own preliminary studies.
Our letter does not aim to re-ignite a debate on whether the
internet is helpful or harmful. As Dr Bell has observed, such a
reductionist approach belies the complexity and variety of
internet-based activities, any of which may have an influence in
either direction.1 We instead reflect that without empirical data
to inform us, and where there is the possibility of either risk or
benefit, careful and sensitive questioning of patients with high
internet use may be a valuable component of a full psychiatric
assessment.
The internet has taken a central place in modern culture
particularly among younger people. Although we may not fully
understand the complex interactions of the web and mental
health, and while we await research to enlighten us, we are left
with the choice to either ignore or engage with this phenomenon.
Legislators, mental health advocates,2 concerned parents and
media journalists have all focused their efforts. It is time for
scientists and clinicians to follow suit. In our view, this begins with
the careful taking of an internet history.

Dementia: suicide by drowning
Purandare et al’s article on suicide in dementia is a valuable
contribution to suicide research in the elderly, particularly in those
with dementia.1 The authors have already dealt with a number of
methodological limitations quite succinctly. One important
limitation in particular is the choice of controls. As the authors
rightly stated, a control group of patients with dementia who
had not died by suicide would have been more appropriate.
In the Method section, the authors referred to ICD–10 only
and not ICD–9. As far as I am aware from my own experience
dealing with the Office for National Statistics (ONS), ICD–10
has been used by ONS only since 2001. Prior to this date and
for the first 5 years of Purandare et al’s study period (1996–
2000), the ONS used ICD–9. If the authors applied the same
criteria in their selection of suicide and open verdicts in cases
reported between April 1996 and December 2000, then I assume
they would have selected: ICD–9 E950–E959 for suicide and
E980–989 excluding E988.8 for open verdicts respectively in a
similar manner as they did with ICD–10 (p. 175). However, this
very relevant fact does not appear to have been mentioned or
explained by the authors, and was quite possibly omitted from
the manuscript in error. However, this omission, which covers
5 years of a 9-year study, ought to be acknowledged and duly
corrected.
I am grateful that the paper provides the opportunity to make
one or two comments on some issues relating to drowning as a
method of suicide in the elderly. Suicide by drowning accounted
for 13.5% of total elderly suicide, being the third commonest
cause of death in elderly suicide in England and Wales during
1979–2001 (16% for women as the second commonest cause of

