
176 MJA Vol 177 19 August 2002

EDITORIALS

Allan Kellehear
The Medical Journal of Australia ISSN: 0025-729X 19 August
2002 177 4 176-177
©The Medical Journal of Australia 2002 www.mja.com.au
Editorials

A change of focus in recent years has renewed interest in the normal and positive 
aspects of grieving

RESEARCH AND PRACTICE IN GRIEF AND LOSS have been
undergoing something of a sea-change in recent years. Past
research-based models of grief have attracted much criti-
cism, not only from practitioners but also from researchers
in the social sciences. There have been persistent calls for
greater sensitivity to the contexts of grief and a more
balanced understanding of its positive and cultural influ-
ences in our lives.

Most of our understanding about grief has been drawn
from psychoanalytical sources (eg, the work of Freud or
Klein) and later from attachment theory (eg, the work of
Bowlby).1 These sources have emphasised the role of the
emotions and psychological defences. Research commonly
focused on particular populations (such as children, the
terminally ill, the mentally ill, or victims of disasters), while
the research on community samples examining the loss of
spouses, parents or children overidentified grief with
bereavement.

The conceptual emphasis that emerged from this research
stressed issues such as “loss”, “disengagement” or “resolu-
tion”.2 There were debates about whether grief was a “state”
or a “process”, and later, when the process theories became
popular, whether these processes had “phases” or “stages”.
Many practitioners and popular writers working in bereave-
ment care embraced much of this important early work,
which still forms the basis of our understanding of personal
control and adaptation in the face of loss.

But a concentration on the psychodynamics of attachment
and defence inadvertently resulted in overattention to pro-
fessional interventions and an underemphasis on social
relationships, contexts and cross-cultural issues.3 The early
work by the psychological professions also led to a concen-
tration on the negative experiences of grief. The traumatic,
obsessional and socially destructive aspects of grief were
stressed and examined. The concern was to reduce the
morbidity and mortality associated with grief, particularly to
lessen its role in suicide, substance misuse and other
psychiatric conditions, such as severe anxiety or depression.

Recent research has attempted to restore greater profes-
sional and conceptual balance to these early insights and
concerns. There are now increasing numbers of sociologists,
anthropologists and historians entering the field, and many
of these have been critical of the psychological emphasis on
attachment, separation and “letting go”.4,5 There has been
greater attention to the different ways people grieve accord-
ing to their own social norms, cultural prescriptions and
personal styles.6 There is a growing awareness and theoreti-
cal interest in the relationship between bereavement and
other kinds of loss, such as the dispossession felt by
Indigenous people and refugees, or losses associated with
adoption.7 There has been growing international acceptance
of a theory of “continuing bonds” — a recognition that
people do not necessarily “let go”, but transform their

former relationships by renewing their meanings about them
and continuing the relationship in new ways.8

There has been some recognition of the limits to profes-
sional help, reflected by the growing interest, worldwide, in
support and self-help groups. The growing input of the
social sciences has encouraged a parallel interest in the role
of social and cultural differences in the expression of grief
and its diverse coping styles. There has been a renewed
interest in normal and positive aspects of grieving.

There is a growing realisation that the dead may be
important role models for the grieving; that they may
continue to be “significant others” to the bereaved. People
continue to relate to their dead as “active and living
memories” at times of personal crisis and success.9 Grief
can also create a positive social legacy — in advocacy
(influencing policy and education), in political activism
(giving rise to groups such as Mothers Against Drink
Drivers), in foundations (supporting research or service
development) and in careers (heightening the personal
achievements and ambitions of survivors).10 Grief also
creates “social ghosts” in the form of influential memories,
dreams, or visions.11 These can be both comforting and
disturbing; motivating and hope-giving as well as upsetting.
Furthermore, the general experience of grief can enhance
personal empathy and social compassion.

These previously under-recognised perspectives present
new but complementary challenges for research and practice
in the care of people suffering grief. We need to return our
attention to the diverse expressions of normal and healthy
grieving, while continuing to recognise that grief can cause
marked health changes in some individuals. The new
insights also highlight the limits to professional care and the
need to create supportive environments in our communities
for people living with loss.

There is a major need for government policy development
in this area to reflect a broader public health sensitivity
towards our diverse national grief and loss needs. Policy and
research priorities might address issues such as the social
impact of grief on Indigenous health, on the lives of elderly
people, or on the desire for suicide. These research direc-
tions will assist us to understand public expressions of
creativity or personal experiences of resilience. Our referral
options for people suffering grief should include community
support, such as pastoral care or the National Association
for Loss and Grief, as well as specialist medical and
psychological services. These issues are only some of the
recent practice and research challenges to emerge in the
field of grief and loss, but they point to its constructive and
positive revival.
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Otitis media in Aboriginal children: tackling a major health problem
Improved living conditions hold the key

CHRONIC SUPPURATIVE OTITIS MEDIA (CSOM) (see Box)
is very uncommon in First World countries and is best
regarded as a disease of poverty. The World Health Organi-
zation has indicated that a prevalence rate of CSOM greater
than 4% in a defined population of children is indicative of a
massive public health problem requiring urgent attention.1

That CSOM affects up to ten times this proportion of
children in many Aboriginal communities is an indictment
of the poor living conditions in these communities.2 The
associated hearing loss has a life-long impact, as it occurs
during speech and language development and the early
school years.

Why is chronic suppurative otitis media so recalcitrant?

Many factors contribute to poor health outcomes. In biolog-
ical terms, the greatest risk factor for the early onset and
persistence of otitis media is nasopharyngeal colonisation by
multiple bacterial species and subtypes.3 In Aboriginal
communities with overcrowded households, infants are fre-
quently exposed to siblings whose nasopharyngeal carriage
rates are almost 100% for each of the major otitis media
bacterial pathogens.3 In non-Aboriginal children, the host
response to a low-dose infection usually eradicates patho-
gens, which, in turn, down-regulates inflammation and
limits tissue damage. In contrast, we believe that early
exposure of very young Aboriginal infants to a large bacte-
rial inoculum (or frequent exposures to immunologically
distinct pathogens)4 provides constant stimulation of the
inflammatory cascade, which damages mucosal tissue yet
fails to eradicate pathogens.5 This begins a vicious cycle that
may persist throughout childhood: early exposure, persist-
ent bacterial colonisation, and chronic mucosal disease.
Furthermore, such infants themselves become chronic car-
riers and pose a risk to other, younger infants. This cycle is
facilitated by overcrowded and poor living conditions, lack
of appropriate washing facilities,6 and limited access to
appropriate healthcare services.

Bulging of the tympanic membrane is the best diagnostic
predictor of perforation.7 Other signs and symptoms of
acute otitis media (such as pain, fever, irritability or redness
of the tympanic membrane) are frequently absent in this
population. The implications of this lack of signs or symp-

toms are clear — parents do not see their child as unwell and
thus children remain untreated.

Together, this biological model and clinical pattern help
us to understand the intractable nature of otitis media in
Aboriginal children. Currently, failure to apply existing
knowledge is a more important problem than lack of
knowledge. Aboriginal children have poorer access to ther-
apy, hearing aids, special teachers, classroom soundfield
systems and other rehabilitative programs.2 Furthermore,
there is inequitable distribution of funds from the Common-
wealth Hearing Health Services Program, with evidence that
the hearing health needs of Aboriginal children are not
being met.8

What strategies have worked?
A systematic review of existing evidence and primary care
guidelines for the management of otitis media in Aboriginal
and Torres Strait Islander people2 identified effective pri-
mary prevention strategies: improving nutrition and the
home environment, increasing breastfeeding, and reducing
passive smoking. A small but important role was noted for
vaccines (the polysaccharide, polyvalent pneumococcal vac-
cine and the new pneumococcal conjugate vaccine). Con-
troversies remain regarding the effectiveness of antibiotics in
primary prevention and the impact of maternal pneumococ-
cal vaccination on infant disease.2

High doses and prolonged courses of antibiotics are often
required for the treatment of acute otitis media and
CSOM,7  but the optimal use of topical ear preparations

Otitis media — definitions

Acute otitis media without perforation: Presence of middle-ear fluid 
with symptoms or signs of suppurative infection. Bulging of the 
tympanic membrane is the most reliable sign in Aboriginal children.

Acute otitis media with perforation: Acute suppurative infection with 
recent discharge from the middle ear (within the last 7 days).

Otitis media with effusion: Presence of middle-ear fluid without 
symptoms or signs of suppurative infection.

Chronic suppurative otitis media: Persistent discharge from the 
middle ear through a tympanic membrane perforation for more than 
6 weeks.


