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To date, researchers who have explored the complexity of childhood bereavement have 

utilized unstandardized assessment instruments and/or have independently evaluated specific 

constructs rather than factoring in the dimensionality of loss. The purpose of this study was to 

use parents' completion of established instruments--the Child Behavior Checklist and the 

Parenting Stress Index--to examine the multivariate shared relationship between characteristics 

of bereaved children referred for counseling--their ages, genders, ethnicities, types of loss, and 

life stressors--and their behavioral manifestations as well as the relationship between these 

characteristics and levels of parent-child relational stress.  Utilizing archival clinical files, I 

examined these characteristics from bereaved children (N = 98) whose parents sought counseling 

services from two university-based counseling clinics. The sample consisted of 67 boys and 31 

girls between the ages 3 and 11 years old (M = 6.28). The majority of participants (67%, n = 66) 

identified as Caucasian, 10% (n = 10) as African American, 10% (n = 10) as Hispanic/Latino, 

6% as Bi-racial (n = 6), 4% as Native American (n = 4), and 2% as Asian (n = 2).  

A canonical correlational analyses (CCA) was conducted to examine relationship 

between characteristics of children and their subsequent behavioral manifestations. The full 

model was found to be statistically significant using the Wilks’s λ = .611 criterion, F(25, 328.41) 

= 1.862, p = .008. The R2 type effect size was .389, which indicates the full model explains about 

39% of the variance shared between the two variable sets. A second CCA was conducted to 

explore the relationship between characteristics of bereaved children and levels of parent-child 

relational stress. The full model was found statistically to be significant using the Wilks’s λ 



= .790 criterion, F(10, 154) = 1.926, p = .045. The R2 type effect size was .210, which indicates 

the full model explains about 21% of the variance shared between the two variable sets. Overall, 

correlational findings from this study provided insight into bereaved children’s manifestations of 

loss and levels of parent-child relational stress as contingent upon specific characteristics. 

Specifically, results indicated a strong relationship between age and bereaved children’s 

behavioral manifestations. This finding reinforced the importance for clinicians to understand 

developmental implications when working with bereaved children. Furthermore, caregivers who 

reported minimal overall external stressors also reported less parent-child relational interference. 

This finding further emphasizes the importance for caregivers to maintain utmost stability for 

bereaved children.  



ii 

Copyright 2015 

by 

Liz D. Ener 



iii 

ACKNOWLEDGEMENTS 

You are braver than you believe, stronger than you seem, smarter than 
you think, and loved more than you’ll ever know. 

Christopher Robin  

So many wonderful people in my life have nurtured and loved me into being. To those 

individuals who have cared about me and wanted what was best for me, even though I am not 

sure I deserve it, I am eternally grateful. I dedicate both the present work and my future 

endeavors to you and thank you for helping me to work towards fulfilling the highest and most 

truthful expression of myself. To my dad, thank you for all the sacrifices you have made; for 

being proud of me even when I fail; for being the dad that you are. To my grandfather, for being 

my stability and safe haven. To my grandmother, for always being there with a warm, 

encouraging smile and a hug. To B, my soulmate, for being you and for letting me be me; for 

coming into my life and making it so much better than it was before; for making fun of me when 

I deserve it, and for loving me when I don’t. I love you so much and I couldn’t have survived this 

without you. To Dee, for the laughs, the cries, and everything in between; for being my rock and 

for keeping me grounded when I felt like I might otherwise blow away; for constantly and 

thoroughly forcing me to examine myself and my beliefs; for all the things you do, both big and 

small. To Leslie, for your warm encouragement, understanding, and my constant in a world of 

chaos. To Sue, for your inspiration and nurturing support and guidance throughout this process. 

To Jonathan, for your mentorship, willingness to help me early on, and of course, your humor. 

To Kay, for helping me keep my sanity in this very mad, mad world. To my best teachers of all, 

my clients, for the absolute privilege and honor of being a part of your journeys; for helping me 

to grasp the true meaning of courage, faith, and unconditional acceptance.  And last, but certainly 

not least, to my cohort, my family, the Tenacious Ten, for being my anchor of support through 

this trepid process; I’m so lucky to count y’all on my side.



iv 

TABLE OF CONTENTS 

ACKNOWLEDGEMENTS ........................................................................................................... iii 

LIST OF TABLES ......................................................................................................................... vi 

LIST OF FIGURES ...................................................................................................................... vii 

A CANONICAL CORRELATIONAL ANALYSIS EXPLORING CHARACTERISTICS OF 

CHILDREN PRESENTING TO COUNSELING FOR GRIEF AND LOSS ................................ 1 

Introduction ......................................................................................................................... 1 

Purpose ................................................................................................................................ 6 

Methods............................................................................................................................... 6 

Participants .................................................................................................................. 6 

Instrumentation ........................................................................................................... 7 

Procedures ................................................................................................................. 10 

Results ............................................................................................................................... 13 

Discussion ......................................................................................................................... 18 

Conclusion ........................................................................................................................ 26 

References ......................................................................................................................... 27 

Appendices 

           A.    EXTENDED LITERATURE REVIEW .................................................................... 38 

           B.    DETAILED METHODOLOGY ................................................................................ 70 

           C.    UNABRIDGED RESULTS ....................................................................................... 93 

           D.    EXTENDED DISCUSSION .................................................................................... 105 

           E.    ADDITIONAL MATERIALS ................................................................................. 120 

COMPREHENSIVE REFERENCE LIST.................................................................................. 133 



v

LIST OF TABLES 

Page 

1 Behavior CCA: Demographic Descriptive Statistics for Participants……………………....33 

2 Behavior CCA: Means and Standard Deviations for Continuous Predictor and Criterion 

Variables…………………………………………………………………………………….33 

3 Behavior CCA: Correlations for Predictor and Criterion Variables………………………..33 

4 Behavior CCA: Canonical Solution for Child Behaviors and Characteristics……………...34 

5 Parent-Child Stress CCA: Demographic Descriptive Statistics for Participants…………...34 

6 Parent-Child Stress CCA: Means and Standard Deviations for Continuous Predictor and 

Criterion Variables………………………………………………………………………….34 

7 Parent Child Stress CCA: Correlations for Predictor and Criterion Variables……………..35 

8 Parent Child Stress CCA: Canonical Solution for Child Characteristics and Parenting 

Stress……………………………………………………………………….……………….35 

B.1 Demographic Descriptive Statistics for Participants………………………………………..72 

C.1 Behavior CCA: Demographic Descriptive Statistics for Participants……………………....93 

C.2 Behavior CCA: Means and Standard Deviations for Continuous Predictor and Criterion 

Variables…………………………………………………………………………………….94 

C.3 Behavior CCA: Correlations for Predictor and Criterion Variables………………………..94 

C.4 Behavior CCA: Canonical Solution for Child Behaviors and Characteristics……………...98 

C.5 Parent-Child Stress CCA: Demographic Descriptive Statistics for Participants…………...99 

C.6 Parent-Child Stress CCA: Demographic Descriptive Statistics for Participants with 

Grouping Variables…………………………………………………………………………99 

C.7 Parent-Child Stress CCA: Means and Standard Deviations for Continuous Predictor and 

Criterion Variables………………………………………………………………………...100 

C.8 Parent Child Stress CCA: Correlations for Predictor and Criterion Variables…………....100 

C.9 Parent Child Stress CCA: Canonical Solution for Child Characteristics and Parenting 

Stress……………………………………………………………………………………....102 



vi

LIST OF FIGURES 

Page 

1 Illustration of contributing factors of bereaved children…………………….…………...35  

B.1 Illustration of contributing factors of bereaved children…………………………………87  

B.2 Illustration of the first function in the CCA model for the first research question……..89 

B.3 Illustration of the first function in the CCA model for the second research question…..89 

D.1 Illustration of contributing factors of bereaved children under study………………….116 



1 

A CANONICAL CORRELATIONAL ANALYSIS EXPLORING CHARACTERISTICS OF 

CHILDREN PRESENTING TO COUNSELING FOR GRIEF AND LOSS 

Grief does not discriminate (Worden, 2002).  It touches everyone: young, old, wealthy, 

and economically disadvantaged. The death of a loved one is often experienced as sudden, 

traumatic, and disorienting, even when it is expected (Levine & Kline, 2007). For children, it 

may affect their schooling, home-life, relationships with peers, spiritual beliefs, and self-concept, 

amongst others. Approximately 4% of children will experience the death of a primary caregiver 

before the age of 18, and this statistic does not take into account the losses that fall outside the 

realm of primary caretaker, such as a sibling, grandparent, or friend (Melhem et al., 2007). 

Experiencing the death of a loved one may well be the most traumatic loss children can 

experience; therefore, for those counselors working with this population, it is of interest to 

consider the mental health needs of bereaved children to better inform practice. 

Foundational Perspectives 

The universality of death and its subsequent prevalence of topic has birthed a number of 

approaches and theoretical conceptualizations intended to explain and extrapolate meaning from 

the loss process (Bowlby, 1980; Kübler-Ross, 1969; Murray-Parkes, 2008; Stroebe & Schut; 

1999; Wolfelt, 1996; Worden, 1982). Sigmund Freud (1917/1957) was the first to discuss grief 

and loss from in the context of psychology. Following suit, a notable amount of individuals 

continued to explore bereavement through the psychoanalytical perspective, which postulates 

that pathology may arise through children’s grief, and therefore, stress the importance of 

emotional expression (A. Freud, 1966/1989; Furman, 1964; Lindemann, 1944; Peretz, 1970). 

Bowlby (1980), who is known for his development of attachment theory, noted 

experiencing a disrupted relationship, such as one that occurs when a loved one dies, can have 
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lasting distal effects. His work has had a lasting impact in the field of bereavement as he strived 

to understand how the loss of a direct caregiver affects even the youngest of children. Bowlby 

(1980) found that the loss of an attachment figure is distressing to children, as they perceive the 

security and love provided by the attachment figure as also lost. Children who experience these 

disruptions demonstrate reactions common to grief, including yearning, anger, and despair. 

Knowledge regarding how children understand and experience death should directly 

inform clinical practice (Webb, 2011). Various factors can affect how children respond to and 

perceive the death of a significant loved one, including children’s understanding of the concept 

of death and their cognitive development at the time of the loss. These perspectives are primarily 

based on the works of scholars known for examining cognitive and social development, 

specifically Piaget and Erikson (Berger, 2011; Burris, 2008). For instance, children’s level of 

understanding regarding the irreversibility, finality, inevitability, and causality of death impacts 

their general perceptions and how they take in a loss (Christian, 1997). These more cognitive 

aspects are directly connected to a child’s level of developmental functioning at the time the 

death occurs, a concept which was explored and found to be relevant by Nagy (1948). Children 

at any age react to the death of a loved one; however, it is believed children’s developmental 

level affects their understanding regarding death and informs how they experience and make 

sense of the loss (Bowlby, 1980; Krupnick, 1984; Webb, 2011). This belief, though founded in 

the direct clinical experiences of many experts in the field of counseling, appears to lack concrete 

support specific to standardized measurement. 

Many theorists conceptualized specific models in attempts to describe the grief process 

both generally and specifically in children. Kübler-Ross (1969) is likely the most well-known of 

these theorists with her five-stage paradigm of denial, anger, bargaining, depression, and 
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acceptance, which was based primarily on bereaved adults. Since her work, there was a 

movement beyond the medical, structured perspectives to a model emphasizing the intricacy and 

uniqueness of each individual’s grief process. More recent theorists include the work of Wolfelt 

(1996), who specifically focused on childhood grief, and Stroebe and Schut (1999), whose model 

specifically takes into consideration how individuals adaptively respond to their loss experiences 

and avoids anthologizing the grief process. Even with the breadth of available theoretical 

perspectives, many of these conceptualizations lack empirical support and are historically 

derived from the personal experiences of clinicians working with bereaved individuals. 

Research on Children’s Loss Experiences 

Because the duration and intensity of grief is unique for each child, caregivers often have 

trouble determining typical and atypical manifestations of their loss processes (ie., times when 

they should recognize children’s emotional and behavioral demonstrations as expected reactions 

to loss or times when they should be concerned with the heightened degree at which the loss is 

impacting children). Researchers and experts in the bereavement field additionally note this 

struggle as some argue grief is always typical to the individual child responding to such woe, 

while others denote specific struggles as markers for increased concern and thereby identifying 

some effects of grief as atypical. Left unattended, bereaved children who endure intense 

struggles may experience emotional and/or behavioral interference inhibiting the typical 

progression of grief (Edgar-Bailey & Kress, 2010). Although grief is an expected reaction to 

loss, emotionality that is pervasively disruptive to children’s lives and their overall functioning 

may necessitate the need for assistance beyond which caregivers are capable of bestowing. 

Bereaved children often experience intense psychological ramifications following the 

death of a significant loved one (Burris, 2008; Edgar-Bailey & Kress, 2010; Webb, 2011). 
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Children who experience significant emotional distresses manifest their grief in unique ways and 

may internalize and/or externalize these struggles. That is, some children may struggle internally 

so that others are not aware of the depth of their struggles, whereas others may let it out 

externally in ways that may be disruptive to others. Bereaved children have been found to 

demonstrate depressive symptomology, feelings of heightened anxiousness or clinging 

behaviors, somatic complaints, and increased frequency of crying following the death of 

significant loved ones (Cain, Fast, & Erickson, 1964; Dyregrov & Dyregrov, 2012; Furman, 

1974; Raphael, 1983; Sanchez et al., 1994; Silverman & Worden, 1992; Van Eerdewegh, Bieri, 

Parilla, & Clayton, 1982; Webb, 2011; Wolfenstein & Klinman, 1965). Bereaved children 

additionally often experience adverse shifts in their self-concepts and self-esteem following the 

death of a significant loved one (Dyregrov & Dyregrov, 2012; Webb, 2011). 

McCown and Davies (1995) examined specific behaviors reported by parents of children 

who lost a sibling and noted aggression to be the most commonly observed behavior in bereaved 

children. Krupnick (1984) noted children who experience difficulty verbally expressing their 

emotions tend to externalize their distress in the forms of aggressive behaviors. Because loss can 

increase fearfulness in children, they often demonstrate this fearfulness through aggressive 

actions, such as obstinate or rule-breaking behaviors and rage (Di Ciacco, 2008; Dyregrov & 

Dyregrov, 2012; Bowlby, 1980; Krupnick, 1984). 

Trauma experienced early in life may predispose those affected to long-term 

consequences and impact the quality and longevity of an individual’s life (Dowdney, 2000; 

Freud, 1915/1991). Although researchers have previously explored impaired emotional 

development, these retrospective studies have historically received criticism due to the 
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methodological design problems, including the implication of causality when utilizing 

correlational analyses and threats to internal validity (Dowdney, 2000; Siegel et al., 1996).  

Contributing Factors 

The complexity of childhood bereavement includes many factors. Researchers have 

found children experience a number of struggles including depression, anxiety, somatic 

complaints and aggression or disruptive behaviors (Weller, Weller, Fristad, & Bowes, 1991; 

Worden & Silverman, 1996; Van Eerdewegh et al., 1982). Theorists conjecture that further 

contributing factors may affect children’s manifestations and expressions of grief such as the 

gender of the grieving child, the nature of the relationship with the deceased, the circumstances 

and nature surrounding the death, and social, cultural, and familial contexts, such as spirituality 

(Webb, 2011; Wolfelt, 1996). Moreover, whether the death was sudden or unexpected and how 

bereaved children see others responding to the death can also impact their grief (Webb, 2011). 

Those working with the bereaved population have generally believed these factors 

influence children’s expression of grief; however, early literature exploring such factors are 

historically anecdotal. A number of quantitative studies have attempted to fill this gap; however, 

these studies have typically utilized unstandardized measurements and/or relied on analyses that 

independently evaluated specific constructs rather than factoring in the dimensionality of loss. 

Thus, research is needed to further examine the intricacies of childhood bereavement utilizing 

standardized measures and methodological approaches that consider the dimensionality of grief. 

Knowledge regarding the typical progression of grief and various conceptualizations of 

loss is important; however, it can be difficult for clinicians to navigate and put such perspectives 

into practice. Furthermore, understanding how children grieve is also crucial to gaining 

perspectives regarding how children typically manifest their grief. Mental health professionals 
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working with bereaved children could benefit from gaining a greater understanding of children’s 

grief manifestations and how these manifestations may affect the parent-child relational system. 

Purpose 

Collectively, relevant literature suggested a number of factors contribute to children’s 

manifestations and expressions of grief. These contributing factors include the gender and age of 

the bereaved child, the nature of the child’s relationship with the deceased, the nature of the loss 

or more specifically the circumstances surrounding the death, as well as social, cultural, and 

familial contexts (Cerel et al., 2000; Goldman, 2004; Hunter & Smith, 2008; Silverman, 2000; 

Webb, 2011; Wolfelt, 1996; Worden, 2002). These contributing factors serve as the basis for the 

present study; a visual of such factors is provided in Figure 1. The purpose of this study was to 

explore the relationship between characteristics of bereaved children age’s 3 to 11 and their 

behavioral presentations to counseling as well as consider how their characteristics relate to 

levels of stress in the parent-child relational system. The current study is based on the following 

two research questions: (1) To what extent do characteristics of bereaved children, including 

gender, age, ethnicity, type of loss, and life stress, predict or explain behavioral manifestations of 

children who are seeking counseling services? (2) To what extent do characteristics of bereaved 

children, including gender, age, ethnicity, type of loss, and life stress, predict or explain levels of 

parental stress in the parent-child relationship? 

Methods 

Participants 

Children were recruited utilizing archival clinical files from two university-based 

community-counseling clinics. The initial sample consisted of 98 total participants, with 67 boys 

and 31 girls between the ages 3 and 11 years old (M = 6.28). Gender as well as ethnicity was 
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reported on the intake form. The majority of participants (67%, n = 66) identified as Caucasian, 

10% (n = 10) as African American, 10% (n = 10) as Hispanic/Latino, 6% as Bi-racial (n = 6), 4% 

as Native American (n = 4), and 2% as Asian (n = 2). Fifty-four percent (n = 53) of the 

participants experienced the death of a grandparent, 30% (n = 29) experienced the death of a 

parent or primary caregivers, 9% (n = 9) experienced the death of an aunt, uncle, or cousin, 5% 

(n = 5) experienced the death of a sibling, and 1% (n = 1) experienced the death of a friend. 

Data from child clients meeting the following criteria were included in this study: (a) 

Children between the ages of 3 and 11 years at the initiation of counseling services; (b) The 

parents and/or guardians must have completed the child/adolescent background information form 

(CABIF), Child Behavior Checklist (CBCL), and Parenting Stress Index (PSI); (c) Parents or 

guardians must have indicated on the CABIF their presentation of their child to counseling 

specifically in response to the death of a loved one or the intake counselor must have specified 

this presenting concern on the intake summary report (ISR); (d) Parents and/or guardians must 

have received a copy of the notice of privacy practice and informed consent notifying them of 

the use of mental health information in research and training as well as signed a confirmation of 

receipt of privacy notice and informed consent during their initial intake appointment; (e) Parents 

and/or guardians must have attended this initial intake between years 2007-2015. 

Instrumentation 

Two instruments were utilized to assess initial presentations to counseling, the Child 

Behavior Checklist (CBCL) and the Parenting Stress Index (PSI). 

CBCL. The CBCL was used to measure behavioral manifestations of children’s grief. 

The CBCL (Achenbach & Rescorla, 2001) was administered to participants’ caregivers. The 

CBCL has two age specific versions, including the CBCL for children ages 1 ½ to 5 (CBCL/1.5-
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5; Achenbach & Rescorla, 2000) and the CBCL for children ages 6 to 18 (CBCL/6-18; 

Achenbach & Rescorla, 2001). With participants ranging in age between 3 to 12, the present 

study utilizes both versions of the CBCL. Although item content varies to emulate age 

differences and covariation, Achenbach and Rescorla (2000, 2001) confirmed the comparability 

between the two age-specific versions of the CBCL for five of the eight syndrome scales, 

including Anxious/Depressed, Withdrawn/Depressed, Somatic Problems, Attention Problems, 

and Aggressive Behaviors. 

The CBCL/1.5-5 is composed of 99 items and the CBCL/6-18 is composed of 118 items. 

For each item, the caregiver is asked to rate their child’s behaviors based on a three level scale: 0 

= not true (as far as you know), 1 = somewhat or sometimes true, and 2 = very true or often true. 

The items describe various problem behaviors demonstrated by children, including anxious, 

withdrawn, somatic complaints, attention problems, and aggression. Caregivers are additionally 

provided four open-ended questions to report additional concerns. The CBCL requires 

approximately 20 minutes to complete and was scored with a computer software program 

designed to score the CBCL. 

CBCL/1.5-5. Test-retest Pearson correlations (rs) were computed for CBCL/1.5-5 and 

indicate overall high reliability. The test-retest reliability coefficents for the syndrome scales of 

the CBCL utilized in the present study are: (a) Anxious/Depressed, r = .68, (b) Somatic 

Complaints, r =.84, (c) Withdrawn, r = .80, (d) Attention Problems, r =.78, and (e) and .87 for 

Aggressive Behavior, r =.87. The content validity was reported to be strong and supported by 

research. Achenbach and Rescorla (2000) reported both content validity and criterion-related 

validity differentiated between referred and non-referred children. 
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CBCL/6-18. To address reliability of the CBCL/6-18, Achenbach and Rescorla (2001) 

computed the intraclass correlation coefficient (ICC) from one-way analyses of variance. For 

test-retest reliability the overall ICC was .95 for the 118 problem items (p<.001). Achenbach and 

Rescorla (2001) computed Cronbach’s alpha to estimate the internal consistency of scale scores. 

Findings indicated Cronbach’s alpha coefficients ranged from .78-.94 for the syndrome scales, 

indicating high reliability for the CBCL/6-18. Specific for the syndrome scales utilized in the 

present study, Cronbach’s alpha coefficients were computed as follows: (a) Anxious/Depressed, 

α = .82, (b) Withdrawn/Depressed, α = .89, (c) Somatic Complaints, α = .92, (d) Attention 

Problems, α = .92, and (e) Aggressive Behavior, α = .90. These coefficients collectively indicate 

high reliability for the CBCL/6-18. The content validity was reported to be strong and supported 

by research. Achenbach and Rescorla (2001) reported on both content validity and criterion-

related validity indicating the items were significantly (p <.01) differentiated between referred 

and non-referred children. 

PSI. The PSI is a parent report measure utilized to assess characteristics of caregivers and 

children that may contribute to stress in the parent-child relational system (Abidin, 2012). The 

PSI is for use with parents of children between 1 month and 12 years. It is a self-administered 

instrument and takes approximately 20 minutes to complete. The instrument includes 120 Likert 

scaled items. Due to the archival nature of the present study, both the PSI-3 and the PSI-4 were 

utilized. Abidin (2012) reported that correlations between the two versions ranged between .85 

and .99, suggesting comparability between the two editions. 

Abidin (1995, 2000) reported adequate internal consistency for the Child Domain (PSI-3, 

α = .90; PSI-4, α = .96) and Parent Domain (PSI-3, α = .93; PSI-4, α = .96). Abidin (1995, 

2000) reported the test-retest reliability were adequate, emphasizing stability of the instrument. 



 

10 

The PSI-3 and PSI-4 manuals detailed relevant empirical research supporting the validity and 

reliability of the PSI.   

CABIF and ISR. A university-based clinic in the southwest United States designed the 

CABIF. Parents and/or guardians seeking counseling services for their children at the university-

based clinic completed the CABIF during the initial intake appointment. Information gathered 

from the CABIF included demographic information, such as age and ethnicity, and current 

psychological stressors, such as the loss of a significant loved one.  

The ISR was designed for use at a university-based clinic in the southwestern United 

States. The intake counselor utilizes the ISR during the course of the initial appointment and 

finalizes the form to completion immediately following this initial appointment. The counselor 

gathers information regarding presenting concerns during this appointment and then synthesized 

this information on the ISR form.  

Procedures 

Approval was obtained through the institutional review board and data from child client 

files age’s 3 to 11 whose parents pursued counseling services from one of two university based 

counselor training clinics were subsequently accessed. Full-time program faculty members direct 

the university-based counseling clinics. Counseling interns providing services at these clinics 

include both doctoral and master’s level students. Interns have at minimally completed all 

clinical preparation courses and are in the clinical phases of their programs. Collectively, these 

clinics serve over 300 active community clients weekly who are typically low socioeconomic 

status, with ages ranging from those as young as 3 years old and those in their elderly years.  

Children make up approximately 60% of current clientele, with adults accounting for the 

remaining 40%. The clinics offer a sliding scale fee for all clients. Caregivers of child clients, 
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who have historically comprised the majority of clientele within this clinic, most often refer their 

children for counseling services due to behavioral or emotional struggles demonstrated by their 

children. To examine client functioning and collect data on client progress, the university clinics 

utilize a number of assessments. Specific to young children, the clinics utilize two assessments: 

one for behavior, the CBCL, and one to examine the parent-child relational system, the PSI. 

Participants’ demographic information, including age, gender, and ethnicity were 

available from and were collected from the CABIF. Information regarding presenting concerns 

as they relate to the loss of a loved one was available from the CABIF as well as the intake 

summary report (ISR). The type of loss child clients experienced was collected from both the 

CABIF and ISR. Results from the PSI and the CBCL completed by parent and/or guardians at 

the initial intake appointment were also collected. Scores from the CBCL, including 

Anxious/Depressed, Withdrawn/Depressed, Somatic Problems, Attention Problems, and 

Aggressive Behavior scales, as well as scores from the PSI, including the Child Domain, Parent 

Domain, and Defensive Responding scores, were procured for the purposes of this study. Data 

from the archival records was then coded to maintain the confidentiality of child clients and 

transferred to a SPSS database for analysis 

Data Analysis 

Canonical correlational analysis (CCA), which is used to quantifiably examine the 

relationships between two sets of variables, was the primary analysis for examining 

characteristics of children who present to counseling following the death of a loved one. CCA is 

most suitable as it can address the multivariate characteristics and dimensionality between these 

variables of interest for the present study. Using theoretical rationale provided in Figure 1, the 

following were factored into the model: (1) age, to explore developmental aspects, (2) ethnicity, 
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to explore social/cultural contexts, (3) type of loss, to explore the nature of the child’s 

relationship with the deceased, (4) life stress, to explore the familial context, and (5) gender to 

explore its impact on bereavement. Due to the use of archival data for the present study, I was 

precluded from exploring the nature of the loss as this information was not consistently available 

within archival records. 

To answer the first research question, type of loss, gender, age, ethnicity, and life stress 

served as the predictor variables and scores on the CBCL on the scales of Anxious/Depressed, 

Withdrawn/Depressed, Somatic Complaints, Attention Problems, and Aggressive Behavior 

served as the criterion variables. To answer the second research question a separate CCA was 

conducted, with type of loss, gender, age, ethnicity, and life stress serving as the predictor 

variables and scores on the PSI on the scales of Child Domain and Parent Domain serving as the 

criterion variables. 

Utilizing SPSS, I ran these canonical correlational analyses and interpreted the results by 

following statistical procedures outlined in Sherry & Henson (2005) and Thompson (2000). 

These procedures include initially examining the full canonical model to determine if the results 

are noteworthy to warrant further exploration, and then extending consideration only to those 

functions which account for a reasonable amount of variance between the two sets of variables; 

to do this I examined Wilks’ lambda (λ), F statistic, and p-value.  Typically, if the full canonical 

model and the subsequent canonical functions are noteworthy, the researcher can then examine 

the standardized weights and structure coefficients to identify what variables are contributing to 

the relationships across the predictor and criterion variable sets. 

Practical significance was also explored through the use of effect sizes to ensure the 

practicality of the results. When considering measure of effect size in CCA, the squared 
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canonical correlation was interpreted in a similar manner to the adjusted R
2
 in multiple 

regression (Thompson, 2000). In determining the noteworthiness of such results, the 

interpretation of effect sizes specific to CCA is contingent upon the researcher’s subjective 

judgment and the specific foci of the research (Sherry & Henson, 2005; Thompson, 1984).  

Results 

A CCA was performed in SPSS for each set of criterion variables (CBCL score and PSI 

score) to evaluate the multivariate shared relationship between characteristics of bereaved 

children and their behavioral manifestations and the relationship between these characteristics 

and levels of parent-child relational stress. The assumptions of linearity, multivariate normality, 

homoscedasticity and multicollinearity were all analyzed and reasonably met.  

Research Question 1: Behavioral Presentations and Children’s Characteristics 

Upon initial data screening, measures were implemented to maintain the integrity of the 

data and subsequent analysis. These measures included re-coding of data due to the composition 

of the sample under study, particularly with ethnicity and type of loss. More specifically, with 

respect to ethnicity, the largest representation were those participants identifying as Caucasian (n 

= 66, 67.35%) and the smallest representation were those identifying as Asian (n = 2, 2.04%). 

Because of the dispersion of data and limited representation in regard to ethnicity specific to 

certain populations, data grouping measures were revised. This included utilizing two groups for 

ethnicity, specifically Caucasian and Culturally Varied. Similarly, with respect to the grouping 

variable for type of loss, the dispersion was also variable with the largest representation being 

children who experienced the death of a grandparent (n = 53) and the smallest representation 

being those who experienced the death of a friend (n = 1). To address this, the type of loss 

grouping variable was re-coded to form two distinct groups: primary losses, which encompassed 
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losses in the immediate family (ie., parents, caregivers, and siblings), and secondary losses, 

which encompassed losses outside of the immediate family (ie., grandparents, cousins, and 

friends). Table 1 provides demographic representation following the data screening process, 

Table 2 presents the mean scores and standard deviations for the continuous predictor and 

criterion variables, and Table 3 presents the correlations among all predictor and criterion 

variables.  

The analysis yielded five functions with squared canonical correlations (Rc
2
) 

of .239, .128, .052, .027, and .002 for each successive function. Collectively, the full model 

across all functions was statistically significant using the Wilks’s λ = .611 criterion, F(25, 328.41) 

= 1.862, p = .008. Because Wilks’s λ represents the unexplained, or residual, variance not 

accounted for by the model, 1 – λ yields the effect size of the full model in an r
2
 metric unit. 

Therefore, for the five derived canonical functions, the r
2
 type effect size was .389. This 

indicates the full model explains a considerable portion, about 39%, of the variance shared 

between the two variable sets.  

Researchers are able to test the hierarchical arrangement of the functions for statistical 

significance through dimension reduction analysis. As previously mentioned, the full model 

(Functions 1 to 5) was statistically significant. Function 2 to 5 did not explain a statistically 

significant amount of shared variance between the variable sets, F(16, 272.54) = 1.267, p = .218, 

but yielded a noteworthy effect size of, Rc
2
 = .128. Function 3 to 5, 4 to 5, and 5 did not explain a 

statistically significant amount of shared variance between the variable set and overall yielded 

small effect sizes,  F(9, 219.19) = .838, p = .581, Rc
2
 = .052, F(4, 182) = .673, p = .611, Rc

2
 

= .027, and F(1, 92) = .172, p = .679, Rc
2
 = .002, respectively.  
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Upon examining the respective functions and their subsequent Rc
2
 effects, only the first 

two functions were considered noteworthy to warrant further interpretation in the context of the 

present study as they accounted for approximately 23.9% and 12.8% of shared variance, 

respectively. Because the final three functions collectively explain less than 9% of the shared 

variance, no further interpretation is presented regarding the last three functions. This finding 

suggests two mathematically viable ways in which the predictor variables relate to the criterion 

variables.  

The standardized canonical function coefficients and structure coefficients for Functions 

1 and 2 are provided in Table 4. Both the squared structure coefficients and communalities (h
2
) 

across the two functions for each variable are provided. Considering the Function 1 coefficients, 

the most relevant criterion variables were Withdrawn/Depressed and Attention Problems, with 

Anxious/Depressed making a secondary contribution to the synthetic criterion variables. This 

finding was supported by the squared structure coefficients. Withdrawn/Depressed additionally 

appeared to have a large canonical function coefficient, which further supports its primary 

contribution to the synthetic criterion variable. Anxious/Depressed appears to receive the least 

credit among all criterion variables specific to the canonical function coefficient, but as 

previously mentioned demonstrates moderate contribution to the synthetic criterion variable per 

structure coefficients; this is likely the result of the multicollinearity that this variable shares with 

other criterion variables (see Table 3). Furthermore, Somatic Complaints demonstrates a 

comparable canonical function coefficient to Attention Problems; however, as previously 

mentioned, Somatic Complaints contributes minimally to the synthetic criterion variable per 

structure coefficients suggesting it is acting as a suppressor variable. Horst (1941) defined a 

suppressor as a variable that removes or suppresses variance. Furthermore, with the exception of 
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Somatic Complaints, the structure coefficients of all criterion variables have the same sign 

indicating they are positively related. Somatic Complaints was inversely related to the other child 

behaviors. Regarding the predictor variable set for Function 1, age was the primary contributor to 

the predictor synthetic variable, with ethnicity making a secondary contribution to the synthetic 

predictor variables. Because the structure coefficients for age and ethnicity are negative, they are 

positively related to the more meaningful contributors from the criterion variable set, including 

Withdrawn/Depressed, Attention Problems, and Anxious/Depressed. Taken together, this 

suggests younger bereaved children tended to demonstrate lower Withdrawn/Depressed, 

Anxious/Depressed, and Attention Problems scores. 

Moving on to Function 2, the coefficients suggest Aggressive Problems and Somatic 

Complaints are among the most relevant criterion variables. The squared structure coefficients 

supported this conclusion. Furthermore, all of the structure coefficients of the criterion variables 

for Function 2 had the same sign, indicating that they were all positively related.  Coefficients of 

predictor variables indicate life stress was the primary contributor to the synthetic predictor 

variable with Gender, Type of Loss, and Ethnicity serving as secondary contributors. This is 

supported by both structure coefficients and squared structure coefficients. Collectively, this 

second function suggests another, lesser contributory way in which characteristics of bereaved 

children and their demonstrated behaviors as perceived by caregivers go together. Specifically, 

this suggests a combination of bereaved girls, children who experienced a primary loss, and 

children whose caregivers reported less life stress are associated with lower Aggressive 

Behaviors and Somatic Complaints scores. That is, children who are girls and experienced a 

primary loss and whose parents reported less life stress demonstrated less aggressive behaviors 

and fewer somatic complaints. 
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Examining the full model, communality coefficients indicate Withdrawn/Depressed, 

Aggressive Behaviors, and Attention Problems as the dominant criterion variables across both 

functions and Age and Life Stress as the dominant predictor variables across both functions. This, 

along with the entirety of the canonical solution, can be found in Table 4. 

Research Question 2: Parenting Stress and Bereaved Children’s Characteristics 

The second CCA was conducted using bereaved children’s characteristics as predictors of 

the levels of parental stress to evaluate the multivariate shared relationship between the two 

variable sets. Initial sampling included 98 participants; however, due to defensive responding (n 

= 11) and incomplete or missing data (n = 3), 14 cases were excluded resulting in a final sample 

of 84 participants. Similar coding procedures were again employed; Table 5 provides 

demographic representation following the data screening process for participants retained for the 

second CCA. Table 6 presents the mean scores and standard deviations for these continuous 

predictor and criterion variables and Table 7 presents correlations amongst all predictor and 

criterion variables. 

The analysis yielded two functions with squared canonical correlations (Rc
2
) of .160

and .059 for each function. Collectively, the full model across all functions was statistically 

significant using the Wilks’s λ = .790 criterion, F(10, 154) = 1.926, p = .045. For the two derived 

canonical functions, the R
2
 type effect size was .210. This indicates the full model explains about

21% of the variance shared between the two variable sets. Function 2 did not explain a 

statistically significant amount of shared variance between the variable sets, F(4, 78) = 1.223, p 

= .308, and yielded a small effect size, Rc
2
 = .059. Upon examining the respective functions and

their subsequent Rc
2
 effects, only the first function was considered noteworthy to warrant further

interpretation in the context of the present study. The final function was considerably weak, 
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explaining only 5.9% of the remaining variance in the variable set after the extraction of the first 

function. Therefore, no further interpretation will be presented regarding this final function.  

The standardized canonical function coefficients and structure coefficients for Functions 

1 and 2 are provided in Table 8. Because only one function will be interpreted, communalities 

(h
2
) will not be provided. Considering the Function 1 standardized canonical function 

coefficients, the most relevant criterion variable was the Child Domain; this finding was 

supported by the structure coefficient and squared structure coefficient. Canonical function 

coefficients further suggest a moderate contribution by the Parent Domain; however, the 

structure coefficient indicates negligible correlation. This is likely due to the multicollinearity 

that this variable shares with the Child Domain (see Table 7).  

Regarding the canonical function coefficients for the predictor set for Function 1, age 

appears to be the most relevant predictor variable, with Ethnicity making a secondary 

contribution to the synthetic predictor variables. These findings are supported by the structure 

coefficients and squared structure coefficients.  Furthermore, with the exception of ethnicity, all 

of the variables’ structure coefficients had the same sign, indicating that they are all positively 

related. Ethnicity was inversely related to the other characteristics. Taken together, this suggests 

that a combination of younger and culturally varied bereaved children are associated with lower 

Child Domain scores. That is, caregivers of younger culturally varied (i.e., children other than 

Caucasian), bereaved children are likely to report less overall stress related to child 

characteristics.  

Discussion 

This study sought to explore the relationship between characteristics of bereaved 

children, including age, gender, ethnicity, life stress, and type of loss, presenting to counseling 
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and their subsequent behavioral manifestations. Additionally, further attention was given to 

exploring the relationship between these characteristics and the levels of stress within the parent-

child relationship. Results of the current study advance understanding of the relationships 

between these variables. 

Behavioral Manifestations of Bereaved Children 

Correlational evidence generated from this study suggests a relationship exists between 

bereaved children’s characteristics and their subsequent behavioral manifestations. Specifically, 

parental report suggests younger bereaved children tended to demonstrate less 

withdrawn/depressed, anxious/depressed, and attention-related struggles. Relative to typical 

development, this finding is consistent with prior literature as young children tend to experience 

and subsequently demonstrate emotionality for shorter periods of time (Berger, 2011). The 

ability to sustain such emotional intensity increases with age (Berger, 2011; Greenspan & 

Greenspan, 1989). Parents’ perceptions of fewer withdrawn/depressed and anxious/depressed 

behaviors in younger children may be indicative of younger children traditionally relying on 

more externalizing behaviors to express their emotional states. Moreover, younger children are 

far more likely to engage their parental figure in times of stress, which would likely result in 

similar findings to the present study (Bowlby, 1980). Related to the lowered attention-related 

struggles, parents who reported lower attention-related problems may have been picking up on 

this developmentally appropriate struggle for young children (Berger, 2011); and hence less 

sensitive to attentional problem behaviors. 

Bereaved children whose parents report less life stress also reported fewer aggressive 

behaviors and fewer somatic complaints for their children. Specifically, caregivers who reported 

few external stressors, such as a lack of family divorce or family moves, experienced their 
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children displaying fewer aggressive behaviors and fewer complaints of somatic symptoms. This 

is consistent with prior literature which suggests that families who experience fewer external 

stressors possess a more stable home environment. Ultimately, the more stable a child’s world is, 

the more capable they are of experiencing a trauma, such as the death of a loved one, and may 

demonstrate positive coping skills (Bowlby, 1980; Webb, 2011; Wolfelt, 1996). 

Girls whose parents also reported less life stress appeared to demonstrate less aggressive 

behaviors and fewer somatic complaints. Prior studies suggest boys demonstrate more 

externalizing behaviors, such as aggressive and disruptive behaviors, whereas girls tend to 

demonstrate more internalizing behaviors (Hope & Hodge, 2006). However, inconsistent with 

prior works is the connection with fewer somatic complaints as prior works suggest that girls 

may be more likely to complain of somatic symptoms than their boy counterparts (Hope & 

Hodge, 2006). This may be specific to the sample of the current study.   

Results from the current study indicated that a bereaved child’s ethnicity did not appear 

to be correlated with behavioral characteristics, and therefore implies children in this particular 

sample tended to grieve similarly across cultures. This initially appears inconsistent with prior 

literature, which suggests cultural differences appear to influence children’s grief experiences. 

However, the sample under study was not highly diverse and this finding should be interpreted 

with caution (Hunter & Smith, 2008).  

Parent-Child Relationship Stress 

 Findings indicated parents of younger bereaved children, as compared to older children, 

reported experiencing less stress in the parent-child relationship specific to aspects of the 

children. This is consistent with prior studies which found parents of older children report greater 

parenting stress than those of younger children (Putnik et al., 2010; Williford et al., 2007). 
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Parents of older children may experience increased parental stress due to children’s 

developmentally appropriate tendency towards autonomy. Due to limited autonomy, young 

children demonstrate an increased need for their caregiver’s attention and time comparative to 

older children. Parent expectations of younger children may contribute to their ability to respond 

more effectively and relationally to grief expressions in contrast to parental expectations of older 

children. Specifically, parents may expect younger children to respond to loss with behavioral 

problems yet older children may be expected to regulate their expressions of grief through 

appropriate behaviors. Therefore, parents of younger children may have noted lower overall 

stress stemming from the child due to perceiving their children’s behaviors as developmentally 

appropriate and not contributory to stress in the parent-child relational system.  

 Parents of culturally diverse children appeared to experience their children’s behaviors as 

minimally stressful to their overall parenting role. This finding appears consistent with those 

from other studies specifically exploring levels of parenting stress and race; these studies found 

that parents identifying as White report higher parent-child relational stress than racial and ethnic 

minority parents (Emick & Hayslip, 1996; Williford, Calkins, & Keane, 2007).  

Several predictor variables present in previous literature did not appear to be significantly 

related to levels of stress in the parent-child relationship (Abidin, 2012; Hansen, 2004; Webb, 

2011). Specifically, gender, type of loss, and life stress did not appear to heavily contribute to 

stress in the parent-child relationship. Life stress did not appear to have a meaningful 

relationship, whether positive or negative, with parenting stress either related to characteristics of 

the child or the caregiver’s parenting. For the present sample, this suggests a couple of 

possibilities regarding parents of bereaved children: (1) parents are not experiencing significant 

external stressors, or (2) parents are not perceiving external stressors as significantly contributing 
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to stress in the parent-child relationship. Regarding type of loss, whether bereaved children 

experienced a primary loss, such as the death of a parent or sibling, or a secondary loss, such as 

the death of a grandparent or friend, caregivers did not appear to report more or less parenting 

stress. Additionally, the gender of bereaved children did not appear contributory to stress in the 

parent-child relational system. This suggests that loss in general, including both primary and 

secondary losses, as well as the bereaved child’s gender contribute equally to stress in the parent-

child relationship.  

Limitations 

Due to the use of archival data, this study may suffer from several inherent limitations. 

Data collection for this study was limited to existing data generated through two university based 

community counseling clinics. Although uniform evaluation documents were utilized, including 

the child/adolescent background information form (CABIF), intake summary report (ISR), the 

CBCL, and the PSI, interpretations of specific variables, such as the type of loss, may have been 

determined initially through the perspective of the intake counselor and then re-interpreted by 

me. Additionally, several features of loss that impact children’s bereavement processes remain 

unexplored in the present study due to the archival data. Some information was not available for 

further study, including the specific nature of the loss, the depth of interaction between the 

deceased loved one and the bereaved child, and whether the loss was sudden or traumatic versus 

anticipated . Because of the confines of archival data, these aspects will remain unexplored.  

Because the selected instruments for this study are based on parental perception, the 

actual emotions and behaviors demonstrated by child clients may be misrepresented. Due to the 

nature of loss, caregivers were likely experiencing and working to cope with the same loss the 

child experienced. Therefore, parental perceptions may have been affected by their own grief 
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process. Additionally, children may have experienced behavioral and/or emotional struggles 

prior to the reported death of a significant loved one and may be related to another factor apart 

from and unrelated to the death of a significant loved one. Because mediating/moderating effects 

of other variables were not assessed in the present study, the possibility that correlational 

findings may be independent outcomes of variations of other variables cannot be discounted. 

In regard to external validity, with the specific setting and sample, the results may not be 

reflective or applicable to children across different geographical and demographic backgrounds 

(Heppner, Kivlighan, & Wampold, 2008; Rubin & Bellamy, 2012). Moreover, because of the 

limited number of participants, the predictive results derived through the course of this study 

may need to be interpreted with caution.  

Implications for Counselors 

 The results of this study potentially provide counselors with important information 

regarding treatment planning and practice with bereaved children. Primarily, clinicians must seek 

to educate those adults who are in direct relationship with the bereaved children, including 

parents, caregivers, and other grief workers, about children’s grief expressions. The foremost 

finding was the influence of age on grief manifestations in that children’s grief processes are 

primarily contingent upon their development. That is, younger bereaved children may grieve 

differently than older bereaved children. Because of the overall developmental implications and 

breadth of research exploring this construct, it is important counselors are informed of and 

attuned to these developmental differences. This attunement can help counselors in better 

understanding the bereaved children and also help in advocating for the child’s needs within the 

family system.  
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Young children’s grief manifestations look differently than adults. While children often 

experience similar emotions to adults, such as anger, sadness, and fearfulness, their expression of 

such emotions is dissimilar from adults. Typically adults express their struggles and grief 

through verbal means of communication; however, children demonstrate their struggles through 

play-based behaviors. Younger bereaved children often externalize their grief through aggressive 

or rule-breaking behaviors, whereas older bereaved children often internalize their grief reactions 

through withdrawn, depressed, and anxious behaviors. Furthermore, whereas bereaved adults are 

often plagued with thoughts of their deceased loved ones for months and even years following 

the death, children tend to grieve through patterns of engaging and disengaging in shorter intense 

periods of time (Wolfelt, 1996). For instance, children may throw more frequent tantrums or 

demonstrate rule-breaking behaviors one minute, and the very next minute they may be playing 

happily with their siblings. Because of these engaged and disengaged behaviors, adults in 

children’s worlds often misperceive their disengagement as indicative of cessation of their grief, 

when in fact their grief is often ongoing. In light of these circumstances, caregivers and 

counselors working with bereaved children should focus on understanding the uniqueness of the 

individual child’s bereavement process and listen to and respond to their individual needs. 

Moreover, caregivers and counselors should work to ensure they are informed about the 

childhood bereavement and the long-term impacts and expectations for the future.  For instance, 

because grief is cyclical in nature, children will often revisit their loss throughout their lifespan, 

especially when approaching significant developmental milestones.  

Findings from the current study indicated that children additionally perceive and 

experience all losses relatively similarly whether the death is a primary or secondary loss. This 

suggests whatever loss the child is actively experiencing, whether it be a loss the caregivers 
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perceive as traumatic or not, it is likely experienced by the child as equally hurtful. Therefore, 

counselors should work to inform caregivers regarding the importance of attending to and 

understanding all losses experienced by their children.   

Results from this exploration of children’s grief indicated a relationship between the 

number of behavioral problems demonstrated by bereaved children and stressful life events 

reported by parents. Caregivers who are able to maintain a stable home environment may 

provide bereaved children with a sense of safety. Bereaved children are placed in a vulnerable 

state as a result of the loss, further disruptions may exacerbate their grief. Therefore, following 

traumatic occurrences, such as experiencing the death of a loved one, caregivers should work to 

uphold as much sameness and security as possible. That is, caregivers should work to minimize 

any moves, relative to both home and school, loss of pets, or loss of children’s typical roles. 

Providing children with such stability may likely lead children to cope more positively with the 

present loss as well as future losses (Lewis & Lippman, 2004). Counselors who work with 

bereaved families can provide parents with problem-solving, information, and resources to help 

maintain home stability.  

Implications for Research 

 Although correlational evidence generated from the present study provided substantial 

support regarding developmental implications and regarding bereaved children, further research 

in this area is needed in order to determine fitness and efficacy of results. Much of prior literature 

is dated, therefore, to better inform clinical practice it is important to conduct further studies 

exploring bereaved children and their subsequent needs following the experience of loss. Future 

researchers might consider exploring bereaved children’s systems of support following loss as 

well as the impact of multiple losses and/or the nature of loss experienced. Clinicians interested 
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in more deeply exploring needs of bereaved children might also consider conducting a more 

thorough intake specifically focused on losses, including such aspects as age of loss(es), nature 

of loss(es), and depth of relationship(s) with the deceased, amongst others. Moreover, 

longitudinal research into children’s loss is needed to explore long-term needs and well-being of 

bereaved children. One area remaining largely unexplored is specific research exploring young, 

pre-adolescent, and adolescent bereaved children. This subject of inquiry would provide 

practitioners with more empirical information regarding the developmental needs and 

experiences of children specific to their age. Overall additional stringent research into children’s 

loss would further strengthen the field and services available for bereaved children.  

 Specific to the instruments utilized in the present study, future studies could explore the 

appropriateness of use of the Child Behavior Checklist specific to bereaved children. Due to 

moderate correlations identified in the present study between scores on the scale of 

Anxious/Depressed and the other four CBCL scales, factor analysis may be an appropriate 

pursuit in this exploration. Furthermore, the Parenting Stress Index includes a specific scale 

exploring caregivers’ relationships with their spouse. For caregivers who experienced the death 

of their partner, this question may not be applicable and even more so insensitive to the bereaved 

caregiver. Without scores on the spousal scale, many of the scales cannot be calculated. 

Therefore, a more sensitive instrument specific to the needs of bereaved caregivers would be 

useful to work with the present population.  

Conclusion 

 Correlational findings from this study provided insight into bereaved children’s 

manifestations of loss as contingent upon their development, nature of loss, social cultural 

context, family context, and gender. The noticeable factor that archival data precluded from the 
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study was the bereaved child’s nature of the relationship with the deceased. Specifically, results 

from the present study emphasize the strong relationship between age and bereaved children’s 

behavioral manifestations. This reinforced the importance for clinicians to understand 

developmental implications when working with bereaved children. Furthermore, caregivers who 

reported minimal overall external stressors also report less parent-child relational interference. 

This further emphasizes the importance for caregivers to maintain utmost stability for bereaved 

children. This stability may reinforce the children’s sense of safety as well as provide 

opportunities for children to develop positive coping skills following loss.  

 A unique aspect of the present study was the multivariate analyses that allowed for the 

exploration of the dimensionality between variables. Prior to the present study, multivariate 

analyses have not been utilized to investigate bereaved children’s grief manifestations and 

subsequent parent-child relational stress. Even fewer studies have utilized psychometrically 

sound instruments to explore such constructs. Furthermore, a major strength of the present study 

was the clinic-based setting as all child participants were presented to the clinics by their 

caregivers seeking counseling services for struggles stemming from the loss.  
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Table 1  

Behavior CCA: Demographic Descriptive Statistics for Participants  

Age n %age Ethnicity n %age Gender n %age Type of Loss n %age 

3 13 13.27 Caucasian 66 67.35 Male 67 68.35 Primary Loss 34 34.69 

4 14 14.29 Culturally Varied 32 32.65 Female 31 31.63 Secondary Loss 64 65.31 

5 16 16.33          

6 13 13.27          

7 14 14.29          

8 14 14.29          

9 4 4.08          

10 7 7.14          

11 3 3.06          

 

Table 2  

Behavior CCA: Means and Standard Deviations for Continuous Predictor and Criterion 

Variables 

 Predictors Criterions 

 Age Life Stress Anxious/ 

Depressed 

Withdrawn/ 

Depressed 

Somatic 

Complaints 

Attention 

Problems 

Aggressive 

Behavior 

M 6.28 16.98 59.78 59.61 55.89 58.15 63.21 

SD 2.33 12.91 9.49 9.44 7.73 8.60 11.60 

 

Table 3  

Behavior CCA: Correlations for Predictor and Criterion Variables 

Variable AD WD SC AP AB Age Ethnicity Gender Type of 

Loss 

Life 

Stress 

Anxious/Depressed (AD) 1.00          
Withdrawn/Depressed (WD) .494 1.00         
Somatic Complaints (SC) .521 .248 1.00        
Attention Problems (AP) .416 .342 .052 1.00       
Aggressive Behavior (AB) .538 .374 .307 .488 1.00      
Age .152. .387 -.084 .239 .124 1.00     
Ethnicity .075 .090 -.076 .093 -.099 -.035 1.00    
Gender -.127 -.006 -.054 -.061 -.206 .085 -.006 1.00   
Type of Loss .231 .133 .210 .164 .152 -.011 .005 -.103 1.00  
Life Stress .035 .012 .161 .063 .195 -.179 -.080 -.093 .106 1.00 
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Table 4  

Behavior CCA: Canonical Solution for Child Behaviors and Characteristics 

 Function 1             Function 2 

Variable Coef rs rs
2
 (%) Coef rs rs

2
 (%) h

2
 (%) 

Anxious/Depressed -.240 -.455 20.74 .264 -.457 20.89 41.63 

Withdrawn/Depressed -.800 -.856 73.29 .081 -.266 7.05 80.34 

Somatic Complaints .378 .114 1.30 -.480 -.606 36.74 38.04 

Attention Problems -.373 -.601 36.13 -.043 -.378 14.26 50.39 

Aggressive Behaviors .257 -.238 5.66 -.915 -.912 83.12 88.78 

Rc
2 

  23.91   12.79  

Age -.913 -.890 79.19 -.172 -.034 <.001 79.19 

Ethnicity -.399 -.365 13.35 .369 .420 17.68 31.03 

Gender .019 -.031 0.09 .433 .514 26.38 26.48 

Type of Loss -.217 -.214 4.58 -.384 -.490 24.04 28.62 

Life Stress -.030 .141 1.99 -.616 -.695 48.35 50.34 

Note. Coef = standardized canonical function coefficients; rs = structure coefficient; rs
2
 = squared 

structure coefficient; h
2
 = communality coefficient.  

 

Table 5 

Parent-Child Stress CCA: Demographic Descriptive Statistics for Participants 

Age n %age Ethnicity N %age Gender n %age Type of Loss n %age 

3 12 14.29 Caucasian 55 66.48 Male 60 71,43 Primary Loss 33 39.29 

4 12 14.29 Culturally Varied 29 34.52 Female 24 28.57 Secondary Loss 51 60.71 

5 13 15.48          

6 12 14.29          

7 12 14.29          

8 11 13.10          

9 4 4.76          

10 5 5.95          

11 3 3.57          

 

Table 6 

Parent-Child Stress CCA: Means and Standard Deviations for Continuous Predictor and 

Criterion Variables 

 
Predictors Criterions 

 Age Life Stress Child Domain Parent Domain 

M 6.10 18.19 118.75 124.80 

SD 2.24 13.19 25.13 22.56 
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Table 7 

Parent Child Stress CCA: Correlations for Predictor and Criterion Variables 

Variable CD PD Age Ethnicity Gender Type of 

Loss 

Life 

Stress 

Child Domain (CD) 1.00       

Parent Domain (PD) .492 1.00      

Age .240 -.063 1.00     

Ethnicity -.144 .046 -.072 1.00    

Gender -.127 -.122 .041 .008 1.00   

Type of Loss .113 .023 .031 -.010 -.116 1.00  

Life Stress .188 .267 -.179 -.080 -.093 .106 1.00 

 

Table 8 

Parent Child Stress CCA: Canonical Solution for Child Characteristics and Parenting Stress 

 
Function 1 

Variable Coef rs rs
2
 (%) 

Age -.855 -.813 66.16 

Ethnicity .497 .528 27.90 

Gender -.019 -.103 1.06 

Type of Loss -.159 -.077 0.59 

Life Stress -.217 -.129 1.66 

Rc
2 

  16.05 

Child Domain -1.103 -.897 80.40 

Parent Domain .488 .023 0.05 

Note. Coef = standardized canonical function coefficients; rs = structure coefficient; rs
2
 = squared 

structure coefficient.  
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 Figure 1. Illustration of contributing factors of bereaved children.  
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The review that follows is a synthesis of relevant literature and research regarding the 

following areas: (a) historical theories of grief and loss, (b) research on children’s understanding 

of the concept of death, (c) research on children’s loss experiences, including common 

manifestations of grief in children and contributing factors in the grief process. This chapter will 

conclude with an overview describing correlational research and the use of canonical 

correlational analysis, which are the respective research design and analyses intended for this 

inquiry.  

Historical Perspectives of Grief and Loss 

Because death is universal, a number of approaches exist explaining the process of grief 

and loss. This section will specifically focus on summarizing theories that have been utilized to 

explain the bereavement process and additionally address ways in which these theories have 

changed over time. Understanding the typical progression of grief and various conceptualizations 

of loss is hallmark to providing the conditions necessary for bereaved children’s healing.  

Psychoanalytic Theory  

Although death affects all living creatures and has been a topic of literature for centuries, 

Sigmund Freud (1917/1957) was the first to discuss grief and loss from a psychological 

perspective. In his pivotal work, Mourning and Melancholia, Freud (1917/1957) identified two 

categories of grief: mourning, or normal grief, and melancholia, or pathological grief. He 

speculated that mourning is a normal and typical reaction to the death of a loved one. On the 

other hand, although it mirrors some of the processes in the category of mourning, individuals 

who suffer with melancholia often experience significant decreases in self-esteem. Freud further 

posited that the mourning process typically resolves itself over an undetermined period of time. 

During this process, which can be extensively difficult, the bereaved must come to accept the 
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death and withdraw from the attachment figure. The bereaved are then free to invest in a new 

attachment. However, should the process produce melancholia in individuals, Freud concluded 

they were experiencing a pathological response to loss with a need for intervention (Freud, 

1917/1957). Freud’s work does not explicitly address bereavement in children; however, 

psychoanalysts maintain the development of the human psyche is dependent upon children’s 

identification with and internalization of the primary caregiver (Freud, 1917/1957).  

Furthering the work of Freud, Lindemann (1944) was the first to systematically study 

acute grief. Utilizing observation and interviews, Lindemann examined the loss experiences, 

including the symptoms and changes, of 101 bereaved individuals. He specifically identified 

manifestations of acute grief including somatic, or physical, manifestations of distress, fixations 

with images of the deceased, guilty or remorseful feelings related to the deceased, aggressive or 

disruptive behaviors, and an incapacity to return to everyday functioning. Lindemann identified 

an additional manifestation of acute grief, the development of characteristics of the deceased, 

which were experienced by a number of the studied participants. Lindemann further postulated 

that grief work, facilitated by mental health professionals and/or religious leaders, could resolve 

acute grief (Lindemann, 1944).  

Freud’s daughter, Anna Freud, continued her father’s work by specifically applying 

psychoanalytic theory to childhood bereavement (Freud, 1966/1989). She believed that children 

who have mastered object permanency are capable of grieving the death of a loved one. She 

argued children demonstrate similar grief behaviors to adults, such as a longing for the deceased 

and feelings of sadness or anger. She additionally identified two worlds of bereaved children: the 

external world, in which children must acknowledge and work to accept the death, and the inner 

world, in which children must work to detach from the deceased while still identifying in some 
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ways with the figure. Once this withdrawing occurs, children are able to invest their newly freed 

energy into another figure. A. Freud additionally postulated that children grieve for a shorter 

period of time than adults, such as few as three days (1966/1989).  

Peretz (1970) continued to advocate for the medical model of grief as he noted the grief 

process was quite different from typical daily functioning and the intensity of physical and 

emotional symptoms caused by bereavement, which he perceived as a mental illness. Therefore, 

when the intense physical and emotional symptoms subsided, they are no longer experiencing 

drawbacks from this illness. Peretz (1970) equated the loss experience to that of suffering a 

wound or infection. For some individuals the recovery is quick and uncomplicated, whereas with 

others, it is a prolonged and painful process leaving behind permanent scars.  

Overall, psychoanalysts postulate that pathology may arise through children’s grief, and 

therefore, stress the importance of emotional expression. Furman (1964), a child psychoanalyst 

who studied under A. Freud, argued that many parents are incapable of providing children with 

the environment and conditions necessary for healthy grieving when they are in the midst of the 

grief processes themselves. Therefore, psychoanalysts recommend procuring interventions for 

the bereaved, both for children and involved adults, when pathology occurs.  

Attachment Theory 

Because childhood grief primarily revolves around disrupted relationships, attachment 

theory is helpful in understanding how the early loss of significant loved ones can negatively 

affect children. John Bowlby (1980), known for his development of attachment theory, examined 

several phenomena in children including attachment, separation, and loss. He observed children 

demonstrating signs of mourning following the loss of a loved one; he utilized these observations 

as well as empirical data of clinical cases to craft his theory. Through this work, he articulated 
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how parent-child relationships evolve over time and how these parental attachments influence 

children’s relationships with others. Bowlby differed from psychoanalysts in that he emphasized 

healthy grieving rather than solely focusing on pathologizing the mourning process. He 

additionally identified many of the bereavement characteristics, previously perceived as 

pathological by traditional psychoanalysts, to be evidence of healthy mourning.  

Bowlby (1980) believed that at the age of seven months, children were capable of 

demonstrating symptoms of mourning, as they were able to remember images of their loved ones 

even if they were absent. Attachments, which are bonds or “psychological connectedness” that 

individuals develop between one another, are typically established between children and their 

caregivers (Bowlby, 1969, p. 194). Once these bonds are developed, children will demonstrate 

preferences for their caregivers (Mikulincer & Shaver, 2008). Children who have a loved one die 

often experience a relational disruption, especially if the loss is a caregiver. These types of losses 

threaten children’s senses of security and force intense emotional reactions by elevating their 

levels of anxiety. Essentially, the loss of an attachment figure is distressing to children as they 

perceive the security and love provided by the attachment figure as also lost. Children who 

experience these disruptions demonstrate a number of reactions common to grief, including 

yearning, anger, and despair (Bowlby, 1980). 

Through his work and direct contact with grieving children, Bowlby (1960) categorized 

children’s grief responses into three stages: protest, despair, and reorganization. In the stage of 

protest, children often cry and wish for the return of the deceased. Bowlby believed how children 

coped in this first stage could be an indicator of pathology. Bowlby believed struggling to move 

on from this stage, such as a persistent longing for the loved one’s return, was a major predictor 

of future pathology. In the second stage, despair, children experience an intense sadness over the 
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separation from the attachment figure. Finally, in the third stage of reorganization, children begin 

to accept the death and move into a place of establishing a new connection, or attachment, with a 

figure. The conceptualization of this stage is similar to psychoanalytic theory in that children 

conquer their grief and replace the absence of one object with a new object (Worden, 1991). 

Mastering this stage will allow children to return to their typical functioning prior to the death of 

the significant loved one (Bowlby, 1960).  

Experiencing attachment barriers early in one’s life, such as the death of a loved one, can 

have lasting distal effects for those impacted by such loss. Additionally, Bowlby (1980) argued 

how these early traumas can further disrupt the general development of the child. Understanding 

how the loss of a direct caregiver impacts even the youngest of children is integral to both 

surviving caregivers and mental health professionals providing services to grieving children.  

Developmental Theory 

Erik Erikson, a developmental psychologist who studied under and was a patient of Anna 

Freud’s, also diverged from traditional psychoanalysis, which emphasized instincts and drives, to 

focus on development across the lifespan (Berger, 2011). Whereas Freud and Bowlby believed 

parental influence was the single greatest factor in developing children, Erikson explored the 

social and environmental influences on child development. Although Erikson did not explicitly 

address childhood bereavement through his work, he did explore how social and psychological 

interactions converge through his psychosocial theory of development (Berger, 2011). As 

children develop, their caregivers heavily control and structure their social circles. A loss of one 

of these caregivers could dramatically affect children by disrupting their contact and thereby 

influencing their overall holistic development.  
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Erikson’s psychosocial theory of development is divided into eight stages that span from 

infancy to late adulthood (Berger, 2011). Four of these stages directly relate to the population of 

the present study and will be addressed specifically as they relate to children’s grief: trust vs. 

mistrust, autonomy vs. shame and doubt, initiative vs. guilt, and industry vs. inferiority.  

The initial stage, trust vs. mistrust, spans from infancy to approximately 18 months old 

(Berger, 2011). Infants who develop trust in their caregivers feel they will be cared for and safe 

and are able to extend that trust to themselves and those around them. On the other hand, infants 

who lack trust in their caregivers struggle with connecting to others and experience a decreased 

sense of overall security. Children who experience a significant loss while in this developmental 

stage, particularly if the deceased is a caregiver, could struggle to develop trust in those around 

them especially if their psychological needs are left unfulfilled. Furthermore, because the death 

of a significant loved one does not solely impact children, a bereaved family could lack the 

physical and emotional resources to provide the necessary care to young children (Webb, 2011).  

Occurring between the ages of 18 months and three years, the stage of autonomy vs. 

shame and doubt marks a time in which children typically begin developing new skills, such as 

movement, language, and potty training (Berger, 2011). Children can feel confident in 

themselves and experience a sense of self-control; however, should these skills not be developed 

or should they experience decreased self-control, children can feel shame and self-doubt. 

Because children’s worlds continue to largely be controlled by their caregivers within this stage, 

a loss within this period will serve to exacerbate fears and elevate the belief in children that they 

lack control (Webb, 2011).  

In the third stage, initiative vs. guilt, which spans the ages of three to five years old, 

children often begin initiating more imaginative play and exploration (Berger, 2011). Children 



 

45 

within this stage often ask many questions, begin working toward building a personal sense of 

direction, and begin working to identify their own desires. Children additionally begin to initiate 

social interactions with other children. A significant loss during this period may cause 

disruptions for the child in that they may not feel as free to explore their world (Webb, 2011). 

This may cause them to develop a deep sense of guilt and feel more like a nuisance to those 

around them.  

Industry vs. inferiority, which occurs approximately between the ages of six and eleven, 

marks a time in which children’s accomplishments, both at home and in school, are contributing 

factors to sense of self (Berger, 2011). It is also at this stage that children’s peers become largely 

significant to their worldview. Children who struggle to develop a sense of self, either at home or 

at school, can develop a sense of inferiority. If a child’s initiative is restricted in some way, such 

as the death of a loved one, they may begin to feel inferior and doubt their own abilities. 

Children who experience significant losses within this stage may internalize their struggles or 

withdraw from others (Webb, 2011). They may also feel disconnected from their family and feel 

as though they are isolated or lack competence in how to best help their family bereave.  

Erikson refuted deterministic developmental models and argued that each stage can be 

resolved later in life (Berger, 2011). Because children are in constant contact with their 

environment, children can move towards healthier functioning. Although the death of a loved 

one can have drastic effects on children, ongoing connectedness can equally affect a child in a 

positive direction.  

Conceptual Understanding of Grief and the Grief Progression 

In considering the progression of typical grief, a number of theorists have constructed 

models in order to specifically conceptualize the bereavement process (Kübler-Ross, 1969; 
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Murray-Parkes, 2008; Wolfelt, 2002; Worden, 2003).  Because of the extent to which experts 

have developed bereavement theories and the number of theories in existence, I will summarize 

only the most salient of the grief and loss theories that directly pertain to the subject of the 

present study.  

Kübler-Ross (1969), who has likely had the most significant impact on the field of grief 

work, initially developed a five stage model of grief for which dying individuals transgressed 

through: denial, anger, bargaining, depression, and acceptance. She postulated that individuals 

with terminal illnesses typically progress through these stages when confronting their own 

impending death. Denial is a disbelief of death. Anger and depression are often associated with 

the death of a loved one as the experience can be both frustrating and sad. Bargaining occurs 

when an individual attempts to change the circumstances, such as playing the “if only” game. 

Bargaining is similar to denial; however, with bargaining an individual feels more “thinking, 

blaming, and guilt” (Levine & Kline, 2006). The final stage is acceptance, although reaching this 

stage does not imply that the sadness or pain from the loss disappears. In its early development, 

Kübler-Ross’s model was initially perceived as a stage model whereby an individual would enter 

one stage and move to the next stage. Later in her career, Kübler-Ross formally revised her 

model to reflect and emphasize a cyclical, continuous process whereby individuals continually 

move in and out of the phases of grief (Webb, 2011). Although the model was originally 

developed to conceptualize dying individuals’ processes, it was later transformed into the more 

widely known stages of grief applicable to all bereaved. To date, only one published study 

investigates the existence of Kübler-Ross’s stages titled the Yale Bereavement Study 

(Maciejewski, Zhang, Block, & Prigerson, 2007). Researchers found insufficient evidence to 

support the presence of these five stages in individuals who experienced significant losses.  
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Another well-respected grief perspective formed out of the collaborative work between 

Bowlby (1980) and Murray-Parkes (1998), who married their research foci of attachment theory 

and human information processing to formulate a grief model. Their model, which they 

collaborated to reformulate Kübler-Ross’s original five-stage model, divided grief into four 

phases: numbness, searching and yearning, disorganization and despair, and reorganization and 

recovery (Murray-Parkes, 2008). Numbness is the initial phase that accompanies the loss. The 

bereaved often feel detached at this stage. The second phase, searching and yearning, involves 

the bereaved longing for the deceased loved one. Many emotions accompany this stage, such as 

anger, sadness, and anxiety. Disorganization and despair occurs most often when individuals 

detach themselves from the outside world. In reorganization and recovery, their energy levels 

typically return. Although the sadness and anger over the loss does not dissipate, bereaved 

individuals typically experience and engage in increased positive interactions. Bowlby (1980) 

and Murray-Parkes (1998) both posited that grief is not a linear journey, but one that often 

recycles.  

Arguing against the more medical models of loss, grief psychologist William Worden 

(1982) believed these models were insufficient in understanding the grief process. He identified 

two categories in bereavement: normal and abnormal grief reactions. Individuals experiencing 

normal grief reactions are eventually able to cope with the loss, whereas individuals who 

experienced abnormal grief reactions are unable to cope. Worden (1982) conceptualizes the 

intention of the grief process as working to adapt to the loss. He perceives the adaptation to loss 

as involving four tasks: accept the reality of the loss, work through the pain, adjust to the new 

environment in which the deceased is missing, and emotionally relocate the deceased and move 

on. Worden (2002) encouraged individuals to fully experience their emotions following the loss 
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and emphasized the initial task of accepting the reality of the loss is crucial; if individuals are 

incapable of accepting the reality of their losses, then they will not be able to move forward in 

the mourning process. Adjusting to the new environment in which the deceased is missing 

involves reassigning and accepting new roles. Specific to children, when caregivers die, they 

often fall into the role of parent, which is an example of role reassignment. Finally, emotionally 

relocating the deceased allows the bereaved to free up space in their worlds and be open for new 

relationships to form (Worden, 2002). This final task is similar in Bowlby’s (1980) theory of 

attachment in which the child reattaches to another figure. Worden (1982) noted he believes the 

adaptation to loss spans across a minimum of one to two years. He further posited that he 

believes resolution occurs when the bereaved individual reaches a point whereby the intense 

sadness they once felt is no longer as wrenching as the initial impact (Worden, 1998).    

Following suit with the general conceptualizations of the loss process, Rando (1986), a 

clinical psychologist, developed a categorical model involving three broad categories of grief: 

avoidance, confrontation, and reestablishment. Individuals who desire to avoid the reality that a 

loved one died is said to be in the avoidant phase. During this phase individuals can expect to 

feel shock from the loss, denial, and distrust in the bereavement process. Then, individuals in the 

confrontation phase can expect to grieve much more intensely than they had in the avoidant 

phase as well as experience a greater degree of general emotionality. In the final phase, referred 

to as reestablishment, individuals can expect to experience a reduction in emotionality as they 

begin to return to their social worlds (Rando, 1986). Phase models, like Rando’s (1986), 

reinforce the uniqueness of each person’s grief process and how their journeys might be 

impacted by and directed by other factors in their lives.  
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Continuing to emphasize the uniqueness of each grief experience, Wolfelt (1996) was in 

direct opposition to most grief theories that posit that understanding and identification of the 

problem leads to intervention and resolution.  Wolfelt specifically studied childhood 

bereavement and argued that each individual’s grief journey is unique with no predictable pattern 

or stages of progression. His works specifically address mental health professionals and other 

caregivers working with the bereaved and endorse the mourner as teacher and the mental health 

professional or caregiver as companion. Wolfelt (2002) stated companioning involves “going to 

the wilderness of the soul with another human being; it is not about thinking you are responsible 

for finding the way out” (p. 37). Loss is an expected occurrence in life, the impact of which 

forever changes individuals. Because the loss and resulting changes are permanent, the concepts 

of resolving or recovering are irrelevant and often harmful to the bereaved. Wolfelt (1996) 

believed the bereaved do not recover from their grief, but rather they learn to reconcile 

themselves to the loss, which is accomplished by walking through the pain of their grief. Wolfelt 

(1996) identified six general needs of bereaved, four of which mirror Worden’s tasks of 

mourning, and two additional needs which involve relating the grief experience to a context 

holding meaning and establishing a lasting support system.   

 Specific to children, Wolfelt (1996) argued children are capable of grieving once they 

are able to feel. Therefore, children do need to fully understand the death process to experience 

grief. This is consistent with Bowlby’s (1980) theory that infants protest in the absence of a 

caregiver. However, children may grieve differently than adults with feelings of sadness, fear, 

and anger being most apparent in young children. The younger children are, the more difficult it 

may be to verbally express their experiences. Additionally, children have a decreased tolerance 

of intense emotionality for prolonged periods and therefore often go through patterns of 
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engaging and disengaging in active grief. Adults often misperceive this pattern as an absence of 

grieving (Wolfelt, 1996).  

Similarly to Wolfelt, Stroebe and Schut (1999) criticized the more mainstreamed 

bereavement philosophies for their focus on individuals needing to process their grief and 

resulting feelings formally to prevent them from suffering further psychological or maladaptive 

struggles.  Stroebe and Schut proposed a model termed the Dual Process Model (DPM), which 

involves three primary constructs, including loss-orientation coping, restoration-orientation 

coping, and oscillation.  Loss-orientation coping involves typical grief reactions including crying 

and general feelings of sadness. This orientation primarily involves the act of grieving and the 

behaviors and expressions individuals typically engage in to process the loss. Restoration-

oriented coping involves learning new skills and attending to the new changes in life, such as 

forming new relationships or taking on the roles of the deceased. This orientation can often 

provide a reprieve from the loss experience. The most central DPM component is oscillation, 

which refers to the back and forth cycle that occurs between loss-orientation coping and 

restoration-orientation coping. Bereaved individuals may at times confront their losses (ie. loss-

orientation coping) and other times avoid such confrontation (ie. restoration-orientation coping). 

More generally, Stroebe and Schut’s (1999) model takes into consideration how individuals 

adaptively respond to their loss experiences and avoids pathologizing the grief process.  

Although a number of theories and perspectives on the grief process exist, most of these 

theories and perspectives were derived from the personal experiences of clinicians working with 

the bereaved population. `This lack of support is a drawback to the field of grief counseling.  

Research on Children’s Cognitive Understanding of the Concept of Death 
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Knowledge regarding how children perceive and understand death directly informs 

clinical practice (Burris, 2008; Webb, 2011). Various factors affect how children respond to and 

experience the loss of a loved one, including children’s understanding of the concept of death 

and their cognitive development at the time of the loss. Moreover, Christian (1997) cited four 

basic components of children’s understanding of death: irreversibility factor, finality, 

inevitability, and causality. Each component directly relates to the level of developmental 

functioning of children at the time the death occurs (Burris, 2008).  

Brent, Speece, Lin, Dong, and Yang (1996) identified three components of children’s 

overall understanding of death: (1) universality, which is the understanding that everything that 

is living must someday die, (2) irreversibility, which is the understanding that an individual 

cannot be resurrected after they have died, and (3) nonfunctionality, which is the understanding 

that a dead body is no longer able to function as a live body does. Brent and colleagues (1996) 

noted that most five-year-olds are able to understand the universality of death; however, the final 

two components are not mastered until children are beyond the age of ten.  

Children’s Understanding of Death 

Nagy (1948) specifically explored children’s understanding of death, ages three to ten 

years old, through the use of written narratives, illustrations, and discussions; however, children 

between the ages of three and five only participated in the discussions. Nagy’s research was the 

first comprehensive study to explore children’s nonverbal communication through expressive 

works. Her results suggested children’s conceptual understanding of death progresses through a 

series of three developmental stages. The initial stage is marked by children, typically between 

the ages of three and five, perceiving that death is a temporary state from which individuals can 

return (Nagy, 1948). In the second stage, Nagy found that children, typically between the ages 
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five to nine, tend to personify death, such as perceiving it as an elusive grim reaper who comes to 

take a person’s life away. Oftentimes children at this stage still perceive death as temporary, such 

as believing that the deceased individual can take another form, such as a ghost. In the third 

stage, Nagy found that children, typically older than age nine, begin to accept death as a natural 

aspect of life and as inevitable. Overall, Nagy’s (1948) work assists in explaining how children 

can often experience symptoms of anxiety following the death a loved one, specifically because 

of their personification of death.  

Similarly to Nagy, White, Elsom, and Prawat (1978) surveyed 170 children between the 

ages of three and 11 in which children underwent a cognitive assessment specifically focusing on 

their understanding of death. Researchers read children one of two stories about an elderly 

woman’s death, one in which the elderly woman was nice and the other in which she was 

unkind. Researchers then asked children questions crafted with the intention of assessing the 

children’s capacity for understanding death. Results indicated children’s understanding of the 

universality of death is contingent upon and linked to cognitive development (White et al., 

1978). Following Nagy (1948) and White et al, (1978), a number of additional studies followed 

suit reinforcing that children’s understanding of the concept of death is largely contingent upon 

their cognitive development (Hunter & Smith, 2008; Kane, 1979; Lansdown & Benjamin, 1985, 

Swain, 1979). 

Theory of Cognitive Development 

Piaget’s theory of cognitive development guides most of the current research and 

literature regarding children’s cognitive understanding (Berger, 2011; Burris, 2008; Webb, 

2011). Although the developmental psychologist did not explicitly address the concept of death, 

Piaget’s perspective is meaningful and has influenced practitioners’ understanding of child 
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development related to grief and loss (Webb, 2011). Piaget’s theory spans infancy to 

approximately age 15 and is divided into a series of four stages: sensorimotor, preoperational, 

concrete operational and formal operational.  

During the sensorimotor stage, infants tend to experience their worlds through the senses 

and explore using their mouths (Berger, 2011; Burris, 2008). Children within this stage typically 

have not yet formed a mental representation of the world beyond what they can solely sense. It is 

within this stage that children develop object permanence, which is the concept that objects 

continue to exist even when they can no longer be seen or heard. Additionally, infants and 

toddlers are sensitive to the emotions of those who surround them; therefore, they will likely be 

impacted by their bereaved family members. If the loss is significant enough and children do not 

receive the care they need, caregivers may begin to notice delays in motor or language 

development (Burris, 2008; Webb, 2011).  

The preoperational stage of development is hallmarked by symbolic thinking and 

egocentricity (Berger, 2011). As language initially begins to develop, children learn to represent 

objects through images and words. Children’s thinking is predominately egocentric, meaning 

they have the tendency to view the world from only their perspectives. Regarding death, young 

children typically believe death is “temporary and reversible” (Webb, 2011). Magical thinking 

also occurs at this age of development, meaning that young children often believe they can 

control the world around them with their thoughts (Fiorini & Mullens, 2006). Various words 

used by adults to describe death, such as lost, sleeping, and taken, amongst others, can confuse 

children within this stage (Burris, 2008; Webb, 2011).  

In the concrete operational stage, children are capable of thinking logically; however, 

thinking is limited to the concrete (Berger, 2011). Children within this stage think in terms of 
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cause and effect. They additionally begin to move beyond egocentrism and develop the capacity 

to see other perspectives than just their own. Children within this stage can understand the 

concept of irreversibility. Often children within this stage experience a significant loss of control 

when a loved one dies; therefore, they often demonstrate aggressiveness in an attempt to regain 

control over their environment (Burris, 2008; Webb, 2011).  

In the last stage, formal operational thought, children are able to reason and think 

abstractly. Additionally, their mental operations resemble more like adult cognitions (Berger, 

2011). Children within this stage begin developing awareness of and empathy for others. This 

can result in children becoming overcautious and/or worried for the surviving family members.  

Overall, children at various developmental levels appear to have varying degrees of 

understanding regarding death (Burris, 2008; Webb, 2011). Although children’s conceptual 

understanding of death appears to increase with age, children may continue to retain multiple 

perceptions regarding a given concept (Corr, 2008). For instance, a nine-year-old child might 

cognitively understand that his uncle who died in his sleep did not die because he was sleeping; 

however, he may still be scared to go to sleep at night for fear that he might die. Because 

children of any age react to, notice, and are impacted by the death of a loved one, the field 

requires additional information regarding how losses affect children (Bowlby, 1960; Burris, 

2008).  

Research on Children’s Loss Experiences 

Due to the number of studies exploring the experiences of bereaved children, it is most 

efficient to synthesize the findings into an organized unit of overall themes. Therefore, what 

follows will serve as a summation of findings divided amongst themes and subthemes. These 

include common manifestations of grief, such as depression, anxiety, and aggression, as well as 
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contributing factors to the grief process, such as the nature of the relationship with the deceased, 

the nature of the loss, and social and cultural contexts, amongst others.  

Common Manifestations of Grief in Children (Typical and Atypical) 

Experiencing the death of a loved one is disorienting, even when the death is expected 

(Webb, 2011; Wolfelt, 1996). Because the duration and intensity of grief is unique for each 

child, caregivers often have trouble determining typical and atypical manifestations of their loss 

processes (ie., times when they should recognize children’s emotional and behavioral 

demonstrations as expected reactions to loss or times when they should be concerned with the 

heightened degree at which the loss is impacting children). Researchers and experts in the 

bereavement field additionally note this struggle as some argue grief is always typical to the 

individual child responding to such woe, while others denote specific struggles as markers for 

increased concern and thereby identifying some effects of grief as atypical. Left unattended, 

bereaved children who endure intense struggles may experience emotional and/or behavioral 

interference inhibiting the typical progression of grief (Edgar-Bailey & Kress, 2010). Although 

grief is an expected reaction to loss, emotionality that is pervasively disruptive to children’s lives 

and their overall functioning may necessitate the need for assistance beyond which caregivers are 

capable of bestowing. 

Bereaved children often experience intense psychological ramifications following the 

death of a significant loved one (Burris, 2008; Edgar-Bailey & Kress, 2010; Webb, 2011). 

Children who experience significant emotional distresses manifest their grief in unique ways and 

may internalize and/or externalize these struggles. That is, some children may keep all of their 

struggles internally so that others are not aware of the depth of their struggles, whereas others 

may let it out externally in ways that may be disruptive to others. Research supports bereaved 
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children often demonstrate specific behavioral and emotional struggles. In reviewing such 

relevant research and literature, I categorized findings into overall themes of internalizing and 

externalizing struggles; what follows is a summation of this categorization.  

Internalizing behaviors.  Internalizing behaviors are descriptive of struggles within the 

self, such depression, anxiety, and somatic complaints. Children who typically internalize their 

emotional struggles tend to direct their stress inwardly. Sometimes bereaved children 

demonstrate depressive symptomology following the death of significant loved one (Webb, 

2011; Wolfelt, 1996). These symptoms may include feelings of inadequacy, hopelessness, 

intense sadness, and despair, as well as a general lack of energy. Thoughts of self-harm and 

suicidality have been linked to depression in bereaved children as experiencing loss early on in 

their development may predispose children to suicidal ideation. Fox (1985) advises caregivers to 

be cognizant of their children’s emotional states and monitor on an as-needed basis to ensure 

their overall well-being.  

Research examining the prevalence of depressive symptomology in bereaved children 

appears contradictory with findings ranging from less noteworthy to significant relationships 

between depression and loss in children (Dyregrov & Dyregrov, 2012; Weller, Weller, Fristad, & 

Bowes, 1991; Worden & Silverman, 1996; Van Eerdewegh, Bieri, Parilla, & Clayton, 1982). For 

instance, Van Eerdewegh and colleagues (1982) found depressive symptoms to be present, 

however mild, in children, such as demonstrated sadness, frequent crying, and withdrawn 

behaviors. Conversely, Worden and Silverman (1996) found a significant surge in depression of 

bereaved children following the death of a loved one. Furthermore, many experts in the field of 

bereavement counseling identify depression as a common reaction to the loss of a loved one; 

however, these decrees are primarily based on the subjective experiences of clinicians working 
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with such clientele rather than empirically-based findings (Corr, 2008; Webb, 2011; Wolfelt, 

1996).  

Children additionally tend to experience increased fearfulness following the death of a 

loved one, which may be demonstrated by feelings of heightened anxiousness or clinging 

behaviors (Bowlby, 1980, Webb, 2011). The death of a loved one directly threatens children’s 

environments, as they are no longer predictable, safe places. This loss of predictability 

diminishes children’s sense of safety, thereby promoting increased anxiety in children as they 

work to regain basic trust in the environment around them (Arthur & Kemme, 1964). Research 

supports that heightened anxiety in bereaved children is a common complaint of caregivers 

(Dyregrov & Dyregrov, 2012; Sanchez, Fristad, Weller, Weller, & Moye, 1994; Silverman & 

Worden, 1992; Worden, 1996). Worden (1996) additionally specified bereaved girls tend to 

demonstrate more symptomology consistent with anxiety than their boy counterparts.  

Increased frequency of crying is a specific behavior related to both anxiety and 

depression reported amongst findings in bereavement literature (Cain, Fast, & Erickson; 1964; 

Furman, 1974; Wolfenstein & Klinman, 1965; Van Eerdewegh et al., 1982). In fact, Furman 

(1974) noted that crying might be a useful coping strategy for bereaved children as it provides 

temporary relief in the process of grief/loss. In an attempt to link a specific behavior to a 

developmental aspect in children, Wolfensteing and Klinman (1965) noted that the rate of crying 

in bereaved children appears to increase with age as children under the age of five cry 

infrequently and school-age children tend to cry more frequently.  

Children’s grief often manifests somatically, which occurs when individuals’ 

psychological distress is experienced physically, such as through stomachaches or headaches 

(Dyregrov & Dyregrov, 2012; Raphael, 1983; Webb, 2011). Bereaved children may verbalize 
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their discomfort with frequent complaints of various physical pains; however, not all children 

will verbalize these aches (Wolfelt, 1996). Very young children may not yet have the verbal 

capacity to express such discomforts; others may be so accustomed to internalizing their 

emotional struggles that they may merely demonstrate increased irritability in the face of such 

physical discomfort (Wolfelt, 1996). Krupnick (1984) noted young children tend to manifest 

their grief through their appetite, sleep difficulties, and bowel and bladder irregularities, whereas 

school-age children tend to become overly fearful and often experience excessive worry about 

their own health and the health of those close to them.  

Bereaved children additionally often experience adverse shifts in their self-concept and 

self-esteem following the death of a significant loved one (Dyregrov & Dyregrov, 2012; Webb, 

2011). Researchers have noted the evidence of this shift through their work further describing 

that children’s self-perceptions, or what they think and feel about themselves, are altered when 

they experience the death of a significant loved one (Rochlin, 1965; Wolfenstein, 1966). 

Bereaved children lose a part of themselves with the person who died, thus resulting in children 

feeling helpless and vulnerable as well as different than and inferior to their peers (Furman, 

1985). This loss directly impacts children’s self-concept as they begin to develop a disorganized 

self-perception (Krupnick, 1984).  

Externalizing behaviors. Externalizing behaviors are descriptive of behaviors that 

conflicts with other people, such as aggressive and rule-breaking behaviors. Children who 

typically externalize their emotional struggles tend to direct their stress toward others or onto 

aspects of their environment. McCown and Davies (1995) examined specific behaviors reported 

by parents of children who lost a sibling and noted aggression to be the most commonly 

observed behavior in bereaved children. Because loss can increase fearfulness in children, they 
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often demonstrate this fearfulness through aggressive actions, such as obstinate or rule-breaking 

behaviors and rage (Di Ciacco, 2008; Dyregrov & Dyregrov, 2012; Bowlby, 1980; Krupnick, 

1984). Physical symptoms of such aggression include rapid heartrate and increased adrenaline 

(Di Ciacco, 2008).  

Krupnick (1984) noted children who experience difficulty verbally expressing their 

emotions tend to externalize their distress in the forms of aggressive behaviors. When children 

feel threatened or vulnerable to harm, as one would at the loss of a significant loved one, they 

often react in a self-protected manner (Webb, 2011). This reaction is sometimes in the form of 

obstinate behaviors. Although limited research is available regarding aggressive and rule-

breaking behaviors in children following the death of a loved one, many experts in the field of 

bereavement counseling identify anger and resulting aggression as an expected reaction to loss 

(Dyregrov & Dyregrov, 2012; Webb, 2011; Wolfelt, 1996; Worden, 1996). 

Long-term effects. Trauma experienced early in life, such as the death of a significant 

loved one, may predispose those affected to long-term consequences (Freud, 1915/1991). These 

consequences may directly impact the quality and longevity of an individual’s life (Dowdney, 

2000). A number of studies have explored such impacts; however, these retrospective studies 

have historically received criticism due to the methodological design glitches, including the 

implication of causality when utilizing correlational analyses and threats to internal validity such 

as history (ie., the participants struggles as an adult being caused by something other than the 

loss the adult experienced in childhood). Nevertheless, these studies are relevant to the current 

course of study and warrant exploration.  

Researchers examining adults who were bereaved as children have identified a number of 

distal outcomes or struggles individuals may suffer from in adulthood (Raphael, 1983; Siegel, 
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Karus, & Raveis; 1996). Raphael (1983) specifically found that adults bereaved as children 

manifest their grief in adulthood through somatic symptoms and experience increased physical 

distress throughout the lifespan.  Additional long-term consequences include impaired emotional 

development, struggles with negative self-image, depression, anxiety, and intimacy struggles 

(Dowdney, 2000; Siegel et al., 1996).  

Contributing Factors in the Grief Process 

Aside from those factors previously discussed, such as cognitive capacity, a number of 

additional factors influence children’s grief process, such as the nature of the relationship, 

whether the death was sudden or unexpected, and how they see others responding to the death 

(Burris, 2008; Nader & Solloum, 2011; Webb, 2011). I will now briefly address each of these 

areas consistent with research and literature as they relate to the scope of this study.  

Nature of the relationship with the deceased. Naturally, children experience grief 

differently based upon the relationship the child had with the deceased individual (Webb, 2011; 

Wolfelt, 1996). Wolfelt (1996) explained, “kinship ties determine the magnitude of the grief” (p. 

84). Whereas adults may have significant relationships with a number of individuals, children 

tend to experience intense relationships with fewer people, typically with familial ties (Webb, 

2011).  

The death of a parent may well be the most traumatic loss children can experience. As 

previously addressed through Bowlby’s (1980) work, parental death results in the loss of 

physical and emotional support for children. However, the quality of, as well as the prior history 

in, the relationship takes precedent. A child who experienced a neglectful or abusive relationship 

at the hands of their caregiver may experience ambivalent feelings following the death of their 

caregiver (Goldman, 2004). The impact of sibling loss on children also depends on the quality of 
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the relationship, as well as functionality of the family. Parental grief can also influence children’s 

grief process (Webb, 2011). A parent who is unavailable to their children due to their own loss 

reaction can cause disruptions within the parent-child relationship.  

Experiencing the death of a peer can have drastic effects on children (Webb, 2011). 

Young children tend to believe that death only happens to the elderly. When a peer dies, it 

converges with this thinking and may cause children to experience a loss of security and fear 

their own death or the death of other loved ones (Wolfelt, 1996).  

Nature of loss. Another factor that may affect bereaved children is the nature of the 

death, which involves a number of factors including how the death occurred and the type of 

death (Webb, 2011; Wolfelt, 1996). Having a loved one die because of war (Rafman, Canfield, 

Barbas, & Kaczorowski, 1997) or violence (Payton & Krocker-Tuskan, 1988; Ziller & Steward-

Dowdell, 1991) has been found to complicate the bereavement process, as can children who lose 

a loved one to suicide (Cerel, Fristad, Weller, & Weller, 1999; Cerel, Fristad, Weller, & Weller, 

2000; Hurley, 1991; Payton & Krocker-Tuskan, 1988; Sprang & McNeal, 1995). However, 

findings appear somewhat mixed in relation to the impacts regarding the type of death as 

Melhem and colleagues (2007) were unable to find differences based on the type of loss 

experienced (Melhem, Moritz, Walker, & Shear, 2007). Although findings specific to the type or 

nature of loss experienced are mixed, caregivers and practitioners working with the bereaved are 

encouraged to be cognizant of how such factors may influence children’s grief (Nader & 

Salloum, 2011). Further, Wolfelt (1996) encouraged practitioners to be cognizant of four 

influences in regards to the nature of death: “anticipated vs. sudden grief, the age of the person 

who died, the child’s sense of culpability for the death, and the stigma surrounding the death” (p. 

78).  
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Children are often impacted by death beyond that which caregivers perceive (Johnson, 

1982). This misperception is likely due in part to caregivers’ misunderstandings of bereavement 

processes within children. Rafman and her colleagues (1997) found that children who 

experienced both violence and parental death were more likely to present with play behaviors of 

danger and emptiness as compared to children who experienced violence, but not parental death. 

Additionally, parentally bereaved children often referred to disappearance or death, reenacted 

parental death, noted someone was missing, and verbalized imminent danger within their play 

(Rafman et al., 1997). Thus, children may play out their grief in ways that lack transparency for 

caregivers or parents.  

Sudden and/or traumatic losses can throw children into disequilibrium and allows 

children no time to “emotionally prepare for grief’s impact,” whereas an anticipated death 

affords the child time to adapt to, or become familiar with, the person’s absence (Wolfelt, 1996, 

p. 88). Losing loved ones to violence or murder increases children’s chances of presenting with 

psychiatric struggles, such as anxiety or conduct disorder (Dillen, Fontaine, Verhofstadt-Deneve, 

2009; Payton & Krocker-Tuskan, 1988). Sudden or traumatic losses, such as those who die from 

violence or suicide or an accidental death, have been found to be particularly difficult for 

children because they are unable to say goodbye to the deceased (Silverman, Range, & 

Overholser, 1994). These types of deaths may also increase children’s levels of anxiety as they 

may begin to fear they or another loved one could die. However, adequate social supports have 

proven to reduce the effects of trauma as well as overall resilience in children (Birtchnell, 1980; 

Bowlby, 1980). Such social supports will be discussed later in this literature review.  

Related to sudden and traumatic deaths, the age of the person who died can also affect 

children’s grief (Wolfelt, 1996). Children are often confused when their peers or other young 
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individuals die, as it is out of order as to what they might expect. As stated previously, this can 

elevate anxiety in children as they begin to fear their own death or the death of their peers 

(Webb, 2011).  

The stigma surrounding death, such as the stigma that follows death by suicide or 

violence, can also negatively impact children’s grieving processes as they must bear the social 

burden that accompanies a loss of that magnitude (Doka, 1989; Wolfelt, 1996).  Families who 

lose a loved one to suicide of suffer isolation and loss of support from their community and 

broader family system (Wolfelt, 1996). Children’s culpability, or feelings of guilt, may also be a 

contributing factor as they may believe they were not good enough or somehow ineffective in 

preventing the loss (Doka ,1989; Wolfelt, 1996).  Children may also experience what Doka 

(1989) refers to as disenfranchised grief, or grief which cannot be publically displayed or 

addressed.  

Although children who lose a loved one to a terminal illness are able to somewhat 

anticipate and prepare for the loss, this anticipation does not make the loss any less significant 

(Davies, 2002; Kaplow, Howell, & Layne, 2014; Wolfelt, 1996). In fact, Kaplow and colleagues 

(2014) found that children who lose a loved one as a result of a long-term illness demonstrate 

higher levels of maladaptive behaviors than those who lost a loved one due to sudden, or 

unanticipated, causes, such as a car accident. Being exposed to the suffering of a terminally ill 

loved one places significant stress on children. Oftentimes children and their families hold on to 

hope throughout the illness that the loved one will overcome their illness and be cured. 

Additionally, anticipatory grief may cause children to struggle with anxiety, uncertainty, and 

intense feelings of guilt (Wolfelt, 1996). 
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Social and cultural contexts. Children’s grief processes occur within the envelope of 

their social and cultural communities. This includes family, which will be addressed later more 

in depth, as well as spiritual affiliations and other forms of social support. Additionally, school 

plays a large role in their daily functioning and is a community from which they receive support. 

Children are exceptionally observant and often take on the ways in which those around them 

mourn; therefore, considering these social and cultural contexts are critical to examining 

children’s responses to loss (Silverman, 2000; Webb, 2011). 

The cultural background of children may stipulate appropriate and functional expressions 

of grief. Culture may even dictate what is considered a significant loss (Rosenblatt, Walsh, & 

Jackson, 1978). Typical progression of grief processes and public displays of mourning are also 

typically culturally determined. In fact, cultural differences have been found to influence 

children’s grief experiences and understandings (Hunter & Smith, 2008; Speece & Brent, 1996). 

Bereavement practitioners encourage clinicians to consider these cultural contexts when working 

with the bereaved (Webb, 2011; Wolfelt, 1996).  

Childhood bereavement influences their overall academic functioning (Abdelnoor & 

Hollins, 2004; Cain et al., 1964; Felner, Ginter, Boike, & Cowen, 1981; Fristad, Jedel, Weller, & 

Weller, 1993; Horn, 1986; Silverman & Worden, 1992; Van Eerdewegh et al., 1982). Due to 

intense feelings that barrage bereaved children, they often present with attention-related concerns 

(Webb, 2011; Wolfelt, 1996). Researchers have found that bereaved children have trouble 

attending to and retaining information in the months following the death of a parent (Silverman 

& Worden, 1992; Worden 1996). Children additionally struggle with positive self-perceptions 

following the death of a loved one. Worden and Silverman (1996) found statistically significant 

differences between non-bereaved and bereaved children’s scholastic self-perceptions, indicating 
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bereaved children are more likely to perceive their scholastic performance as subpar. Thus, due 

to their attention-related difficulties and decreased self-efficacy, the academic setting, which 

requires children to constantly learn new material, can be difficult for bereaved children. 

Spirituality specific to children is under researched. In fact, most of the current literature 

relates solely to adult spirituality and/or religious faith (Fowler, 1991). Although little is written 

on childhood spirituality, a number of grief theorists utilize spiritual aspects within their work 

with the bereaved, such as continuing the bond in some manner with the deceased (Kubler-Ross, 

1997; Rando, 1991). Specific to a more religious framework, a belief in a higher power can bring 

comfort to the bereaved as they believe in a greater plan and purposeful experiences 

(DeHennezel, 1997; Kelley, 1997). Thus, their suffering is not in vain. Additionally religious 

affiliations can also bring social support to bereaved families as communities band together to 

support those affected by the loss.  

Family context. As previously mentioned, children do not grieve in isolation (Webb, 

2011). Typically, the loss of the deceased affects the entire family unit. Therefore, it is 

imperative practitioners consider children within the context of their family (Nader & Salloum, 

2010). Children acquire the skills of how to cope with and adapt to loss from the behaviors 

modeled to them by the adults around them (Silverman, 2000). Therefore, the overall functioning 

health of the family unit is an important factor regarding children’s progression through grief.  

Aside the from the death itself, a number of other factors affect the grief process within 

family units, such as change in familial roles and formal and informal rules related to appropriate 

expression of grief (Rando, 1984). Secondary losses can additionally plague a bereaved child’s 

world, such as having to move, changing schools, and other losses of routines and/or regularity 

(Webb, 2011). Children may also lose contact with important figures in their family unit as they 
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are also engaged in their own bereavement processes (Wolfelt, 1996). Meeting the needs of 

bereaved children can be a tasking endeavor for caregivers as they are themselves preoccupied 

by their own experiences (Silverman, 2000).  Elizur and Kaffman (1983) found a statistically 

significant relationship between children’s ability to express their grief and the quality and 

availability of a stable supporting familial unit. Additionally, Johnson (1982) found that adults 

often misperceive children’s grief experiences and assume them to be functioning at a healthier 

degree than they self-reported. Noteworthy contributors to the field of grief and loss suggest 

families seek out additional support to provide the care bereaved children need following the 

death of a significant loved one (Nader & Solloum, 2010; Silverman, 2000; Webb, 2011; 

Wolfelt, 1996; Worden, 2002). Both the family unit and individuals within the family unit could 

likely benefit from receiving such additional support.  

Gender. Studies exploring how gender influences childhood bereavement yield 

contradictory results. Some research suggests that gender plays an important role within 

childhood bereavement (Hope & Hodge, 2006; Hooyman & Kramer, 2006; Silverman & 

Worden, 1992; Worden & Silverman, 1996) whereas other studies found no support related to 

gender differences (Kaffman & Elizur, 1983; Rutter, 1966). These inconsistent findings elicit 

confusion regarding how gender may influence the bereavement process.  

Long-term effects of bereaved children are also a considerable factor. Research has 

demonstrated that adult females, who were parentally bereaved during childhood, are more likely 

to report on their affective experiences with grief, demonstrate somatic struggles, and have 

continuing bonds with the deceased (Martin & Doka, 1996; Moss et al., 1997). However, adult 

males, who were also parentally bereaved during childhood, were reported to articulate increased 
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acceptance of parental death comparative to adult females as well as note their tendency to 

grieve in private (Martin & Doka, 1996; Moss et al., 1997).  

Researchers found that parentally bereaved boys tend to externalize their grief, such as 

acting out and demonstrating aggressive behaviors, whereas parentally bereaved girls tend to 

internalize their grief, such as demonstrating sad or anxious behaviors (Hope & Hodge, 2006). 

Findings further suggest parentally bereaved children tend to speak to their surviving fathers less 

about their affective experience accompanying loss comparative to their counterparts (Silverman 

& Worden, 1992; Worden & Silverman, 1996). Additionally parentally bereaved boys and older 

children tend to be less comfortable speaking about their affective experiences, whereas girls 

tend to be encouraged to express their affective experiences are tend to be more comfortable 

doing so (Hooyman & Kramer, 2006; Silverman & Worden, 1992; Worden & Silverman, 1996). 

Conversely, researchers conducting longitudinal studies exploring how gender impacts childhood 

bereavement found that neither age nor gender play a significant role in any pathological 

concerns as measured by the studies (Kaffman & Elizur, 1983; Rutter, 1966).  

Summary 

The complexity of childhood bereavement includes many factors. Many theorists have 

conceptualized specific models in attempts to describe the grief process both generally and 

specifically in children. The authors of such models indicate the intricacy and uniqueness of each 

individual’s grief process. Comparative to adults, children’s limited life experience paired with 

their expectedly underdeveloped coping skills leaves them vulnerable. Bereaved children endure 

a painful experience that is often associated with symptoms related to depression, anxiety, 

fearfulness, and somatic complaints, as well as aggressive behaviors. Furthermore, specific 
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factors, such as the nature of the child’s relationship with the deceased, the nature or the loss, 

familial factors, and social and cultural contexts influence their bereavement. 

Literature further suggests children’s manifestations of grief may be influenced by the 

age at which the child was bereaved, gender of the bereaved child, the type of loss experienced, 

and socio-cultural contexts, such as ethnicity. However, very little research is available regarding 

children’s short-term reactions to such loss and even less support is available examining how 

children’s age, gender, type of loss, and ethnicity impact their manifestations of grief. Early 

research in the field of childhood bereavement primarily relied on narrative and anecdotal 

methodological approaches. More recent research explores the complexities and expressions of 

grief independently. These studies additionally often rely on unstandardized instruments to 

measure children’s behaviors. Thus, research is needed to further examine the intricacies of 

childhood bereavement utilizing standardized measures and methodological approaches that 

consider the dimensionality of grief.  

It is most definitely essential to demonstrate intentionality in the selection of variables 

that are relevant to the phenomenon of study. In considering the subject of the present study, it is 

important to note the complexity of the loss process, which has been previously discussed. 

Experiencing the death of a significant loved one can permanently impact the lives of children 

(Webb, 2011; Wolfelt, 1996; Worden, 1996). Because of the complexity and dimensionality 

related to the loss process, a number of variables must be examined simultaneously. CCA 

accommodates both multivariate needs as well as the dimensionality of the variables related to 

bereaved children (Sherry & Henson, 2005).  

Identifying specific presenting behaviors of bereaved children as they relate to 

developmental and socio-cultural aspects would assist those who work with bereaved children in 
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recognizing typical childhood grief presentations. This understanding could thus further inform 

clinical practice. These aspects highlight the need for this study and the potential value and 

impact it might hold for those working with the bereaved.   
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The aim of the present study was to explore characteristics of children between the ages 

of 3 and 11 years old who present for counseling services following the death of a significant 

caregiver. Archival data from cases of 98 children served throughout two university-based 

community counseling clinics were examined to identify characteristics of children presenting 

for counseling services in response to the death of a loved one. In addition, archival data was 

further explored to discover typical behavioral manifestations of grief in bereaved children. The 

remainder of this chapter will detail the research questions, assumptions, definition of terms, 

participants, instrumentation, data collection, analysis of data, and limitations of the study.   

Research Questions 

Data collected from child files from two university-based counseling clinics in the 

southwestern United States was analyzed for the purposes of exploring the impact the death of a 

significant loved one has on children. The specific questions that the study attempts to address 

are: 

1. To what extent do characteristics of bereaved children, including gender, age, 

ethnicity, type of loss, and life stress, predict or explain behavioral manifestations 

of children who are seeking counseling services?  

2. To what extent do characteristics of bereaved children, including gender, age, 

ethnicity, type of loss, and life stress, predict or explain levels of parental stress in 

the parent-child relationship?  

Definition of Terms 

Bereavement 

Bereavement has historically been defined as a state of sadness following the death of a 

loved one (Kubler-Ross, 1969); however, this appears limiting in nature and implies one must be 
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sad following the death of a loved one to be bereaved. Therefore, for the purposes of this study, 

bereavement is defined as the state of living with a loss (Worden, 2002). Bereavement is an 

expected part of the process of adjusting to an experienced loss. 

Caregiver 

The word caregiver traditionally encompasses a number of aspects; however, for the 

present study, the primary caregiver is the legally designated individual responsible for the care 

of the child.  At a minimum, the caregiver is over the age of 18, is responsible for the overall 

supervision of the child and has a key role in decision-making related to direct care, including 

physical and mental health care. 

Life Stress 

Exigent circumstances occurring beyond the control of caregivers can contribute to and 

elevate levels of stress within children’s environments. These circumstances can involve social 

and cultural aspects, as well as family contexts (Webb, 2011; Wolfelt, 1996). For the purposes of 

this study, life stress is defined as “the amount of stress outside the parent-child relationship that 

the parent is currently experiencing” (Abidin, 2012, p. 21). For the purposes of this study, the life 

stress reported by parent would indicate a higher level of contextual stress experienced by child. 

This degree of life stress was determined based upon the Life Stress scale from the Parenting 

Stress Index; items includes questions related to specific life events and circumstances, such as 

recent divorces, marriages, separation, legal problems, pregnancy, move, and alcohol/drug 

problems, amongst others (Abidin, 2012). 

Loss 

Merriam-Webster defines loss at the “experience of having something taken from you or 

destroyed” (Loss, n.d.). For the purpose of this study, loss is the plight of being deprived of 
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someone. Losses arrive in different forms and can come about out of anticipation, reality, or 

perception (Webb, 2011).  

Participants  

In order to utilize consistent instruments for assessing external expressions of grief and 

degrees of parental stress, I examined archival data collected from children between the ages of 3 

and 11 who presented to a university-based community counseling clinic for struggles related to 

the death of a significant person. Instruments were administered to children’s caregivers during 

their initial intake appointments.  

Data from child clients meeting the following criteria were included in this study: (a) 

Children between the ages of 3 and 11 years at the initiation of counseling services; (b) The 

parents and/or guardians must have completed the child/adolescent background information form 

(CABIF), Child Behavior Checklist (CBCL), and Parenting Stress Index (PSI). A copy of the 

CABIF is included in Appendix C at the end of this proposal; (c) Parents or guardians must have 

indicated on the CABIF their presentation of their child to counseling specifically in response to 

the death of a loved one or the intake counselor must have specified this presenting concern on 

the intake summary report (ISR). A copy of the ISR is included in Appendix C at the end of this 

proposal; (d) Parents and/or guardians must have received a copy of the notice of privacy 

practice and informed consent notifying them of the use of mental health information in research 

and training as well as signed a confirmation of receipt of privacy notice and informed consent 

during their initial intake appointment. Copies of these two forms are included in Appendix C at 

the end of this proposal; and (e) Parents and/or guardians must have attended this initial intake 

between years 2007-2015.  
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Because sample sizes that are small may not represent the correlations well in canonical 

correlation analysis and result in obscure outcomes, a sufficient number of observations per 

variable are necessary. It is generally recommended that samples range from 10 to 20 cases per 

variable; however, for exploratory purposes this requirement may be narrowed (Hair, Black, 

Babin, & Anderson, 2009; Salkind, 2010; Sherry & Henson, 2005). In order to meet the 

minimum of 10 observations per variable, approximately 100 participants were needed. There 

were 98 total participants in this study. The sample consisted of 67 males and 31 females 

between the ages of 3 to 11 years old (M = 6.28). Table B.1 presents the demographic 

information for the total sample. 

Table 1  

Demographic Descriptive Statistics for Participants 

Age n %age Ethnicity n %age Gender n %age Type of Loss n %age 

3 13 13.27 African American 10 10.20 Male 67 68.34 Parent/Primary Caregiver 29 29.59 

4 14 14.29 Asian 2 2.04 Female 31 31.63 Grandparent 53 54.08 

5 16 16.33 Bi-racial 6 6.12    Sibling 5 5.10 

6 13 13.27 Caucasian 66 67.35    Aunt/Uncle/Cousin 10 10.20 

7 14 14.29 Hispanic/Latino 10 10.20    Friend 1 1.02 

8 14 14.29 Native American 4 4.08       

9 4 4.08          

10 7 7.14          

11 3 3.06          

 

Instruments 

Since the early 2000s, both university-based community counseling clinics from which 

participants were selected administered two assessments: one intended to assess children’s 

behaviors, the Child Behavior Checklist (CBCL), and the other to assess parent-child 

relationship stress, the Parenting Stress Index (PSI). The child/adolescent background 

information form (CABIF) and the intake summary report (ISR) were also utilized to collect 
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demographic and background information, both of which provided descriptive information and 

understanding about the participants’ presenting concerns.  

Child Behavior Checklist 

The Child Behavior Checklist (CBCL; Achenbach & Rescorla, 2000; Achenbach & 

Rescorla, 2001) is a parent report measure of children’s school and social competencies, 

behavioral and emotional functioning, and problems. The CBCL, originally developed in 1983 

by Achenbach and Edelbrock, has two age-specific versions, including the CBCL for children 

ages 1 ½ to 5 (CBCL/1.5-5; Achenbach & Rescorla, 2000) and the CBCL for children ages 6 to 

18 (CBC/6-18; Achenbach & Rescorla, 2001).  

With participants ranging between the ages of 3 to 11, the present study utilized results 

from the CBCL/1.5-5 and the CBCL/6-18. Although the item content varies to emulate age 

differences and covariation, Achenbach and Rescorla (2000, 2001) confirmed the comparability 

between the two age-specific versions of the CBCL for five of the eight syndrome scales, 

including Anxious/Depressed, Withdrawn/Depressed, Somatic Problems, Attention Problems, 

and Aggressive Behavior, and Internalizing, Externalizing, and Total Problem Scales. 

Additionally, Achenbach and Rescorla (2000, 2001) specified that T scores, rather than raw 

scores, must be utilized for comparability due to the difference between the number and content 

of items between the two ages-specific versions of the CBCL.   

CBCL/1.5-5. The CBCL/1.5-5 scoring profile includes the (a) Syndrome Scale, (b) 

Internalizing, Externalizing, and Total Problem Scales, and (c) DSM-Oriented Scales. With a 

reference period of the past six months, on the CBCL/1.5-5 parents are asked to rate their child 

on 99 problem items describing specific behavioral and emotional struggles utilizing a three 

level scale: 0 = not true (as far as you know), 1 = somewhat or sometimes true, and 2 = very true 
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or often true. In addition to the 99 problem items, parents are provided with four open-ended 

questions to report additional problems.  

The Syndrome Scale includes a total of seven subscales, including Emotionally Reactive, 

Anxious/Depressed, Somatic Complaints, Withdrawn, Sleep Problems, Attention Problems, and 

Aggressive Behavior. T scores between less than 65 are considered to be in the normal range, T 

scores between 65 and 69 are considered to be in the borderline range, and T scores greater than 

70 are considered to be in the clinical range (Achenbach & Rescorla, 2000).  

Achenbach and Rescorla (2000) organized clinical behaviors into the categories of 

Internalizing Problems, Externalizing Problems, and Total Problems. Internalizing Problems are 

descriptive of struggles within the self, such as anxiety, depression, withdrawal, and somatic 

symptoms.  Externalizing Problems are descriptive of child behavior that conflicts with other 

people, such as rule-breaking and aggressive behaviors. The Total Problems represents a 

combination of both Externalizing and Internalizing Problems. The Emotionally Reactive, 

Anxious/Depressed, Somatic Complaints, and Withdrawn are grouped under Internalizing 

Problems, whereas Attention Problems and Aggressive Behavior are grouped under 

Externalizing Problems. T scores less than 60 are considered to be within the normal range, T 

scores between 60 and 63 are considered to be within the borderline range, and T scores equal to 

or greater than 64 are considered to be in the clinical range.  

To assess reliability, test-retest Pearson correlations (rs) were computed for CBCL/1.5-5. 

Achenbach and Rescorla (2000) reported test retest r of .87 for Emotionally Reactive, .68 

Anxious/Depressed, .84 for Somatic Complaints, .80 for Withdrawn, .92 for Sleep Problems, .78 

for Attention Problems, .87 for Aggressive Behavior, .87-.90 for Internalizing, Externalizing, and 
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Total Problems Scales, and .74-.87 for the DSM-Oriented Scales. These correlations collectively 

indicate high reliability for the CBCL/1.5-5.  

Achenbach and Rescorla (2000) reported on content validity, criterion-related validity, 

and construct validity. Content validity, or the degree to which the items on the CBCL/1.5-5 

includes the content it is intended to measure, was supported by findings that nearly all problem 

items differentiated between referred and non-referred children. Criterion-related validity, or the 

association between the CBCL/1.5-5 and an external criterion for which the scale intends to 

measure, was also supported by significant discrimination between referred and non-referred 

children. Construct validity of the CBCL/1.5-5, or the extent to which the CBCL/1.5-5 measures 

the intended construct, was supported by concurrent and predictive associations with other 

measures, such as the Richman Behavior Checklist (RBCL), Toddler Behavior Screening 

Inventory (TBSI), and DSM Criteria, amongst others (Achenbach & Rescorla, 2000).  

CBCL/6-18. The CBCL/6-18 scoring profile includes the (a) Competence Scales, (b) 

Syndrome Scale, and (c) Internalizing, Externalizing, and Total Problem Scales. With a reference 

period of the past six months, on the CBCL/6-18 parents are asked to rate their child on 20 

competency related items and 112 problem items utilizing a three level scale: 0 = not true (as far 

as you know), 1 = somewhat or sometimes true, and 2 = very true or often true. In addition to the 

118 problem items, parents are provided with four open-ended questions to report additional 

problems (Achenbach & Rescorla, 2001). 

The Syndrome Scale includes eight subscales, including Anxious/Depressed, Withdrawn 

Depressed, Somatic Complaints, Social Problems, Thought Problems, Attention Problems, Rule-

Breaking Behavior, and Aggressive Behavior. For the Syndrome Scale, T scores between less 

than 65 are considered to be in the normal range, T scores between 65 and 69 are considered to 
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be in the borderline range, and T scores greater than 70 are considered to be in the clinical range 

(Achenbach & Rescorla, 2000).  

Achenbach and Rescorla (2000) organized clinical behaviors on the CBCL/6-18 into the 

categories of Internalizing Problems, Externalizing Problems, and Total Problems. The 

definitions for these subscales are comparable to the CBCL/1.5-5. The Anxious/Depressed, 

Withdrawn/Depressed, and Somatic Complaints are grouped under Internalizing Problems, 

whereas Rule-Breaking Behavior and Aggressive Behavior are grouped under Externalizing 

Problems. T scores less than 60 are considered to be within the normal range, T scores between 

60 and 63 are considered to be within the borderline range, and T scores equal to or greater than 

64 are considered to be in the clinical range (Achenbach & Rescorla, 2001).  

To address reliability of the CBCL/6-18, Achenbach and Rescorla (2001) computed the 

intraclass correlation coefficient (ICC) from one-way analyses of variance. For test-retest 

reliability the overall ICC was 1.00 for the 20 competence items and .95 for the 118 problem 

items (both p<.001). Achenbach and Rescorla (2001) computed Cronbach’s alpha to estimate the 

internal consistency of scale scores. Findings indicated Cronbach’s alpha coefficients for each 

scale as follows: .78-.94 for syndrome scales, .91-.94 for Problems Scales, indicating high 

reliability for the CBCL/6-18. Specific for the syndrome scales, Cronbach’s alpha coefficients 

were computed as follows: .82 for Anxious/Depressed, .89 for Withdrawn/Depressed, .92 for 

Somatic Complaints, .90 for Social Problems, .86 for Thought Problems, .92 for Attention 

Problems, .91 for Rule-Breaking Behavior, and .90 for Aggressive Behavior. These coefficients 

collectively indicate high reliability for the CBCL/6-18.  

Achenbach and Rescorla (2000) reported on content validity, criterion-related validity, 

and construct validity for the CBCL/6-18. Content validity was supported by findings that the 
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problem items were significantly (p<.01) differentiated between referred and non-referred 

children. Criterion-related validity of the CBCL/6-18 was also supported by significant 

discrimination between referred and non-referred children. Construct validity of the CBCL/6=18 

was supported by significant associations with other measures, such as the Richman Behavior 

Checklist (RBCL), Toddler Behavior Screening Inventory (TBSI), and DSM Criteria, cross-

cultural replications of ASEBA syndromes, genetic and biochemical findings, and long-term 

predictive outcomes (Achenbach & Rescorla, 2001). Overall, evidentiary support for the 

CBCL/6-18 suggests strong validity and accuracy of measure (Achenbach & Rescorla, 2001).   

Parenting Stress Index 

Originally developed in 1983 by Abidin, the Parenting Stress Index (PSI) is currently in 

its fourth edition (Abidin, 2012). The PSI is a parent report instrument that examines 

characteristics of parents and children that may contribute to stress in the parent-child system. 

Stressful parent-child systems may be at risk for developing dysfunctional parent or child 

behaviors. The PSI is a standardized instrument which can be used with parents of children 

ranging in ages between 1 month and 12 years. Although the PSI can be administered 

electronically, the form used in this study is the paper copy of the PSI, which includes a seven 

page item booklet and a one-page answer sheet with 120 Likert scaled items. The PSI includes 

the Child Domain, Parent Domain, Total Stress, Life Stress, and Defensive Responding. For the 

PSI-3, clinical scores are determined at or above the 85
th

 percentile (Abidin, 1995), whereas for 

the PSI-4, high average scores are determined to be between 84
th

 and 89
th

 percentile and clinical 

scores are determined at or above the 90
th

 percentile (Abidin, 2012).  Due to the archival nature 

of this study, both the PSI-3 and PSI-4 were utilized in data collection. Abidin (2012) reported 
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that correlations between the two versions ranged between .85 and .99, suggesting comparability 

between the two PSI versions (p. 45).  

Initial examination of the Defensive Responding score is required prior to interpreting 

results of the PSI. Parents who earn a Defensive Responding score of 24 or less may be 

responding to the questions of the PSI in a defensive manner. Abidin (2012) recommends scores 

falling within the defensive range should be interpreted with caution. Additionally, Abidin 

(2012) further indicated that parents who experience extremely low parent-child relational stress, 

are quite capable and competent in their parenting roles, experience supportive social situations, 

and are economically advantaged may earn low Defensive Responding scores.  

The Child Domain, which includes 47 items and produces six subscales, reflects parental 

perceptions of a child’s characteristics and behaviors that might affect the parent-child system. 

High scores on the Child Domain are indicative of parental perceptions of children displaying 

characteristics or qualities that interfere with parents’ abilities to satisfy their parental 

responsibilities. For the PSI-3, internal consistency for the Child Domain is .90, with ranges from 

.70-.83 for the subscales of the Child Domain. For the PSI-4, internal consistency for the Child 

Domain is .96, with ranges from .78-.88 for the subscales of the Child Domain. Results obtained 

from four prior studies support the stability of the PSI, including test-retest reliability coefficients 

for the Child Domain of .82 with a 3 week interval (Burke, 1978), .63 with a 1 to 3 month 

interval between testing (Abidin, 2012), .77 with a 3 month interval (Zakreski, 1983), and .55 

with an interval of 1 year (Hamilton, 1980). According to Abidin (2012), these statistically 

significant (p<.001) and relatively high test-retest reliability coefficients provide evidentiary 

support for the stability of the instrument. The six subscales of the Child Domain are defined as 

follows (Abidin, 2012, p. 17-18):  
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Distractibility/Hyperactivity (DI). High scores on this subscale appear to be typically 

associated with children who display behaviors correlated with Attention Deficit Hyperactivity 

Disorder (ADHD), such as over-activity, restlessness, distractibility, and short attention span. 

However, should the clinician be unable to verify symptomatic behaviors associated with 

ADHD, high scores might also be associated with (a) parents who lack the energy necessary to 

keep up with normal children, (b) older parents with a formerly stable life pattern who are 

experiencing difficulty adjusting to children, or (c) parents who have unreasonable expectations 

for mature, adult-like child behaviors (Abidin, 2012).  

Adaptability (AD). High scores on this subscale are associated with children who 

demonstrate an inability to cope with changes in their physical or social environment. Child 

behavioral characteristics associated with high scores on this scale include (a) an inability to 

change from one task to another without extreme emotionality, (b) overreactions to changes in 

sensory stimulation, (c) avoidance of strangers, (d) overreaction to changes in routines, and (e) 

difficulty calming down once upset.  

Reinforces Parent (RE). High scores on this subscale are indicative of parents who do 

not report experiencing their children as sources of positive reinforcement. Parents who earn 

high scores on this subscale often have interactions with their child that fail to produce good 

feelings about themselves, so much so that parents may feel rejected by their child.  

Demandingness (DE). High scores on this subscale occur when parents experience their 

child as placing many demands on them, such as crying, physically hanging on the parent, 

frequently requesting help, or exhibiting a high frequency of minor problem behaviors.  

Mood (MO). High scores on this subscale are associated with parents who experience 

their child demonstrating dysfunctional affective functioning. Child behavioral characteristics 
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that are commonly associated with high scores in this area include frequent crying and limited 

displays of happiness.   

Acceptability (AC). High scores on this subscale occur when the parent reports the child 

possessing physical, intellectual, and emotional characteristics that are inconsistent with their 

parental expectations.  

The Parent Domain, which includes 54 items and produces seven subscales, reflects 

parental perceptions of their own characteristics and behaviors that might affect the parent-child 

system. High scores on the Parent Domain indicate that stress and/or dysfunction within the 

parent-child relational system may be a result of parental characteristics or qualities. Parents 

earning high scores on the Parent Domain likely experience feeling overwhelmed and inadequate 

in their roles as parents. For the PSI-3, internal consistency for the Parent Domain is .93, with 

ranges from .70-.86 for the subscales of the Parent Domain. For the PSI-4, internal consistency 

for the Parent Domain is .96, with ranges from .75-.87 for the subscales of the Parent Domain. 

Results obtained from four prior studies support the stability of the PSI, including test-retest 

reliability coefficients for the Parent Domain of .71 with a 3 week interval (Burke, 1978), .91 

with a 1 to 3 month interval between testing (Abidin, 2012), .69 with a 3 month interval 

(Zakreski, 1983), and .70 with an interval of 1 year (Hamilton, 1980). According to Abidin 

(2012), these statistically significant (p<.001) and relatively high test-retest reliability 

coefficients provide evidentiary support for the stability of the instrument. The seven subscales 

of the Parent Domain are defined as follows (Abidin, 2012, p. 18-21):  

Competence (CO). High scores on this subscale are associated with a number of factors, 

including young parents of an only child, parents with limited practical knowledge of child 

development, and parent who have a minimal child management skill set. Additionally, high 
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scores can be produced on this scale when parents experience a lack of acceptance and criticism 

from the child’s other parent.  

Isolation (IS). Parents earning high scores on this subscale are typically under 

considerable amounts of stress and may feel socially isolated from peers, family, or spouse. 

Often, high scores on this subscale are also associated with parents who have distant and 

unsupportive spousal relationships.  

Attachment (AT). High scores on this subscale are indicative of one of two possible 

sources of stress, including the parent may not feel a sense of closeness to the child or the parent 

is unable to understand the child's feelings and/or needs.  

Health (HE). High scores on this subscale are indicative of deterioration of parental 

health, which may be the result of parenting stress or is independent of the parent-child 

relationship. 

Role Restriction (RO). Parents obtaining high scores on this scale experience their 

parental role as restricting their freedom. Parents often experience this restriction as frustrating in 

their attempts to maintain their self-identity.  

Depression (DP). High scores on this subscale indicate parents may be personally 

experiencing significant degrees of depression. Parents with high scores on this subscale often 

have trouble with mobilizing the physical and psychological energy necessary to satisfy parental 

responsibilities.  

Spouse/Parenting Partner Relationship (SP). Parents earning high scores on this 

subscale suggests they experience a lack of emotional and active support of the other parent in 

the area of child management. Additionally, high scores on this subscale might further suggest 

the spouse, or parenting partner, may not be available for companionship or is resistant to accept 
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parental responsibilities. Originally, this subscale stressed the traditional family dyad structure; 

however, the PSI-4 now incorporates more inclusive wording that accommodates a variety of 

family structures.  

The Child Domain and Parent Domain combine to represent the Total Stress, which 

collectively measures the overall amount of stress within the parent-child relational system. This 

composite score is consistent with the instrument’s underlying assumption that the “sources of 

stress are additive” (Abidin, 2012, p. 1). Abidin (2012) recommends parents whose Total Stress 

scores fall at or above the 90
th

 percentile should be offered a referral for professional 

consultation. Low Total Stress scores, or scores falling at or below the 15
th

 percentile, are 

occasionally associated with parents who possess truly low levels of stress; however, more often 

dysfunction is present and interferes with the parent-child relational system. Abidin (2012) 

identified three types of false negatives specific to Total Stress: (1) parents who very defensive, 

fearful, or mildly paranoid, (2) parents who respond to the questions in a dishonest manner, such 

as parents who present themselves in an overly positive light, or (3) parents who demonstrate 

little investment or interest in their parenting role. For the PSI-3, internal consistency coefficients 

for Total Stress is .95; for the PSI-4, internal consistency ratings for Total Stress is .98.These 

coefficients suggest a high degree of internal consistency for this scale. Test re-test reliability 

coefficients for Total Stress were shown to be .96 with a 1 to 3 month interval between testing 

(Abidin, 2012), .88 with a 3 month interval (Zakreski, 1983), and .65 with an interval of 1 year 

(Hamilton, 1980). According to Abidin (2012), these statistically significant (p<.001) and 

relatively high test-retest reliability coefficients provide evidentiary support for the stability of 

the instrument. 
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This PSI-3 manual includes over 16 pages of abstracts of research studies that provided 

evidentiary support for the validity of the PSI (Abidin, 1995, pg. 36-51), additionally the PSI-4 

manual includes a six page synthesis of relevant empirical research supporting the validity and 

reliability of the PSI. Overall, the internal consistency and test-retest reliability provides 

evidentiary support for the stability of the instrument. In this study, the PSI was utilized to 

explore the parental stress of bereaved children.  

Child/Adolescent Background Information Form 

A university-based clinic in the southwest United States designed the child/adolescent 

background information form (CABIF). Parents and/or guardians seeking counseling services for 

their children at the university-based clinic completed the CABIF during the initial intake 

appointment. Information gathered from the CABIF included demographic information, such as 

age and ethnicity, and current psychological stressors, such as the loss of a significant loved one. 

A blank CABIF is included in Appendix E.  

Intake Summary Report 

The intake summary report (ISR) was designed for use at a university-based clinic in the 

southwestern United States. The intake counselor utilizes the ISR during the course of the initial 

appointment and finalizes the form to completion immediately following this initial appointment. 

The counselor gathers information regarding presenting concerns during this appointment and 

then synthesized this information on the ISR form. A blank ISR is included in Appendix E. 

Procedures 

The university based community clinics targeted for this study provide counseling 

services to a diverse clientele, including children, adolescents, adults, couples, and families who 

experience a wide array of emotional and behavioral concerns or struggles. Counseling interns 
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providing services at these clinics include both doctoral and master’s level students. Interns have 

at minimally completed all clinical preparation courses and are in the clinical phases of their 

programs.  

Collectively, these clinics serve over 300 active community clients weekly who are 

typically low socioeconomic status, with ages ranging from those as young as 3 years old and 

those in their elderly years.  Children make up approximately 60% of current clientele, with 

adults accounting for the remaining 40 %. The clinics offer a sliding scale fee for all clients. 

Parents or guardians of child clients, who have historically comprised the majority of clientele 

within this clinic, most often refer their children for counseling services due to behavioral or 

emotional struggles demonstrated by their children.  

To examine client functioning and collect data on client progress, the university clinics 

utilize a number of assessments. Specific to young children, the clinics utilize two assessments: 

one for behavior, the CBCL, and one to examine the parent-child relational system, the PSI. Data 

from community child clients between the ages of 3 and 11 were analyzed for this study. 

Additionally, approval by the Institutional Review Board for Research with Human Subjects 

from the University of North Texas was obtained prior to analyzing the archival data. 

Confirmation of such approval is attached in Appendix E.  

Data Collection 

Data was procured from archived clinical files of child clients (ages 3 to 11 years) whose 

parents or guardians sought counseling services for them at the university-based community 

counseling clinic. The purpose of this investigation was to explore the relationships between 

specific characteristic of bereaved children and their subsequent behaviors as well as the 

relationships between these characteristics and levels of stress in parent-child relational systems.  
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Parents and/or guardians seeking counseling services for their children at the university-

based clinic complete the CABIF, the CBCL, and PSI prior to participating in the initial clinical 

intake appointment facilitated by a master’s or doctoral counseling intern. During the course of 

the initial appointment, the intake counselor provided the parents and/or guardians with an 

informed consent regarding treatment and data collection procedures.  Parents and/or guardians 

were informed that demographic data and results from those instruments might be used for 

research purposes. During the course of and following this initial appointment, the intake 

counselor completes intake summary report 

Participants’ demographic information, including age, grade, gender, and ethnicity were 

available from and were collected from the CABIF. Information regarding presenting concerns 

as they relate to the loss of a loved one was available from the CABIF as well as the ISR. The 

type of loss child clients experienced was collected from both the CABIF and ISR. Blank copies 

of the CABIF and ISR are available for reference in Appendix E.  

Results from the PSI and the CBCL completed by parent and/or guardians at the initial 

intake appointment were collected. Scores from the CBCL, including Anxious/Depressed, 

Withdrawn/Depressed, Somatic Problems, Attention Problems, and Aggressive Behavior scales, 

as well as scores from the PSI, including the Child Domain, Parent Domain, and Defensive 

Responding scores, were procured for the purposes of this study.   

To maintain confidentiality of child clients, I assigned an identification code to each 

participant. I retained the only master list with participants’ full names, which is locked and 

stored at the university based clinic. Each identification code had 5 to 6 digits. The first digit 

indicated the clinic location (1—Clinic 1; 2—Clinic 2), the second and third digits referred to the 

clients first letter of their first and last name (ie., JS—John Smith), the fourth digit identified the 
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client’s age at time of intake, and the fifth digit referred to how many clients share the same first 

letters of their first and last names. Thus, a 7 year old child client of Clinic 1 whose name is Jane 

Smith would have the identification code of 1-J-S-7-2.  

Data from the archival client records was then coded and transferred to a SPSS database. 

All confidential client records as well as the SPSS database were locked and stored at the 

respective university based clinics during the duration of this study. In compliance with state 

law, all clinical files will remain locked at the respective university based clinics until the file 

destruction date, which occurs five years after the client last received services (Texas 

Administration Code, §681.41.r).  

Analysis of Data 

 Review of relevant literature suggested a number of factors contribute to children’s 

manifestations and expressions of grief. These contributing factors include the gender and age of 

the bereaved child, the nature of the child’s relationship with the deceased, the nature of the loss 

or more specifically the circumstances surrounding the death, as well as social, cultural, and 

familial contexts (Cerel et al., 2000; Goldman, 2004; Hunter & Smith, 2008; Silverman, 2000; 

Webb, 2011; Wolfelt, 1996; Worden, 2002). The subsequent analysis is based on these 

contributing factors, a visual of which is provided in Figure B.1.  
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 Figure B.1. Illustration of contributing factors of bereaved children.   

Specific to the present study, gender was included in the model as well as the age of the bereaved 

child as this allowed me to explore developmental implications. To examine the social and 

cultural implications, the child’s ethnicity was factored into the model. In considering the 

familial context of the child, parental perceptions of life stress was explored in the analyses. The 

nature of the child’s relationship with the deceased was explored through the type of loss 

variable, which delineated whether the deceased was a primary loss within the immediate family 

or a secondary loss. Due to the use of archival data for the present study, I was precluded from 

exploring the nature of the loss as this information was not consistently available within archival 

records.  

Canonical correlational analysis (CCA), which is used to quantifiably examine the 

relationships between two sets of variables, was the primary analysis for examining these 

characteristics of children who present to counseling following the death of a loved one. CCA is 

most suitable as it can address the multivariate characteristics and dimensionality between these 

variables of interest for the present study. Descriptive statistics as well as necessary statistical 
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assumptions for the measurement, including linearity, multivariate normality, homoscedasticity, 

and multicollinearity, were examined prior to the analyses of the statistical tests. Statistical 

Package for the Social Sciences for Windows (SPSS, 2014) was utilized for both data entry and 

data analysis.  

Because CCA does not predict causality, the use of such terms as independent/predictor 

variables and dependent/criterion variables are often misleading (Sherry & Henson, 2005). 

However, it can be difficult differentiating between the two sets of variables without ascribing a 

name to such variables. Therefore, I utilize the terms of predictor and criterion variables when 

referring to the datasets, but caution against making causal inferences from correlational 

analyses. To answer the first research question, type of loss, gender, age, ethnicity, and life stress 

served as the predictor variables (Xi) and scores on the CBCL on the scales of 

Anxious/Depressed, Withdrawn/Depressed, Somatic Complaints, Attention Problems, and 

Aggressive Behavior served as the criterion variables (Yi). Figure B.2 demonstrates a visual 

representation of the intended CCA model of the first function specific to the first research 

question. As demonstrated, the predictor and criterion variables must somehow converge to 

create one synthetic variable, or canonical variate (Sherry & Henson, 2005). CCA establishes a 

set of these canonical variates, which are orthogonal linear combinations of both predictor and 

criterion variables, which best explain the variability within and between sets (Blumentritt, 

2010). Ultimately, the cardinal component of CCA is the bivariate correlation between the 

synthetic predictor and criterion variables, which is referred to as the canonical correlation (Rc) 

or the canonical function (Sherry & Henson, 2005). Canonical functions are not limitless as there 

will only be as many canonical functions as there are variables in the smaller of the two sets of 

variables or until all variance is accounted for (Blumentritt, 2010; Sherry & Henson, 2005). 
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Figure B.2. Illustration of the first function in the CCA model for the first research question.  

To answer the second research question a separate analysis was conducted, with type of 

loss, gender, age, ethnicity, and life stress serving as the predictor variables (Xi) and scores on 

the PSI on the scales of Child Domain and Parent Domain serving as the criterion variables (Yi). 

Figure B.3 provides a visual representation of the CCA model of the first function specific to the 

second research question.  

 

 

Figure B.3. Illustration of the first function in the CCA Model for the second research question.  
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Utilizing SPSS, I ran these canonical correlational analyses and interpreted the results by 

following statistical procedures outlined in Sherry & Henson (2005) and Thompson (2000). 

These procedures include initially examining the full canonical model to determine if the results 

are noteworthy to warrant further exploration (i.e., significance testing and effect size 

interpretation), and then consideration should be extended only to those functions which account 

for a reasonable amount of variance between the two sets of variables; to do this I examined and 

will report Wilks’ lambda (λ), F statistic, and p-value.  If the full canonical model and the 

subsequent canonical functions are found to be statistically significant and/or account for a 

reasonable amount of variance between the variable sets, I can then examine the standardized 

weights and structure coefficients to identify what variables are contributing to the relationships 

across the predictor and criterion variable sets. 

Practical significance was also explored through the use of effect sizes to ensure the 

practicality of the results. When considering measure of effect size in canonical correlation 

analysis, the squared canonical correlation was interpreted in a similar manner to the adjusted R
2

in multiple regression (Thompson, 2000). In determining the noteworthiness of such results, the 

interpretation of effect sizes specific to CCA is contingent upon the researcher’s subjective 

judgment and the specific foci of the research (Sherry & Henson, 2005; Thompson, 1984; 

Thompson, 2000). Therefore, “no clear boundaries regarding what effect sizes are noteworthy” 

exist (Thompson, 2000, p. 304). 
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The following results are intended to answer the following three research questions: (a) 

To what extent do characteristics of bereaved children predict or explain behavioral 

manifestations of children who are seeking counseling services? (b) To what extent to do 

characteristics of bereaved children predict or explain levels of stress in the parent-child 

relationship? The results are divided by the first research question addressing children’s 

behavioral presentation to counseling and specific characteristics of bereaved children and the 

second research question addressing characteristics of bereaved children and levels of parent-

child relational stress. I will present results of each data analyses, including the tests for 

assumptions for each analysis.  

Research Question 1: Behavioral Presentations and Children’s Characteristics 

The first canonical correlational analysis (CCA) was conducted using bereaved children’s 

characteristics as predictors of their behavioral presentations to counseling as measured by five 

of the scales from the CBCL. Specifically, a CCA was utilized to evaluate the multivariate 

shared relationship between the two variable sets.  

Upon initial data screening, measures were implemented to maintain the integrity of the 

data and subsequent analysis. These measures included re-coding of data due to the composition 

of the sample under study, particularly with ethnicity and type of loss. More specifically, with 

respect to ethnicity, the largest representation were those participants identifying as Caucasian (n 

= 66, 67.35%) and the smallest representation were those identifying as Asian (n = 2, 2.04%). 

Because of the dispersion of data and limited representation in regard to ethnicity specific to 

certain populations, data grouping measures were revised. This included utilizing two groups for 

ethnicity, specifically Caucasian and Culturally Varied. Similarly, with respect to the grouping 

variable for type of loss, the dispersion was also variable with the largest representation being 
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children who experienced the death of a grandparent (n = 53) and the smallest representation 

being those who experienced the death of a friend (n = 1). To address this, the type of loss 

grouping variable was re-coded to form two distinct groups: primary losses, which encompassed 

losses in the immediate family (ie., parents, caregivers, and siblings), and secondary losses, 

which encompassed losses outside of the immediate family (ie., grandparents, cousins, and 

friends). Table C.1 provides demographic representation following the data screening process.   

Table C.1  

Demographic Descriptive Statistics for Participants 

Age n %age Ethnicity n %age Gender n %age Type of Loss n %age 

3 13 13.27 Caucasian 66 67.35 Male 67 68.35 Primary Loss 34 34.69 

4 14 14.29 Culturally Varied 32 32.65 Female 31 31.63 Secondary Loss 64 65.31 

5 16 16.33          

6 13 13.27          

7 14 14.29          

8 14 14.29          

9 4 4.08          

10 7 7.14          

11 3 3.06          
 

 

 

The assumptions of linearity, multivariate normality, homoscedasticity and 

multicollinearity were all analyzed and reasonably met. Three of the five predictor variables 

were dichotomous in nature (ie., ethnicity, gender, and type of loss); whereas the remaining 

predictor and criterion variables were continuous. Table C.2 presents the mean scores and 

standard deviations for these continuous predictor and criterion variables. Table C.3 presents the 

correlations among all predictor and criterion variables.  
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Table C.2  

Means and Standard Deviations for Continuous Predictor and Criterion Variables 

 Predictors Criterions 

 Age Life Stress Anxious/ 

Depressed 

Withdrawn/ 

Depressed 

Somatic 

Complaints 

Attention 

Problems 

Aggressive 

Behavior 

M 6.28 16.98 59.78 59.61 55.89 58.15 63.21 

SD 2.33 12.91 9.49 9.44 7.73 8.60 11.60 

 

Table C.3  

Correlations for Predictor and Criterion Variables 

Variable AD WD SC AP AB Age Ethnicity Gender Type of 

Loss 

Life 

Stress 

Anxious/Depressed (AD) 1.00          
Withdrawn/Depressed (WD) .494 1.00         
Somatic Complaints (SC) .521 .248 1.00        
Attention Problems (AP) .416 .342 .052 1.00       
Aggressive Behavior (AB) .538 .374 .307 .488 1.00      
Age .152. .387 -.084 .239 .124 1.00     
Ethnicity .075 .090 -.076 .093 -.099 -.035 1.00    
Gender -.127 -.006 -.054 -.061 -.206 .085 -.006 1.00   
Type of Loss .231 .133 .210 .164 .152 -.011 .005 -.103 1.00  
Life Stress .035 .012 .161 .063 .195 -.179 -.080 -.093 .106 1.00 

 

 

The analysis yielded five functions with squared canonical correlations (Rc
2
) 

of .239, .128, .052, .027, and .002 for each successive function. Collectively, the full model 

across all functions was statistically significant using the Wilks’s λ = .611 criterion, F(25, 328.41) 

= 1.862, p = .008. Because Wilks’s λ represents the unexplained, or residual, variance not 

accounted for by the model, 1 – λ yields the effect size of the full model in an r
2
 metric unit. 

Therefore, for the five derived canonical functions, the r
2
 type effect size was .389. This 

indicates the full model explains a considerable portion, about 39%, of the variance shared 

between the two variable sets.  
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Researchers are able to test the hierarchical arrangement of the functions for statistical 

significance through dimension reduction analysis. As previously mentioned, the full model 

(Functions 1 to 5) was statistically significant. Function 2 to 5 did not explain a statistically 

significant amount of shared variance between the variable sets, F(16, 272.54) = 1.267, p = .218, 

but yielded a noteworthy effect size of, Rc
2
 = .128. Function 3 to 5, 4 to 5, and 5 did not explain a 

statistically significant amount of shared variance between the variable set and overall yielded 

small effect sizes,  F(9, 219.19) = .838, p = .581, Rc
2
 = .052, F(4, 182) = .673, p = .611, Rc

2
 

= .027, and F(1, 92) = .172, p = .679, Rc
2
 = .002, respectively.  

Upon examining the respective functions and their subsequent Rc
2
 effects, only the first 

two functions were considered noteworthy to warrant further interpretation in the context of the 

present study as they accounted for approximately 23.9% and 12.8% of shared variance, 

respectively. The final three functions explained 5.2%, 2.7%, and 0.2% of the remaining 

variance in the variable set after the extraction of the prior functions. Therefore, because the final 

three functions collectively explain less than 9% of the shared variance, no further interpretation 

will be presented regarding the last three functions. This finding suggests two mathematically 

viable ways in which the predictor variables relate to the criterion variables.  

The standardized canonical function coefficients and structure coefficients for Functions 

1 and 2 are provided in Table C.4. Both the squared structure coefficients and communalities (h
2
) 

across the two functions for each variable are provided. Considering the Function 1 coefficients, 

the most relevant criterion variables were Withdrawn/Depressed and Attention Problems, with 

Anxious/Depressed making a secondary contribution to the synthetic criterion variables. This 

finding was supported by the squared structure coefficients. Withdrawn/Depressed additionally 

appeared to have a large canonical function coefficient, which further supports its primary 
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contribution to the synthetic criterion variable. Anxious/Depressed appears to receive the least 

credit among all criterion variables specific to the canonical function coefficient, but as 

previously mentioned demonstrates moderate contribution to the synthetic criterion variable per 

structure coefficients; this is likely the result of the multicollinearity that this variable shares with 

other criterion variables (see Table C.3). Furthermore, Somatic Complaints demonstrates a 

comparable canonical function coefficient to Attention Problems; however, as previously 

mentioned, Somatic Complaints contributes minimally to the synthetic criterion variable per 

structure coefficients suggesting it is acting as a suppressor variable. Horst (1941) defined a 

suppressor as a variable that removes or suppresses variance. More specific to the present study, 

this suppressor variable is minimally correlated with the synthetic criterion; however, this 

variable appears to receive a moderate amount of credit within the synthetic criterion (Horst, 

1941). Furthermore, with the exception of Somatic Complaints, the structure coefficients of all 

criterion variables have the same sign indicating they are positively related. Somatic Complaints 

was inversely related to the other child behaviors.  

Regarding the predictor variable set for Function 1, age was the primary contributor to 

the predictor synthetic variable, with ethnicity making a secondary contribution to the synthetic 

predictor variables. Because the structure coefficients for age and ethnicity are negative, they are 

positively related to the more meaningful contributors from the criterion variable set, including 

Withdrawn/Depressed, Attention Problems, and Anxious/Depressed. These results were variable 

in relation to theoretically expected relationships between specific characteristics of bereaved 

children and demonstrated behaviors. Taken together, this suggests younger bereaved children 

tended to demonstrate lower Withdrawn/Depressed, Anxious/Depressed, and Attention Problems 

scores. 
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Moving on to Function 2, the coefficients found in Table C.4 suggest Aggressive 

Problems and Somatic Complaints are among the most relevant criterion variables. The squared 

structure coefficients supported this conclusion. Furthermore, all of the structure coefficients of 

the criterion variables for Function 2 had the same sign, indicating that they were all positively 

related.  Coefficients of predictor variables indicate life stress was the primary contributor to the 

synthetic predictor variable with Gender, Type of Loss, and Ethnicity serving as secondary 

contributors. This is supported by both structure coefficients and squared structure coefficients. 

Collectively, this second function suggests another, lesser contributory way in which 

characteristics of bereaved children and their demonstrated behaviors as perceived by caregivers 

go together. Specifically, this suggests a combination of bereaved girls, children who 

experienced a primary loss, and children whose caregivers reported less life stress are associated 

with lower Aggressive Behaviors and Somatic Complaints scores. That is, children who are girls 

and experienced a primary loss and whose parents reported less life stress demonstrated less 

aggressive behaviors and fewer somatic complaints. 

Examining the full model, communality coefficients indicate Withdrawn/Depressed, 

Aggressive Behaviors, and Attention Problems as the dominant criterion variables across both 

functions and Age and Life Stress as the dominant predictor variables across both functions. This, 

along with the entirety of the canonical solution, can be found in Table C.4.  
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Table C.4  

Canonical Solution for Child Behaviors and Characteristics 

 
             Function 1        Function 2 

Variable Coef rs rs
2
 (%) Coef rs rs

2
 (%) h

2
 (%) 

Anxious/Depressed -.240 -.455 20.74 .264 -.457 20.89 41.63 

Withdrawn/Depressed -.800 -.856 73.29 .081 -.266 7.05 80.34 

Somatic Complaints .378 .114 1.30 -.480 -.606 36.74 38.04 

Attention Problems -.373 -.601 36.13 -.043 -.378 14.26 50.39 

Aggressive Behaviors .257 -.238 5.66 -.915 -.912 83.12 88.78 

Rc
2 

  23.91   12.79  

Age -.913 -.890 79.19 -.172 -.034 <.001 79.19 

Ethnicity -.399 -.365 13.35 .369 .420 17.68 31.03 

Gender .019 -.031 0.09 .433 .514 26.38 26.48 

Type of Loss -.217 -.214 4.58 -.384 -.490 24.04 28.62 

Life Stress -.030 .141 1.99 -.616 -.695 48.35 50.34 

Note. Coef = standardized canonical function coefficients; rs = structure coefficient; rs
2
 = squared 

structure coefficient; h
2
 = communality coefficient.  

 

Research Question 2: Parenting Stress and Bereaved Children’s Characteristics 

The second CCA was conducted using bereaved children’s characteristics as predictors of 

the levels of parental stress as measured by two scales from the Parenting Stress Index (PSI) to 

evaluate the multivariate shared relationship between the two variable sets. Initial sampling 

included 98 participants; however, due to defensive responding (n = 11) and incomplete or 

missing data (n = 3), 14 cases were excluded resulting in a final sample of 84 participants. Table 

C.5 presents the demographic information for the participants retained for the second CCA.  
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Table C.5 

Demographic Descriptive Statistics for Participants 

Age n %age Ethnicity n %age Gender n %age Type of Loss n %age 

3 12 14.29 African American 10 11.90 Male 60 71,43 Parent/Primary Caregiver 28 33.33 

4 12 14.29 Asian 2 2.38 Female 24 28.57 Grandparent 42 50.00 

5 13 15.48 Bi-racial 4 4.76 Sibling 5 5.95 

6 12 14.29 Caucasian 55 65.48 Aunt/Uncle/Cousin 8 9.52 

7 12 14.29 Hispanic/Latino 9 10.71 Friend 1 1.19 

8 11 13.10 Native American 4 4.76 

9 4 4.76 

10 5 5.95 

11 3 3.57 

Similarly to the first CCA, initial data screening was again employed and measures were 

implemented to maintain the integrity of the data and subsequent analysis. These measures were 

similar to the initial CCA and decisions were once again made to dichotomize grouping variables 

to aid interpretation and better maintain the integrity of the data. Table C.6 provides 

demographic representation following the data screening process.  

Table C.6 

Demographic Descriptive Statistics for Participants 

Age n %age Ethnicity N %age Gender n %age Type of Loss n %age 

3 12 14.29 Caucasian 55 66.48 Male 60 71,43 Primary Loss 33 39.29 

4 12 14.29 Culturally Varied 29 34.52 Female 24 28.57 Secondary Loss 51 60.71 

5 13 15.48 

6 12 14.29 

7 12 14.29 

8 11 13.10 

9 4 4.76 

10 5 5.95 

11 3 3.57 

The assumptions of linearity, multivariate normality, homoscedasticity and 

multicollinearity were all analyzed and reasonably met. Three of the five predictor variables 

were dichotomous in nature (ie., ethnicity, gender, and type of loss); whereas the remaining 

predictor and criterion variables are continuous. Table C.7 presents the mean scores and standard 
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deviations for these continuous predictor and criterion variables. Table C.8 presents correlations 

amongst all predictor and criterion variables.  

Table C.7 

Means and Standard Deviations for Continuous Predictor and Criterion Variables 

 
Predictors Criterions 

 Age Life Stress Child Domain Parent Domain 

M 6.10 18.19 118.75 124.80 

SD 2.24 13.19 25.13 22.56 

 

Table C.8  

Correlations for Predictor and Criterion Variables 

Variable CD PD Age Ethnicity Gender Type of 

Loss 

Life 

Stress 

Child Domain (CD) 1.00       

Parent Domain (PD) .492 1.00      

Age .240 -.063 1.00     

Ethnicity -.144 .046 -.072 1.00    

Gender -.127 -.122 .041 .008 1.00   

Type of Loss .113 .023 .031 -.010 -.116 1.00  

Life Stress .188 .267 -.179 -.080 -.093 .106 1.00 

 

 

The analysis yielded two functions with squared canonical correlations (Rc
2
) of .160 

and .059 for each function. Collectively, the full model across all functions was statistically 

significant using the Wilks’s λ = .790 criterion, F(10, 154) = 1.926, p = .045. For the two derived 

canonical functions, the R
2
 type effect size was .210. This indicates the full model explains about 

21% of the variance shared between the two variable sets.  

As previously mentioned, the full model was statistically significant. Function 2 did not 

explain a statistically significant amount of shared variance between the variable sets, F(4, 78) = 

1.223, p = .308, and yielded a small effect size, Rc
2
 = .059. Upon examining the respective 

functions and their subsequent Rc
2
 effects, only the first function was considered noteworthy to 
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warrant further interpretation in the context of the present study. The final function was 

considerably weak, explaining only 5.9% of the remaining variance in the variable set after the 

extraction of the first function. Therefore, no further interpretation will be presented regarding 

this final function.  

The standardized canonical function coefficients and structure coefficients for Functions 

1 and 2 are provided in Table C.9. Because only one function will be interpreted, communalities 

(h
2
) will not be provided. Considering the Function 1 standardized canonical function 

coefficients, the most relevant criterion variable was the Child Domain; this finding was 

supported by the structure coefficient and squared structure coefficient. Canonical function 

coefficients further suggest a moderate contribution by the Parent Domain; however, the 

structure coefficient indicates negligible correlation. This is likely due to the multicollinearity 

that this variable shares with the Child Domain (see Table C.8).  

Regarding the canonical function coefficients for the predictor set for Function 1, age 

appears to be the most relevant predictor variable, with Ethnicity making a secondary 

contribution to the synthetic predictor variables. These findings are supported by the structure 

coefficients and squared structure coefficients.  Furthermore, with the exception of ethnicity, all 

of the variables’ structure coefficients had the same sign, indicating that they are all positively 

related. Ethnicity was inversely related to the other characteristics. Taken together, this suggests 

that a combination of younger and culturally varied bereaved children are associated with lower 

Child Domain scores. That is, caregivers of younger culturally varied (i.e., children other than 

Caucasian), bereaved children are likely to report less overall stress related to child 

characteristics.  

Table C.9  
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Canonical Solution for Child Characteristics and Parenting Stress 

 
Function 1 

Variable Coef rs rs
2
 (%) 

Child Domain -1.103 -.897 80.40 

Parent Domain .488 .023 0.05 

Rc
2
   16.05 

Age -.855 -.813 66.16 

Ethnicity .497 .528 27.90 

Gender -.019 -.103 1.06 

Type of Loss -.159 -.077 0.59 

Life Stress -.217 -.129 1.66 

Note. Coef = standardized canonical function coefficients; rs = structure coefficient; rs
2
 = squared 

structure coefficient.  
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 This current study sought to explore the relationship between characteristics of bereaved 

children, including age, gender, ethnicity, life stress, and type of loss, presenting to counseling 

and their subsequent behavioral manifestations. Additionally, further attention was given to 

exploring the relationship between these characteristics and the levels of stress within the parent-

child relationship. Although prior studies have explored such characteristics of bereaved 

children, this study was the first to explore the multivariate relationship between characteristics 

of bereaved children and their behavioral manifestations. It was additionally the first study to 

examine levels of stress in the parent-child relationship as reported by caregivers of bereaved 

children. Results of the current study advance our understanding of the relationships between 

these variables. 

Behavioral Manifestations of Bereaved Children 

Correlational evidence generated from this study suggests a relationship exists between 

bereaved children’s characteristics and their subsequent behavioral manifestations. Specifically, 

parental report suggests younger bereaved children tended to demonstrate less 

withdrawn/depressed and anxious/depressed. It is important to note that these findings are based 

on measures of parental perception. Adults typically conceptualize sadness, an emotion common 

to the bereaved, as withdrawn/depressed behaviors (Wolfelt, 1996). Relative to typical 

development, this finding is consistent with prior literature as young children tend to experience 

and subsequently demonstrate emotionality for shorter periods of time (Berger, 2011). The 

ability to sustain such emotional intensity increases with age (Berger, 2011; Greenspan & 

Greenspan, 1989). Particularly with traumatic experiences, such as the death of a loved one, 

young children exhibit less internalized responses, whereas older bereaved children tend to 

demonstrate more internalized reactions to loss (Di Ciacco, 2008; Webb, 2011; Wolfelt, 1996). 
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Parents’ perceptions of fewer withdrawn/depressed and anxious/depressed behaviors in younger 

children may be indicative of younger children traditionally relying on more externalizing 

behaviors to express their emotional states.  

Younger children are an inherently vulnerable population; such that, their survival is 

contingent upon the direct care they receive from their caregivers (Berger, 2011). Because of 

their needs, children, especially young children, are far more likely to engage their parental 

figure in times of stress (Bowlby, 1980). Children’s engagement of caregivers following stressful 

times would likely result in similar findings to the present study: parental observations of fewer 

withdrawn/depressed and anxious/depressed behaviors in younger children  

Findings also indicated parents of younger children reported fewer attention related 

struggles. This additionally may be explained by typical child development, as younger children 

tend to possess a shorter attention span. Therefore, parents who reported lower attention-related 

problems may have been picking up on this developmentally appropriate struggle for young 

children (Berger, 2011).  

Results further indicated bereaved children whose parents report less life stress also 

report fewer aggressive behaviors and fewer somatic complaints for their children. This suggests 

life stress appears related to caregivers’ perceptions of their children’s aggressive behaviors and 

somatic complaints. Specifically, caregivers who report few external stressors, such as a lack of 

family divorce or family moves, experience their children displaying fewer aggressive behaviors 

and fewer complaints of somatic symptoms. This is consistent with prior literature which 

suggests that families who experience fewer external stressors possess a more stable home 

environment.  
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For children, stability is communicative of safety and security. Even in the midst of an 

unexpected trauma, stability is comforting for children as they can trust in those who care for 

them (Elizur and Kaffman, 1983). Ultimately, the more stable a child’s world is, the more 

capable they are of experiencing a trauma, such as the death of a loved one, and may 

demonstrate positive coping skills (Bowlby, 1980; Webb, 2011; Wolfelt, 1996). 

Findings further indicated that girls in particular whose parents also reported less life 

stress demonstrate less aggressive behaviors and fewer somatic complaints. This too is consistent 

with prior literature (Hope & Hodge, 2006). Prior studies suggest boys demonstrate more 

externalizing behaviors, such as aggressive and disruptive behaviors, whereas girls tend to 

demonstrate more internalizing behaviors (Hope & Hodge, 2006). However, inconsistent with 

prior works is the connection with fewer somatic complaints as prior works suggest that girls 

may be more likely to complain of somatic symptoms than their boy counterparts (Hope & 

Hodge, 2006). This may be specific to the sample of the current study.   

Non-Predictors 

Specific to behavioral manifestations of loss, a child’s ethnicity does not appear to be 

correlated with behavioral characteristics, and therefore implies children in this particular sample 

tended to grieve similarly across cultures. This initially appears inconsistent with prior literature, 

which suggests cultural differences appear to influence children’s grief experiences. In fact, 

McGoldrick, Almeida, Hines, Garcia-Preto, Rosen, and Lee (1991) noted “responses to death, 

the manner of, as well as the length of time assumed normal for mourning differs greatly from 

culture to culture” (pp. 176-177). Many Westernized practitioners believe attending the funeral 

of the deceased loved one and other rituals associated with death are helpful and healing for 

bereaved children (Rando, 1991; Wolfelt, 1996). Moreover, in Chinese culture it is believed that 
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the soul of the departed will return to his or her home seven days following their death (Chinese 

Funeral Customs, 2003). During this time family members are expected to remain in the rooms; 

a red plaque with a personal inscription is often placed at the foot of the entranceway to ensure to 

departed does not get lost. These cultural contexts have previously been thought to influence 

children’s bereavement practices. Although prior works emphasize the impact of such practices, 

results of the present study suggest a limited relationship between ethnicity and levels of 

parenting stress. However, the sample under study was not highly diverse and this finding should 

be interpreted with caution (Hunter & Smith, 2008). 

Measurement Considerations 

Results suggested moderate to high correlations, or relationship, between the 

Anxious/Depressed scale and remaining scales explored in the CBCL for the present study. This 

multicollinearity within this scale may be specifically related to the item content of the questions 

and their direct relations to manifestations of grief. Specifically, some believe anxiety and 

depression share common features and have even questioned the validity of separating anxiety 

and depression (Brady & Kendall, 1992; Hale, Raaijmakers, Muris, van Hoof, & Meeus, 2009; 

Laurent & Ettelson, 2001); thus, the scale of Anxious/Depressed and Withdrawn/Depressed may 

be related due to shared common features. Children complaining of somatic complaints may be 

suffering from physical manifestations of anxiety and children who experienced heightened 

anxiety likely experience difficulty with attending and concentration; these aspects may explain 

the relationship the scale of Anxious/Depressed has with Somatic Complaints and Attention 

Problems. Furthermore, anxious children often externalize their internal feelings of anxiousness 

onto others through disruptive and aggressive behaviors; thus, possibly explaining the 

relationship between the scale of Anxious/Depressed and Aggressive Behaviors. Overall, in 



 

110 

regard to the present sample, these theoretical conjectures related to grief manifestations may 

provide insight in explaining these high correlations specifically in that anxiety in bereaved 

children is often expressed through behaviors descriptive of the other CBCL scales.  

Parent-Child Relationship Stress 

 Findings generated from this study indicated parents of younger bereaved children 

reported experiencing less stress in the parent-child relationship specific to aspects of the 

children. More specifically, parents of younger children reported experiencing minimal amounts 

of stress due to their child’s behaviors. Studies have shown parents of older children reported 

greater parenting stress than those of younger children; this is consistent with results from the 

present study (Putnik, Bornstein, M. H., Hendricks, C. Painter, K. M., Suwalksy, & Collins, 

2010; Williford, Calkin, & Keane, 2007). Parents of older children may experience increased 

parental stress due to children’s developmentally appropriate tendency towards autonomy.  

 Moreover, parental grief can influence children’s grief processes (Webb, 2011). One 

reason for caregivers of young children to report minimal stress may be due to their immersion in 

their own grief processes; this immersion may contribute to difficulties in experiencing 

characteristics of their children as stressful to their role as parents. Taking that conjecture further, 

caregivers may even experience their children’s behaviors and overall needs as a reprieve from 

their own grief and therefore may not experience their children’s needs as stressful to the parent-

child relational system.  

 Due to limited autonomy, young children demonstrate an increased need for their 

caregiver’s attention and time than older children. Parenting young children is a difficult and 

time-consuming responsibility that in and of itself can be characterized as stressful (Abidin, 

2012). Parent expectations of younger children may contribute to their ability to respond more 
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effectively and relationally to grief expressions in contrast to parental expectations of older 

children. Specifically, parents may expect younger children to respond to loss with behavioral 

problems yet older children may be expected to regulate their expressions of grief through 

appropriate behaviors. Therefore, parents of younger children may have noted lower overall 

stress stemming from the child due to perceiving their children’s behaviors as developmentally 

appropriate and not contributory to stress in the parent-child relational system.  

 In considering the construct of ethnicity, caregivers of children in the culturally varied 

group appeared to report less life stress and experience less stress in the parent child-relationship 

originating from characteristic from their children. That is, parents of children who were 

identified as culturally diverse perceived less stress originating from characteristics of their 

children. Parents of culturally diverse children appeared to experience their children’s behaviors 

as minimally stressful to their overall parenting role. This finding appears consistent with those 

from other studies specifically exploring levels of parenting stress and race; these studies found 

that parents identifying as White report higher parent-child relational stress than racial and ethnic 

minority parents (Emick & Hayslip, 1996; Williford, Calkins, & Keane, 2007).  

Non-Predictors 

Several predictor variables present in previous literature did not appear to be significantly 

related to levels of stress in the parent-child relationship. Specifically, gender, type of loss, and 

life stress did not appear to heavily contribute to stress in the parent-child relationship. These are 

inconsistent with prior literature, which suggests a relationship exists between several of these 

aspects, particularly with parenting stress and life stress and type of loss (Abidin, 2012; Hansen, 

2004; Webb, 2011).  
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Life stress does not appear to have a meaningful relationship, whether positive or 

negative, with parenting stress either related to characteristics of the child or the caregiver’s 

parenting. For the present sample, this suggests a couple of possibilities regarding parents of 

bereaved children: (1) parents are not experiencing significant external stressors, or (2) parents 

are not perceiving external stressors as significantly contributing to stress in the parent-child 

relationship. Because parents of bereaved a children are also in a state of grief themselves and 

thus experiencing external stressors due to the experienced death, this might further emphasize 

the latter being the more noteworthy of possibilities (Hansen, 2004; Webb, 2011). This could be 

that parents are working hard to maintain stability for bereaved children, thereby working to 

eliminate or reduce external stressors, or that they may experience typical external stressors as 

lacking in magnitude compared to the experienced death.  

Findings suggest the type of loss experienced did not appear highly correlated with levels 

of parenting stress. More specifically, whether bereaved children experienced a primary loss, 

such as the death of a parent or sibling, or a secondary loss, such as the death of a grandparent or 

friend, caregivers did not appear to report more or less parenting stress. This suggests that loss in 

general, including both primary and secondary losses, contribute equally to stress in the parent-

child relationship.  

Additionally, the gender of bereaved children did not appear contributory to stress in the 

parent-child relational system as reported by caregivers’ perception. That is, bereaved boys and 

girls contribute similarly to stress in the parent-child relational system. Gender related to parent-

child relational stress has historically been unexplored, especially in relation to bereaved 

children. Overall, the present study suggests children’s gender does not appear related to more or 

less stress in the parent-child relational system.  
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Limitations 

Due to the use of archival data, this study may suffer from several inherent limitations. 

Data collection for this study was limited to existing data generated through two university based 

community counseling clinics. Although uniform evaluation documents were utilized, including 

the child/adolescent background information form (CABIF), intake summary report (ISR), the 

CBCL, and the PSI, interpretations of specific variables, such as the type of loss, may have been 

determined initially through the perspective of the intake counselor and then re-interpreted by 

me.  

Also, relative to the archival nature of this study, the data collected was limited to the 

existing records. Several features of loss that impact children’s bereavement processes remain 

unexplored in the present study due to the archival data. Some information was not available for 

further study, including the specific nature of the loss, the depth of interaction between the 

deceased loved one and the bereaved children, and whether the loss was sudden or traumatic 

versus anticipated. Because of the confines of archival data, these aspects will remain 

unexplored.  

Furthermore, because the selected instruments for this study are based on parental 

perceptions, the actual emotions and behaviors demonstrated by child clients may be clouded 

through parental perceptions. Additionally, due to the nature of loss, caregivers were likely 

experiencing and working to cope with the same loss the child experienced. Therefore, parental 

perceptions may have been affected or distorted by their own grief process.  

Regarding external validity, threats to generalizability are worth noting in this study.  The 

study consisted of 98 participants recruited from two university-based community counseling 

clinics. With this limited setting and sample, the results may not be reflective or applicable to 
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children across different geographical and demographic backgrounds (Heppner, Kivlighan, & 

Wampold, 2008; Rubin & Bellamy, 2012). Moreover, because of the limited number of 

participants, the predictive results that are derived through the course of this study may need to 

be interpreted with caution.  

Additionally, children may have experienced behavioral and/or emotional struggles prior 

to the reported death of a significant loved one. More specifically, the reported emotional and 

behavioral struggles may be related to another factor apart from and unrelated to the death of a 

significant loved one. Thus, this possibility serves as another considerable factor that must be 

considered in interpretation of results.  

Inherent limitations exist within correlational research. The nature of correlational 

research, and more specifically archival correlational research, indicates that an additional, 

unaddressed variable may explain the relationship between two variables. Because mediating and 

moderating effects of other variables were not assessed in the present study, the possibility that 

correlational findings may be independent outcomes of variations of other variables cannot be 

discounted. It is additionally important to note that causal relationships cannot be derived from 

correlational findings. 

Implications for Counselors 

 The results of this study potentially provide counselors with important information 

regarding treatment planning and practice with bereaved children. Primarily, clinicians must seek 

to educate those adults who are in direct relationship with the bereaved children, including 

parents, caregivers, and other grief workers, about children’s grief expressions. The foremost 

finding was the influence of age on grief manifestations in that children’s grief processes are 

primarily contingent upon their development. That is, younger bereaved children may grieve 
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differently than older bereaved children. Because of the overall developmental implications and 

breadth of research exploring this construct, it is important counselors are informed of and 

attuned to these developmental differences. This attunement can help counselors in better 

understanding the bereaved children and also help in advocating for the child’s needs within the 

family system.  

Young children’s grief manifestations look differently than adults. While children often 

experience similar emotions to adults, such as anger, sadness, and fearfulness, their expression of 

such emotions is dissimilar from adults. Typically adults express their struggles and grief 

through verbal means of communication; however, children demonstrate their struggles through 

play-based behaviors. Younger bereaved children often externalize their grief through aggressive 

or rule-breaking behaviors, whereas older bereaved children often internalize their grief reactions 

through withdrawn, depressed, and anxious behaviors. Furthermore, whereas bereaved adults are 

often plagued with thoughts of their deceased loved ones for months and even years following 

the death, children tend to grieve through patterns of engaging and disengaging in shorter intense 

periods of time (Wolfelt, 1996). For instance, children may throw more frequent tantrums or 

demonstrate rule-breaking behaviors one minute, and the very next minute they may be playing 

happily with their siblings. Because of these engaged and disengaged behaviors, adults in 

children’s worlds often misperceive their disengagement as indicative of cessation of their grief, 

when in fact their grief is often ongoing. In light of these circumstances, caregivers and 

counselors working with bereaved children should focus on understanding the uniqueness of the 

individual child’s bereavement process and listen to and respond to their individual needs. 

Moreover, caregivers and counselors should work to ensure they are informed about the 

childhood bereavement and the long-term impacts and expectations for the future.  For instance, 
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because grief is cyclical in nature, children will often revisit their loss throughout their lifespan, 

especially when approaching significant developmental milestones. 

Findings from the current study indicated that children additionally perceive and 

experience all losses relatively similarly whether the death is a primary or secondary loss. This 

suggests whatever loss the child is actively experiencing, whether it be a loss the caregivers 

perceive as traumatic or not, it is likely experienced by the child as equally hurtful. Therefore, 

counselors should work to inform caregivers regarding the importance of attending to and 

understanding all losses experienced by their children.  

Results from this exploration of children’s grief indicated a relationship between the 

number of behavioral problems demonstrated by bereaved children and stressful life events 

reported by parents. Caregivers who are able to maintain a stable home environment may 

provide bereaved children with a sense of safety. Bereaved children are placed in a vulnerable 

state as a result of the loss, further disruptions may exacerbate their grief. Therefore, following 

traumatic occurrences, such as experiencing the death of a loved one, caregivers should work to 

uphold as much sameness and security as possible. That is, caregivers should work to minimize 

any moves, relative to both home and school, loss of pets, or loss of children’s typical roles. 

Providing children with such stability may likely lead children to cope more positively with the 

present loss as well as future losses (Lewis & Lippman, 2004). Counselors who work with 

bereaved families can provide parents with problem-solving, information, and resources to help 

maintain home stability. 

Implications for Research 

Although correlational evidence generated from the present study provided substantial 

support regarding developmental implications and regarding bereaved children, further research 
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in this area is needed in order to determine fitness and efficacy of results. Much of prior literature 

is dated, therefore, to better inform clinical practice it is important to conduct further studies 

exploring bereaved children and their subsequent needs following the experience of loss. Future 

researchers might consider exploring bereaved children’s systems of support following loss as 

well as the impact of multiple losses and/or the nature of loss experienced. Clinicians interested 

in more deeply exploring needs of bereaved children might also consider conducting a more 

thorough intake specifically focused on losses, including such aspects as age of loss(es), nature 

of loss(es), and depth of relationship(s) with the deceased, amongst others. Moreover, 

longitudinal research into children’s loss is needed to explore long-term needs and well-being of 

bereaved children. One area remaining largely unexplored is specific research exploring the 

needs of young, pre-adolescent, and adolescent bereaved children. This subject of inquiry would 

provide practitioners with more empirical information regarding the developmental needs and 

experiences of children specific to their age. Overall additional stringent research into children’s 

loss would further strengthen the field and services available for bereaved children. 

Specific to the instruments utilized in the present study, future studies could explore the 

appropriateness of use of the Child Behavior Checklist specific to bereaved children. Due to 

moderate correlations identified in the present study between scores on the scale of 

Anxious/Depressed and the other four CBCL scales, factor analysis may be an appropriate 

pursuit in this exploration. Furthermore, the Parenting Stress Index includes a specific scale 

exploring caregivers’ relationships with their spouse. For caregivers who experienced the death 

of their partner, this question may not be applicable and even more so insensitive to the bereaved 

caregiver. Without scores on the spousal scale, many of the scales cannot be calculated. 
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Therefore, a more sensitive instrument specific to the needs of bereaved caregivers would be 

useful to work with the present population. 

Conclusion 

Correlational findings from this study provided insight into bereaved children’s 

manifestations of loss. For review, Figure D.1 provides a visual representation for the theory 

under study, in particularly stressing the importance of development, nature of loss, social 

cultural context, family context, and gender on children’s bereavement. 

Figure D.1. Illustration of contributing factors of bereaved children under study.  

The noticeable factor that archival data precluded from the study was the bereaved child’s nature 

of the relationship with the deceased. Specifically, results from the present study emphasize the 

strong relationship between age and bereaved children’s behavioral manifestations. This 

reinforced the importance for clinicians to understand developmental implications when working 

with bereaved children. Furthermore, caregivers who report minimal overall external stressors 

also report less parent-child relational interference. This further emphasizes the importance for 

caregivers to maintain utmost stability for bereaved children. This stability may reinforce the 
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children’s sense of safety as well as provide opportunities for children to develop positive coping 

skills following loss.  

 A unique aspect of the present study was the multivariate analyses that allowed for the 

exploration of the dimensionality between variables. Prior to the present study, multivariate 

analyses have not been utilized to investigate bereaved children’s grief manifestations and 

subsequent parent-child relational stress. Even fewer studies have utilized psychometrically 

sound instruments to explore such constructs. Furthermore, a major strength of the present study 

was the clinic-based setting as all child participants were presented to the clinics by their 

caregivers seeking counseling services for struggles stemming from the loss. That is, results from 

the present study provide direct information regarding bereaved children who present to 

counseling.   
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APPENDIX E 

ADDITIONAL MATERIALS 

PERMISSION TO REPRODUCE: CONFIRMATION OF RECEIPT OF PRIVACY NOTICE 

AND INFORMD CONSENT, NOTICE OF PRIVACY PRACTICE AND INFORMD 

CONSENT, CHILD/ADOLESCENT BACKGROUND INFORMATION FORM, AND 

INTAKE SUMMARY REPORT 

These documents are reproduced from the Child and Family Resource Clinic (CFRC), with 

permission from Dr. Dee Ray, Clinic Director of the CFRC and Professor in the Counseling 

Program at UNT. 
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University of North Texas 
Department of Counseling and Higher Education 

Counseling Program Clinical Services 
 
 

Confirmation of Receipt of Privacy Notice and Informed Consent 
 

By your signature below, you are indicating 1) that you have received a copy of the Notice of 
Privacy and Informed Consent; 2) that you voluntarily agree to receive mental health assessment 
and medical health care, treatment, or services, and that you authorize the clinic to provide such 
services as considered necessary and advisable; 3) that you understand and agree that you will 
participate in the planning of your care, treatment, or services, and that you may at any time stop 
such services received through the clinic; 4) that you have read and understand this statement 
and have had ample opportunity to ask questions about, and seek clarification of, anything 
unclear to you. 
 
Release for Liability and Hold Harmless Provisions: By signing this document, you are 
releasing the clinic and holding the clinic harmless from any personal liability that arises from 
departure from your right of confidentiality. 
 
By my signature, I verify the accuracy of Notice of Privacy and Informed Consent and 
acknowledge my commitment to conform to its specifications. 
 
 
_______________________________          _______________________________ 
Client Signature    Counselor Signature 
 
_______________________________ _______________________________ 
Date      Date 
 
If the client is a minor, the legal guardian (managing conservator) must sign the statement below: 
 
The UNT Counseling Program Clinical Services requires documentation of 
conservatorship/guardianship. If your conservatorship/guardianship is established by a divorce 
decree or custody document, you are required to furnish the clinic with a photocopy of the cause 
page (first page calling out the case), the page specifying conservator(s), and the signature page 
from the decree or document, before clinical services can begin. 
 
With your signature below, you affirm that you are the legal guardian (managing conservator) of 
______________________________________ (minor’s name). With an understanding of the 
above requirements, you grant permission for your child to participate in counseling and release 
the counselor and the UNT Counseling Program Clinical Services from liability for same, as 
stated in the Release from Liability and Hold Harmless provisions above. 
 
 
_______________________________  ______________________________ 
Managing Conservator’s Signature   Date 
 
 

  

CFRC____ 

CHDC____ 
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