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We examined bereaved children’s and surviving caregivers’ psychological responses following the death of the other caregiver as a function
of the stated cause of death. Participants included 63 parentally bereaved children and 38 surviving caregivers who were assessed using
self-report instruments and in-person interviews. Surviving caregivers reported the causes of death as resulting from sudden natural death
(34.9%), illness (33.3%), accident (17.5%), and suicide (14.3%). Results revealed differences between caregiver-reported versus child-
reported cause of death, particularly in cases of suicide. Children who lost a caregiver due to a prolonged illness exhibited higher levels of
both maladaptive grief (d = 3.13) and posttraumatic stress symptoms (PTSS; d = 3.33) when compared to children who lost a caregiver
due to sudden natural death (e.g., heart attack). In contrast, surviving caregivers did not differ in their levels of maladaptive grief and
PTSS as a function of the cause of death; however, caregivers bereaved by sudden natural death reported higher levels of depression than
those bereaved by prolonged illness (d = 1.36). Limited sample size prevented analysis of outcomes among those bereaved by suicide or
accident. These findings suggest that anticipated deaths may contain etiologic risk factors for maladaptive grief and PTSS in children.

Although parental loss in childhood has been identified as
a prevalent and significant public health problem (UNAIDS,
UNICEF, & USAID, 2004), the field of childhood bereavement
has remained in its infancy (Kaplow, Layne, Pynoos, Cohen,
& Lieberman, 2012). This is especially evident when bench-
marked in terms of the modest advances the field has made in
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differentiating between adaptive versus maladaptive grief reac-
tions in bereaved youth (Nader & Layne, 2009).

The limited literature suggests that childhood bereavement is
often associated with other risk factors (e.g., poverty; Kaplow,
Saunders, Angold, & Costello, 2010), but in and of itself does
not generally pose serious long-term risks (Dowdney, 2000).
A significant minority (approximately 10%) of bereaved youth,
however, appear to experience grief reactions of sufficient sever-
ity to produce clinically significant impairment (Melhem, Porta,
Shamseddeen, Walker Payne, & Brent, 2011). Nevertheless,
the specific constellations of child-intrinsic and socioenviron-
mental factors that influence the origin and clinical course of
maladaptive grief reactions over time remain largely unknown.

The adult grief literature provides only modest guidance in
identifying factors that best differentiate between adaptive ver-
sus maladaptive grief in childhood. Much of the recent dis-
course in the adult literature has focused on the duration of grief
reactions per se (i.e., defining pathology in quantitative terms,
such as prolonged grief reactions persisting for over 1 year;
e.g., Prigerson et al., 2009). Conversely, less attention has been
directed towards evaluating potential etiologic risk factors for
maladaptive grief, including the stated cause of death.

Findings are mixed regarding the relative contribution to
postloss adjustment of the stated cause of death of a close per-
son. The few adult studies to date that evaluate the potential role
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of the manner of death have reported significantly higher preva-
lence of rates of “prolonged” or “complicated” grief among
individuals bereaved as a result of sudden deaths (e.g., homi-
cide, suicide, accidental death; Currier, Holland, & Neimeyer,
2006; Rynearson & Salloum, 2011). Violent deaths have also
been associated with increased anxiety, depression, and mal-
adaptive grief in adolescents (Dillen, Fontaine, & Verhofstadt-
Deneve, 2009; Layne et al., 2008). In contrast, some studies
(e.g., Brown et al., 2008) report nonsignificant associations be-
tween the cause of the death and maladaptive grief reactions in
youth. For example, Melhem, Moritz, Walker, Shear, and Brent
(2007) reported that complicated grief scores of youth bereaved
by a caregiver’s suicide did not significantly differ from those
bereaved by sudden natural deaths (e.g., heart attacks).

Although few studies explicitly examine associations be-
tween the stated cause of death and postdeath psychological
functioning, a greater number of studies have called attention
to ways in which traumatogenic factors embedded in the cir-
cumstances of the death can interfere with bereaved youths’
ability to grieve in adaptive ways (e.g., Cohen, Mannarino,
Greenberg, Padlo, & Shipley, 2002; Furman, 1974; McClatchey
& Vonk, 2005). Pynoos (1992) described how children who
witness gruesome death can suffer from recurrent intrusive im-
ages that interfere with positive reminiscing about the deceased.
These observations have been reported and further developed
in more recent work (e.g., Layne et al., 2008).

The current ambiguity surrounding the role that the cause of
the death may play in childhood mental health outcomes may
be largely attributable to methodological limitations (Nader
& Layne, 2009). A number of study designs (e.g., Brown
& Goodman, 2005; Melhem et al., 2007, 2011) did not in-
clude anticipated deaths (e.g., cancer), thereby precluding the
ability to examine potential differences in grief reactions as a
function of anticipated versus sudden deaths. Such exclusions
are problematic from both methodological and theory-building
perspectives.

Specifically, it is possible that traumatogenic (and otherwise
pathogenic) features embedded in the circumstances surround-
ing anticipated deaths may be of equivalent or greater potency in
inducing severe distress in bereaved youth than features found
in sudden unexpected deaths (Kaplow et al., 2012; McClatchey
& Vonk, 2005; Saldinger, Cain, & Porterfield, 2003). Indeed,
the very nature of anticipated deaths may create more instances
in which children are exposed to potentially disturbing elements
(e.g., witnessing disturbing medical procedures and/or the dy-
ing person’s progressive deterioration during repeated hospital
visits) than they are to sudden deaths (e.g., witnessing a loved
one being carried away by ambulance following a heart attack,
being informed that a loved one has died in a car accident).
Although children may respond differentially to the circum-
stances of the death compared to their surviving caregivers,
little research has been conducted on this topic.

Children depend on surviving caregivers to clarify and val-
idate the reality of the death, cofacilitate the grief process

(Shapiro, Howell, & Kaplow, in press), and make meaning of
the loss (Kaplow et al., 2012). Thus, how children respond to
different types of deaths may reflect what children are told by
their surviving caregivers about the specific cause. Caregivers
may struggle with whether or how to tell their children about
the true cause of death, especially when confronted with stig-
matized deaths (e.g., suicide). Caregivers may also choose to
distort or withhold facts about how the person died to protect the
child, even if the child was directly exposed to the true cause.
Although this phenomenon was described qualitatively over
30 years ago (Bowlby, 1979; Cain & Fast, 1972), the frequency
and circumstances under which mismatches between surviving
caregivers’ reports of the actual cause of death, and what chil-
dren are told—as well as the psychological consequences of
such discrepancies—have yet to be studied empirically.

Accordingly, the aim of this exploratory study was to iden-
tify potential links between parent and child reports of the
cause of death of a caregiver and their respective mental health
problems, including maladaptive grief reactions, posttraumatic
stress symptoms (PTSS), and depression. Study questions in-
cluded (1) what are the most common causes of death as re-
ported by both surviving caregivers and their children, (2) what
is the general correspondence between caregivers’ and chil-
dren’s reports of the cause of death, (3) are some stated causes
of death more likely than others to be linked to differences be-
tween reports from the caregiver and child, and (4) are different
stated causes associated with mean differences in psychological
distress in bereaved children and surviving caregivers.

Method

Participants

Participants were recruited from three Michigan counties
through grief support organizations or bereavement programs at
local hospitals. Inclusion criteria were (a) the child experienced
the death of a primary caregiver within the previous 6 months,
(b) the child was between the ages of 3 years and 12 years, and
(c) the family spoke English. Children from the same family
were eligible to participate. Children were excluded from the
study if they were identified as having cognitive deficits severe
enough to impact their understanding of study questions, based
on caregiver reports during the recruitment process. In total,
53 families were identified as being eligible for the study by
grief program staff. After receiving written permission to call
each of the families, the project coordinator contacted them;
of those contacted, 15 (28.3%) declined participation, most fre-
quently stating discomfort with interviewers asking direct ques-
tions about the death to the child. No demographic or cause of
death information was collected from families who declined
participation.

Participants consisted of 63 recently bereaved children
(44.4% female) between the ages of 3 years and 13 years (M
= 7.76 years, SD = 2.91) and their 38 surviving caregivers
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between the ages of 22 years and 64 years (M = 38.60, SD =
7.83). Of the 38 families who participated in the study, 60.5%
were single-child homes and 39.5% were multiple-child homes.
The average number of children per home was 1.66 (range = 1–
5 children). Racial/ethnic composition of children was 73.2%
Caucasian, 12.2% African American, 9.8% Asian, 2.4% His-
panic, and 2.4% Other. Of surviving caregivers, 81.6% were
female, and 92.1% were a biological caregiver of the bereaved
child. In 79.4% of the sample, the deceased caregiver was the
child’s biological father. Average elapsed time since the care-
giver’s death was 88.90 days (SD = 55.24). The racial compo-
sition of participating caregivers was the same as their children.
Participating caregivers provided informed consent, and chil-
dren gave verbal assent. The University of Michigan Medical
School Institutional Review Board approved this project.

Procedures

Adult and child subjects participated in separate semistructured
interviews regarding their recent loss experiences. In addition,
all caregivers, and all children aged 7 years or older, completed
a battery of questionnaires. Of the complete sample of 63 chil-
dren, 41 were aged 7 or older (M = 9.40 years, SD = 1.98)
and thus completed study questionnaires. Of these 41 chil-
dren, 47.6% were females. All questionnaire items were read
aloud to children to enhance comprehension. Interviewers were
master’s-level clinicians experienced in working with bereaved
families. A licensed clinical child psychologist (JBK) trained
and supervised all study interviewers and (to ensure fidelity and
appropriate administration of measures) held formal trainings
on measure administration, reviewed videotapes of the inter-
views, and provided direct feedback in meetings with study
interviewers. All interviews were videotaped and appraised for
quality assurance. All participants received monetary compen-
sation.

Measures

Caregiver interviews included questions pertaining to back-
ground and family history (e.g., child age, race, caregiver edu-
cation, etc.). Caregivers and children responded independently
to an open-ended question regarding the cause of the deceased
caregiver’s death (i.e., “How did ____ die?”). Responses were
coded and assigned to one of six mutually exclusive categories
by the trained project coordinator, including four causes of
death (sudden natural death, anticipated death by illness, acci-
dent, suicide) and two other options (“I don’t know”; “I forgot”).
A separate study team member independently categorized all
responses to this question to check accuracy and interrater reli-
ability. Interrater agreement was 100%.

We used the Negative Life Events Scale, a 54-item caregiver
self-report measure of life stress developed specifically for be-
reaved families that has been used in other studies of bereaved
youth (Sandler et al., 1992). We eliminated 18 items to de-
crease redundancy with other life event measures used in the

study, creating a 36-item scale. In completing the Negative Life
Events Scale, caregivers indicated whether a specified stressful
life event had occurred to their child since the death. Events
included death-related adversities (e.g., “other kids teased your
child because of his/her caregiver’s death”) and other stressors
(e.g., “your child changed schools”). Endorsed items (1 = event
happened; 0 = event did not happen) were summed to create a
total life stress score.

We used the 36-item Inventory of Complicated Grief-Revised
(Melhem et al., 2007) to measure child maladaptive grief. The
Inventory of Complicated Grief-Revised is adapted from the
Inventory of Complicated Grief, a test originally developed
and validated with conjugally bereaved adults (Prigerson et al.,
1995). Items (e.g., “The death of my mom/dad feels upsetting,
overwhelming, or devastating”) are rated on a 5-point scale
ranging from 0 = almost never to 4 = always. Melhem et al.
(2007) report modifying the wording of selected original items
to enhance developmental appropriateness, pilot-testing the
modified version with a clinical sample of eight youths bereaved
by parental suicide, and factor analyzing the scores (producing
a 3-factor solution). To adhere to Melhem et al.’s (2007) rec-
ommended scoring procedure and to enhance cross-study com-
parability, we summed all items to create a Total Maladaptive
Grief score (α = .94 in this sample).

We used the PG-13 (Prigerson et al., 2009) to assess maladap-
tive grief in caregivers. The PG-13 is derived from proposed
diagnostic criteria for Prolonged Grief Disorder and covers 13
of the proposed symptoms. Items (e.g., “Since the time of your
loss, how often have you felt yourself longing or yearning for
the person who died?”) are rated on a 5-point scale ranging
from 1 = never/not at all to 5 = several times a day/severe.
All items are summed to create a total score (α = .81 in this
sample).

We used the 35-item UCLA PTSD Reaction Index
Elhai et al. (2013) to assess child posttraumatic stress symptoms
(PTSS) secondary to the death. Symptoms (“I have upsetting
thoughts, pictures, or sounds of what happened come into my
mind when I do not want them to”) are rated on a 5-point scale
from 0 = never happens to 4 = happens most of the time. All
items are summed to create a total severity score (α = .91 in
this sample).

We used the Posttraumatic Stress Disorder Checklist-Civilian
Version (PCL-C; Weathers, Huska, & Keane, 1991) to assess
PTSS in the surviving caregiver. This 17-item self-administered
measure of all PTSD symptoms according to the Diagnostic
and Statistical Manual of Mental Disorders (4th ed., DSM-
IV; American Psychiatric Association [APA], 1994) was also
completed in relation to the death of the spouse. Items (e.g.,
“Repeated, disturbing memories, thoughts, or images of the
death”) are rated on a 5-point scale ranging from 1 = not at
all to 5 = extremely and summed to create a total symptom
severity score (α = .89 in this sample).

We used the 13-item Short Mood and Feelings Questionnaire
(Angold et al., 1995) to assess child depressive symptoms. The
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Table 1
Cause of Death as Reported by Surviving Caregiver and Child

Caregiver Child

Cause of death n % n %

Sudden natural 13 34.9 21 33.3
Anticipated death by illness 12 33.0 16 25.4
Accident 8 17.5 12 19.0
Suicide 5 14.3 5 6.0
Unknown cause – – 7 11.0
Unable to recall cause – – 2 1.6

Note. N = 63 bereaved children; 38 surviving caregivers.

frequency of depressive symptoms (e.g., “I felt miserable or
unhappy”) experienced during the last 2 weeks is rated on a
3-point scale with options of 0 = not true, 1 = sometimes true,
and 2 = true. Responses are summed to create a total score
(α = .81 in this sample).

We used the Beck Depression Inventory II (BDI-II; Beck,
Ward, Mendelson, Mock, & Erbaugh, 1961), a 21-item self-
administered test of adult depressive symptoms, to assess care-
giver depressive symptoms. Items cover various features of de-
pression (e.g., “I can’t get any pleasure from the things I used
to enjoy”). Symptoms experienced during the past 2 weeks are
rated on a 4-point scale ranging from 0 = no evidence of symp-
tom to 3 = symptom experienced frequently and intensely and
summed to create a total scale score (α = .89 in this sample).

Data Analysis

Because multiple children from the same family were eligible
to participate, we clustered child data by family. We used linear
mixed modeling incorporating both fixed-effects parameters of
covariates (e.g., cause of death reported by the surviving care-
giver), as well as random effects (e.g., within-family clustering)
in which within-family outcomes were treated as nonindepen-
dent observations. Because caregiver data were not clustered by
family, we treated them as independent observations and used
independent-samples t tests for all caregiver analyses. We used
SPSS 18.0 for all analyses.

Results

Table 1 presents frequencies of reported causes of death of the
deceased caregiver according to both children’s and surviving
caregiver’s reports in the complete sample (Question 1). Chil-
dren reported the most frequent cause of death as sudden natural
death (e.g., stroke, heart attack), followed by anticipated death
due to illness (e.g., cancer), accidental death, and suicide. No-
tably, seven children reported not knowing the cause of death,
and two children stated they could not recall the cause of death.
Caregivers reported the primary cause of death as sudden nat-
ural death, followed by illness, accident, and suicide.

Table 2
Descriptive Statistics for Loss Related Variables in Surviving
Caregivers and Subsample of Children Aged 7 and Older

Variable M SD

Caregiver
PG-13 26.94 7.64
PCL-C 32.84 8.31
BDI 13.55 6.68
NLES 9.26 4.51

Child
ICG-R 55.90 28.83
UCLA PTSD RI 24.40 16.29
SMFQ 6.15 4.53

Note. n = 41 children 7 years or older; 38 surviving caregivers. PG-13 = In-
terview for Prolonged Grief Disorder; PCL-C = Posttraumatic Stress Disorder
Checklist-Civilian Version; BDI = Beck Depression Inventory; NLES = Nega-
tive Life Events Scale; ICG-R = Inventory of Complicated Grief-Revised; UCLA
PTSD RI = UCLA PTSD Reaction Index; SMFQ = Short Mood and Feelings
Questionnaire.

We then compared the cause of death as reported by the
surviving caregiver to the cause as reported by the child in the
full sample. Notably, 25.4% of child reports concerning the
cause of death did not match caregiver reports (Question 2).
This discrepancy was most pronounced in suicide deaths as
reported by the caregiver, four out of five (80.0%) of which did
not match their child’s report (Question 3). Specifically, of the
five children bereaved by suicide, four reported either “I don’t
know” or “I don’t remember” regarding the cause of death.
Chi-square tests indicated that this parent–child discordance
was not significantly associated with the child’s age.

We then evaluated the strength of associations between (a) the
reported cause of death, (b) child mental health outcomes, and
(c) caregiver mental health outcomes (Question 4). We based
these analyses on caregiver reports of cause of death to both
maximize sample size (all caregivers provided a response) and
because adult reports were more likely to be accurate. Given that
only children aged 7 years or older completed questionnaires as-
sessing mental health, the following analyses were limited to the
subsample of 41 children in this older age bracket (see Table 2).
Table 2 presents descriptive statistics for loss-related variables
in the subsample. We compared only the Anticipated Death and
Sudden Natural Death subgroups due to low-cell frequencies
for deaths attributed to accident and suicide. Table 3 presents
the mean scores and effect sizes of child and caregiver men-
tal health outcomes by cause of death. Independent-samples t
tests and χ2 analyses revealed that demographic (race, gender,
age) variables, time since loss, and negative life events were
not significantly associated with any variables of interest (p >

.050). Thus, to increase parsimony and statistical power, we
did not statistically control for these variables in subsequent
analyses.
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Table 3
Means and Standard Deviations by Cause of Death and Comparison of Sudden Versus Anticipated Natural Death

Accident
(n = 6)

Suicide
(n = 5)

Sudden natural
death (n = 17)

Anticipated
death by illness

(n = 13)

Variable Range M SD M SD M SD M SD d

Child
ICG-R 14–115 47.17 22.60 81.16 20.63 44.28 25.23 70.54 26.71 3.13*

UCLA PTSD RI 1–55 21.00 6.89 37.40 14.15 17.04 13.03 32.11 16.59 3.33*

SMFQ 0–19 5.40 1.52 11.00 4.74 4.35 3.06 6.86 5.46 0.56
Caregiver

PG-13 12–48 25.55 9.66 29.22 10.04 27.68 6.64 28.60 7.04 0.05
PCL-C 17–58 38.36 9.15 31.56 6.02 34.87 9.94 32.14 8.29 0.30
BDI 1–31 11.00 8.66 10.89 5.49 17.36 5.70 9.89 5.28 1.36**

Note. (d) applies only to differences between sudden natural death and anticipated death by illness subgroups. ICG-R = Inventory of Complicated Grief-Revised;
UCLA PTSD-RI = UCLA PTSD Reaction Index; SMFQ = Short Mood and Feelings Questionnaire; PG-13 = Interview for Prolonged Grief Disorder; PCL-C =
Posttraumatic Stress Disorder Checklist-Civilian Version; BDI = Beck Depression Inventory.
*p < .05. **p < .01.

Cause of Death and Maladaptive Grief Reactions

A linear mixed model revealed significant between-group mean
differences in children’s maladaptive grief reactions—t(17.45)
= 2.21, p = .041, d = 3.13—between anticipated death by
illness (M = 70.54, SD = 8.62) versus sudden natural death
(M = 44.28, SD = 8.16). Children who lost a caregiver due to
an illness exhibited higher levels of maladaptive grief reactions
(Mdifference = 26.26, SE = 11.87) compared to children who
lost a caregiver due to sudden natural death. In contrast, no
statistically significant between-group mean differences were
found in caregiver’s grief reactions between anticipated death
by illness (M = 27.36, SD = 6.86) versus sudden natural death
(M = 27.68, SD = 6.64) of their spouse.

We also found a significant between-group difference in chil-
dren’s self-reported PTSS scores, t(13.80) = 2.35, p = .034,
d = 3.33, between children exposed to anticipated death by
illness (M = 32.11, SD = 4.48) versus sudden natural death
(M = 17.04, SD = 4.58). Children who lost a caregiver due to
anticipated death following prolonged illness exhibited higher
levels of PTSS (Mdifference = 15.07, SE = 6.41) compared to
children who lost a caregiver due to sudden natural death. Con-
versely, we found no significant differences in caregiver’s PTSS
between caregivers exposed to anticipated death by illness
(M = 32.00, SD = 8.98) versus sudden natural death (M =
34.87, SD = 9.94).

We found no significant relations between child depressive
symptoms and cause of death (p > .050). In contrast, we found
a significant between-group difference in caregiver depressive
symptoms, t(38) = −4.26, p < .001, d = 1.36, between the
anticipated death by illness (M = 9.89, SD = 5.28) versus
sudden natural death groups (M = 17.36, SD = 5.70). The
mean depressive symptom score was significantly higher in

surviving caregivers who lost a spouse due to a sudden natural
death, as opposed to an anticipated death.

Discussion

The results of this exploratory study underscore the utility
of clearly delineating the reported cause of the death of a
loved one—including the potential etiologic roles of pathogenic
elements embedded within the circumstances of the death—
in relation to maladaptive grief reactions, PTSS, and depres-
sive symptoms in bereaved youth and caregivers. If replicated,
our findings carry implications for grief theory-building, risk
screening, and intervention applications. Specifically, these
findings challenge the widely held assumption that sudden
deaths (heart attacks) are inherently traumatic, whereas antici-
pated deaths due to natural causes (cancer) are not (e.g., Rando,
1991). Although sudden deaths often involve traumatic circum-
stances, our results suggest that the converse may also be true
for children—that more predictable deaths arising from natural
causes may also contain pathogenic risk factors (Kaplow et al.,
2012; Nader & Layne, 2009).

A substantial minority (25.4%) of caregivers and children did
not agree on the stated cause of death. Discrepancies between
caregiver and child reports of cause of death appeared primarily
in the suicide death subgroup. Although there were relatively
few cases of suicide deaths in this sample (which prevented
testing for significant differences between this subsample and
others), all children who experienced a suicide death exhibited
elevated levels of PTSS and maladaptive grief comparable to
children bereaved by anticipated deaths. This finding, although
preliminary, suggests that these children may have some aware-
ness of the actual cause of death despite caregivers’ efforts to
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protect them from the emotional pain and stigmatization of hav-
ing a parent die by suicide. Bowlby (1979) observes that care-
givers often prevent their children from incorporating informa-
tion concerning events that caregivers wish had never occurred.
In cases of suicide, psychiatric symptoms in bereaved children
often emerge in the context of distorted caregiver communica-
tion about the circumstances of the death (e.g., “No, you did not
hear a gun shot. Your father died of a heart attack”; Cain & Fast,
1972). Findings from the current study suggest the need for as-
sessment tools that capture both caregiver and child reports of
cause of death, and point to the role that discrepancies between
caregivers’ versus children’s reports may play as markers of
risk for poor outcomes in bereaved children.

Our findings are consistent with the conclusions of prior stud-
ies (Cohen et al., 2002; Dillen et al., 2009; Layne et al., 2008;
Pynoos, 1992) that circumstances of the death are significantly
linked to bereaved children’s psychological functioning. Chil-
dren aged 7 years and older who experienced the anticipated
death of a loved one reported significantly higher levels of mal-
adaptive grief and PTSS than children bereaved by a sudden,
natural death. These findings differ from those obtained from
the surviving caregivers, who reported experiencing greater de-
pression when the death of their spouse was due to a sudden
natural death. Surprisingly, few studies of bereaved adults have
explicitly examined circumstances of the death in relation to
depression or other postloss mental health outcomes. A notable
exception is Ott, Lueger, Kelber, and Prigerson’s (2007) study,
which found higher rates of complicated grief in conjugally
bereaved adults who experienced a sudden death as opposed to
an anticipated death.

Our results suggest that school-aged children and adults may
vary in the degree to which they experience the circumstances
of the death as emotionally disturbing and potentially trau-
matic. These findings beg the question, “Why might children
experience higher levels of psychological distress following an
anticipated death versus a sudden natural death?” One possi-
bility is that anticipated deaths may provide more instances
of exposure to traumatic images and accompanying intru-
sive preoccupations that interfere with adaptive grief processes
(McClatchey & Vonk, 2005; Saldinger et al., 2003). For exam-
ple, children may witness repeated instances of disturbing med-
ical procedures, deterioration of the caregiver’s functioning, or
the ongoing distress of other family members while anticipat-
ing the loss. These experiences may be particularly disturbing
to children given their limited ability to make sense of the ob-
served physical changes taking place and the threatening nature
of losing a caregiver (Kaplow et al., 2012). In addition, chil-
dren who experience an anticipated death may be more likely
to face secondary adversities (e.g., financial problems resulting
from medical expenses); they may also be less likely to receive
an outpouring of social support (including from their surviv-
ing caregivers) given the public perception that sudden deaths
are more “traumatic” than anticipated deaths (Rando, 1991).
In turn, attenuated levels of support and guidance by surviv-
ing caregivers and other adults may have serious consequences,

given their essential role in helping children to navigate the
grief process (Kaplow et al., 2012; Lieberman, Compton, Van
Horn, & Ghosh Ippen, 2003; Shapiro et al., in press).

The current lack of empirically supported conceptual dis-
tinctions between adaptive versus maladaptive grief is both a
major impediment to, and a major research mandate for, ad-
vancing the field (Nader & Layne, 2009). Guiding theory con-
cerning the etiology of maladaptive grief plays a particularly
indispensable role in developing measures of grief-related diag-
nostic constructs (Kaplow, Layne, Saltzman, Cozza, & Pynoos,
2013). The arrival of Persistent Complex Bereavement Disor-
der (PCBD) in the Appendix of DSM-5 as an invitation for
further research (APA, 2013) makes the theory-building focus
of this study regarding the etiology of maladaptive grief espe-
cially timely. The need for theory-building research is under-
scored by evidence that grief in bereaved youth may constitute
a multidimensional construct whose dimensions differentially
relate to different causal precursors (Layne, Kaplow, & Pynoos,
2012). Our findings concerning a rarely-studied candidate risk
factor—cause of death—may carry important implications for
detecting, assessing, and treating specific symptom domains
of PCBD (e.g., circumstance-related distress) as manifested in
youth.

Notably, PCBD includes a traumatic bereavement specifier
that focuses on only two causes of death (homicide and sui-
cide) hypothesized to contribute to circumstance-related dis-
tress (APA, 2013; Kaplow et al., 2012); conversely, it does not
include anticipated losses due to illness. Consistent with the
invitation to pursue PCBD as an object of serious scientific
study, our results point to the potential utility of incorporating
a broader range of both “expected” and “sudden” deaths across
youth of different ages in future research to better evaluate the
developmental appropriateness, manifestations, and validity of
PCBD and of the specifier itself. Such efforts will not only
better clarify the conditions under which a traumatic bereave-
ment specifier is appropriate, but also the incremental utility of
assessing circumstance-related distress as an important part of
the phenomenology of maladaptive grief in bereaved youth.

To our knowledge, this is the first study to jointly examine:
(a) potential associations between the specific cause of death
(including anticipated deaths) and (b) grief-related mental
health problems in (c) parentally bereaved school-aged chil-
dren and their surviving caregivers in (d) the close aftermath
of the caregiver’s death. Study limitations include a compara-
tively small, racially homogenous, nonrandom sample of par-
ticipants, which decreases the generalizability of the results.
Our community-based sample also limits the generalizability
of our findings to clinical populations. Larger samples will per-
mit more in-depth analyses of other categories of death not fully
explored in this study (homicide, suicide, accidental deaths), as
well as improve the capacity to examine links between concor-
dance rates between parents’ versus children’s reports of cause
of death and their mental health outcomes. Our cross-sectional
study design also precludes causal inference and underscores
the need for longitudinal investigations, including detailed
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assessment of the nature of stressors (e.g., duration of time
anticipating the death).

An additional limitation is that the test (Inventory of Com-
plicated Grief-Revised) used to measure childhood maladaptive
grief was originally developed and validated with samples of
elderly conjugally bereaved adults (Shear et al., 2011), and was
intended to capture complicated grief reactions only (Melhem
et al., 2007). Given the limited item pool of the Inventory of
Complicated Grief-Revised (Melhem et al., 2007, p. 498), the
resulting restriction in the nature, valence, and range of item
content prohibited us from capturing other potentially important
domains of grief—including circumstance-related distress. Fu-
ture studies may benefit from the use of theoretically grounded,
developmentally informed assessment tools that capture not
only the full spectrum of DSM-5 PCBD features, including the
traumatic bereavement specifier (Kaplow et al., 2012; Nader &
Layne, 2009), but also circumstance-related distress and adap-
tive grief reactions across different types of death and develop-
mental stages (e.g., Layne, Kaplow, & Pynoos, 2011, 2013).

Although preliminary, the results of this study provide sup-
port for the theoretical proposition (see Kaplow et al., 2013)
that the circumstances of the death do matter—particularly as
gauged by children’s grief and posttraumatic stress reactions,
as well as caregivers’ depression. Our findings run contrary
to the widely held assumption that children bereaved by the
anticipated death of a caregiver are likely to develop fewer
mental health problems than children who suddenly lose a par-
ent (e.g., Rando, 1991). Although many children bereaved by
anticipated losses exhibit resilience, our results nevertheless
raise questions concerning whether, and how, this subgroup
could be at equivalent or greater risk for poor psychological
outcomes than children bereaved under sudden circumstances.
Replication studies of bereaved youth are needed across differ-
ent populations, settings, and circumstances (including other
types of sudden deaths, e.g., suicide, homicide, accidents) that
employ more rigorous methods for “unpacking” circumstances
of the death into candidate pathogenic elements and etiologic
risk factors (Layne et al., 2010). Pursuant to this end, we are
currently validating an applied clinical research tool, the Be-
reavement Risk and Resilience Index (Layne & Kaplow, 2012;
described in Kaplow et al., 2013), which consists of a broad
assemblage of hypothesized risk, vulnerability, and protective
factors culled from the empirical grief literature and derived
from guiding multidimensional grief theory (Kaplow et al.,
2013; Layne et al., 2012). We hope that the evidence base pro-
duced through more methodologically rigorous research de-
signs will promote the development of clinically useful theory,
developmentally appropriate assessment tools, and effective in-
terventions needed to provide bereaved children and families
with best-practice care.
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