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ABSTRACT 

The purpose of this study was to investigate the effectiveness 

of a time-limited support group for children who had recently experi

enced the death of a close family member. Research hypotheses were 

that children who participated in a support group would demonstrate 

significant decreases in adjustment problems related to the loss and 

that the specific reactions of death anxiety and guilt would be 

reduced. 

The study used a modified pretest-post-test control group 

design. The second experimental group (N = 11) acted as a control for 

the first group (N = 10), the experimental-treatment group. The treat

ment consisted of five sessions, each lasting an hour and a half. 

The instruments used were the Louisville Behaviro Check List 

(LBCL), the Death Anxiety Scale (DAS), the Junior Manifest Anxiety 

Scale (JMAS), and the Guilt Scale (GS). An Analysis of Variance for 

repeated measures with post hoc testing was used. Results indicated 

that children who participated in a bereavement support group did not 

demonstrate significantly fewer adjustment problems, nor did they' show 

significantly lowered anxiety and guilt. The results indicated that 

after a six week period participants in the support group did not 

increase in adjustment problems, anxiety and guilt. An evaluation 

questionnaire found that the majority of the participants responded 

positively to the group experience and wanted the group to continue. 

ix 



Limitations of the study were noted and recommendations for further 

investigation were made. 
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CHAPTER 1 

INTRODUCTION 

Bereavement is a universal reaction experienced at sometime by 

most individuals in response to the loss of a loved one. The growth of 

social interdependence, particularly through family ties, increases the 

likelihood that one must face separation, loss, and death (Schowalter 

1975). 

Although most research on bereavement has focused primarily on 

the adult family member (Parkes 1964) some authors have examined grief 

responses in families (Barnes 1964; Becker and Margolin 1967; Cain et 

ale 1964). Only recently have researchers attended to children. Some 

studies have focused on sibling responses to chronic life-threatening 

illness, but have been limited to the parents' viewpoint (Cain et ale 

1964; Harrison, Davenport and McDermott 1967). Other studies have 

examined the child's "norma.l", "frequently occurring", or "negati veil 

reactions (Gogal et ale 1977; Hardgrove and Warrick 1974). Several 

researchers have studied the impact of early childhood bereavement on 

later adult disturbances (Archibald et ale 1962; Bendiksen and Fulton 

1975; Birtchnell 1969; Brown 1961). 

Attempts have been made to provide information on the subject 

of death. Literature exists regarding how professionals and university 

students were affected by 'Death and Loss' courses (Bohart and Bergland 

1979; Feifel 1977; Mueller 1976). Although some death education has 

1 
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been conducted in primary and secondary schools, little is reported. 

What is reported is descriptive of the course given, and provides some 

general impressions of how children seemed to react (Bailis 1977; Crase 

1974). 

Death education has been primarily used with university stu

dents and proven to be quite effective in enhancing coping capacities 

and reducing fear of death (Bugen 1980; Watt 1971). Assessment of pro

grams for non-bereaving children have indicated mixed results. It is 

hypothesized that such a program could prove to be effective with 

children who are in active bereavement. Indeed, no research has been 

conducted with children in bereavement, regarding the effectiveness of 

intervention. 

Statement of the Problem 

There has been an increased interest in understanding death and 

loss, especially in the 1960's and 1970's. Numerous authorities in the 

field (B1uebond-Langner 1978a; Bowlby 1961; Gro11eman 1967, 1970; 

Kubler-Ross 1969) have written extensively on the subjects of bereave

ment, death and dying, and loss. 

Although the literature cites work in the area of death educa

tion for non-bereaving individuals, this work has focused on education 

about death, not on the present needs of the participants. Studies of 

intervention with children in bereavement have tended to be reports of 

children who had reacted dramatically to loss and were seen for psycho

analytic psychotherapy (Barnes 1964; Deutch 1937; Feinberg 1970; Laufer 



1966; Rosenblatt 1969). No literature is available on the effects of 

a group experience on bereaving children. 

The present investigation was an attempt to initiate the study 

of an intervention program with children in bereavement. The study 

specifically investigated ~~e effectiveness of a treatment program 

based on a "support group" model, for children ranging in age from 

seven to seventeen years of age. Since support groups for bereaving 

adults can be beneficial (Hutson 1981), it would seem logical that a 

program for children would also be beneficial. The question addressed 

by this study was: Will participation in a time-limited bereavement 

support group by children aged seven to sixteen years have a positive 

effect on the children's adjustment reactions to their loss? 

3 



CHAPTER 2 

REVIEW OF THE LITERATURE 

The following review of the literature is divided into four 

sections. The first section deals with the child's development and 

conceptualization of death. The second section describes the phases of 

bereavement, and the third section reviews the psychological aspects of 

bereavement in children. The fourth section presents a review of 

studies linking unresolved childhood bereavement to later disturbances 

in adulthood. The fifth section of this chapter discusses how adults 

can talk with children about death. The final section reviews the 

literature regarding adult death education and reports on attempts to 

provide death education to children. 

Cognitive Development and the Child's 
Conceptualization of Death 

A review of the literature concerning the child's concept of 

death suggests that children develop a concept of death directly 

related to age but also affected by environmental factors, life experi-

ences, and parental attitudes. While individual differences exist, 

substantial evidence indicates that children develop attitudes about 

death gradually and in certain defined stages (Glicken 1978). 

There is no evidence that a newborn has the intellectual 

capacity to understand death (Johnson-Soderberg 1981). At about three 

months of age the child begins to experiment with others' presence and 

4 



5 

absence through games like "peek-a-boo" and "hide-and-seek." At this 

time separation anxiety begins to develop when the child is removed 

from the sight of a parent and placed with strangers (Deutsch 1937). 

Separation anxiety begins at about five weeks, peaks at about seven to 

ten months, and then levels off at about eighteen months (Schaffer and 

Emerson 1964). When the child learns that people exist even though 

they are not in the immediate environment and that people go away, but 

do return, separation anxiety decreases. Separation anxiety may be the 

beginning of the fear of death. 

There is disagreement about the age at which a healthy child is 

able to develop a concept of death. Elkind (1977) contends that from 

age three to five years children do not understand the meaning of 

death. A child three years old or younger, according to Johnson-

Soderberg (1981), does not distinguish between absence and death. The 

research of Anthony (1940), Steiner (1965), Koocher (1974) and Kane 

(1979), however, suggests that a child's conceptualization of death 

follows Piaget's theory of cognitive development. 

Piaget distinguishes four stages of development. The first 

stage is where the basis for future development occurs. The second 
---. 

stage, from two to seven years, is the preoperational stage. Children 

tend to see the world in anthropomorphic terms, i.e., physical objects 

are alive and have feelings and intentions; there is no such thing as 

accident or chance; and past and future are barely grasped. Other 

authors add to Piaget's conception of the preoperational stage. Death, 

in the sense of termination of life, is not really understood by 



children (Elkind 1977). The child may intuitively solve problems but 

cannot explain the reasoning for a particular solution (Hostler 1978). 

6 

At around 6 or 7 years, children acquire what Piaget referred 

to.as concrete operations. These operations are an internalized set of 

actions that allow school age children to do in their heads what before 

they had to do with their hands. Elkind (1977) comments on Piaget's 

third stage. He says that one characteristic of this stage, related to 

life and death, is the notion that while death is the end of one's 

life, it is also the beginning of another. The concept of death as a 

permanent cessation of life and as an inevitable and universal 

phenomenon occurs at this stage (Hostler 1978). Kubler-Ross (1969) 

notes that the child does not develop a realistic conception of death 

as a permanent biological process until 9 or 10 years. 

The final stage, beginning at about 11 or 12 years, is the 

formal operations stage, in which it begins to occur to the child that 

he or she will die (Elkind 1977). Formal operations allow adolescents 

to shift perspectives and look at death from differing points of view. 

The adolescent's new found sense of temporal duration makes the con

sciousness of his or her own mortality much more easy to bear (Elkind 

1977). Hostler (1978) states that at this stage the adolescent shares 

the adult concept of death as universal and inevitable. Johns on

Sodenberg (1981) cautions that not a great deal of research has been 

published on the adolescent's concept of death. Time is an important 

factor for the adolescent because the adolescent lives intensively in 

the present; death is only a remote possibility. 
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Recent studies have confirmed the appropriateness of viewing a 

child's concept of death as developmentally linked. Based on her 

research on terminally ill children's views of death and preliminary 

work on normal children's view of death, Bluebond-Langner (1978, p. 61) 

writes: 

I would propose that all views of death, that is, death as 
separation, the result of intervention by a supernatural being, 
an irreversible biological process, are present at all stages 
in one's development. What has led previous researchers and 
investigators astray is their tendency to equate what children 
say with what they think. Allowing what is on the forefront of 
their mind to stand for all that is in their mind. 

White, Elsom and Prawat (1978) investigated children's conceptions of 

death from a developmental perspective. One hundred and seventy 

children, kindergarten through fourth graders, were tested for con-

servation and then interviewed following the presentation of a story 

about an elderly woman's death. They attempted to assess children's 

understanding of three concepts: irrevocability, cessation of bodily 

processes, and universality. They found that an increase in the 

child's understanding of death's universality was attributable to cog-

nitive development. 

Entry into school can dramatically change children's perception 

of death. Swain (1979) conducted interviews with 120 children ranging 

in age from 2 to 16. These individual interviews were then indepen-

dently rated by two judges, using a five point scale for each of three 

concept variables: sex, level of parental education, and degree of 

religious influence within the family. The results of the study indi-

cated that, although children do differ in their concepts of death 



along an age continuum, the greatest change appears to occur about the 

time when they enter school. They begin to demonstrate concepts that 

are similar to those held by older children, exhibiting less magical 

thinking and a greater reliance on biological and social reality. 

8 

Cultural and socioeconomic influences also affect the concept

ualization of death. In a study by McIntire, Angle, and Struempler 

(1972) structured interviews with 598 midwestern children, ages 5 to 18 

years, regarding the causes, images, and finality of death, indicated 

that the why of death was most affected by socioeconomic status. The 

authors report that these same children disregarded fantasy and focused 

upon "organic decomposition" as early as 5 to 9 years of age. Children 

from low socioeconomic groups were more likely to cite violence as the 

general and specific cause of death, whereas middle-class children 

cited diseases and old age as general causes. 

A child's firsthand knowledge of death is a powerful environ

mental influence. At least one researcher, Bluebond-Langner (1978a), 

makes a case for the idea that terminally ill children not only become 

aware that they are dying but also understand death as adults do. 

Waechter (1972) reported that anxiety levels of a group of fatally ill 

children were twice as high as those of other hospitalized children. 

She suggested that the fatal nature of a child's illness is com

municated to the child by the changed way that persons react to him or 

her after the diagnosis is made. Spinetta (1975) in a study of fatally 

ill children between the ages of 6 and 10 lend support to this theory. 

These outpatient children were compared to a group of chronically but 
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not fatally ill outpatient children. The dying children told stories 

that revealed significantly more preoccupation with threats to body 

function and body integrity. They also showed significantly higher 

general anxiety than did the less severely ill children. McDonald 

(1964) in a study of the reactions of nursery school children to the 

death of a child's mother, found that 3 to 4 year olds had loss 

responses of denial and regression. Kane (1979) studying the concept 

of death in a group of 122 children, 6 years to 15 years, found that 

experience with death accelerated death concept development in children 

6 years old and younger. Furthermore, the children 8 years and older 

were consistent in showing adult ideas of death. An attempt to under

stand the child's concept of the meaning of death and burial was 

investigated (McConville, Boag and Purohit 1970). The study involved 

nine children aged 5 to 8 years and ten children aged 9 to 12 years. 

Responses were compared to a group of children who had not experienced 

death. They found that in the children who had experienced death, 

patterns of responses surpassed age and developmental stage. 

Gartley and Bernasconi (1967) interviewed 60 children ranging 

in age from 5 to 14 years. The children interviewed had experienced 

the same academic and religious teaching, so that development of their 

concepts were at the same level. They found that early religious 

teaching and television were acquainting the children with the facts of 

death earlier than was usual in the past. 

We have seen that there are patterns to the emergence of the 

child's concept of death, if one looks at groups of children. These 



patterns, it is noted, are strongly influenced by family beliefs, 

religious orientations, educational background, and socioeconomic 

status. Moreover, individual life experiences play an important part 

in the conceptualization of death. 

Phases of Bereavement 

10 

In order to understand the bereavement process in children it 

is important to know the phases that unfold as the bereavement is 

experienced. Experts agree that bereavement is experienced in stages 

but disagree on the total number of stages or kind of experience that 

occurs at each stage. Bowlby (1969) divides the process into three 

stages. In the first stage mourners crave angrily to recover the lost 

person, in the second they become apathetic and exhibit disorganized 

behavior patterns, and in the third they are once again able to find 

some satisfaction in living. As a result of his bereavement work with 

families in therapy, Paul (1969) adds a fourth stage to Bowlby's three 

phases. He calls it pseudo-reorganization. In this stage a pattern of 

behaviors develops to mask the fact that the first two stages have not 

been thoroughly worked through. 

Hardt (1975) investigated the stages of bereavement based on a 

sample of 692 individuals, 13 through 26 years. A Thurston Equal

Appearing Interval Attitude scale designed to measure attitudes toward 

death was used. Hardt then plotted mean death attitude scores for each 

month after death up to twelve months. Based on his results he pro

poses five stages in the mourning process. Stage one covers the period 

from the time of death up to one month when the individual experiences 
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shock and denial. Stage two, from one month to the second month, is 

marked by false acceptance, in which at first glance it appears the 

bereaving person has accepted the loss. Only later is it clear that 

the person is still, in fact, denying the loss. Stage three, the 

second month to the third month, incorporates pseudo-reorganization. 

Hardt named this stage after Paul's (1969) work in this area. The 

mourner, in this stage, appears to have organized his or her life, but 

this reorganization is only temporary. Stage four, from the third 

month to the eighth month, is marked by depression. The bereaved indi

vidual continues to question the loss of the loved person and searches 

his or her memory of the deceased. Stage five, which starts around the 

eighth month or later, begins the period called reorganization. 

Psychological Aspects of Bereavement 

During the bereavement process children experience a variety of 

psychological reactions. These reactions include guilt, responsibility 

for the death, anger, insecurity, and anxiety, as manifested in psycho

somatic dysfunctions. Often these grief reactions are exhibited some 

time after the death had occurred. Moreover these reactions are not 

verbalized, as might be the case with adults but are brought to the 

attention of adults because of the acute distress and behavioral dis

turbance that accompany them. 

The notion is prevalent that the primary impact of a sibling's 

death on the surviving children is one of guilt (Hare-Mustin 1979). 

Spinetta, Rigler and Karon (1973) writes that guilt is often felt by 

children after the death of a close family member. Lewis (1971) refers 
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to this experience as 'survivor guilt'. Romero (1976) refers to two 

kinds of guilt. The guilt related to surviving and the guilt related 

to the possible blame. Responsibility plays a large part in the guilt 

experience. The child may feel guilt in not taking better care of the 

lost person. Formanek (1974) sees this guilt as particularly related 

to the loss of an emotionally significant person. Cain, Fast, and 

Erickson (1964), reporting on an unspecified number of clinical cases, 

found that in over half of the cases guilt was primarily the main grief 

reaction. In one quarter of the case material reviewed, guilt regard

ing the sibling's death was essentially imposed by the parents, in 

reaction to the apparent lack of 'proper sentiment'. Bluebond-Langner 

(1978b) suggests that care be taken to recognize that children may be 

feeling responsible for the death, and experiencing the guilt that 

results. She says that careful and appropriate explanations of how the 

person died can help to stave off guilt. 

A death in the family activates many hidden notices and magical 

ideas about death both in adults and in children (Hare-Mustin 1979). 

Children often become angry enough with their parents, their siblings, 

or their friends to wish them dead. If death occurs later, these 

children may see themselves as responsible (Zeligs 1967; Peterson and 

Sartore 1975). Horowitz (1975) points out that guilt in children is 

often manifested in punishment seeking, provocative behavior, accident 

proneness and feelings that they should enjoy nothing. 

Anger is another emotion mentioned throughout the literature. 

Children may feel panic at the loss of love and security, which is 
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expressed as hostility, with the child blaming someone else for the 

death. This hostility may be directed toward a doctor, a neglectful 

parent, or God. Children may resent a parent's death simply because it 

makes them different from their peers. Higgins (1977) says that this 

anger may also be directed at the deceased for leaving them. Cain, 

Fast and Erickson (1964) suggest that children may be extremely fearful 

of losing control of this anger. They may regress to an earlier stage 

of development, searching for protection and love (Romero 1976). 

Cairns et ale (1979) studied the reactions of children from 71 families 

where a sibling had cancer. The reactions were compared to those of 

the dying children. They found that siblings were less likely than the 

patients to express negative feelings toward other family members, 

particularly their mother and father. 

Another manifestation of loss that affects children is the 

strong feeling of insecurity that accompanies loss. Originally Bowlby 

(1961) referred to this as separation anxiety. In an article on 

children's responses to the death of a sibling, Weston and Irwin (1963) 

say that parents often draw closer to the remaining children. This 

brings the children closer to the parent's intense grief, leaving them 

feeling helpless and inadequate in dealing with the situation. Arthur 

and Kemme (1964) in a study of 83 disturbed children who had experi

enced the death of a parent, revealed a high incidence of emotional 

problems related to the loss. In describing these children they refer 

to such difficulties as insecurity, inadequacy, emptiness and worth

lessness. Lavigne and Ryan (1979) compared 3 to 13 year old siblings 
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of several hospitalized children's groups: 62 siblings of pediatric 

hematology patients, 57 siblings of cardiology patients, and 46 

siblings from a healthy population. They found that the parent's 

absorption in the care of a terminally ill sibling led to feelings of 

resentment and feelings of rejection. Binger et ale (1969) and later 

lIes (1979) indicate from their research on surviving siblings that the 

children may also experience fear that they too might suffer a fatal 

illness. 

Psychological stress related to the loss of a family member may 

also manifest itself in other ways. According to Pinkerton (1974) 

anxiety reaction in children may be channelled into somatic dysfunc

tions. Recurrent abdominal pain, anorexia or bulinlia are all examples 

of displaced expression of an original conflict situation. Binger et 

ale (1969) in their study asked parents to describe problems experi

enced by their children. The problems reported included an onset of 

severe enuresis, headaches, poor school performance, school phobia, and 

persistent abdominal pain. Other maladaptive mechanisms used by 

children to cope with their loss included school refusal and fire 

setting, jealousy toward others, and encopresis (Allan 1974; Gayton et 

ale 1977; Khan and Herndon 1971; and Mattsson 1972). In addition to 

behavior problems, these children had concerns about their own bodily 

integrity, as manifested by a variety of somatic complaints, including 

symptoms similar to those of their sick brother or sister. 

Probably the most difficult reaction for adults to deal with, 

especially parents, is the child's tendency to not have an immediate 
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acute grief reaction. Helene Deutch (1937) hypothesized that the ego 

of the child is not sufficiently developed to bear the strain of the 

work of mourning and that the child therefore utilizes some mechanism 

of self protection to circumvent the process. There may, however, have 

been an appropriate sadness. Indeed, several months may elapse before 

the child reveals many faceted anxieties (Barnes 1964). According to 

Bernstein (1977) when children do not react at all to a death in the 

family, they often displace their feelings about the death onto another 

event. DeVaul (1979) indicates that children in any age group may 

display minimal grief at the time of the death, the effects of the loss 

becoming apparent only later. 

In another study results seemed to be inconsistent with beliefs 

already listed. Stehbens and Lascari (1974) conducted a follow-up 

study on 20 families who had experienced childhood death. Each of the 

twenty was contacted by mail, six months to three years after the 

child's death. They were requested to participate in an interview to 

be conducted in the family home. The length of the deceased child's 

illness ranged from seven months to four years. The children were 

between four and sixteen years. The authors report that there were few 

adverse reactions reported in the 64 surviving siblings. In 12 of the 

siblings, dysphoria, enuresis, abdominal pain, and restless sleep were 

reported by the parents. Two of the children continued to be concerned 

about death three years after the sibling's death, and one was 

reluctant to tell her parents when she was sick. 
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Pathological Mourning 

Present knowledge suggests that children are likely to proceed 

more slowly in their grief work, and for a longer period of time. The 

children who express little sorrow may be the children at risk, years 

later needing psychiatric help (Watt 1971). 

The child who takes the death of parent calmly is a child with 

potential for future problems (Nahum 1971). Kastenbaum (1977a) says 

that the boy or girl who is: "Taking it well", or, "Doesn't seem to 

think about it at all", may well need more attention and support than 

appearances might indicate. Clark (1974) notes that improper coping 

with this crisis leads to physical and psychological illness, usually 

a year after the stress. Brown (1961) conducted a study based on the 

hypothesis that a depressive illness in later years is often a reaction 

to a present loss or bereavement which is associated with a more 

serious loss or bereavement in childhood. Over a period of years he 

compared 216 depressed patients with 267 general practice, non

depressed patients. He found the incidence of childhood bereavement to 

be significantly higher in the depressive patients than in both the 

general population and general practice patients. Forty-one percent of 

the depressive patients lost one parent before the age of 15, compared 

with 12 percent from the general population and 19.6 percent from the 

general practice population. The loss of mothers was equally signifi

cant in each five-year period of childhood studied. The loss of 

fathers was more significant in later childhood in the age groups 5-9 

and 10-14. Another study involved 1,000 patients in a VA mental 
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hygiene outpatient clinic (Archibald et ale 1962). These patients were 

compared with a normative sample provided by an insurance company. The 

researchers found an appreciably greater frequency of childhood 

bereavement in adults with psychiatric disturbances than in the general 

population. Although they do not view parental loss as a direct cause 

of psychiatric illness, Munro and Griffiths (1968) believe it might in 

some way damage the development of the child's personality. 

It cannot be concluded from the research that the death of a 

parent automatically condemns the child to an adult life of unusual 

grief and suffering or that bereavement is the most disturbing event 

that might occur in childhood. What can be concluded is the signifi

cance of the impact of death upon the child well beyond the momentary 

schock (Kastenbaum 1977b). Bendiksen and Fulton (1975) investigated 

whether or not parental loss in childhood has a long term effect. The 

subjects in their study included 132 bereaved individuals (33 with 

mothers deceased, 99 individuals with fathers deceased, and 3 with both 

parents deceased); as well as, 66 subjects from divorced or separated 

homes, and 194 subjects from intact homes. The questionnaire utilized 

for the study requested information on general socioeconomic status, 

demographic characteristics, as well as experiences with bereavement, 

family relations of those who experienced the death of a parent, other 

experiences with death, personal attitudes and opinions regarding 

religion and death, and other life experiences and problems of self and 

siblings. The three groups were compared in terms of their present-day 

attitudes, their adult experiences, and their behavioral problems if 
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such existed. From the results they concluded that childhood bereave

ment is a serious personal crisis that can have serious consequences 

for later adult life, but that there is also a normalizing effect that 

is particularly evident when data are compared with a similar age 

cohort that have experienced divorce during the same childhood period. 

Death Education and Research 

Research in death education has concerned itself with courses 

for non-bereaving individuals. Although the present study involves a 

program for children in bereavement, it was felt that a review of 

studies of courses on death, dying and grief would be relevant. The 

similarity of the present investigation to those cited is that informa

tion on a variety of issues related to death, dying and grief are pro

vided. 

The 1960's witnessed the first systematic attempts to introduce 

death education in the college setting, spirited by the seminal works 

of Herman Feifel. Robert Fulton, director of the Centre For Death 

Education and Research, indicated in 1974 over 1,100 courses existed in 

universities (Leviton 1978). 

From his investigation of S4 persons enrolled in a death educa

tion seminar, Bugen (1980) concluded that adults can learn a variety of 

skills to cope with their own deaths as well as the deaths of others. 

The experimental group consisted of 24 individuals who experienced the 

entire seminar. The control group which consisted of 30 individuals 

participated in only two class sessions. All completed the "Coping 

with Death Scale" at the beginning of the semester and again three 
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weeks later~ Comparison of pretest and posttest scores for both groups 

indicated significant changes in coping capacity onotwenty-three out of 

the thirty items for the experimental group. The control group revealed 

significance on only one item. 

Watt (197Devaluated death attitude change among university 

students involved in a death education instructional unit, within an 

introductory health education course. 

Pre- and posttests of death attitudes, utilizing the Hardt 

Death Attitude Scale and the Watts-Andrews Death Attitude Questionneire 

were conducted with 39 participants in the death education course and 

40 participants in a different health education course. On both 

instruments more favorable death attitudes were found in the death 

education group. Watt concluded that death related attitudes can be 

favorably influenced as a result of death education instruction. 

Leviton (1978) investigated the impact of one semester long death 

education courses on the beliefs, attitudes, and motivations of stu

dents. All 174 (87 from each class) students completed four measures: 

the Collett-Lester Fear of Death Scale, the Psychology Today Question

naire, an instructor designed course expectations (pretest) and 

evaluation (posttest) questionnaires, and the Life-Death Concept 

Survey. Leviton concluded from his investigation that as a result of 

the death education course fear of death in some of the students was 

reduced, in others, however, fear of death was incre~sed, and in some 

students it remained unchanged. 
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Similar results have been reported by other death educators 

(Feifel and Branscomb 1973). One explanation of these varying effects 

might be that the measuring instruments tap different levels of aware-

ness. 

Leviton (1971) asked 53 students who had completed a death 

education course to evaluate the course by completing a questionnaire. 

The students unanimously replied that the death education course had 

helped them to adopt more positive attitudes and thoughts toward death. 

Further, discussion of the topic of death was no longer taboo, and many 

now felt confident enough to demand direct answers from physicians and 

other health care givers concerning their own death or that of others. 

In addition, most felt they would now be more sensitive to their 

children's concerns regarding death. 

Based on his work Leviton (1971) suggests a set of realistic 

goals for death education: 

(i) Gently remove the taboo aspect of death language so subjects 
can read and discuss the subject more rationally without becom
ing anxious. 

(ii) Educate children about death so that they grow up with a 
minimum of death related anxieties. 

Anxieties are too often based upon irrationality and myth 
rather than fact. 

(iii) Understand the dynamics of grief an~ the reactions of and 
the reactions of differing age groups, to the death of a sig
nificant other. 

Bailis and Kennedy (1977) expressed the concern that studies of 

the effect of death education upon fear of death and death anxiety have 

focused primarily on populations beyond the high school level. Kalish 
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(1981) makes the same observation that many studies of college student 

attitudes toward death have been conducted, but there has been very 

little published research on the adolescent population, and most of 

that research is descriptive. The few sophisticated experimental 

designs are marred by deficiencies in sample selection and size, inap

propriate testing procedures, and failure to consider external and 

internal sources of validity (Leviton 1978). 

Based on a concern that death educators had been too quick to 

interpret encouraging results from studies with adult populations as 

significant to younger populations, Bailis and Kennedy (1977) attempted 

to determine if a six week death education course at the secondary 

school level would replicate earlier findings with adults. Two high 

schools provided subjects for the experimental and control groups. The 

experimental groups consisted of 36 volunteers enrolled in a death 

education module in one school and 15 volunteers from a similar course 

in the other. The subjects in the control groups which numbered 18 and 

13, were obtained from other modules not involved in death education. 

The Collett-Lester Fear of Death Scale and the Templer Death Anxiety 

Scale were administered to each group on the first and final days of 

the two modules. The results showed an increase in fear of death and 

dying in the two experimental groups. The authors concluded that death 

related activities are not necessarily worthwhile endeavors for high 

school students. Bailis and Kennedy's results replicated those of 

Mueller (1975) who found that upon completion of a five week death 

education unit the 28 eighth grade adolescents scored higher than a 



control of 29 students on an author designed scale constructed to 

measure fear of death. 
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A descriptive study by McLendon (1979) reported on the experi

ences of secondary level children. She indicated consistent observa

tions regarding responses to a death education unit. She writes: 

"The degree of student involvement was startling, the intensity of 

emotion sometimes overwhelming, and the need for some students to 

unburden themselves extreme. Their greatest concerns focused on the 

personal feelings and fears, particularly about the death of someone 

important to them." 

As stated earlier, many of the studies evaluating the impact of 

death education have not met rigorous standards. Simpson (1980) has 

written that this area has produced 'methodologically shoddy', 'sloppy 

and indifferent work', as well as, 'quantitative before qualitative' 

literature. He suggests that more attention, therefore, be paid to 

death education related changes in behavior. Crase (1974) suggests the 

need for greater accountability: goals need to be clarified; 

behavioral and attitudinal objectives must be articulated at the 

beginning of the instructional process. Once established, researchers 

must then fully utilize reliable and sophisticated resea~ch assessment 

techniques. 

Clearly effective well-controlled research which attends to 

behavioral changes in the area of death education is badly needed. It 

is to this end that the present study addresses itself. 
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Talking with Children About Death 

A child may present a multitude of symptoms following an acute 

loss. Helping the child to go through the essential "grief process can 

prevent prolonged and serious alterations in social adjustment" (David 

1975). Birtchnell (1969), writing from a psychoanalytic point of view, 

indicates that satisfactory working through the loss of a loved one is 

conditioned upon the preparedness of the child, the level of maturity, 

the attitude of the remaining parent or other adults, the denial 

mechanisms of the child, and the availability and consistency of a 

replacement parent figure. 

How should one talk with a child about the death of a loved 

one? Circumstances and individuals differ so greatly that the same 

approach is not necessarily appropriate for every situation. Moreover, 

children tend to react to the emotional climate that prevails at the 

time of bereavement (Elkind 1977). Koocher (1974) reports that there 

is little in the way of empirical research regarding the task of talk

ing about death with children. He feels that there should be no 

unspoken barriers to the topic of conversation. It is not always easy, 

however, to hear what a child is really saying. Spinetta (1975) and 

Koocher (1974) both agree that it may be necessary to respond to a 

question with a question, in order to fully understand the child's 

concern. In speaking with children about death, the first rule is to 

speak to their emotions and not to their intellect. Children need to 

know that the adults in their world are unhappy and upset now but that 

this will pass. They need to hear that the adults in their world will 
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continue to love them and that there will be no major changes in their 

way of life. The second rule is to avoid figurative language (Elkind 

1977). Telling the child that the dead person has gone on a long 

'journey' or 'is asleep' may do more harm than the good that was meant. 

Mills (1979) has observed that children are very interested in 

what happens to the physical body when death occurs, even if parents 

stress the spirit's immortality. Explaining changes of the body at 

death can best be done by relating them to normal bodily functions. 

Death can be explained in terms of the body not working any
more. For instance: 'The skin is cool, the eyes do not see, 
the ears do not hear, the mouth does not talk, the heart 
stops pumping blood and the brain stops the messages.' The 
total and permanent cessation of bodily functions must be 
stressed. Some children fear that a dead person or animal 
will wake up after being buried and will not be able to get 
out of the grave. 

Grolleman (1970) writes: 

Never tell the child what they will need to unlearn later. 
Avoid fairy tales and half truths. Imaginative fantasy 
only gets in the way when they are already having enough 
trouble separating the real from the make believe. Young
sters need direct, simple, and honest information about 
death as about everything else. They need continuing reas
surance and understanding. An adult need not offer more 
information than the child is really seeking. 

Adults may be too involved in their own despair to pay attention 

to the child's needs, when there is a loss of a family member. They 

may become less attentive to the children and to their accustomed 

secure routines (Rudolf 1978). Based on his work with bereaving 

families Spinetta (1975) believes that the siblings of a child with 

life threatening illness are often neglected by the parents, not 

because sibling needs are not important, but because their needs take a 



lesser importance relative to the diagnosis of the life threatening 

illness and subsequent death. Siblings in the families of dying 

children often face the developmental tasks, necessary to achieve 

adulthood, alone. 
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What may be concluded from the preceding information is that 

there are psychological factors which determine the approach for dis

cussing death with a bereaving child. These are: the developmental 

stage of the child's psychological growth, the age appropriate mental 

capacity to deal with the loss, and the nature of the role the lost 

person played in the child's life. In addition the child's understand

ing of the impact of the reality and circumstances of the death; what 

preceded it, and what followed it must be considered. Furthermore, the 

availability of internal coping mechanisms and of environmental sources 

of comfort, and help must be understood (Hollingsworth and Pasnau 

1977). 

Formanek (1974) suggests that the adult accept the child's 

reactions, whatever they are or more difficult still, accept the 

child's lack of reaction, even if the reaction is delayed, or if it 

does not last. 



CHAPTER 3 

EXPERIMENTAL METHODOLOGY 

A review of the literature indicates that an opportunity to 

discuss death and dying issues has a positive effect in alleviating 

concerns regarding loss (Feife1 1977). Support groups have been con

ducted with adults who are in bereavement, and indications are that 

these groups can be beneficial (Hutson 1981). The literature indicates 

that groups for children in active bereavement have not been conducted. 

The present study investigated the effectiveness of bereavement support 

groups for children. 

Research Hypotheses 

Specifically, the hypotheses for this study were: 

Hypothesis 1--Children in bereavement who participate in a 

bereavement support group will demonstrate fewer adjustment problems 

than do children in a waiting control group. This will be assessed by 

comparing pre and post scores on the Louisville Behavior Check List. 

Hypothesis 2--Chi1dren in bereavement who participate in a 

bereavement support group will demonstrate lower anxiety and guilt than 

children in a waiting control group. This will be assessed by com

paring pre and post scores on the Guilt Scale, the Junior Manifest 

Anxiety Scale, and the Death Anxiety Scale. 

Hypothesis 3--Chi1dren who participate in a bereavement support 

group will maintain the positive adjustments they have gained for at 

26 
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least six weeks. This will be assessed by comparing posttest and 

follow-up scores on the Louisville Behavior Check List. 

Hypothesis 4--The anxiety and guilt levels of children who 

participate in a bereavement support group will not increase for at 

least six weeks. This will be assessed by comparing posttest and 

follow-up scores on the Guilt Scale, the Junior Manifest Anxiety Scale, 

and the Death Anxiety Scale. 

Subject Selection and Sampling Procedure 

Subjects for the present study were referred to the experi-

menter by eight community agencies, using the following selection 

criteria: 

1. The child must be between the ages of seven and sixteen years 

of age. 

2. The child must have had a family member die within the last 

year. 

3. The child must be referred between August 15, 1981 and October 

30, 1981 (see Appendix A). 

Methodology 

Upon the referral of a child the experimenter made a home visit 

in order to establish rapport with the child and the family, to outline 

the "Bereavement Support Group" and to explain the research procedures. 

A future visit was arranged at which time the "Subject's Consent Form" 

was to be signed by both the child and parent (see Appendix B). The 

~ 

experimenter then administered the assessment battery to the child. In 



addition, an adult family member completed selected scales from the 

Louisville Behavior Check List. A copy of each scale used in this 

study is found in Appendix C. 

The "Bereavement Support Groups" were conducted for five con

secutive weeks for one and a half hour sessions. All groups were led 

by the experimenter. 
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Upon completion of the last session of the experimental group, 

all experimental and control subjects were administered the assessment 

battery and the adult raters completed selected scales of the 

Louisville Behavior Check List. 

Following the post assessment, control group subjects partici

pated in a five week Bereavement Support Group. After the last session 

was completed all experimental and control subjects responded to the 

assessment battery. Adult raters completed selected scales from the 

Louisville Behavior Check List. 

Experimental Treatment 

This section provides a description of the five-week "Bereave

ment Support Group" format, including the structure and activities 

provided by the experimenter to facilitate group support of individual 

members. The format was the same for both groups of children. What 

the description does not account for is the individual responses and 

unique group interactions that occurred from each activity. As a 

result, an activity in one group which took 30 minutes might have taken 

more or less time in the other group. The participants were always 

given an option to leave the assigned discussion area and find 
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something else that interested them, such as unstructured art work or 

to read books. A book borrowing library was set up and the children 

were encouraged to read and to borrow books which covered a variety of 

topics related to death, dying and loss for children (see Appendix D). 

Session I 

Purpose: The purpose of the first one and a half hour session 

was to provide an opportunity for members to develop a feeling of 

togetherness. 

Introduction: The introduction pointed out that all group 

members recently had a death in their family, and described meetings as 

an opportunity for everyone to share experiences and feelings regarding 

this death and as a forum to provide help to one another when 

requested. 

Ice-Breaker: A brief activity called "The Shield Exercise" was 

provided to help individuals share information with one another (see 

Appendix E). 

Group Rules: Members were asked to provide ideas regarding 

what would be important to them concerning behavior in and out of the 

group, pertinent to group interaction and personal information shared. 

Talking about the Lost Person: Group members were asked to 

indicate the loss they had experienced: the name and relationship of 

the person, the age at the time of death, the kind of death and other 

particulars about the person that the child would want to disclose. 

The leader facilitated this discussion by pointing out similarities of 

circumstances surrounding the deaths, e.g., what children in the group 
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lost a particular parent, or indicating that several people had antici

pated the death. 

A Preview of Future Sessions: The group was then presented 

with a brief preview of future activities. A short discussion was held 

to respond to any concerns that group members had. 

~: A short film entitled "Annie and the Old One" was 

viewed. This film depicts the difficulties a young girl has accepting 

the death of her grandmother. The group was then facilitated in a 

discussion of issues and feelings raised by the film. 

Session II 

Tape Recorded Interviews: The group was divided into pairs. 

Each pair was given a tape recorder and a sheet of questions regarding 

their particular loss. They were instructed to interview one another 

using these questions (see Appendix F). Following the interviews tapes 

were volunteered for group listening, response, and discussion. 

Session III 

~: A seventeen minute film titled "Where Is Dead?" was 

shown. This film depicts the responses of a young girl to the death of 

her brother. A discussion of issues and feelings evoked by the film 

followed. 

What Concerns You: The group members were asked to spend some 

time thinking of questions that they would like to ask concerning 

death, dying and loss. These questions were to be ones which the 

children had difficulty asking or ones which they had been reluctant to 
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ask previously in the group. They were to be written anonymously and 

then placed in a "Question Box". At the last session an answer to each 

question would be provided by the leader. 

Art Activity: The group was provided with colored paper, 

colored felt markers, and construction paper. They were then asked to 

draw a picture of "What death looks like" or "Hhere do we go after we 

die". Upon completion members were asked to talk about their picture. 

They were invited to tape their picture on the wall. The leader 

encouraged group reactions. He also pointed out similarities, as well 

as, differing opinions and ideas expressed. 

Session IV 

Feelings We Have: The groups were presented with statements 

made by children whose thoughts and feelings were record~d and pub

lished by a variety of authors (Krementz 1981; LeShan 1976). Group 

members were asked to indicate their agreement with or disagreement 

with each statement (see Appendix G). Readings were provided support

ing reactions and feelings expressed by the children. The children 

were also encouraged to explore personal experiences and responses to 

their own loss. 

Session V 

The Question Box: All questions deposited in the "Question 

Box" were researched if necessary by the leader/researcher. Group 

members were invited to take part in the discussion of each concern. 



Following these discussions the leader supplemented opinions with 

information from researched authorities. 
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Art Project: The children were asked to think about what they 

would like to say to other children who would some day have a family 

member die. Ideas were encouraged. The children were then asked to 

put together pictures or statements in a book format. 

Evaluation and Closure: Participants were provided with a 

Group Evaluation Form (see Appendix H). Remaining time was spent in 

discussing upcoming events in participants .lives. 

Instruments 

Death Anxiety Scale (DAS) 

The Death Anxiety Scale (DAS) developed by Templer (1970) is a 

"True/False", 15 item questionnaire. One point is scored for every 

answer in the death anxiety direction, so that a score can be as low as 

'0' or as high as '15' (see Appendix C). 

Forty items were initially devised, with the intention of 

tapping death anxiety as it permeates a variety of life experience. 

Judges' ratings of face validity and subsequent determination of 

internal consistency reduced the scale number to fifteen. 

To determine internal consistency, item total score point 

correlation coefficients for three independent groups of subjects were 

utilized. The groups consisted of 140 subjects ranging in age from 17 

to 57 years. Since none of the coefficients of correlation between 

retained items exceeded .65, it was inferred that there is not 
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excessive inter-item overlap. Test-retest reliability was conducted 

over a three week period, w5.th 31 subjects. Product moment correlation 

coefficient of .83 between the two sets of scores demonstrates accept

able test-retest reliability. A coefficient of .76 (Kuder-Richardson 

Formula 20) demonstrates reasonable internal consistency. 

Nine of the fifteen DAS items are keyed "True" and six are 

keyed "False". To determine whether or not the DAS is appreciably 

related to agreement response set, it was correlated with the 15 items 

that Couch and Keniston (1960) considered the best short scale measure 

of agreement response tendency. Thirty-seven subjects were employed. 

The product-moment correlation coefficient was .23, (p not significant). 

It appears that agreement response set accounts for little of the 

variance of the DAS. 

To determine construct validity, the DAS, The Fear of Death 

Scale (FODS), Boyar (1964), the MMPI, and a sequential word association 

task were administered to 77 students. The MMPI was employed because 

the MMPI contains three well known measures of anxiety, the Manifest 

Anxiety Scale (Bendig 1954), the Welsh Anxiety Scale (Welsh 1956), and 

the Welsh Anxiety Index (Welsh 1956). The authors felt that if the DAS 

correlated as highly with each of these scales as they inter-correlated 

with each other, then it could be argued that the DAS measured anxiety 

in general rather than death anxiety in particular. They investigated 

whether the scale would have what Campbell and Fiske (1959) termed dis

criminate validity. 
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A high correlation coefficient of .74 was found between the DAS 

and the FODS. A correlation of .25 was found between the DAS and a 

number of emotional word associations, significant at the .05 level. 

The fact that a projective technique, which seems to tap death anxiety 

correlated significantly with the DAS was another indicator to the 

authors that the DAS does measure death anxiety. 

The coefficients of correlation of the DAS with the MAS and the 

WAS were .39 and .36, respectively. These values were significant at 

the .05 level. The DAS did not significantly correlate with the WAl. 

The authors concluded that death anxiety correlates positively with 

general anxiety, although not as highly as the inter-correlations which 

are found among these scales of general anxiety. 

Junior Manifest Anxiety Scale (JMAS) 

The Junior Manifest Anxiety Scale (JMAS) consists of twenty 

items (Joshi 1974). A "Yes" answer for each anxiety item counts toward 

the anxiety score, with a maximum score as 20 (see Appendix C). 

A reliability coefficient of .90 over a three week interval 

with 361 children in grades four, five and six was found. A general 

tendency can be noted for girls to receive higher scores. The results 

of an analysis of variance performed on the data indicated that the 

effects of sex were significant beyond the .005 level. The effects of 

grade and the interaction between sex and grade level were not signifi

cant. 

A content validity of .88 was obtained on the basis of agree

ment level of two professionals. Evidence of concurrent validity is 



apparent from the highly significant correlations of 440 and .23 

between anxiety scores and the neuroticism scores measured on the 

Eysenck Junior Personality Inventory. 

Guilt Scale (GS) 
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The Guilt Scale (GS) developed by Argle and Robinson (1962) is 

a twenty item Likert type scale (see Appendix C). The scale is based 

on a five point range from "not at all" to "considerable guilt". It 

was developed to provide a quickly obtained index of the intensity and 

extensity of guilt. Intensity of guilt is derived by adding the scores 

of all items. Greater extensity is indicated by wider scattering of 

higher scores among the twenty items. Although information regarding 

reliability and validity were not provided by the authors, this scale 

was chosen to respond to the information from research indicating 

"guilt" as a universal reaction of a loved one. 

Louisville Behavior Check List (LBCL) 

The Louisville Behavior Check List (LBCL) developed by Miller 

(1976) is a questionnaire which requests information in 164 "True" or 

"False" statements (see Appendix C). Unlike the other available 

parent-rated measures of a child's adjustment, the LBCL was developed 

and standardized for a wide age range of children, 4 through 17 years. 

The LBCL test items are concerned primarily with behaviors that reflect 

adjustment problems and not simply variations in normal personality 

functioning. The test contains scales of different types of childhood 

psychopathology which were derived empirically, by comparing children 
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from psychiatric clinics with non-psychiatric populations. The scales 

were then refined by factor analysis. 

Factor analysis was used to construct the basic nine scales in 

the inventory. The population for this analysis consisted of 128 male 

and 125 female subjects. The reliability coefficients for the broad

band factor scales ranged from .80 to .92 with the lowest being in the 

cognitive domain. Coefficients for the narrow band scales ranged from 

.70 to .88. 

Construct validity studies have been undertaken. The first two 

studies examined the relationship between teacher-rated behavior in the 

classroom and parent-rated behavior in the home. Parents and teachers 

showed their greatest agreement on children's cognitive performance 

(r .50 to .57), followed by their ratings of aggressive behavior 

(r .35 to .41). The anxiety-inhibition syndrome had the lowest 

cross-situational relationship (r = .22 to .27). While statistically 

significant in both studies, this explained only 7% of the variance. 

For the present study, selected scale items were chosen for two 

reasons. First, it was felt that 164 items would be too overwhelming a 

request to ask of a bereaving parent. Secondly, it was felt that 

certain of the nine scales would not prove appropriate for this study, 

for example, Intellectual Deficit, or Sexual Behavior. Therefore, 50 

items were selected from the Sensitivity, Immaturity, Inhibition, Fear, 

Aggression, and Social Withdrawal scales. 



Bereavement Support Group Evaluation 
Form (BSGEF) 
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A Bereavement Support Group Evaluation Form was constructed by 

the author for the purpose of obtaining feedback from the participants 

at the end of the group. A copy of this instrument is found in 

Appendix H. 

Research Design 

The research design used in this study was the pretest-posttest 

control group design. It was modified so that the second experimental 

group acted as a control for the first experimental group, for the first 

posttest. Campbell and Stanley (1963) describe this as one of the true 

experimental designs, which is particularly resistant to major threats 

to internal validity. 

After the completion of the posttesting phase, the second 

experimental group participated in a bereavement support group, similar 

in design to the first group. Following this experimental treatment 

phase all participants were retested. The design for this study is 

illustrated in Table 1. 

Data Analysis 

In order to test the first and second research hypotheses, a 

mixed design analysis of variance (one between measures variable, and 

one within), was conducted on each of the dependent variables. For the 

third and fourth hypotheses a dependent sample ~-test was carried out. 

The relevant tests seemed to be: T2 for El versus T2 for E2 (control), 



to determine effectiveness of treatment; and TZ versus T3 for the El 

group to illustrate whether changes, if any, are maintained. 
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Table l. Experimental Design 

Random Pretreatment 
Assignment Data Collection Treatment 

DAS Five week 

Experi- GS bereavement 

mental JMAS support 

group group 

El LBCL 

Tl 

DAS 

Experi- GS None 

mental JMAS 

E2 

(control) LBCL 

Tl 

Post treatment Follow-up 
Data Collection Treatment 

DAS None 

GS 

JMAS 

LBCL 

T2 

DAS Five week 

GS bereavement 

JMAS support 

group 

LBCL 

T2 

Follow-up 
Data Collection 

DAS 

GS 

JMAS 

LBCL 

T3 

DAS 

GS 

JMAS 

LBCL 

T3 

W 
\D 



CHAPTER 4 

RESULTS OF THE STUDY 

The objective of this study was to investigate the effective

ness of a bereavement support group for children in bereavement, by 

determining its effect on specific behaviors of twenty-one children. 

Selected scale items from the Louisville Behavior Check List (LBCL) 

were employed to assess changes in adjustment between the pretreatment 

and post-treatment phases of the study, for the experimental and con

trol groups. This scale was administered to an adult family member. 

The Death Anxiety Scale (DAS), the Junior Manifest Anxiety Scale 

(JMAS), and the Guilt Scale (GS) were employed to assess changes in 

anxiety and guilt levels, between the pretreatment and post-treatment 

phases of the study, for the experimental and control groups. These 

scales were administered to the children in the study. 

This chapter first describes the children who participated in 

the research, and then presents the results of the statistical analyses 

of the data obtained for each of the four hypotheses. This is followed 

by additional analyses reporting analysis of covariance for all scales. 

In addition, reliability and validity data are provided. The chapter 

ends with a summary of the evaluations of the group experience sub

mitted by the participants. 
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Description of the Children 

Twenty-three children were referred to the project. They 

ranged in age from seven to seventeen years, and at the time of the 

experiment all were attending school, and living in the Tucson area. 

Nineteen of the participants were white and four were Mexican-American. 

All the children had experienced a death in their family within 

a year of their involvement in the groups, some of the children having 

had a death as recently as two weeks before starting in the group. 

Table 2 shows the breakdown of the groups according to selected 

characteristics of the children and of the particular death in the 

family. 

Two male children in the experimental group dropped out after 

the posttest phase, one because of a schedule conflict and the second 

because he was hospitalized. 

Hypothesis 1 

The first hypothesis stated that children who participate in a 

bereavement support group will demonstrate fewer adjustment problems 

than do children in awaiting control group. This was measured by com

paring pre and posttest mean scores on selected scale items from the 

Louisville Behavior Check List. To test this hypothesis, a mixed 

design analysis of variance (one between groups measure, one within 

groups) was carried out. Results indicated score differences over 

trials (F = 12.8, p = .0001) to be significant. This demonstrated a 

change in adjustment for the subjects as a whole. Results for the 

groups by trials interaction proved to be nonsignificant 



Table 2. Selected Characteristics of Participants 

Relation Type Length 
of of of 

Age Sex Deceased Death Bereavement Age Sex 

7 F (M) Sib Anticipated 1st Month 7 M 

eM) Parent 
7 M Uncle Anticipated 6th Month 8 F 

(F) Sib 

8 F (M) Sib Expected 3rd Month 8 M 

12 F (M) Cousin Anticipated 1st Month 9 F 

12 M (M) Sib Anticipated 3rd Month 11 F 

13 M (M) Sib Anticipated 1 year 12 M 

14 F (M) Sib Anticipated 1 year 12 F 

15 M (M) Sib Expected 1 year 13 F 

15 M (F) Sib Anticipated 5th Month 14 F 

16 F (F) Sib Expected 1 year 15 F 

17 M 

X = 11.9 X = 11.4 

Relation Type 
of of 

Deceased Death 

(M) Sib Expected 

(M) Sib Anticipated 

(F) Parent 
Gndpt Expected 

(F) Parent 
Gndpt Expected 

(M) Sib Expected 

(M) Sib Anticipated 

(F) Sib Anticipated 

(M) Sib Expected 

(M) Sib Expected 

(F) Sib Expected 

(F) Sib Anticipated 

Length 
of 

Bereavement 

1 year 

1 year 

1st Month 

1st Month 

3rd Month 

1 year 

2nd Month 

1 year 

3rd Month 

6th Month 

6th Month 

.p.. 
r-J 
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(F = 1.41, p = 2575). Consequently, the first hypothesis was rejected. 

Table 3 presents the results for this hypothesis. 

Hypothesis 2 

The second hypothesis stated that children in bereavement who 

participate in a bereavement support group will demonstrate lower 

anxiety and guilt scores than children in a waiting control group. 

This was assessed by comparing pre and post-test mean scores on the 

Death Anxiety Scale (DAS), the Junior Manifest Anxiety Scale (JMAS), 

and the Guilt Scale (GS). In testing this hypothesis, a mixed design 

analysis of variance (one between group measure, and one within groups) 

yielded significant differences over trials for all three tests. 

Specific values are as follows: DAS (F = 7.01, p = .0026); JMAS 

(F = 5.05, p = .0114); and GS (F = 4.48, p = .0179). Results for the 

interaction between the groups were nonsignificant. Specific values 

are: DAS (F 

(F = 1.27, p 

.50, p = .6093); JMAS (F = .64, p = .5353); and GS 

.2929). The overall results indicated that there were 

significant differences over trials, but not for the groups by trials 

interaction. Consequently, the results fail to support the second 

hypothesis. This hypothesis was therefore rejected. Tables 4, 5, and 

6 present the results for this hypothesis. 

Hypothesis 3 

The third hypothesis stated that children who participate in a 

bereavement support group will maintain the positive adjustments they 

have gained for at least six weeks. This was assessed by carrying out 
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Table 3. Anova Summary Table: LBCL Scores for Experimental and 
Control Groups on Pretest, Post-test, and Follow-up Trials 

Source SS 

Between Groups 13.867 

Within Groups 3625.879 

Trials 324.849 

Groups by Trials 35.706 

Ss Within Groups 482.358 

Table 4. Anova Summary Table: 

df MS 

1 13.867 

19 190.836 

2 162.424 

2 17.853 

38 12.694 

F 

.07 

12.80 

1.41 

.790 

.0001 

.2575 

DAS Scores for Experimental and Control 
Groups on Pretest, Post-test, and Follow-up Trials 

Source SS df MS F .E.. 

Between Groups 27.68 1 27.683 1.75 .2020 

Wi thin Groups 301.078 19 15.846 

Trials 38.36 2 19.182 7.01 .0026 

Groups by Trials 2.75 2 1.372 .50 .6093 

Ss Wi thin Groups 103.921 38 2.734 
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Table 5. Anova Summary Table: JMAS Scores for Experimental and 
Control Groups on Pretest, Post-test, and Follow-up Trials 

Source SS df MS F .Eo 

Between Groups 78.166 1 78.166 3.80 .0660 

Within Groups 390.436 19 20.549 

Trials 36.972 2 18.486 5.05 .0114 

Groups by Trials 4.655 2 2.327 .64 .5353 

Ss Within Groups 139.218 38 3.663 

Table 6. Anova Summary Table: GS Scores for Experimental and Control 
Groups on Pretest, Post-test, and Follow-up Trials 

Source SS df MS F .Eo 

Between Groups 623.700 1 623.700 1.14 .2989 

Within Groups 10390.300 19 546.857 

Trials 682.906 2 341.453 4.48 .0179 

Groups by Trials 193.509 2 96.754 1.27 .2929 

Ss Within Groups 2898.109 38 76.226 
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a dependent sample ~-test on the post-test and follow-up test scores in 

the experimental group. The calculated value of ~ was -.8495, indi

cating a lack of significant change in LBCL scores over the time 

interval specified. Therefore the null hypothesis of no change was 

retained. 

Hypothesis 4 

The fourth hypothesis stated that the anxiety and guilt levels 

of the children who participate in a bereavement support group will not 

increase for at least six weeks. Analysis was carried out by using a 

dependent samples ~-test on post-test and follow-up scores for the 

experimental group on each of the three scales: the Death Anxiety 

Scale, the Junior Manifest Anxiety Scale, and Guilt Scale. The calcu

lated values of t were: -1.383 for the DAS; -.373 for the JMAS; and 

-.195 for the GS. These values were well below the critical values of 

1. (1.833 and 2.821 for 0:: = .05 and cc:. = .01), respectively. This 

indicates a lack of significant increase and it can be seen that 

scores continued to decrease after treatment was concluded. Therefore, 

the null hypothesis of no change was retained. 

Additional Analyses 

Because the number of subjects was small, analyses of 

covariance were carried out for the first and second hypotheses. This 

was carried out in an attempt to gain power by regressing pretest 

scores on post-test scores. These analyses provided similar results, 

however, in that score differences over trials remained significant and 



the interaction remained nonsignificant. Tables 7, 8, 9, and 10 pre

sent complete summaries of the results for all four scales. 
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Furthermore, reliability and validity coefficients were com

piled for experimental and control groups for all four measures 

employed in the study. Tables 11, 12, 13, and 14 present the results. 

Bereavement Support Group Evaluation 

A Bereavement Support Group Evaluation Form was given to each 

child to elicit assessment and reactions to the group experience (see 

Appendix H). All group activities were described on the form, the 

participants were asked to rate the benefit of each. Following this, 

space was provided for the participant to elaborate on the rating 

indicated. Subjects were encouraged to take as much time as was 

necessary and to not be concerned with word spelling. They were also 

told that they need not put their names on the form. 

The first session started with 'The Shield Activity' (see 

AppendiX E). Out of sixteen participants in attendance from both 

groups, eleven reported this activity as being helpful and four as not 

helpful. Comments generally were as follows: "it helped me to get to 

know the others", ''helped me open up", "helped me remember things I 

couldn't remember", ''helped me remember happy times", ''helped me share 

feelings about my brother, it was like 'showing him off' to the 

others". One wrote: "I don't see how it had anything to do with this 

group." 

The second activity was to talk about who you lost and how they 

died. Of the sixteen participants who attended, thirteen reported this 
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Table 7. Analysis of Covariance: Scores on the DAS with Pretest as 
Covariate 

Source SS df MS F .E. 

Groups 1.656 1 1.656 .22 .6420 

First Covariate 95.400 1 95.400 12.87 .0021 

Error 133.431 18 7.411 

Trials 3.714 1 3.714 1.54 .2301 

Groups by Trials 2.666 1 2.666 1.10 .3066 

Error 45.904 19 2.416 

Table 8. Analysis of Covariance: Scores on the JMAS with Pretest as 
Covariate 

Source SS df MS F .E. 

Groups 15.077 1 15.077 1.06 .313 

First Covariate 102.268 1 102.268 7.30 .0146 

Error 252.145 18 14.008 

Trials 8.062 1 8.062 3.61 .073 

Groups by Trials 3.491 1 3.491 1.56 .226 

Error 42.413 19 2.232 
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Table 9. Analysis of Covariance: Scores on the GS with Pretest as 
Covariate 

Source SS df MS F .E. 

Groups 16.822 1 16.823 .14 .711 

First Covariate 3782.408 1 3782.408 31.82 .00 

Error 2140.611 18 118.923 

Trials 117.250 1 117.250 1.55 .228 

Groups by Trials 78.965 1 78.965 1.05 .320 

Error 1435.655 19 75.561 

Table 10. Analysis of Covariance: Scores on the LBCL with Pretest as 
Covariate 

Source SS df MS F .E. 

Groups 9.242 1 9.242 .32 .580 

First Covariate 1702.897 1 1702.896 58.39 .000 

Error 524.972 18 29.165 

Trials 78.182 1 78.182 6.82 .017 

Groups by Trials 27.896 1 27.896 2.43 .135 

Error 217.723 19 11.459 
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Table 11. Test-Retest Reliability for all Four Scales: DAS, JMAS, 
GS, and LBCL 

Experimental Group 

DAS 1 DAS 2 mAS 1 JMAS 2 

DAS 2 .1733 mAS 2 -.3111 

DAS 3 .7667 .4577 J}1AS 3 .1385 .5993 

GS 1 GS 2 LBCL 1 LBCL 2 

GS 2 .7325 LBCL 2 .8884 

GS 3 .7314 .7488 LBCL 3 .6710 .8868 

Control Group 

DAS 1 DAS 2 mAS 1 JMAS 2 

DAS 2 .6591 mAS 2 .8437 

DAS 3 .7016 .7970 mAS 3 .8337 .9051 

GS 1 GS 2 LBCL 1 LBCL 2 

GS 2 .8014 LBCL 2 .9558 

GS 3 .6126 .5297 LBCL 3 .8330 .7745 
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Table 12. Stability of Validity Coefficients 

Source First Trial Second Trial Third Trial 

Experimental .002 -.3132 -.0617 
DAS - mAS 

Control -.6505 -.4322 -.4985 

Experimental -.45 -.0391 -.1961 
DAS - GS 

Control -.6497 -.2284 .4070 

Experimental -.1021 -.1644 .0877 
DAS - LBCL 

Control -.3857 .0566 -.1246 

Experimental -.149 .2649 .3492 
JMAS - GS 

Control .6771 .5801 .0609 

Experimental -.3925 -.4115 -.6147 
JMAS - LBCL 

Control .5095 .3026 .3822 

Experimental -.0346 -.5289 -.1105 
GS - LBCL 

Control .5416 .0936 .1547 



Table 13. Validity Coefficients: Experimental Group Within One 
Administration 

First Administration: Pretest 

JMAS 1 GS 1 LBCL 1 

DAS 1 .002 -.45 -.1021 

JMAS 1 -.149 -.3925 

GS 1 -.0346 

Second Administration: Post-test 

JMAS 2 GS 2 LBCL 2 

DAS 2 -.3132 -.0391 -.1644 

JMAS 2 .2649 -.4115 

GS 2 -.5289 

Third Administration: Follow-up 

JMAS 3 GS 3 LBCL 3 

DAS 3 -.0617 -.1961 .0877 

JMAS 3 -.3492 -.6147 

GS 3 -.1105 
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Table 14. Validity Coefficients: Control Group Within One Administra
tion 

First Administration: Pretest 

JMAS 1 GS 1 LBCL 1 

DAS 1 -.6505 -.6497 -.3857 

JMAS 1 .6771 .5095 

GS 1 .5416 

Second Administration: Post-test 

JMAS 2 GS 2 LBCL 2 

DAS 2 -.4322 -.2284 .0566 

JMAS 2 .5801 .3026 

GS 2 .0936 

Third Administration: Follow-up 

JMAS 3 GS 3 LBCL 3 

DAS 3 -.4985 .4070 -.1246 

JMAS 3 .0609 .3822 

GS 3 .1547 
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activity as helpful, with one person indicating that it was not. Com

ments made were: "it helps to talk about it, to get my feelings out 

(6)", "it taught me how others died", "helped me remember nice 

memories (3)", "I found out that others have the same feelings as I 

do (2)", "this was the first time I've talked about it in front of 

people I didn't know", "I like to talk about my sister, she was and 

still is important to me", "it helped get rid of some bad feelings", 

and "it was easier to talk about the death with the tape recordings". 

The session ended with a film 'Annie and the Old One' and a 

discussion followed. Of the sixteen who attended, thirteen said it was 

helpful and one said that it was not. Comments made by the children 

included: "taught me that people have to die sometime", "learned a lot 

about dying", "helped me communicate", "she (Annie) didn't want her 

grandmother to die and I didn't want to see my mother die, so we had 

the same feelings", "I used to think that the harder I pounded on my 

sister during her treatments (cystic fibrosis), I thought it would 

lengthen her life more", "showed how a family stayed together real 

close". 

The second week's activity was to tape record interviews in 

pairs (see Appendix F). From the two groups nineteen attended. Of 

these seventeen indicated this was helpful, one abstained and another 

said it helped a little. Comments included the following: "I realized 

that other kids have some of the same feelings as I do", "it helped get 

rid of some bad feelings", ."talking about the death made the feelings 

easier", "I got to know what happened to other families", "I didn't get 
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to hear my tape, but it did help to answer some of the questions", "my 

partner and I learned new things about each other and I asked her more 

questions (2)", "for the first time I talked with someone who under

stands what it feels like (4)", "it helped me share my feelings (5)", 

''made me remember some bad times I didn't like": and "this was the 

first time I was able to talk to someone close to my age who had gone 

through a death. It helped me so much to get a lot of feelings out. I 

was unsure about joining this group, but it showed me how greatly I 

could benefit from the experiences in this group". 

The third week provided the participants with three activities. 

The first of these was a film presentation of 'Where is Dead?'. A 

discussion followed. Eighteen attended this session. Of these seven

teen found the film and discussion to be helpful, whereas one said it 

was not. Explanations given were: "it helped me remember the days 

after she (mother) died and after the funeral," "it brought back 

memories of when my sister died", "showed me how people get through it 

and that everyone goes through the same feelings (2)", "helped me to 

bring out a lot of feelings I had kept inSide, so I could talk about 

them", "helped me cope to know others reacted the same way", "the film 

explained that its okay to cry", and "it helped a little". 

Following the film and discussion the children were given 

paper and markers, to find a comfortable place in the room and to think 

of questions that they were afraid to ask of family members or were 

uncomfortable to raise in the group. These questions could have any

thing to do with death, dying, or grief. They did not have to write 
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their names on the sheets. They were asked to put these sheets in a 

'Question Box' provided. Responses were provided on the last session. 

Of the eighteen who attended, thirteen said this activity helped, five 

abstained and three indicated that it was not helpful. Explanations 

included the following: "got rid of some bad feelings", "helped to get 

out some of the big questions I really wanted to ask, but couldn't 

before", "I was scared to ask too many questions", "I got a question 

answered that I usually don't ask", "I didn't get an answer (2)", "I 

didn't put one in (2)", "I could write something that I couldn't talk 

about (2)", "I found out about what I asked", "I didn't get my question 

answered, but it was okay because I answered it myself, and that did 

help. I guess it had to be answered by me", "now I'm not confused 

about my question", and "it helped me understand better". 

The groups were then asked to draw a picture of 'What death 

looks like' or 'Where we go after we die'. Eighteen children attended 

this activity, and thirteen indicated that it was helpful while four 

indicated that it was not. Statements made included: "got to look at 

the drawings and know about others (2)", "that's what I thought heaven 

looks like and my mom won't have to suffer there", "I still don't know 

where we go after we die", "I'd never really thought about what I 

thought death looked like", "I didn't know what to draw and I didn't 

think it was helpful to me", "it helped me understand about heaven 

(2)", "it showed that everything about death is not bad", "I could see 

what other people thought about death and afterlife", "now I know what 
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heaven looks like, and I can change the picture if I don't like it", 

"I like to believe that death is a butterfly, it helps me to draw it". 

The fourth session involved one main activity. Statements were 

provided from published accounts of what other children felt. The 

groups were asked to respond to these statements. Sixteen children 

were in attendance in these sessions. Of these, twelve said it was 

helpful, two indicated that it helped a little, and two said it was not 

helpful. Explanations provided by the children included: trother 

people could relate to my feelings, whenever I brought something up, 

they truly acted like they cared and understood. You knew what to say 

to help me explain myself", "showed me how other people are helped 

(2)", "I heard some other ways besides my own to help me in my problem 

times", "you know you're not alone, that others went through tough 

times too (2)", "I let out a lot of feelings _and it really helped", 

"kind of, we asked questions, and it was hard to talk about how I felt, 

I really got into this and I wish we could have finished". 

The fifth session started with answers to questions from the 

'Question Box'. Of the sixteen children who answered, thirteen 

reported this activity as helpful, one said it was a little helpful, 

and two said that it was not. Comments included: trI'm not confused 

about my question anymore", "only answered one-half of my question", 

"it was what I wanted to hear", "I got my question answered (2)tr, 

trthere really aren't any answers to the questions", "I found answers to 

mine and others' questionstr. 
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The final activity was to put a picture, poem or some words 

together, so that a book could be given to future children who have 

deaths in their families. Of the sixteen children, ten did think it 

was helpful, and one did not. Five chose not to participate in this 

activity. Comments included: "I hope you do make this book. After 

taking this program I really hope I can help others by what I've 

learned. I think I have helped one friend with a problem. The book 

'How It Feels When A Parent Dies' really helped me", "helped me 

remember my brother (2)", "seeing other peoples drawings helped me", 

"I know my picture will help someone else cope, and it makes me feel 

good (2)", "it was fun and helpful too (2)", "I feel that a book would 

help others who have lost someone", "I expressed my feelings (3)". 

When asked to rate the five-week group session, of the twenty 

who answered: 60 percent indicated that it was 'very helpful'; 25 per

cent indicated that it was 'helpful'; and 15 percent indicated that it 

was 'a little helpful'. Explanations included: "helped me express my 

feelings", "I feel better talking about my feelings and finding out 

about others' feelings (2)", "it helped me get rid of the bad feelings", 

"helped me calm down, and not get upset too much", "we talked about 

other peoples' death and it was like my mom and we all understood each 

other (3)", "it was fun to do", "it let me know that I do still think 

about my sister a lot", "it put my mind at ease", "it would have been 

more helpful if everybody got more involved", "the tape recordings were 

especially helpful", "I can look back in the future and say the group 

helped me in my hard times", "I learned very much, my mind was a blank 
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before, now its overflowed", "it taught me a lot about how people can 

help you and how others die", "this is the best thing that has happened 

to me since my brother died. I looked forward to it every week. 

Everyone was so kind". 

When asked if a group like this should be longer, of the nine

teen who answered, seventeen said yes and two said no. Comments 

included: "I would like this group to continue. I hope everyone got 

as much out of it as I did", "I would like to learn more", "I could 

use a couple of months", "to help other people (5)", "I don't believe 

there was anything else to cover", "we didn't have enough time", "it 

would help me more to be able to talk it out more", "its good to talk 

about death". When asked what other activities they would add, they 

suggested: more time to finish the activities; to bring in pictures of 

who died; more time for tape recordings or private conversations; dis

cussions on what we used to do with the dead family members. 

Finally, the evaluation asked if groups like this for children 

were a good idea. Of the nineteen who responded, nineteen indicated 

that they were. Comments added: "kids have a hard time expressing 

themselves, but when this group brought up the topics, it really helped 

to bring problems out (3)", "kids can learn a lot, and when they grow 

up they can tell their children", "it would help them like it helped me 

and that would really be nice (3)", "it helps to talk with other people 

and hear how other people got through the death of their brother or 

sister (2)", "they can talk to someone their own age who has had a 

death", "it would help them understand much better", "it helps to 



understand that MOIImlY's dead and not alive", "it helps get their mind 

away from different things and helps bring your family together too", 

"helps us stay out of trouble, doing bad stuff". 
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CHAPTER 5 

SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS 

S~~y 

This chapter includes a s~ary of the study and a discussion 

of the results. Limitations of the study are presented and recommenda

tions for future rese~ch in this area are suggested. 

The purpose of this study was to investigate the effectiveness 

of a treatment program based on a 'support group' model, for children 

ranging in age from seven to seventeen years, who were in bereavement 

over the recent death of a family member. 

There has been a growing interest in providing death education 

for a variety of individuals and groups. Most often these groups have 

not met with the purpose of dealing with recent personal bereavement. 

The literature indicates that most research in this area has involved 

adults. Although death education for adults has been shown to be 

benefiCial, death education classes for children not in bereavement had 

mixed results including increases in anxiety, and fear of death as a 

consequence of the class. 

This study was an attempt to explore the effectiveness of a 

support group for helping children cope with a recent significant loss 

in the family. 

Subjects were referred by community mental health professionals 

involved in a variety of services to families in bereavement. The 
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twenty-three children referred were predominantly white. All were 

attending school, and were living in the Tucson area. 
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The research design was a pretest-post-test control group 

design. Children were assigned randomly, twelve to the treatment group 

and eleven to the control group; two members of the experimental group 

dropped out before the end of the group. The experimental treatment 

involved a five week program, each session lasting an hour and a half. 

Structured activities were provided in order to facilitate mutual 

learning, sharing, and member support. 

Several instruments were used to assess the effects of the 

treatment program. Three self-report scales were administered to the 

children and an observational scale was administered to an adult family 

member. They were given before and after experimental treatment and 

once again six weeks later, after the control group received treatment. 

Data analyses included an analysis of variance (one between 

measures variable and one within) conducted on each dependent variable, 

for the first and second hypotheses. To test the third and fourth 

hypotheses a dependent samples ~-test was employed. 

The results indicated that children who participated in a 

bereavement support group did not significantly differ at post-test 

from the children in a control group on any of the four measures. The 

results did indicate, however, that at a six week follow-up the 

children in the experimental group maintained the statistically non

significant though positive adjustments they had made and did not 

increase in anxiety and guilt levels. 



Limitations of the Study 

The following are limitations of this study: 

1. The study was conducted with twenty-one children. A larger 

sample would have provided for more testing power. 

63 

2. The bereavement support group format utilized in this study was 

five weeks in length. A longer format would have provided the 

time necessary for hesitant individuals to explore personal 

issues with the group. 

3. Although follow-up testing was conducted which indicated short

term maintenance effects, no conclusions can be made regarding 

long-term maintenance of gains made in the groups. 

4. Only one treatment format was provided for the five week 

period. Therefore, conclusions can only be made specific to 

the treatment program described. 

5. Because the literature indicated that guilt is a common grief 

response, the Guilt Scale was employed despite the fact that 

its reliability and validity have not been tested. The results 

of the present study seem to indicate that this scale is 

unstable. 

6. Only one-third of the 167 items of the Louisville Behavior 

Check List were used. A Spearman-Brown Prophecy Formula 

indicated a decrease in reliability from .88 for the full scale 

to .65 for the items used in this study. 
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7. The reactive effect of pretesting may have interacted with the 

experimental treatment, particularly the Death Anxiety Scale 

and the Guilt Scale. 

8. The author's facilitation of the second group may have been 

more proficient making it impossible to ascribe the results to 

the treatment alone. 

Conclusions and Discussion 

The data obtained in this investigation failed to provide 

statistically significant results to support the hypotheses that 

children involved in a bereavement support program will show fewer 

adjustment problems, and less anxiety and guilt compared with children 

not involved in a support program. Fig. 1 shows the cell means for the 

Louisville Behavior Check list for experimental and control groups. 

Only the LBCL indicated a trend of scores, consistent with the first 

hypothesis. The drop in scores, indicating less adjustment problems 

was more dramatic in the experimental group after treatment as compared 

to the control group. After the control group received treatment 

scores were reduced more dramatically when compared to the experimental 

group where scores continued to decrease after a six weeks. 

There are several factors which alone or in combination, may 

account for the lack of significant results. The number of children in 

this study was too small to convincingly conclude that support groups 

for bereaving children are not effective. Furthermore, five weeks may 

have been too short; had the program extended over ten weeks, it would 

have provided more opportunity for the development of group 
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Fig. 1. Cell means for Louisville Behavior Check List for Experimental 
and Control Groups on all Trials 



cohesiveness, thereby allowing the more hesitant individuals to work 

through personal issues regarding their loss. 
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No previous research had been conducted in this area, therefore 

little could be concluded about the appropriateness of available 

instruments. Indeed, the instruments used to test the changes provided 

by the program must be considered inappropriate to measure changes 

resulting from this type of group experience. In spite of the value of 

the Death Anxiety Scale, the Junior Manifest Anxiety Scale for other 

studies in the area, a more appropriate scale sensitive to changes in 

the bereavement process in children is warranted. 

Another difficulty to be considered is the emotional upheaval 

experienced by the children in this research and how it affects the 

responses made to the instruments. It is possible as indicated in 

Tables 11, 12, 13, and 14 that some of the children were responding to 

items based on different concerns during each testing period. 

Children who were related to each other were often assigned 

randomly to different groups. It might be that brothers and sisters 

who attended the experimental group demonstrated positive changes at 

home, thereby affecting the waiting siblings in a positive way. 

Recommendations 

Future research in the area of group work with bereaVing 

children might profit from consideration of the following recommenda

tions: 
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1. Scales need to be constructed that accurately assess a variety 

of experiences in the bereavement process. Furthermore, these 

need to be constructed so that children can understand state

ments employed. 

2. The present study included children who ranged in age from 

seven to seventeen years of age. Although the interaction of 

the children in the two groups studied indicated a very sup

portive and respectful environment, future studies might dis

cover more positive outcomes when groups are composed of 

children who are closer in age. 

3. The length of the treatment period in this program was only 

five weeks. A future researcher might consider offering a 

program which is longer, perhaps ten or twelve weeks. 

4. Future studies might include a formal evaluation by parents o~ 

adult family members. Post group evaluations could be based on 

comments made before the child's entry into the group. Doing 

so might provide an additional estimation of individual change 

as a result of involvement in the group. 

5. The present study did not include children under the age of 

seven years. Future studies might explore the feasibility of 

group work with younger children who are in bereavement. 

6. One of the activities employed in this program was a 'tape

recorded interview session' where group members were paired and 

were instructed to ask questions of the other. This activity 

helped individuals in several ways: it brought individuals 
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closer together; it provided privacy for those who wanted to 

talk but were reluctant to do so in the group; it made it 

easier for individuals to share with the group. Many wanted to 

play their recordings for the others to hear. Future research 

might investigate the use of other activities which help 

children move past the initial embarrassment of talking in 

front of the group, as well as, allowing more intimate partici

pation. 

7. The present study included children who were in different 

phases of bereavement. Future researchers might choose to 

provide programs for children who are at the same stage of 

bereavement. 

The present investigation developed from the author's recogni

tion that children are seriously affected by loss as a result of death 

in the family, and are all too often overlooked when bereavement 

services are provided by professionals. Although the present study did 

not obtain statistically significant results, the evaluations made by 

the children and comments made by the parents and family members pro

vided evidence that this group experience is a valuable one. It is the 

author's firm belief that professionals need to become aware that 

bereavement support services for children are not only necessary but 

badly needed. 
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THE UNIVERSITY OF ARIZONA 
T U C SON. A It 1 Z 0 N A 85721 

Auguh 1,1981. 

Re: Survivor Support Group For Children 

I am a doctoral student in the Counseling and Guidance 
Department, in the College of Education, at the University of 
Arizona. I am currently engaged in research for my dissertation. 

For the next five months I will be accepting referrals 
of children, 9 to 16 years, who recently experienced a death,i.e. 
mother,father,guardian,brother,sister,close family relation, or 
a close friend of the child or family. For purposes of this 
study, the cause of death is limited to cancer or other life
threatening illness. 

Children referred will become participants in a group. 
The groups are designed to be supportaive of children who have 
recently experienced a profound loss. Each group will~be 
facilitated by myself. Each group will meet for 5 weeks, for 
It hours each meeting. Transportation will be provided. 
There is n2 charge for participation. The time of groups will 
be dependent on individual member needs;however, I antiCipate 
that after school sessions will be the norm. I will be meeting 
each family before taking a child in a group, so that I may 
establish a relationship with significant others. All groups 
will be held in Manzanita Hall, on the campus of the university. 

I believe that this opportunity will be valuable for 
the children involved. In my experience I have been impressed 
by the lack of opportunity children have to express themselves 
during such a painful period. 

The supportive group environment will allow each child 
to share what she/he wishes. It will also provide an opportunity 
for each child to realize that feelings, thoughts, and experiences 
are special, universal and normal. 

Your help in this project will be greatly appreciated. 
I am most willing to respond to questions you may have regarding 
any aspect of my program. Please do not hestitate t call me. 
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..,~/~ ,.~ Your ?cerelY'~~' 
nnon M. Ryan,M.S • 

Head Resident i 
anita-Mohave Hall,U.of A. 

Home: 626-1967 
Hall: 624-8871 
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Subject Consent Form 
A Post-Death Program For 
Children in Bereavement 
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I am asking you to participate in a study about how children 
feel after someone in their family dies. I am asking forty children, 9 
to 16 years, to help in this project. You were selected because you 
had a father or mother, aunt or uncle, brother or sister, who died 
recently. I will ask you to answer some questions in writing for me at 
three separate times, for about an hour each time. What we say during 
those times will be tape-recorded. Only you and I will be present 
during these sessions. I will also ask you to attend a group, with 
other children, for five weeks. You will be randomly assigned to this 
group, which will begin immediately or in six weeks. Each week the 
group will meet for one and a half hours. If after the five weeks, 
your family wishes you to continue talking with me, I would be willing 
to see you individually_ I will pick you up and bring you home each 
time we meet. I have the proper insurance to do this. 

I would like you to know that there are no known mental or 
physical risks for your participation in the study. You will not be 
paid for your participation in the study. It is important for you to 
know that you may ask questions and that you may leave the study at any 
time. 

Your responses will be seen by myself and my superv1s1ng 
instructor only. Later when I talk about or write about the study, I 
will not use your name. Your identity will remain secret at all times. 
This ~sent form will be filed in an area chosen by the Human Subjects 
Committee, which is a group of people whose job it is to see that your 
rights are protected. 

The results of this study will provide health care professionals 
more information about how children feel after someone in their family 
dies. 

"I have read the above Subject Consent. The type of study and 
its demands, risks and benefits have been explained to me. I under
stand that I may ask questions and that I am free to withdraw from the 
study at any time. I also understand that the consent form will be 
filed in an area chosen by the Human Subjects Committee. A copy of 
this consent form is available to me if I ask for one." 

Subject's Signature: Date: ---------------------------- -----------------
Parent or Guardian's Signature: ----------------------------------------
Witness's Signature: ____________________________________________________ _ 



APPENDIX C 

INSTRUMENTS 

Death Anxiety Scale (DAS) 

1. I am very much afraid to die. True False 

2. The thought of death almost never enters my mind. True 
False 

3. It doesn't make me nervous when people talk about death. True 
False 

4. I hate to think about having to have an operation. 
False 

True 

5. 

6. 

I am not at all afraid to die. True False 

I am not very much afraid of getting cancer. True 

7. The thought of death never bothers me. True False 

False 

8. I am often bothered by the way time goes by so quickly. True 
False 

9. I fear dying a painful death. True False 

10. The thought of life after death troubles me. True False 

11. I am afraid of having a heart attack. True False 

12. I often think of how short life really is. True False 

13. I'm afraid when I hear people talking about war. True 
False 

14. Seeing a dead body is scarry to me. True False 

15. I'm afraid of the future. True False 

Guilt Scale (GS) 

Look at the words and phrases below. After each word or phrase put a 

number that best describes you. Use the following scale as your guide. 

1 2 3 
(not at all) 

4 
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5 
(very much) 
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1. Being messy ____ __ 

2. Wasting money ____ __ 

3. Not sharing:....... __ __ 

4. Being lazy ____ __ 

5. Being mean~ __ __ 

G. Not telling the truth~ __ __ 

7. Cheating:....... __ __ 

8. Not being on time~ __ _ 

9. Being selfish",-__ 

10. Being a coward~ __ 

11. Not going to church"'-__ _ 

12. Being disobedient~ __ 

13. Not working hard enough"'-___ 

14. Causing suffering~ __ 

15. Having a bad temper ____ _ 

IG. Not keeping promises -----
17. Not washing~ __ _ 

18. Being slow in school ____ _ 

19. Being a show off ___ _ 

20. Being stingy with money __ _ 

Junior Manifest Anxiety Scale (JMAS) 

1. I often have stomach upsets. yes __ no __ 

2. I cannot keep on one task for very long. yes __ no __ 

3. I often worry over things I cannot do. yes ___ no __ 

4. I get tired quickly. yes ___ no __ 

5. My hands shake when I am annoyed. yes __ no __ _ 

G. I try not to annoy people. yes __ no __ 

7. I am not more nervous than anyone else. yes ___ no __ _ 

8. I cannot wait long for anything I want. yes ___ no __ _ 

9. I often feel anxious about pleasing my friends. yes ___ no __ _ 

10. I get excited easily when things go wrong. yes ___ no __ _ 
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11. I am confident that I can complete anything I undertake. yes __ 
no 

12. I wish I could be as happy as some of my friends are. yes __ 
no 

13. At times I become nervous. yes __ no __ 

14. Life often seems a drag to me. yes __ no_ 

15. When upset I find it hard to go to sleep. yes __ no __ 

16. Sometimes I feel shattered at the end of a school day. yes __ 
no 

17. Most of the teachers are satisfied with my work. yes __ no __ 

IS. I avoid making my mother angry. yes __ no __ 

19. I do not play games in which I might get hurt. yes __ no __ 

20. Sometimes I feel that I am good at nothing. yes __ no __ 

Louisville Behavior Check List (LBCL) 

Child's code number: -----------------------------
Pretest Post-test Re-test 

~--------~ ~--------~ ------------
Relationship of person answering: ______________________ __ 

Directions 

Read each statement and decide if it describes your child's recent 
behavior. If it does write "TRUE" after the statement, if it does not, 
then write "FALSE" after the statement. It is important to mark EACH 
statement. If you are in doubt, blacken the answer which is most 
characteristic of your child. 

1. Cries easily ______ __ 

2. Whines and complains -------
3. Is shy -------
4. Is dependent, leans heavily on others ______ __ 

5. Is generally inconsiderate and unable to share ---------
6. Demands that parents do what needs to be done --------
7. Finds it hard to talk with others --------
S. Is constantly fighting and beating up others ______ __ 

9. Has been on street drugs, smoking marijuana, drinking alcohol 
excessively --------
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10. Is afraid of school, has to be forced to attend~ ______ _ 

11. Tosses and turns in sleep, rolls, gets up at night --------
12. Has temper tantrums, over the least thing~ ____ __ 

13. Afraid of being in cars or elevators --------
14. Has nervous habits such as biting or picking fingernails, twisting 

hands -------
IS. Is poorly coordinated when doing things with the hands, such as 

writing or coloring, ______ __ 

16. Is more involved with animals or things than people --------
17. Reacts too much to pain, even from slight aches or injuries ______ _ 

18. Is withdrawn, aloof, unresponsive~ ____ __ 

19. Is afraid of such things as the dark, hearing voices, or seeing 
things ______ __ 

20. Fails to carry out chores, school assignments, ________ _ 

21. Is clumsy when running, walking or playing games ________ _ 

22. Daydreams excessively, gets lost in own thoughts ________ _ 

23. Insists on doing the same thing over and over again~ ____ __ 

24. Sets fires -------
25. Is preoccupied with fears of war, physical injury or death~ ____ __ 

26. Acts immature --------
27. Worries that parents may get hurt, or be sick, or die. ______ __ 

28. Defies parents, is unmanageable. ______ __ 

29. Gets upset when routines are changed 
~------

30. Has become overly religious, prays, and talks of religion 
~------

31. Has an unusual number of accidents -------
32. Is overtalkative, chatters constantly, interrupts others ______ __ 

33. Recent sudden big change in personality, mood, or general 
behavior --------

34. Complains: 'Nobody loves me' ______ __ 

35. Has threatened or attempted suicide~ ____ __ 

36. Has eating problems: misses meals, complains, picks at food or 
overeats ______ __ 

37. Has a fear of death, is always worrying about dying~ ____ __ 

38. Constantly complains that brothers and sisters are favored~ ____ __ 
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39. Talks frequently in sleep or complains of bad dreams or night-
mares ___ _ 

40. Is depressed s'ays: 'Nothing seems worthwhile' ----
41. Unusually slow at dressing, bathing, eating~ __ _ 

42. Resists going to bed; stays up as late as possible, ___ __ 

43. Seems tired, tends to lie around, shows little interest in doing 
things ____ _ 

44. Often complains of at least one of the following; stomachaches, 
rapid heart beat, inability to catch breath, feeling faint, dizzi
ness or headaches ----

45. Is distractible, can't concentrate finds it difficult to study __ 

46. Does not participate in group activities, prefers to be alone ___ _ 

47. Exhausts self, constantly on the go, seldom relaxed~ __ _ 

48. Does not put away things in room, does not comb hair, does not 
dress neatly ___ _ 

49. Gets very upset when criticized, or makes mistakes ___ __ 

50. Worries constantly or feels guilty ----
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Shield Questions 

1. Name a time when you were very happy. 

2. Name an activity/sport you like to do. 

3. Name a time when you were very scared. 

4. If you could be anyone else in the world who would you be? 

5. Name a time when you lost someone/something you liked or loved. 

6. What do you want to be or do after you finish school? 

7. What is your most favorite memory of the person who died? 

8. What is the hardest thing you've ever had to do? 



APPENDIX F 

INTERVIEWER'S QUESTIONS 

.1. Who died in your family? 

2. What was her/his name? 

3. How old was she!he? 

40 When did she/he die? 

5. How did she/he die? 

6. What did she/he like to do the most? 

7. What is your best memory of her!him? 

8. Did she/he ever make you angry? How? 

9. When did you first find out that she/he was going to die? 

10. How did other people in your family react? 

11. What did you want to do? 

12. How did you react? 

13. Did you go to the funeral? 

14. What has been the most difficult time for you? 

15. What bothers you now? 

16. Who has been the most helpful to you? How? 

17. Who has been the least helpful? How? 

18. Is there been anything special that has helped you cope during 
this hard time? 
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APPENDIX G 

STATEMENTS: FEELINGS WE HAVE 

1. I worry a lot about my parents • • • 

2. I feel guilty about doing anything wrong and upsetting my parents 
more • • • 

3. I did or didn't go to the funeral. 

4. My parents treat me differently now • 

5. I wish I could forget • 

6. The ~ difficult time for me was • 

7. I felt relief after the death ••• 

8. I worry that I am going to die or that someone else that I love 
will die • • • 

9. I feel guilty. 

10. Crying does/doesn't help me • 

11. I withdrew and didn't talk to people 

12. I have a hard time remembering • • • 

13. I get angry • 

14. I was or still am confused about things • • • 

15. It upsets my parents to talk about the death • 

16. My friends reacted strangely 

17. I hate when my parentI brothers/sisters begin to cry about the 
death • • • 

18. Having someone to talk to helps • • • 

19. Everyone in my family deals with their feelings in a different 
way • • • 
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20. My parents dontt pay much attention to me 

21. I have/haven!t been to the cemetery 

22. My father doesntt show how hets feeling. 

23. I have dreams • • • 

24. Itm able to talk with my brother or sister about the death ••• 

25. My mother has changed 



APPENDIX H 

BEREAVEMENT GROUP EVALUATION FORM 

THE FIRST WEEK 
1). The 'Shield Activity' (answering some questions about yourself and 

talking about them with the others in the group) 

Was this activity helpful for you? YES NO 
Explain: ______________________________________________________ __ 

2). Talking about who you lost and how they died. 

Was this activity helpful? YES NO 
Explain: ________________________________________________________ __ 

TRE SECOND WEEK 
1). Tape recording interviews and sharing with group. 

Was this helpful? YES NO 
Explain: ________________________________________________________ __ 

THE THIRD WEEK 
1). Film ''Where is dead?" and discussion 

Was this helpful? YES NO 
Explain: ______________________________________________________ __ 

2). Writing a question on something that concerned you, for the 
"Question Box" 

Was this helpful? YES NO 
Explain: ______________________________________________________ __ 
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3). Art activity: drawing a picture of "What death looks like" or 
''Where we go after we die" 

Was this activity helpful? YES NO 

86 

Explain: ____________________________________________________ __ 

THE FOURTH WEEK 
1). Discussing some feelings we may have after someone dies. (Sheets 

of paper taped to the wall) 

Was this helpful? YES NO 
Explain: ________________________________________________________ __ 

THE FIFTH WEEK 
15. Answering your questions from the "Question Box" 

Was this activity helpful? YES NO 
Explain: ______________________________________________________ __ 

2). Art project: Putting together a book to help other children who 
have had a family member who died. 

Was this helpful? YES NO 
Explain: ________________________________________________________ __ 

How would you rate this 5-week group session? 

Very helpful_ Helpful_ A little helpful_ Not helpful_ 
Please explain your answer: __________________________________________ __ 

Would you like a group like this to go on longer? YES NO 
Explain: ______________________________________________________ __ 

If the group sessions were to continue what topics or activities would 
you like to see happen? 



Do you think groups like this for children are a good idea? YES 
NO 

87 

Explain: ____________________________________________________________ __ 
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