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This book is dedicated to the families of the parents who died. 
Their stories are a legacy of healing they left for all of us.
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Foreword

There is always the unforgettable moment when the biopsy result is relayed by
the surgeon, “I am sorry to say that our fears have come true—the biopsy shows
that you have cancer.” You reach out your hand to your spouse, your head
becomes blurred, there are tears. In a moment, the physician intervenes, “but
there are many things that we can now offer. . . .” A parent’s first thoughts are
not with his or her own fate, or not only that. Quickly, it is with the fate of Seth,
Deborah, William, Elisabeth . . . with infants and children who need you as the
very source of their own lives, with older children whose weddings you will
miss, with grandchildren who you will not see at confirmation and bar mitzvah.

Cancer is a family affair: to be diagnosed as having cancer immediately is to
reinforce one’s roles—obligations and hopes—among those one loves and is
loved by. These relations become hyper-cathected—they become more charged,
meaningful, precious—as time becomes more precious. For those for whom the
new and improved treatments have failed, who are now face to face with the
Angel of Death, the entire meaning of their lives and of their last days will be
measured by these relationships which they, and those around them, will try to
make as ideal as possible.

The systematic, scientific study of this complex process offers many oppor-
tunities for studying the deepest feelings between spouses and between parents
and their children. A great deal has been written about the psychology of death
and dying, and this literature has allowed clinicians and families to cope much
better with this natural and yet awful process. Much less is known about the
impact of death from illness on those who survive, especially on children. The
phenomena of grief, mourning, and the capacity for depression during child-
hood have been enduring interests not only among clinicians but also theorists
of child development. What are the cognitive preconditions for children to
understand the process of death and its irreversibility? How do children experi-
ence the loss of the functions provided by a parent and the loneliness, pains and
longings from the separation? What allows a child to give up hope and yet hold
on to wonderful memories; to remain in love and yet, also, to say a final, psy-
chological goodbye; to be loyal to mom and yet allow dad to date and bring
another woman into their family?

In this volume, Grace H. Christ demonstrates how systematic research can
enrich and be enriched by clinical sensitivity, and how theory can guide and be
advanced by the careful, empirical study of individual children and families.
She has used the unique perspective that is offered to clinicians to be with fam-
ilies at their most intimate times because we offer our care. She has used this
privileged position to describe the major variables that shape a child’s experi-

xi



xii Foreword

ence of the dying and death of a parent. Her research highlights the major influ-
ence of the child’s psychological, developmental position or stage.

Each phase of life has distinctive modes of mental organization that shape
the way a child experiences and understands what he or she is feeling and going
through. To understand a child’s response to the illness and death of a parent,
and how he or she copes during the next months and years, the clinician must
appreciate these general psychological issues as well as the specific features of
the child’s inner and outer life. Dr. Christ’s examination of these psychological
stages and the interactions with the other factors reveals that patterns can be
explicated that are of use in clinical intervention. An important innovation was
finding a way to group children by developmentally derived ages rather than
by more arbitrary biological markers. This clarified the changes in their mourn-
ing and in the emergence of anticipatory grief as children matured, the changes
in what they experienced as most stressful, the type of parental support they
needed, the defenses they utilized, and the changing role of peers in their adap-
tive efforts. Dr. Christ’s study of children whose parents are dying provides
important new information for the construction of theories about children’s
adaptation to the traumatic experience of expected death from medical illness
(and all that accompanies this in technological medicine and in specific family
situations).

The careful documentation of children’s adaptation to a parent’s death from
cancer is also a model of research that can be extended to the consideration of
other variables. The current study selected children from intact, middle class
families. Dr. Christ notes that there may be other phenomena in families where
the only parent is dying or where families are also burdened by socioeconomic
and other burdens. Unfortunately, the AIDS epidemic has placed many children
in just this situation. Children whose mothers are dying of AIDS—fortunately,
fewer children today than just a few years ago—are often burdened by just these
additional stresses. Yet, even here, clinicians have been able to see how useful it
is for mothers to be actively engaged in the planning for their children after their
death. Sometimes, this process involves sharing the child with their selected
caregiver during the months of illness, and thus creating for the child the surro-
gate parent. At the same time, we have seen how useful it is for children to be
allowed to remain as engaged with their mothers during the process, to develop
their own psychological legacies in which their mothers are idealized and
appreciated for what they offered.

The current study of children of parents dying in a tertiary care hospital,
where the highest quality of care is offered, also provides an important compar-
ison for future research on other cohorts of children whose parents die in far less
controlled and compassionate situations. Death may come when care is less
competent, or unexpectedly during childbirth or routine surgery. It very often
comes without warning—in accidents, from suicide, during warfare, as a result
of natural catastrophes. Each of these situations can now be framed on the basis
of the findings of the current study in which death—never lovely, of course—
occurred with warning and in the context of the best treatment that clinicians
can offer.

It should be a consolation to the families that were involved in this research
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project that their personal suffering has left a scientific and clinical legacy that
will help other boys and girls. At times, the obligations of the researcher and the
ethical commitments of the clinician are seen as two contrasting and opposing
forces. This research demonstrates that this is a false splitting. Dr. Christ shows
that clinical engagement and systematic research are synergistic and mutually
enriching. The care these children and families received was improved by their
involvement in research; authentic clinical research will continue to improve
our understanding and abilities to be helpful. Remarkably, this volume is both
deeply moving—as we must all be moved at the deepest core of our experiences
by the fantasies of the child’s loss of a parent—and remarkably sober. To work
with people dying from cancer and their families demands these special apti-
tudes for pleasure in life and calm, thoughtful acceptance of what lies beyond
our ability to control. For the scientific insights and compassionate care of Dr.
Christ and her colleagues, and for those clinicians who are continuing to be
presences in the lives of children and families in hospitals and clinics that care
for individuals with cancer, all of use owe a great debt of gratitude.

Donald J. Cohen, M.D.
Director, Child Study Center
Irving B. Harris Professor of Child 

Psychiatry, Pediatrics and Psychology
Yale University School of Medicine
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Introduction

This book concerns 88 families and their 157 children who coped with the
terminal illness and, ultimately, the death of a parent. It presents a qualitative
analysis which complements the quantitative findings reviewed in Chapter 2 of
how the families and children responded to these events during the 6 months
preceding and the 14 months after the patient died. Five developmentally sepa-
rable age groups emerged from the data, and the groupings clarified the many
ways in which children’s development shaped their responses. Because we
talked with them, their parents, and their siblings at length, we were able to use
exact words, gestures, and processes to describe interactions between family
members, to go beyond the numbers to tell the previously untold story of how
the children and their families actually responded to and survived the tragedy.
As will become apparent, the majority of the children successfully adapted to
the loss of their parent.

There is an emerging consensus that childhood mourning is defined as the
(successful and unsuccessful) adaptive process children experience following
the death of a parent (Furman, 1974; Osterweis et al, 1984; Worden, 1996). Grief,
on the other hand, refers to the painful personal feelings associated with the
death, while bereavement is an umbrella term that includes overall adaptation
to the death. These are the definitions that are used in this book.

Healing children’s grief occurred not only by relieving those painful feel-
ings that are so central to their experience of such a family tragedy but also by
helping them to adapt to and integrate this new reality. The healing occured in
part through continuous interactions with family and others throughout the
process of the parent’s illness, death, and reconstitution; interactions that
informed prepared, and guided the child. Equally important were interactions
that resonated with children’s feelings; encouraged, supported, and gave sol-
ace, meaning, and value to their experiences. Because these processes are inter-
active, they were significantly advanced by the parents’ attending to their own
mourning. It was only when parents did so that they were able to attend to the
grief and mourning of their children. Such interactions, both helpful and
unhelpful, are described in this book.

Healing children’s grief also included the construction of a legacy created
by continuously revising the image of their dead parent. As such, the legacies
represented complex reconstructions of children’s relationship with a parent
who was no longer present for day-to-day interactions but who nonetheless
remained a constant reality in their lives. It reflected the incorporation of the
children’s own memories, experiences, wishes, and fantasies, added to by the
memories, experiences, wishes and fantasies of siblings and the surviving par-
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xviii Introduction

ent, as well as the eulogies community members delivered during memorial
services.

Finally, healing children’s grief took place through the reconstitution of
individual and family life following the death. The long, slow process of
reestablishing relationships to each other and to the world without the living
presence of the parent who died was complicated by differences in the way
children and adults expressed their grief. These new bonds, born in sorrow,
were integral to children’s healing.

I dedicated this book to the families because I believe that the parents 
who died would have appreciated it. In fact, the terminally ill parents permitted
their families to participate in the intervention that generated the narratives 
in the book, although many of them knew they would not live to see the results.
I like to think that this book is a legacy of healing those parents left for all 
of us.

The families participated in a parent guidance preventive intervention that
was implemented over a period of seven years. All the ill parents in the sample
were treated at Memorial Sloan-Kettering Cancer Center in New York City,
where they were recruited during the terminal stage of their illness, approxi-
mately six months before they died. Most of these patients and their families
were randomly assigned to a parent guidance intervention; the others, as part of
a true experiment, received a supportive, reflective intervention.

The families who participated in these interventions had several character-
istics that distinguished them from participants in other studies. First, the
deaths of all the parents were anticipated, unlike the causes of death, such as
accidents, suicide, or homicides, discussed in other studies. This distinction is
relevant because unanticipated deaths may cause more complex stress
responses (Pynoos, et al. 1995). Second, the participating families were able to
reach out beyond their own community hospitals for health care; most were
middle class and, because all were two-parent families, the surviving parents
were available to participate in the intervention after their spouse’s death.
(Their demographic characteristics are summarized in Chapter 4). Most chil-
dren did not have a history of severe mental illness. Although these unique fac-
tors limit our ability to generalize the findings to families who have lost a parent
from causes other than cancer, they do clarify a pattern of responses observed in
a clearly defined and relatively homogeneous sample of families.

Although recent research has yielded a host of important quantitative find-
ings about bereaved children, which are reviewed in Chapter 2, these studies
have not provided knowledge of how children’s development affects their
responses. There are few detailed descriptions of how children and their fami-
lies interacted while coping with day-to-day stresses during the parent’s termi-
nal illness and death and during the period of bereavement after the death. This
information would have been extremely useful to us in our clinical work with
other families during the illness of a young parent.

For these reasons, I embarked on a qualitative analysis of the data obtained
from the participating families from over 1000 audiotaped interviews, as well as
notes from  telephone contacts, the psychologists’ evaluations, the interviewers
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and their supervisors. This approach yielded a more complete understanding of
the processes involved in the parent’s terminal illness and death and the recon-
stitution of the families after the death. In Tremblay’s words (1998, p. 436), it per-
mitted me to undergo a “molecular analysis of ‘grief work,’” which included
grief-related interactions between children and their parents. Both quantitative
and qualitative methods are necessary to begin understanding an issue as com-
plex as how a child copes with the death of a parent.

Personal as well as professional motivation has led me to focus on this issue.
When I was growing up, I heard a great deal about why my Aunt Hazel was not
only my mother’s aunt but, in a sense, her mother as well. My biological grand-
mother died at age 26 from Hodgkin’s disease leaving three young children, 5-
year-old Ruth (my mother), 3-year-old Grace, and 1-year-old Paul in the care of
Aunt Hazel and her husband, Carl. Two years later five year old Grace died
from pneumonia, and the family’s sense of tragedy deepened. Thus, I heard
many times about the sad plight of children who tried hard throughout their
lives to become as perfect as they imagined their dead mother and sister had
been. That effort was, in part, a consequence of the reconstitution of my
mother’s experience.

Four aspects of my professional experience as a social worker shaped my
thinking about the impact on children of a young parent’s death. The first was a
developmental perspective derived from my work with psychiatrically dis-
turbed children. The perspective I gained from that experience was reinforced
by participating in Dr. Margaret Mahler’s nursery for autistic and psychotic
children in the late 1960s. At the time, Dr. Mahler, a psychoanalyst and
researcher, was assembling clinical data from normal and disturbed children
that led her to identify the individuation-separation sequence of emotional
development (Mahler, et al. 1975).

Next, I worked with the families of adolescents who were hospitalized in
the Payne Whitney Psychiatric Clinic at The New York Hospital-Cornell Med-
ical Center in New York City. Dr. James Masterson, director of the adolescent
inpatient unit, was influenced strongly by Dr. Mahler’s insights regarding early
development. He viewed the central dynamic of these seriously disturbed ado-
lescents as arising from their early problems involving individuation and sepa-
ration from the maternal figure (Masterson, 1972). In short, a developmental
perspective, albeit primarily psychoanalytic, was an influential part of my
understanding of mental health and mental illness.

The third important influence was my clinical work and research with can-
cer patients and their families at Memorial Sloan-Kettering Cancer Center
where I was director of the Social Work Department for 12 years. There, I
observed the stress reactions of patients and their families that reflected a broad
range of normative and more troubled responses to extraordinary stresses. As a
result, I searched for methods of providing meaningful interventions for the
patients and families who faced this difficult situation. The turmoil, the pro-
gressively worsening crises, and the fear of the inevitable end had a powerful
effect on these people. Especially wrenching for staff emotionally were young
families with a terminally ill parent. We believed that we could do more to sup-
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port, make life better for, and heal surviving parents, children, and the patient’s
middle-aged parents. In other words, the patient’s terminal illness appeared to
be a crucial time for intervention with these families.

Although there was no precedent for a research component in a clinical
social work department (Christ, 1993), two remarkable people, Barbara Berk-
man, DSW, and Karolynn Siegel, Ph.D, helped convert the idea into a reality.
First, Dr. Berkman consulted with us and began training social work clinicians
to think from a research perspective, to present papers at national conferences,
and to publish their work. Within two years, Dr. Siegel joined the Department of
Social Work as director of research and began the systematic process of convert-
ing clinical ideas into a reality through research grants. One result was the par-
ent guidance intervention project, which yielded the data and the findings
reported here. (Dr. Berkman is currently Helen Rehr and Ruth Fizdale Professor
of Health and Mental Health, Columbia University School of Social Work. 
Dr. Siegel is currently Director of the Center for the Psychosocial Study of
Health and Illness, Columbia University School of Public Health.)

In 1992, I joined the faculty at the Columbia University School of Social
Work, where I came to understand the process of bereavement through case
studies while teaching graduate students in social work about grief, loss, and
bereavement. In classes, the students present a broad range of cases involving
different kinds of loss experienced by clients seen in dozens of community and
health care agencies in the New York metropolitan area. These cases provided
me with a rich context in which to compare the experiences of these clients and
patients with my more focused experience with young families that have lost a
parent to cancer.

Structure of the Book

This book begins with the story of Rachel, who was not a participant in the inter-
vention study. Shortly after I arrived at Memorial Sloan-Kettering, three-year-
old Rachel’s father died. We followed her case until she left for college at age 18.
The other children and families described in the book were followed for about
18 months. Thus, they provide an important understanding of the more imme-
diate consequences of the tragedy of losing a parent. I have included Rachel’s
story because it provides a longer-term perspective on the impact of a young
parent’s death. It also underscores the need for longer-term follow-up studies.

Chapters 2 through 4 describe the theoretical context for and the methods
used in the analysis. Chapter 2 summarizes the relevant literature on childhood
bereavement and compares it with stress associated with trauma and divorce.
Chapter 3 summarizes the stages of the cancer experience and the theories that
helped us understand the developmental context of the children’s and adoles-
cents’ reactions and behaviors. Chapter 4 describes the sample of children and
families, the methods used in the qualitative analyses, and the model of out-
come derived from the analyses.

Chapters 5 through 14 present the findings of the qualitative analyses of the
information provided by the families. As described in Chapter 4, the 157 chil-
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dren were divided into five age groups on the basis of common developmental
characteristics. Two chapters are devoted to children in each age group. The first
chapter in each group describes the patterns and differences in the children’s
responses and ends with specific recommendations gleaned from the more suc-
cessful interactions between child and parent. The second chapter provides
extensive descriptions of the experiences of two families. These narratives elab-
orate the interactions of the family members, the many stresses they confronted,
and the methods they used to cope with the family tragedy. Each narrative
chapter concludes with a discussion about the different patterns of adjustment
among the children when last seen and the factors associated with the outcome
of each child. Finally, Chapter 15 summarizes salient findings presented
throughout the book. This was done to provide an overview of the ways devel-
opment shaped the children’s experiences and their more or less successful
adaptation to this family tragedy.

Intended Audience

The book is intended for a variety of audiences. One audience consists of col-
leagues—researchers and teachers whose work on childhood and adolescent
bereavement has been and continues to be helpful and inspiring.

Another audience consists of professionals and students who provide ser-
vices to children and their families. Comparing the responses of children with
similar developmental characteristics provides a sense of how the children cope
over time. Thus, the summary of developmental theories in Chapter 3 and the
more detailed discussions about development at the beginning of each set of
chapters focusing on a specific age group may help readers gain a keener under-
standing of how important a child’s development is with regard to how he or
she experiences the stress associated with a parent’s death.

Finally, another audience consists of family members, friends, teachers, reli-
gious leaders, and other members of the community who know children who
have lost a parent and have the opportunity to help them. These individuals
may be especially interested in Chapter 1 and 5 through 14. Although the rec-
ommendations at the end of each clinical chapter are written for family mem-
bers as well as professionals, each group is likely to use the recommendations in
different ways. For families, the recommendations may guide their thinking
and actions. For professionals, they can serve as guides for developing
approaches that will help families faced with specific barriers to their process of
adaptation. The purpose of the book is to offer information about children’s
experiences and the inventive solutions that families and friends devised to
respond knowledgeably, confidently, and effectively to children and adoles-
cents facing the loss of a parent.
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�

Mother and 
3-Year-Old Daughter

“I Was a Tear on My Father’s Cheek.”

One family started me on the road of looking for possible ways of helping fam-
ilies in which a parent is dying from cancer. At the time, I was director of social
work at Memorial Sloan-Kettering Cancer Center in New York City. I choose to
tell this family’s story because the family members continued to communicate
with me for 15 years and thus gave me a glimpse of the change in the child’s
relationship with the dead parent through different stages of cognitive and emo-
tional development. In addition, the plight of the child’s sensitive and intelli-
gent mother, her fine intuition, her quick responses to suggestions, and her
daughter’s excellent progress inspired me to pursue my interest in both helping
and studying the process of bereavement in children.

Joel and Lisa Klein were young, really too young, not for the normal things
that people do, but for dying. Both were 27 years old. They met when they were
in college and decided to postpone their marriage until they had finished school.
Joel and Lisa were in that enviable moment when careers begin, when dreams
and excitement about the future temper the day-to-day drudgery. Both were
elated when Rachel was born, confident that they could manage both careers and
child rearing with the help of many friends and close family members.

Diagnosis and Treatment

When Rachel was 1 year old, Joel seemed uncharacteristically tired. Lisa noticed
nodes on his neck, and he subsequently found hard lumps under his arms. His
physician looked concerned and ordered a number of tests, some of which, such
as the bone marrow aspiration, were painful. Both Lisa and Joel were frightened
but kept their feelings to themselves. They tried to reassure one another by recall-
ing that fatigue and swollen lymph nodes were symptoms of mononucleosis and
that everyone in college seemed to get the “kissing disease.” Rachel seemed out
of sorts, crying and fussing when she was supposed to be crawling, saying
words, exploring her world, and trying to stand. Each parent cried when alone.

1



2 Healing Children’s Grief

Joel and Lisa met with the physician together. His voice had sounded omi-
nous on the telephone, but he had simply said that he wanted to see them in per-
son to review all the test results. Neither remembered the ride to his office, and
they were ushered in immediately when they arrived. “Leukemia,” he said,
“and not the slow-growing type.” It was good that both of them were there
because each of them shut out different parts of what the physician said about
the treatments, the side effects, and the statistics. Each felt a numbness and sense
of unreality they had never experienced before. The physician recommended
that they consult a well-known and highly respected oncologist who specialized
in leukemia. 

Joel’s treatments were uncomfortable, leading to severe and seemingly
unending nausea, hair loss, and weight loss. One nurse told Joel it was a good
thing he was so sick because it meant that the drugs were having an effect. Joel
responded positively to the treatment, and for six ecstatic months, he and Lisa
told each other they had beaten the odds, never mind what the oncologist had
said. Because they were a likable, engaging couple, all the physicians, nurses,
and social workers who knew them treated them as peers and friends as well as
patient and wife, and joined in their optimism. Both Lisa and Joel had close
friends, with whom they expressed their worries and cried. At the end of six
months, Joel’s remission ended. 

There was a second round of treatments, then a third. Both generated hope,
but secretly Joel and Lisa felt a little less optimistic each time. By now Rachel
was 2 1/2 years old, and Joel and Lisa no longer talked hypothetically about
Joel’s death. Death had become a heart-wrenching certainty.

Terminal Stage

Rachel was almost 3 years of age when Lisa visited the social worker on Joel’s
hospital floor for advice about how to manage Rachel, who was reacting to Joel
in a way that puzzled and upset both parents. Several weeks earlier, when Joel
was admitted to the hospital in crisis, Lisa and Rachel visited him, and he imme-
diately began to cry. Lisa also cried, and both parents hugged Rachel, who
became upset. This had happened a couple of times. Subsequently, when Rachel
went to the hospital, she refused to go into Joel’s room and seemed afraid of and
angry with him. When the social worker suggested that Rachel was over-
whelmed and frightened by their intense emotions because she was too young
to share those feelings or to understand that her father was dying, Lisa and Joel
stopped including Rachel in their intense grief.

Lisa described how she and Joel had to work out their communication with
Rachel about the illness. In the final few weeks before he died, Joel told Lisa he
wanted to protect Rachel from seeing his deteriorating condition by having her
live with his parents “until I’m better.” Although Lisa struggled with a desire to
honor her dying husband’s wishes, she thought it would be better to be honest
with Rachel and to include her at that critical time. “If I lied to Rachel and said
that everything would be fine, she’d never trust me again.” She and Joel decided
to be honest and direct with their daughter and to be neither overly optimistic
nor pessimistic. When Rachel asked, “Will this (new medicine) make you better,
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Daddy?” he responded, “I really don’t know, Rachel. I hope so; the doctor thinks
it will make me feel better.” 

Lisa wisely handled the ambiguity of Joel’s illness and treatment by point-
ing out to Rachel the subtle changes in Joel’s functioning, thus validating the
reality of his physical decline. At one point, Lisa went out to dinner with friends
and told Rachel she could stay home with her father. “But Daddy can’t take 
care of me,” she said, obviously aware of her father’s weakness and debilitation.
Lisa explained that family friends would be with them so that Rachel would feel
safe.

Lisa reflected on communicating with Rachel about her father’s changing
physical condition this way: “I think the key to communicating was answering
her questions about the illness and treatment as they were happening, rather
than having to explain a sudden illness crisis that wasn’t attached to any con-
crete thing for her. 

“I understand why parents are reluctant to tell their young children about a
parent’s terminal illness. The hardest part for me was realizing that I couldn’t
protect Rachel from the pain of her father’s death. It hurts to watch my child in
pain. But then I realized that it isn’t a choice of whether she will hurt or not, but
whether I will know about it.” 

Rachel was a strong-willed child, and her parents valued and reinforced her
emerging independence. For example, in the following episode, Rachel
expressed her displeasure with her mother openly: 

“I came home from the hospital sad and exhausted and reprimanded Rachel
for some minor misdeed. She began to cry, and I realized that my anger was dis-
placed. So I apologized and told her that I was just tired and upset because
Daddy was so sick. Then I began to cry. I thought we were having a good cry
together, and I felt much better. 

“However, the next day Rachel said: ‘Remember yesterday I was crying?
You were crying too. I was crying first. Two people aren’t allowed to cry at the
same time.’ 

“My first impulse was to say, ‘I’m sorry. I’ll never do that again.’ But then I
thought better of it and said: ‘You know, Rachel, Mommies are allowed to be sad
too, and they are allowed to cry too. I’m strong and I can take care of you, but
sometimes I hurt too.’”

Rachel struggled with the many forced separations caused by Joel’s illness.
These included separations not only from her father but, most important to chil-
dren of her age, separations from her mother. In addition, there was a distinct
change in the affective tone of the relationship between Rachel and her mother
as Lisa struggled with the emotional highs and lows that are ubiquitous during
a loved one’s unpredictable but relentless course of terminal illness. Rachel was
distressed during this period and complained about the many times she was
sent to neighbors or friends when Lisa was at the hospital caring for Joel.

Death and Family Rituals

When Joel died, Lisa was prepared to address the four key issues that need to be
clarified for young children:
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• The body stops functioning when a person dies.

• Death is irreversible; the parent will not come back. 

• Death is different from what happens on television; dead people do not
come back again on reruns.

• Death has an emotional context: The people who loved the dead person
not only feel sad but also angry or afraid.

In this context, Lisa’s conversation with Rachel proceeded as follows: 
“Something very sad happened today. Daddy died. He isn’t going to be

here any more.” 
“When is he coming back?” 
“He can’t walk any more. He can’t talk. His heart stopped, and he isn’t

going to be any more.” 
“Where is he?” she asked. 
“People who cared a lot for him are giving him a bath and putting special

clothes on him so he can be buried.” Lisa then took Rachel’s man doll, found a
box, and showed her how a burial worked. 

“When is he coming back?” 
“Well, Rachel, when people die they don’t come back. We remember them

and we think about them, but they don’t come back.” 
Rachel still wasn’t satisfied. She challenged her mother’s story, “Edith came

back on Archie Bunker. Why can’t Daddy come back?” 
“Edith was on television. That was a picture, and we have pictures of

Daddy we can look at, but the pictures are not him.” 
“Can Daddy move in the box?” 
“When you are dead, you don’t move anymore.” 
“But when is Daddy coming home?” 
“Daddy isn’t coming home. He will never come home. We love him and we

will miss him, but he can never come home again.” 
At that point, Rachel began to cry, and Lisa joined her. After two or 

three minutes, Lisa felt that Rachel was beginning to understand that her 
father was dead. But the next day, Rachel again asked when he was coming
home.

Rachel attended her father’s funeral and walked with Lisa and other fami-
ly members from the synagogue to the burial site. When she became rest-
less during the funeral, Joel’s sister took her with her own children for some
lunch.

A few days after the death, Rachel said angrily: “Daddy didn’t say good-bye
to me. Why didn’t he say good-bye?” 

“I don’t know. He didn’t say good-bye to me either.” But after thinking
about the question, Lisa prepared a better answer for when Rachel asked the
question again several days later. She was becoming accustomed to the repeti-
tive nature of her daughter’s questions. This time she said: “You know, Rachel,
Daddy didn’t say good-bye because he didn’t want to leave us. He loved us very
much and he didn’t want to die, so he couldn’t say good-bye.”
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Bereavement and Reconstitution

Several weeks after Joel’s death, Rachel came home unhappy from preschool
and announced: “I don’t have a daddy, but everyone else has a daddy.” The 3-
year-old class tormentor had teased her about not having a daddy when all the
other children had one. She then began asking Lisa to get another daddy, which
seemed to signal her transition into the phase of reconstituting the family.

A few weeks later, Rachel said to her mother: “I’ll be your husband.” 
“Only a man can be a husband, Rachel. You are my daughter, and I really

want you to be my daughter.” 
“Edith (the housekeeper) can be your husband.” 
“Edith is a lady. As I told you, a husband has to be a man.” 
Rachel thought about this for a while, then said, “Samuel (Lisa’s best

friend’s husband) can be your husband.” 
“Samuel already has a wife—Judith.” 
“Judith can get another husband.” 
“Marriage is forever. I can’t marry another person’s husband. What I need

to do is go out with different men until I find the right person. That won’t be
easy.” 

Lisa then described some of the attributes she was looking for, to which
Rachel added, “And he needs to be funny, and he needs to be a good daddy.” 

“Yes. But for right now, it’s just going to be you and me. But we can have a
lot of fun, and I can take care of you while I’m looking for a husband and a
daddy for you.” 

At last, Rachel seemed satisfied, but a few days later, she asked, “Did you
find a husband yet?” 

Several months after Joel’s death, Lisa encouraged Rachel to recall some of
the good times she had had with her father at the hospital: for example, having
a meal with him on his bed when he felt well enough. 

“Eating egg salad with Daddy was fun,” Rachel said, “but staying with
Elana (a family friend) was not fun!” 

“Why?”
“I wanted to stay with you.” 
“I know,” Lisa said, somewhat defensively, “but I had to stay at the hospital

and take care of Daddy.” 
Another incident that occurred during this period suggested to Lisa that

Rachel now understood and accepted the permanence of Joel’s death. When
Rachel and her 2-year-old cousin were playing, he asked her, “Where is your
daddy?” but she didn’t respond. But when he asked again, “Where is your
daddy?” she said emphatically, “My daddy got sick, he got medicine that made
his hair fall out, he went to the hospital, and then he died.” “Oh,” said the
cousin.

About a year after Joel’s death, Lisa felt she was ready to begin dating. How-
ever, she decided that Rachel had gone through enough traumatic separations
and didn’t want to subject her to a series of such experiences while she dated.
“Until I’m fairly sure that the relationship has a good chance of going some-
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where, I’m not going to involve my child and subject her to a series of unneces-
sary rejections. She has Joel’s brothers, who care about her, and the husbands of
some of our friends.” 

Typical of children in her age group, Rachel remained preoccupied with her
need for Lisa to find a new daddy for her, and she expressed resentment about
Lisa’s need to date. Lisa explained, “Dating is a necessary part of finding the
right daddy for you and the right husband for myself. It isn’t easy, but I need to
date to find out what a person is like.” 

Rachel thought for a while, then said: “Don’t date at night. Date when I am
in school.” 

Rachel stopped talking easily about her father a year or two after his death.
When Lisa mentioned him, Rachel often adamantly announced that she did not
want to talk about him. As time went on, Lisa worked hard to complete an
advanced degree and planned a career that would give her maximum flexibility
and time to bring up Rachel. Dating was easy compared with thinking about a
permanent relationship, which always made her anxious. If one husband had
died, it could happen again. The trauma of an unexpected tragedy that occurs at
such a young age is difficult to shake.

Cascade of Events

Rachel’s relationship with Joel’s family became distant rather quickly when Lisa
began dating, and it became even more distant when, four years after Joel’s
death, Lisa told his family that she planned to marry again. Rachel was 7 years
old at the time. Joel’s family felt that they didn’t understand their daughter-in-
law as well without Joel. She was involved with different people and pursuits
from theirs, and now she was moving out of their suburban village. They often
disapproved of Lisa’s values and goals, but said little; they simply didn’t see her
as much. Although they invited her and Rachel to their home on holidays, she
often went to visit her own family in the South instead. Their relationship with
Rachel became much more formal, with little real personal content or under-
standing. However, they did attend Lisa’s second wedding.

Before the wedding, Rachel spoke about Joel to her prospective stepfather,
Robert, because she wanted him to understand something that was extremely
important to her: “I like you very much, and I want you to be my stepfather, but
there is one thing you should know. You will always be Number Two in my
heart, and my father will always be Number One.” Robert understood and
worked hard to be accepted by Rachel as completely as possible. Many children
express this sense of loyalty to their biological parent and retain a special and
primary place for that parent when the surviving parent dates or plans to be
married. It was also hard for Rachel to accept Robert because she felt jealous
sometimes. She and Lisa had been “a team” for four years, and now she had to
share that special relationship. 

When Rachel entered first grade, at age 6 she was a bright, highly verbal,
engaging, and socially adept child who showed no evidence of having any
unusual problems concerning separation. Throughout grade school, she was
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viewed as an appealing, social child who had exceptional verbal skills. She did
well in a competitive private school that drew top students in the area. In the
fifth grade, she began to expect herself to do even better, to earn the very high-
est grades in all subjects. She felt disappointed in herself when it became clear to
her that her skills in mathematics were not at the same level as her verbal abili-
ties. That summer, she went away to camp and loved it. She showed no symp-
toms of distress at parting when she left. 

When Rachel was 10 years of age, Lisa gave birth to a son, and Rachel was
overcome with jealousy. She openly expressed her resentment about the time
Lisa spent caring for her brother and insisted that she was neglected and
rejected. Her grades took a nose dive, and she blamed this on her brother’s
presence. 

In the sixth grade, Rachel was fortunate to have a male teacher who recog-
nized and enjoyed her outstanding verbal and writing skills and encouraged
her to develop them. Rachel was buoyed up by his acknowledgment, and her
school performance was much better for a while. She became interested in writ-
ing poetry and wrote a poem entitled, “I Was a Tear on My Father’s Cheek.” She
was in the midst of establishing a different, more mature relationship not only
with her mother and stepfather but also with her deceased father. The poem
seemed to reflect her evolving sense of her relatedness to him as she began the
developmental process of forming a separate, independent identity. This relat-
edness was based on her memory and experience, but also on the memory of
others who spoke of him. She also became interested in boys, and they certainly
were interested in her. She was vivacious, enthusiastic, and able to hide her inse-
curities. Rachel had her mother’s ability to organize and function at a highly
productive level while experiencing severe internal distress. 

When Rachel’s brother was about 3 years old, it became apparent that he
had language problems—another stress on this family system. Rachel was 13
years old at the time and was aware of her mother’s increasing preoccupation
with obtaining professional evaluations that might clarify the nature of her
son’s problem so she could arrange for his care. The stress only increased as she
and Robert consulted specialist after specialist. 

Unhappily for everyone, Lisa and Robert finally separated when Rachel
was 14 years old. Although Rachel had resented Robert at first, she had become
fond of him; in fact, she had adopted his surname in addition to Joel’s. Robert
had given her the stable family she had always thought she wanted. When Lisa
and Robert separated, Rachel was furious, feeling abandoned and rejected
because she was losing a father all over again. Robert remained a responsible
provider and was emotionally supportive and involved with Rachel to the
extent the separation allowed. Because Rachel felt loyal to Robert as well as to
her mother, she even lived with him for a time. Lisa agreed to this because she
was prepared to do anything that would help Rachel feel better about herself. 

Meanwhile, Lisa struggled to divide her time among her son’s special
needs, her need to expand her career to compensate for the financial losses
caused by the divorce, and her attempts to understand and respond to Rachel’s
anger and sense of loss. Rachel’s depression was becoming another nightmare
for Lisa. 
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Suddenly, Joel’s family precipitated another family crisis. Upset because
Lisa had remarried and moved from their community and because Rachel had
added her stepfather’s surname to theirs, they decided to remove Rachel from
the family’s will and exclude her from holiday celebrations. Thus, Rachel expe-
rienced additional feelings of abandonment and loss. 

This coalescence of events precipitated a crisis in Rachel’s depression, and
she entered therapy. Lisa was frightened, but she carefully followed the thera-
pist’s advice about how to manage Rachel, and she was relieved when Rachel
slowly began to improve. Rachel was able to make good use of therapy, and her
school performance improved dramatically. She received the straight As she
had always wanted, became the editor of the school newspaper, and was chosen
for other leadership positions in her school. In her senior year, she was accepted
by a prestigious college, which would take her away from home. She also had a
boyfriend who shared her artistic interests. She was quite anxious about being
separated from her mother and her boyfriend when she went away to college. 

Lisa was extremely proud of Rachel’s successes and increased self-esteem
and was excited about her current choice of a writing career. Yet she worried
about Rachel’s ability to manage the separations and the possibility that her ear-
lier problems would reappear under the stress of doing college work and being
away from home. Rachel’s first year at college was a highly successful one.

Conclusion

Although the tremendous stress that Lisa and Rachel Klein experienced is obvi-
ous, both of them also had great strengths. How did these stresses and strengths
balance out? Does losing a parent at a young age—especially when the loss is
coupled with the inevitable separations, the well parent’s sadness and dejection
during the patient’s terminal illness and after the death—represent a trial by fire
to which some children succumb, whereas others become stronger? Does the
loss result in a psychological deformity that will forever poison every close rela-
tionship?

Rachel’s experience and the experiences of many other children who will be
described in this book suggest a different perspective about the effect of a par-
ent’s death on a child. The death of a parent is clearly not just a single event,
stress, or trauma. For the young child, it is more like a family tragedy that
changes much that existed before and shakes a child’s basic trust and sense of
psychological predictability. It is a tragedy that requires the child to undergo a
major psychological reconstitution after the death. The process of reconstitution
reflects not only the family tragedy but also the child’s stage of development
when the tragedy occurred and the quality of the buffers provided by the sur-
viving parent and other people in the child’s life. It seems obvious that some
changes that occur in children as a consequence of the parent’s death remain,
probably for life. However, the reconstitution is affected also by subsequent
events, including a broad range of secondary stressors that occur as a conse-
quence of the death or in addition to it. 

Perhaps the concept of the “cascade” of events will improve our under-
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standing of children’s reactions in these situations over time and through dif-
ferent stages of development. The “cascade” is a process involving a number of
events that may have a cumulative effect. Each stressful event may affect the
child’s self-esteem or self-confidence, which in turn shapes (and often distorts
or exaggerates) the individual’s perception of or response to subsequent events. 

The parent’s death shakes young children’s emerging sense of trust in the
inalienable right to the comfort and security provided by a loving parent and
the emerging sense that ‘the world is my oyster.’ Added to this is the fact that a
young child’s ability to process and understand an event such as death is lim-
ited. Helpful rationalizations and explanations such as “Mother loves me even
though she can’t be with me because someone else needs her even more” and
“Every occurrence is unique unto itself, and future occurrences should not be
judged on the basis of previous but unrelated events” are not available at this
stage of development. Even cause and effect as a concept does not really exist,
certainly not when it is used to explain an absence that causes such pain. Emerg-
ing trust, security, confidence, and self-esteem as a mirror of the esteem the
young child senses from others—all these emerging good things may be altered
significantly by the family tragedy. 

The reconstitution that takes place after a parent’s death is not like putting
Humpty Dumpty together again. The surviving parent’s ministrations, prepa-
ration, love, support, and ability to understand and respond to the child’s
despair are buffers that mitigate some of the ravages of the family tragedy and
provide anchors that the child can use to construct a new Weltschauung, a view
of the world that incorporates the reality of the loss. Although providing all
these things to the child is tremendously difficult for a grieving parent, Lisa
Klein managed to do it remarkably well. 

Do vulnerabilities remain, even when the surviving parent desperately
attempts to eliminate them in an effort to return the child to the person he or she
was before the death? Rachel’s vulnerability seemed specific and almost pre-
dictable, given her age and developmental stage when the family tragedy
occurred. Her ‘cascading responses’ to the subsequent stressful events in her life
focused on loss as the theme of her young life: loss of her father, loss of her
mother when she took care of Robert, more loss of her mother after the birth of a
brother who needed an extraordinary amount of attention, loss through divorce
of a stepfather she had grown to love, and loss of her father’s family, which
rejected her. Some of these events—the surviving parent’s dating and remar-
riage, a new sibling, a less exclusive relationship with the surviving parent—
cannot and should not be prevented. However, when these anxiety-producing
life events are preceded by a major family tragedy such as a parent’s death, the
child’s perceptions and reactions may be altered no matter how well reconsti-
tuted the family relationships are during the first year or so after the death. Chil-
dren who experience early loss may overreact to future losses much like the
body responds to an allergen. The strength of the reaction is probably influ-
enced by a child’s temperament, previous life experiences, and the quality of the
surviving parent’s support. 

Even at the end of Rachel’s story, when she was doing exceptionally well,
we saw that her world view continued to be shaped by the family tragedy. Her
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anxiety about going away to college revealed an apprehension that she might
never be able to return home or might not have a loved one at home to return to.
This suggests that her “lenses” have been changed forever. “Ground” by the
family tragedy and reconstitution and “re-ground” by subsequent events, the
lenses may distort her view of separations for life. Alternatively, however, her
view of other events and other human conditions may be sharpened as a conse-
quence of this tragedy. As she continues to have positive, successful experi-
ences, she may develop a view of herself as being less vulnerable to loss and
more able to survive and overcome. 

Rachel’s narrative allows a conclusion not possible in the other cases that
will be presented. An event, even one as dramatic and tragic as a father’s death,
may still be just a single tragic event. To gain a better perspective on the power
of such an event in shaping a life requires careful prospective information. I
have a 14-month window into the lives of some children following the death of
their parent. The glimpse into Rachel’s 15-year window is humbling to the sci-
entist seeking to predict future reactions based on previous events. But perhaps
a predictive algorithm is not the best model for understanding the import of an
event on future events. As will become clear in subsequent chapters, the out-
come and adjustment of the children after 14 months, were powerfully influ-
enced by other circumstances and other events, which perhaps had an effect
even more powerful than the death of the parent. That is the message that
Rachel’s narrative underscores—the need to develop long-term, prospective
narratives, which may gradually help us understand the importance of a stress-
ful event at a particular point in the development of an individual. 



2
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Childhood Bereavement Studies

I recently saw Charlie Rose interview an eminent author on a Public Broadcast-
ing System program. This author described a personal experience that had been
crucial in his life. When he was 4 or 5 years old, he was sent away from home to
stay with relatives. When he came home a few months later, he was told his
mother was away on a trip but would return—soon. He remembers asking a
few times when she was coming back, but something about his father’s and
grandparents’ response when they said ‘soon’ dissuaded him from pursuing the
topic. As the months became years, he often cried alone at night and wondered
what he had done to keep his mother away. Many years later, he discovered that
she had died of cancer. He described his anger at his family for having subjected
him to such cruel uncertainty as a child—uncertainty that filled him with guilt
and self-recrimination. This type of story is not uncommon: It exemplifies the
belief still permeating our culture that children should be protected from
painful information.

The studies that are summarized in this chapter underscore the support chil-
dren feel when they are informed and are an integral part of the family, which
does not withhold important information from them. Four relevant areas are
reviewed: (1) the evolving models proposed to explain the complexity of how
children cope with bereavement, (2) the relevance of models of traumatic stress
to childhood bereavement, (3) the retrospective and prospective studies of adult
and child bereavement, and (4) the relationship between divorce, traumatic
death, and anticipated death. These perspectives help us to understand the vari-
ations in the findings from different studies and to clarify the significance of this
research. I hope this book will add to the information that may gradually replace
mistaken beliefs about children’s grief—beliefs that may interfere with a child’s
optimal coping with the family tragedy of a parent’s death from cancer.

Evolving Bereavement Models

Early Psychoanalytic Theories

The ‘scientific’ examination of the process of mourning began with Sigmund
Freud’s classic paper on mourning and depression (Freud, 1915/1957). In addi-

11
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tion to his psychoanalytic work with emotionally disturbed adults, his under-
standing of mourning was influenced by his self-analysis after his father’s death
(Freud, 1905). Freud believed that the task of mourning required the gradual
freeing up or withdrawal of psychic energy that had been attached (cathected)
to the internal representation of the dead parent so that psychic energy would
be available to form new attachments. The inability to form such attachments,
he hypothesized, would result in melancholia (depression). Because children
whose parent died were viewed as incapable of engaging in such an arduous,
psychological mourning task, they were vulnerable to later psychopathology.

Many other authors built on and amplified Freud’s insight, based on their
psychoanalytic work with adult patients (Abraham, 1927; Shafer, 1968; Volkan,
1981). Others added insights from the psychoanalysis of emotionally disturbed
children (Freud, 1960; Furman, 1974). For example, Erna Furman observed that
children as young as 3 years old had the capacity to mourn because they had
attained object permanence (the ability to accept emotionally that they were
separate from the parent and that the parent continued to exist even when not
physically present). She also believed that parents could support a child
through this process in ways that would not compromise the child’s later devel-
opment. Furman’s book, which includes pertinent personal communications
from Anna Freud, remains an excellent resource on psychoanalytic thinking
about childhood grief.

Modifications of Psychoanalytic Views

John Bowlby (1969, 1973, 1980), who was originally a psychoanalyst, was influ-
enced by his observations of how children between the ages of 1 and 3 years
reacted when separated from their mother. He observed that their responses to
separation strongly resembled those of bereaved adults: protest, followed by
despair, then apathy. His observations were bolstered further by a careful syn-
thesis of accumulating studies of children separated from their parents (Freud &
Burlingham, 1974; Heinicke, 1956; Robertson, 1953; Spitz, 1946).

Bowlby (1980) also drew on Furman’s case descriptions of children who
were seen in a psychoanalytically oriented therapeutic nursery and concluded
that infants as young as 6 months experienced grief reactions when separated
from a parent, thereby challenging the validity of traditional psychoanalytic
conclusions that children could not grieve. He also observed that adults often
had difficulty communicating accurate information to children about the loss of
their parent and that they had difficulty coping with children’s open and con-
frontational thoughts and feelings about the loss. Bowlby proposed that even a
young child could mourn a lost parent under certain favorable conditions,
including a reasonably secure relationship with both parents before the loss,
prompt receipt of accurate information about what had happened, encourage-
ment to ask relevant questions, the opportunity to participate in funeral rites,
and the comforting presence of the surviving parent.

Bowlby (1980) and others (Kliman, 1965; Silverman & Worden, 1992a; Wor-
den, 1996), questioned the idea that emotional detachment (i.e., decathexis from
the lost parent) was the desirable outcome for anyone, whether child or adult.
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They found that most children retained a psychological relationship to the lost
parent, a relationship that underwent revision at different stages of develop-
ment and with changing life events. Furthermore, they found that this process
seemed to be one that was largely adaptive for children. The life events shared
by Rachel Klein in Chapter 1 illustrate these insights.

Three Models of Adaptation to a Parent’s Death

A broad range of individual case studies and quantitative research have been
carried out over the past three decades. In reviewing these studies, Clark and
colleagues (1994) suggested two models that characterized retrospective studies
with adults: the blunt trauma model and the shock-aftershock wave model. In
addition, they proposed a third model—the cascade model—that might better
account for children’s adaptation over time.

Blunt Trauma Model

The blunt trauma model was reflected in the earlier, more traditional per-
spectives concerning childhood bereavement. In this model, parental death was
conceptualized as a single event: a discrete blow that was “bounded in time,
powerful in impact, and more disruptive for children than adolescents” (Clark,
et al., 1994, p. 128). The focus was on the nature of the event and the child’s
developmental stage when the event occurred. This approach was reflected in a
range of mostly retrospective studies that tried to identify a connection between
adult psychopathology and the loss of a parent during childhood. Although
some investigators were able to find such connections (Bowlby, 1980; Brown, et
al., 1986; Finkelstein, 1988; Furman, 1974; Rutter, 1966; Tweed, et al., 1989), oth-
ers disputed their existence (Berlinsky & Biller, 1982; Osterweis, et al., 1984; Van
Eederwegh, et al., 1982). This disagreement challenged the simplistic and linear
reasoning of an approach that looked for a specific event in childhood to explain
adult psychopathology.

Shock-Aftershock Wave Model

In a series of retrospective studies, researchers were able to shed light on the
process that links early parental death and adult depression (Bifulco, et al., 1987;
Brown et al., 1986; Harris, et al., 1986; Harris, et al., 1987). They found that the
quality of care after loss of the mother mediated the relationship between the
loss in childhood and depression in adulthood. This finding suggested that a
specific type of insufficient care may be an underlying factor related to later vul-
nerability. Saler and Skolnick (1992) had similar findings from a more recent ret-
rospective study. Children who were allowed to speak openly about the death
with the surviving parent and other family members and who received a high
level of care and affection from the surviving parent appeared to be protected
against later depression.

These studies emphasize the role of multiple intervening factors that have a
continuing impact on the developing child over time. Furthermore, they sup-
port the observation that a parent’s death is not the single event that determines
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the later outcome of that experience. Specific situational factors that may play a
crucial role in children’s adjustment also must be investigated. Finally, changes
take place within a child as he or she experiences and reexperiences grief during
successive stages of developmental. Thus, Clark and his colleagues (1994)
referred to this process as a series of shocks and aftershocks.

Cascade of Events Model

In a further refinement, researchers have focused on an expanded view of
the long-term developmental effects of a parent’s death and how these effects
emerge in the child. Parental death may result in later psychopathology, or what
Rutter (1994) called a “carry forward” of the effects of the stress and adversity.
Precisely how these processes occur over time is unknown; thus, the subject is
clearly an important one for future research.

Other researchers (Clark et al., 1994; Garmezy, 1983; Krupnick, 1984) sug-
gested that the term “cascade” would aid in understanding the interactions of
the child’s stage of development, the specific meaning of the parent’s death to the
child, subsequent life stressors, and the child’s characteristics of vulnerability
and resilience, which potentially exacerbate or buffer the effects of stressors at a
particular point in the child’s development. Psychopathology may result from
the heightened vulnerability set in motion at the time of the parent’s death. In
addition, the death may trigger a cascade of significant life changes that influence
the child’s psychological development for a lifetime as well as immediately.

Traumatic Stress

Is the anticipated death of a parent from cancer a ‘traumatic event’ as trauma is
currently defined? The literature on childhood bereavement and the literature
on children’s responses to traumatic stress have developed in parallel, but the
interaction between the two subjects has been limited (Figley, et al., 1997). Ear-
lier bereavement theorists often spoke of a parent’s death as inevitably a trau-
matic event, a designation that was challenged by stress theorists who viewed
traumatic stresses as requiring specific types of behavioral responses and reac-
tions (Eth & Pynoos, 1985a; Eth & Pynoos, 1985c).

The last two decades have been especially rich in studies exploring the sig-
nificant parameters of children’s traumatic stress and its psychopathological
companion—posttraumatic stress disorder (Pynoos, et al., 1995; Terr, 1995). The
explosion of professional awareness of childhood traumatic stress, such as sex-
ual and physical abuse, as well as catastrophes such as fires, shootings, hostage
situations, and floods, have yielded data that have spawned complex models of
traumatic stress. Pynoos and colleagues (1995) formulated an elegant model of
childhood traumatic stress in which the posttraumatic distress is derived from
the traumatic experience and from subsequent traumatic reminders and sec-
ondary stresses.

Although the death of a parent from cancer is a painful psychological expe-
rience that may have lifelong repercussions for children, there may be quantita-
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tive as well as qualitative differences in children’s responses to experiences
involving the death of a parent through dismemberment, suicide, or homicide
(Cerel, et al., 1999). Some children who have had such experiences evidenced
the range and intensity of traumatic reactions that are consistent with a diagno-
sis of posttraumatic stress disorder (DSM IV, 1994). Such traumatic stress reac-
tions include agitated or disorganized behavior; intense fear, horror, and/or
helplessness; traumatic re-experiencing of the event; avoidance of stimuli asso-
ciated with the event; or persistent symptoms of increased arousal. A frequently
described impediment to children’s grief after a traumatic death is preoccupa-
tion with the circumstances of the death, sometimes the gruesome image of the
body (Nader, et al., 1990; Pynoos, et al., 1991; Pynoos, et al., 1995).

Relevance to Bereavement Models

In what way might traumatic stress models be relevant to childhood bereave-
ment? Although the experiences of traumatic stress and anticipated parental
death result in quite different responses, concepts of proximal and distal sec-
ondary stressors (Cicchetti, et al., 1993; Pynoos, 1992) and proximal and distal
traumatic reminders (Pynoos et al., 1991; Pynoos et al., 1995) are relevant to
childhood bereavement models. A proximal secondary stressor or traumatic
reminder is defined as one that occurs within the first year after the stressful
event, a distal secondary stressor or reminder is defined as one that occurs more
than a year after the stressful event.

Secondary Stressors

A number of predictable events that occur after the parent’s death may also
cause stress because of their psychological relationship to the parent’s absence,
illness, or death. These events are referred to as secondary stressors, and they
occur as a consequence of the impact of the primary stressor or take on special
significance because of the original stressor. An example of this concept arising
from an anticipated death might include the following: when separation is a sig-
nificant developmental stage-related stressor during the 6 months before or
during the 12 months after the death; when a child returns to school or pre-
school; when a parent goes to work or even leaves the house to go shopping.
These experiences can invoke proximal secondary stress because the event acti-
vates the young child’s fear of separation, which played such a prominent role
during the terminal stage of the dead parent’s illness. However, when the sur-
viving parent begins dating, remarries, or has additional children, or when the
child reaches adolescence and goes away to college, all of which are psycholog-
ically related to separations, earlier separation anxiety may be reactivated and
hence be a distal secondary stressor.

Anticipatory Stressors

Anticipatory stressors are not a part of extant traumatic stress or bereave-
ment models. I include them here to clarify similarities and differences from the
more traditional proximal and distal secondary stressors, which do play a sig-
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nificant role in traumatic stress models. Anticipatory stressors during the termi-
nal stage of illness could take the form of anticipatory fears about the parent’s
possible death. The stress during the terminal stage of a parent’s illness includes
the increasing awareness that the parent could or probably will die. This aware-
ness may constitute such an anticipatory stressor.

Traumatic Reminders

Proximal reminders following the anticipated or traumatic death of a parent
(Pynoos et al., 1991; Pynoos et al., 1995) might include, for example, Father’s
Day or Mother’s Day, the dead parent’s birthday, and even family holidays such
as Christmas and Thanksgiving. Distal reminders may occur as the child con-
tinues the ongoing renegotiation of the relationship to the dead parent through
successive stages of development.

It is estimated that about one-quarter of parental deaths of children under
17 years of age are unexpected (World Health Organization, Office of Publica-
tions, 1991). It may be necessary to separate this group of potentially more trau-
matic deaths (sudden deaths, accidents, suicides, and homicides) from antici-
pated deaths to compare the reactions and responses of the children. However,
due to the difficulty of obtaining a large enough study sample, some research
has included both types of death, often without sufficient statistical power to
allow a comparison of responses to these two potentially very different experi-
ences. Studying children’s responses and outcomes to a death of a parent from
cancer offers the possibility of clarifying similar or different symptom constella-
tions when death can be anticipated.

Studies of Bereaved Children

When it became apparent that bereaved children’s responses needed to be stud-
ied as they were occurring rather than relying only on later recollections (Oster-
weis et al., 1984), several prospective studies using nonclinical samples and
comparison or control groups were developed. Tremblay and Israel (1998) and
Sandler and colleagues (1992) provide excellent critiques of their findings and
methodology. The major findings from these studies are summarized here.

Prospective studies, most of which include both sudden and anticipated
parental deaths, suggest that the majority of children experience elevated levels
of a range of symptoms such as depression, anxiety, somatic complaints, and
behavior problems both before the death in the case of anticipated death and in
the short-term aftermath of a parent’s death (Christ et al., 1993; Christ, et al.,
1994; Siegel, et al., 1996a; Siegel et al., 1992). These findings suggest that children
may constitute a vulnerable population at increased risk for social impairment
and/or psychopathology not only during the immediate postbereavement
period, but extending into adulthood as well (Berlinsky & Biller, 1982; Brown, et
al., 1986; Finkelstein, 1988; Kaffman, et al., 1987; Kranzler, et al., 1983; Osterweis,
et al., 1984; Siegel, et al., 1992; Tweed, et al., 1989; Van Eederwegh, et al., 1982;
Weller, et al., 1991; Worden, 1996).
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On the other hand, there is an unresolved question. Some studies have
found that bereaved children are comparable to their normal peers approxi-
mately one year after a parent’s death, as judged by many commonly used indi-
cators (Saldinger, et al., 1999; Sanchez, et al., 1994; Siegel, et al., 1996a; Silverman
& Worden, 1992a; Van Eederwegh, et al., 1982; Worden, 1996). A range of
methodological issues may have affected these outcomes: (1) Most samples
include predominantly intact middle-class families, and exclude children with a
psychiatric history. The strengths and resources available in these families may
have impacted favorably on the children’s adjustment process. A more socio-
economically diverse sample of bereaved children could yield a different adjust-
ment profile among the children. (2) Some studies have relied on standardized
measures of anxiety and depression. It is possible that the manifestations of
problematic adjustment to the loss of a parent are more subtle than those
assessed by such measures. Incorporating other measures, such as a clinical
diagnostic assessment, might more comprehensively identify children who
experienced difficulty adjusting to parental death. (3) Some studies used only
the parent’s report of the children’s behavior. In bereavement situations, par-
ents, especially fathers, have been found to underreport their child’s depressive
symptoms (Sanchez et al., 1994). (4) There are no long-term evaluations of these
samples. A longer-term follow-up may be necessary to identify children who are
at increased risk of experiencing a delayed grief reaction to parental death.
Indeed, a recent study reported that serious emotional/behavioral problems
attributed to the experience of parental death doubled from one year to two
years postdeath (Worden, 1996).

These findings continued to underscore the importance of the complex and
often highly stressful events that follow parental death as being at least as, if not
more important, in determining the child’s adjustment than the death itself.
They also provided more detailed findings about the events that resulted in
poorer or better outcomes (Arthur & Kemme, 1964; Cohen, et al., 1977; Raveis,
et al., 1999; Sandler, et al., 1992; Worden, 1996). Such events included the par-
ent’s neglect, the surviving parent’s severe depression, an unhappy relationship
between the child and the parent, the lack of parental warmth, perceived open
communication with the surviving parent, and the parent’s active coping style
(Gray, 1989; Kranzler, et al., 1989; Raveis, et al., 1999; Silverman & Worden,
1992a; Worden, 1996). Three additional moderating and mediating factors are
background characteristics, factors associated with the parent’s death, and
attributes of the family environment (Raveis, et al., 1999).

Background Characteristics

Background characteristics of the child, the deceased parent, and the family
may potentially have an impact on the process and outcome of a child’s grief
(see reviews: Berlinsky & Margolin, 1982; Osterweis, et al., 1984; Sandler, et al.,
1988; Tremblay & Israel, 1998)). Age and gender of the child (Elizur & Kaffman,
1982; Gray, 1987; Worden, 1996) and the gender of the deceased parent (Arthur
& Kemme, 1964; Cohen, et al., 1977; Van Eerdewegh, et al., 1985; Worden, 1996)
are identified most consistently as possible factors contributing to the child’s
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adjustment. Children younger than five years (Bowlby, 1980; Elizur & Kaffman,
1982; Elizur & Kaffman, 1983; Rutter, 1966) and those in early adolescence (Fris-
tad, et al., 1993; Gray, 1987; Raphael, 1982; Van Eerdewegh, et al., 1985; Wolfen-
stein, 1966) appear to be especially vulnerable to poor adjustment after a par-
ent’s death. Raveis et al. (1999) found that the younger children in a group
ranging in age from 7 to 17 years were more likely to have higher trait anxiety
during bereavement than were older children.

Some researchers have found that girls are more vulnerable to adverse con-
sequences after the loss of a parent (Birtchnell, 1972; Black, 1978; Brown, et al.,
1977; Van Eederwegh, et al., 1982), whereas others have observed that boys have
a more difficult time adjusting (Fristad et al., 1993; Lifshitz, et al., 1977). Still oth-
ers report no gender differences (Kaffman & Elizur, 1983). These inconsistent
findings may be explained in part by the importance of a gender match between
the child and the parent who has died. Investigations have documented that
such factors as the child’s gender and the deceased parent’s gender may operate
in conjunction with each other to increase the child’s risk, as in a gender match
between the bereaved child with the dead parent for girls younger than 11 years
or for adolescent boys (Rutter, 1966; Van Eederwegh, et al., 1982). However,
other studies have found no effects, or only modest effects, of a gender match on
bereaved children’s adjustment (Worden, 1996).

Factors Associated with the Parent’s Death

Studies have consistently found that when the death is sudden and unex-
pected and there is no opportunity to prepare the child for the death, subsequent
adjustment can be more problematic, at least in the period immediately follow-
ing the death (Furman, 1983; Kaffman, et al., 1987; Kranzler, et al., 1990; Krup-
nick, 1984; Parkes, 1972/1986; Worden, 1996). Most studies include both antici-
pated deaths (generally from cancer) and unanticipated deaths (generally from
heart attacks, strokes, or accidents) (Weller, et al., 1991; Worden, 1996). Some have
included deaths by homicide and suicide, as well (Worden, 1996). One study
included only fathers who had died a traumatic death while in the military
(Kaffman, et al., 1987). Trauma theory suggests that these experiences might be
different for children than anticipated deaths and that the traumatic stress reac-
tions to the death may impede, delay, or distort children’s grief process. In a com-
parison of 26 suicidally bereaved children with 332 non-suicidally bereaved chil-
dren Cerel, et al. (1999) reported the former were more likely to experience
anxiety, anger and shame and have more behavioral and anxiety symptoms
throughout the first two years after the death than the non suicidally bereaved
children. The admixture of bereaved children with children suffering from a pos-
sible traumatic stress reaction complicates the interpretation of these findings.

When the death is from an illness, such as cancer, and can be anticipated,
other factors related to the illness and the associated situation have been
thought to have an impact on the child’s adjustment: for example, the duration
of the illness (Black & Urbanowicz, 1987), advance knowledge of the impending
death or the degree to which the child was aware that the parent would die
(Black & Urbanowicz, 1987; Polack, et al., 1975; Wolfenstein, 1966; Worden,
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1996). Changes in the family’s lifestyle during the parent’s chronic illness, the ill
parent’s absence or withdrawal from family functions, and household economic
changes also have been suggested as factors that may have an adverse effect on
a child’s functioning before the death period (Christ, et al., 1993; Compas, et al.,
1994; Lewis, et al., 1993; Siegel, et al., 1992). These stresses and changes can con-
tinue into the period immediately after the death, potentially negating the ben-
efits of knowing in advance about the death.

The series of childhood bereavement studies conducted at Memorial Sloan-
Kettering Cancer Center focused on the pre- as well as the postdeath period.
Children reported higher levels of depression and anxiety during the parent’s
terminal illness than did children in a community sample—levels of depression
and anxiety that were reduced after the death (Christ, et al., 1991; Siegel, et al.,
1992; Siegel, et al., 1996). These findings suggested that the terminal phase of a
parent’s illness may be a period of greater psychological stress for children than
is the period after the actual loss.

What has not been reported is how children are affected by observing a par-
ent’s gradually deteriorating condition during the terminal illness, a parent
dying at home rather than in a hospital or hospice, or the stress caused when
children or adolescents are left in sole charge of an incapacitated parent. Clinical
experience indicates that these are not unusual situations. The responses to such
situations are described in the clinical chapters of this book.

Studying the responses of children before the parent’s death is challenging.
Death is a clearly defined point of entry for research assessments, whereas the
period before the death is more unpredictable in its duration and definition.
Accruing patients during this often tumultuous period is extremely difficult
because it requires cooperation and an excellent working alliance with the
patients’ physicians, who are understandably reluctant to anticipate death by
three to six months. It also is extremely difficult for parents and children to com-
mit to a study during this critical and highly stressful time, even when an inter-
vention is promised. Christ and her colleagues (1991) found that highly trained
and sensitive staff were required to make the extensive number of telephone
contacts needed to arrange each interview. However, an important understand-
ing of the stress caused by a parent’s death may be missed if the period before
the death is not included in future studies.

Attributes of the Family Environment

The quality of the child-care and the child’s relationship with the surviving
parent have emerged as among the mediators identified most consistently as
affecting the course and outcome of the child’s bereavement (Bifulco, et al.,
1987; Breier, et al., 1988; Gray, 1987; Harris, et al., 1987; Lutzke, et al., 1997;
Parker & Manicavasagar, 1986; Saler & Skolnick, 1992; Sandler et al., 1992; Sood,
et al., 1992; Strength, 1991; Tennant, 1988; Worden, 1996). More active coping
and less depression are attributes of surviving parents that contribute to the bet-
ter functioning of children after a parent’s death (Kranzler, et al., 1990; Worden,
1996). Other attributes of the family environment that have been most con-
sistently and strongly related to the children’s adjustment include parental
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warmth and family cohesiveness (Bifulco, et al., 1987; Harris, et al., 1987;
Lutzke, et al., 1997; Parker & Manicavasagar, 1986; Saler & Skolnick, 1992; San-
dler, et al., 1992; Sood, et al., 1992; Strength, 1991; Tennant, 1988).

A recent analysis of data from the Memorial Sloan-Kettering bereavement
study found that the child’s perception of the surviving parent’s level of open-
ness in general communication was highly correlated with the child’s level of
distress (Raveis, et al., 1999). This finding was consistent with the considerable
amount of clinical data indicating that healthy adaptation to parental loss is
more likely to occur when family relationships are characterized by a sharing of
information and the open expression of feelings about the deceased (Becker &
Margolin, 1967; Black, 1978; Cohen, et al., 1977; Furman, 1974; Kaffman, et al.,
1987; Rosenthal, 1980; Walsh, 1998; Worden, 1996). This finding also is consistent
with findings that family communication patterns about a parent’s death and
the events leading up to it are potentially important mediating factors in chil-
dren’s adjustment to a parent’s death (Black & Urbanowicz, 1987; Furman, 1974;
Furman, 1978). When family relationships are characterized by a sharing of
information and the open expression of feelings about the deceased, a child’s
healthy adaptation to parental loss is more likely to occur (Black & Urbanowicz,
1987; Cohen, et al., 1977; Kaffman, et al., 1987). On the other hand, it is conceiv-
able that a child’s perception of open communication with the surviving parent
may reflect an underlying positive quality in the relationship that leads to better
adaptation.

Children also are affected by the stability of family circumstances and the
availability of social support for them and surviving parents (Elizur & Kaffman,
1983; Gray, 1987; Kranzler, et al., 1990; Silverman & Worden, 1992b; Tremblay &
Israel, 1998). When a parent is dying, children react to inconsistencies in the
family’s daily environment and to unpredictability in the family’s daily routine
(Furman, 1974; Osterweis, et al., 1984; Rutter, 1983), as well as to changes that
occur after the parent’s death: for example, economic changes (changes in
income level), a new residence, a new school, and the surviving parent’s remar-
riage (Black & Urbanowicz, 1987; Brown, 1961; Cohen, et al., 1977; Finkelstein,
1988; Hilgard, et al., 1960; Kaffman & Elizur, 1983; Osterweis, et al., 1984; Rutter,
1966; Rutter, 1983; Worden, 1996). Bereaved children in families with high
incomes and those in which the parents perceived their finances as adequate
were less likely than those from less affluent families to exhibit symptoms of
anxiety and to have learning problems (Worden, 1996). These findings empha-
size further the possibility of different outcomes among children in different
socioeconomic samples.

In summary, the responses of children followed in prospective studies
showed that there is indeed a great deal of complexity in responses. First, it is
not the parent’s death alone but the type of care the children receive before and
after the death that is a significant factor in the outcome. Added to that are other
factors, ranging from the surviving parent’s depression and loss of family
income, the child’s perception of open communication, and a second marriage
that the child cannot accept. Findings from both retrospective and prospective
studies suggest that bereaved children’s eventual adjustment is affected not
only by external factors—the most important of which may well be the surviv-
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ing parent’s ability to support the child’s coping efforts—but also the changes
that take place within the children over time as they experience and re-experi-
ence grief and mature in various domains (Edelman, 1994; Harris, 1991; Silver-
man, 1986; Silverman, 1989; Worden, 1996).

Traumatic and Anticipated Death and Divorce

In what way might the loss by divorce be similar to or different from the antici-
pated or unanticipated death of a parent? Child guidance groups in schools
often include children who have experienced these types of losses. Their com-
mingling does not seem to reduce the therapeutic efficacy of such interventions.
Clearly, these experiences pose difficult challenges. There are similarities as well
as important differences in factors that influence the outcomes from these three
experiences (Hetherington, 1993; Kalter, 1990; Mishne, 1984; Pynoos, 1992; San-
dler, et al., 1988; Saucier & Ambert, 1982; Wallerstein & Blakeslee, 1989; Worden,
1996).

In general, children whose parents divorce are more negatively affected by
parental conflict, the loss of economic support, and a feeling of guilt and rejec-
tion. Boys appear to be more negatively affected than girls; they are usually
raised by their mother after divorce, and that gender mismatch can be difficult.
In addition, support from the extended family and the community is often com-
promised. Children whose parent dies are affected by closed communication
patterns in the family, by an inadequate relationship with the surviving parent,
or both. However, support from the extended family and the community may
be more available to bereaved children than to children of divorce.

Perhaps most important is the predominant stress in each situation and the
most prevalent reaction of children facing the situation. In divorce, the unique
stress is divided loyalties; in parental death, it is the death; in trauma, it is the
shock and the threat. In divorce, the primary affective responses are anger, guilt,
and sadness. In parental death, the primary responses are grief and apprehen-
sion. And in traumatic death, the unique responses include terror, intrusive
reminders, and hyperarousal. All three situations share loss and change as stres-
sors, and grief, anxiety, sadness, loss of self-esteem, and loss of sense of control
as shared responses. The similarities and differences in the reactions of children
to the three classes of events are summarized in Table 2.1

Summary

The death of a parent is never an easy experience for young children and ado-
lescents—nor is it a benign one. We have learned that even very young children
benefit from preparation and timely information that facilitates making a mod-
icum of sense out of a horrible situation. To provide this information, both par-
ents and professionals have had to overcome their own cultural and personal
barriers. We now understand that children grieve, although they do so differ-
ently from adults, and they need the opportunity to grieve by receiving timely
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and appropriate information; younger children need a model of how to grieve.
As we have expanded our knowledge base, we have begun to understand that
it is not only death, or even the particular death itself, that may be the most sig-
nificant factor in the child’s ultimate adjustment, but the supports the child
receives, most importantly from the surviving parent. More recently, we have
found that it is not only the death but also the events that precede the death that
may pose the most difficult challenge when death can be anticipated.

It is increasingly apparent that the concept of detachment, ridding oneself
of emotional ties to the dead, does not describe the course of mourning for chil-
dren. We are beginning to understand how a child’s relationship with the dead
parent changes as the child matures.

Today, there is compelling evidence that the death of a parent is better
understood by a cascade model than by a single-event model. But what about
the notion that the death of a parent is a traumatic stress? There, too, the evi-
dence suggests that there are significant differences between the predominant
outcome in bereavement and the outcome after a traumatic death. That doesn’t
mean that some factors proven to be relevant in the traumatic stress model are
not useful for developing a more comprehensive predeath-postdeath model of
bereavement. A bereavement model may benefit from borrowing aspects of the
traumatic stress models, such as bereavement reminders and proximal and dis-
tal secondary stressors. Although the similarities of bereavement to divorce are
greater than those for traumatic death, important differences suggest different
areas for intervention and for mediation of stress specific to divorce.

Studies using a stress-and-coping model have identified a variety of risk
and protective factors for and strengths and vulnerabilities in bereaved chil-
dren. Several ways in which these factors interact with each other over time
have been suggested. However, the strength of their correlations is generally
insufficient to make them useful on an individual case basis (Rutter, 1989).

What is missing in the literature is the kind of detailed description of chil-
dren’s and family’s experiences that might clarify for families and clinicians
how bereavement is expressed within families over time. We must also look at
the responses of all those in the child’s environment to see which result in better

Table 2.1
Death, Divorce and Traumatic Stress: Differences and Similarities

Experience Unique major stresses Unique major responses

Death of parent Death Grief, apprehension

Divorce Divided loyalties Anger, guilt, sadness

Traumatic death Shock, threat reminders Terror, intrusive reminders,
hyper-arousal

Shared stresses and 
responses

SHARED STRESSORS: 
Loss, change

SHARED RESPONSES: 
Grief, anxiety, sadness, loss of

self esteem, loss of sense of
control



Childhood Bereavement Studies 23

rather than poorer outcomes. As an administrator, supervisor, and researcher, I
was keenly and sometimes painfully aware of our limited knowledge as we
implemented our interventions. But these interventions, which involved multi-
ple contacts with families and careful documentation, produced the information
base that provided the needed descriptions and analyses.

We also need a clarification of the relationship of development to the way
children cope with stressful experiences. The developmentally specific sections
in this book, together with the children’s clinical outcomes, represent an effort to
translate the quantitative research findings into clinically relevant and informa-
tive descriptions, which gain in specificity when related to the children’s devel-
opment. The goal is to improve our understanding of the various ways in which
these factors interact, the patterns that emerge, and the processes that result in
better outcomes. Finally, this study provides descriptions of children’s reactions
during the terminal stage of a parent’s illness, descriptions of how development
influences children’s coping, and a sample that excludes all unexpected deaths
that potentially result in traumatic stress.
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Stages of the Illness and 
Child Development

Two dimensions provide a frame for our understanding children’s responses and
outcomes. One is the family’s responses as the illness progresses through its var-
ious stages, the second is the sequential, developmental changes that occur as the
child ages. These two factors form a structure within which the complex interac-
tions that affect each child’s adjustment to this family tragedy can be studied.

Psychosocial Stages of Cancer

The anxiety experienced during the course of a cancer illness waxes and wanes.
Points of severe stress are predictable and define the different stages. Under-
standing these stages helps to clarify the family’s reactions and to plan psy-
chosocial interventions. Each stage requires specific, adaptive tasks that chal-
lenge both patient and family (Christ, et al., 1991).

Initial Psychosocial Stages of Cancer

The initial stages of cancer include the diagnosis, treatment, termination of treat-
ment, normalization, survivorship, recurrence, and experimental treatment. For
many, survivorship or ‘cure’ is the final stage they will experience. For others, the
recurrence, metastasis, or the development of a second cancer, sometimes related
to the treatment of the first cancer, means a changed prognosis. Now, with newer
treatments, even that course can lead to survivorship. For this book, patients
were invited to participate only when their illness progressed beyond these ini-
tial stages of cancer into the terminal stage of their disease.

Diagnosis

For young adults, a cancer diagnosis constitutes a powerful and abrupt con-
frontation with mortality. While coping with the specter of an untimely death
and a numbing sense of disbelief, patients find that they must give up the com-
forting aspects of psychological denial because they must make important treat-
ment decisions.

24
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Treatment

The treatment for cancer in young patients is intensive and aggressive
because the disease tends to be aggressive, and the young person’s general good
health permits more aggressive treatment. The side effects are commensurate
with intensive treatment, and include severe nausea and vomiting, fatigue, hair
loss, weight loss, precipitous drops in blood counts, and toxicity from the drugs
that can be life threatening. Families with young children are thrown into chaos
as the patient’s treatment schedule takes priority and the healthy spouse strug-
gles to adjust to the new roles and functions required by the presence of an ill
spouse.

Survivorship

With advanced medical treatments, increasing numbers of cancer patients
can anticipate remission, cure, or at least longer control of their disease. How-
ever, even survivorship extracts a price: social and psychological rehabilitation
remain among the most difficult issues for cancer survivors (Christ, 1987; Gotay,
1987; Koocher, 1983; Kornblith, 1998; Mellette & Franco, 1987; Siegel & Christ,
1995; Tebbi & Mallon, 1987). The powerful, life-threatening impact of cancer
diagnosis and treatment makes returning to former roles and responsibilities
difficult. The idea that cancer survivors can resume their lives unchanged after
successful treatment is not consistent with the experience of the majority of sur-
vivors (Christ, et al., 1995). Instead, the illness often creates a major discontinu-
ity in their lives, culminating in lasting changes in how they perceive them-
selves and their future (Cella, et al., 1987; Fobair, et al., 1986).

Recurrence and Metastasis

If the patient’s expected life span is suddenly cut short by a recurrence or
metastasis, the family’s emotional reactions can be as severe as those experi-
enced when a patient progresses steadily to the terminal stage after the initial
diagnosis (Worden, 1991). Most patients in either situation experience disap-
pointment, anger, and, especially troublesome, guilt: “If I had taken better care
of myself,” they wonder, “could I have prevented the cancer from progressing?”
They struggle with feelings of bitter disappointment, helplessness, hopeless-
ness, and grief, but taking the next steps of deciding on new treatments and
planning for their family’s future well-being means that they must master these
feelings quickly. At this point, however, treatments are likely to be more aggres-
sive and intensive and to have more potential for severe side effects.

Experimental Protocols

When proven treatments are ineffective, patients must explore experimen-
tal treatment options, the efficacy and potential side effects of which are far less
predictable than conventional treatments. Often, the patient, family, and med-
ical staff disagree about what course to pursue. Physicians may also disagree
with each other in the absence of standardized approaches. Some patients
described in this study became frantic about prolonging their lives at this stage
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and were impatient with the extreme care and slower pace at which experimen-
tal protocols are implemented. Some began searching for alternative, nonscien-
tifically based therapies; a few combined alternative or complementary thera-
pies with experimental treatments.

End Stages of Cancer

This study follows patients and their families through the three late stages of
cancer: the terminal stage, the death, and the bereavement and reconstitution
stage. Because these stages have the greatest impact on the patient’s spouse and
children (Christ, et al., 1994; Siegel, et al., 1996), knowledge about them clarifies
the context of some of the families’ reactions.

Terminal Disease

The terminal stage of cancer is a time of high psychological stress. Our expe-
rience indicated that the impact on families of the terminal phase of cancer was
generally more dramatic and stressful than the period after the death. It is filled
with immobilizing uncertainty, intense fear of sudden acute physical symp-
toms, chaotic schedules and unpredictable separations, overwhelming practical
and sometimes physical demands, and increasing, unrelenting dread of the
moment when the actual death occurs. As the patient’s condition deteriorates,
more symptoms appear. When successive treatments prove to be ineffective, all
members of the family struggle to function in an intense emotional climate. It
was this clinical experience that guided our research to begin studying children
and their families before the death occurred. The high levels of depression and
anxiety observed in children during the terminal phase is not surprising, given
this scenario (Siegel, et al., 1992; Siegel, et al., 1996).

Death

Telling children that their parent has died and contemplating how they can
participate in the funeral and burial rites evokes great apprehension in many
parents. Although no amount of preparation can prevent their pain and shock,
surviving parents can limit the destructiveness of an acute traumatic reaction
that may complicate the necessary and inevitably painful mourning process by
having ongoing, thoughtful dialogues with the children about events during the
terminal phase as they occur. The variations in this process for children of dif-
ferent ages will be described in subsequent chapters. I, as well as others (Silver-
man & Worden, 1992a; Silverman & Worden, 1992b; Sood, et al., 1992), found
that the funeral and burial rites provide children with great solace and support
if they are prepared in advance and able to participate.

Bereavement and Family Reconstitution

After the patient’s death, the survivors enter into a period of reconstitution,
which includes both bereavement and the reorganization of family life without
the patient. When these tasks are well underway, the family establishes a new
homeostasis, and the children feel confident about the surviving parent’s ability
to take care of them emotionally and physically. For adolescents, however, con-
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flicts regarding autonomy, responsibility, and separation can become pro-
nounced, as we shall see in later chapters.

Contribution of Development

Background
Although a developmental stage paradigm is the most familiar, not all scholars
agree that development proceeds by invariant qualitative or stage shifts that pro-
vide the child new options in the new stage. Organismic models (Lewis, 1997)
such as those of the psychoanalytic schools and the cognitive developmental
schools all find utility in thinking of development as invariantly progressing
through various stages. In marked contrast are the sociobehaviorist (Bandura,
1989; Sears, et al., 1957) and contextual models (Lewis, 1997) that represent
schools of thought that find no evidence for qualitative shifts in development
but, rather, emphasize an ongoing quantitative increment in development.
Whereas the theorists who accept stages think of an underlying biological-
genetic change that allows a qualitative shift into a new stage of development
(Luria & Vygotsky, 1976), the sociobehaviorist theorists feel that all develop-
mental changes are adequately explained by imitation, modeling, cultural
requirements, and observational bi-directional interactions. They argue that the
rules of development are not really different in the child, the adolescent, or the
adult (Sears, 1951; Sears, et al., 1957). All of these schools of thought offer two
perspectives. One is an interest in the driving force that underlies the changes
over time, the other is the data, the observations, and the concepts that provide
the material that gives rise to these theories.

My approach to development was more pragmatic: I searched for orienta-
tions that allowed a clearer depiction of similarities within but also differences
between age groups. I was also interested in describing the rich and changing
ecological system that seemed to play such an important part in influencing
how children coped with their experiences (Bronfenbrenner, 1989). The method-
ology used to determine which schools of development were most relevant to
this sample is reviewed in Chapter 4. Those found most relevant are briefly
reviewed here.

Cognitive Development
I can not overstate just how valuable information about the illness, the treatment,
and its course was to all 157 children and adolescents whose experiences are
chronicled in this book. The age of the child, or, more precisely, the cognitive
developmental attributes of the child, provides essential information about how
to inform a child because it provides information about how the child thinks and
processes information. One approach to understanding the progression of cog-
nitive development, of how children’s thinking changes over time, is that pro-
vided by Piaget and his group (Flavell, 1963; Flavell, 1977; Ginsburg & Opper,
1979; Inhelder & Piaget, 1958; Piaget, 1952). They described four sequential stages
through which thinking matures. These include the sensori-motor, the pre-oper-
ational, the concrete operational, and the formal operational stages of develop-
ment. The ages given here to span Piagetian stages of cognitive development are
traditional (Flavell, 1963), and not applicable to most samples of children. The
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population Piaget used in his experiments were children of academicians
enrolled in his school. Piaget was interested in discovering invariant sequences,
not in determining ages that spanned stages (Ginsberg and Opper, 1979).

Sensori-Motor Stage

The sensori-motor stage of development, spanning birth to age 18 to 24
months, is not relevant to our sample. However, the contrast to the next, the pre-
operational, stage is useful. By 18 months, the sensori-motor child can crawl,
walk, smile, bond, be lovable, even solve problems using trial and error tactics
as long as all the pieces necessary for the solution of the problem are within the
visual field. What the infant lacks is the ability, perhaps the wiring to the poten-
tial memory bank, to know, or more accurately, to remember, that what is not
immediately visible continues to exist. The development of this type of memory
is one of the landmarks that distinguishes the sensori-motor from the pre-oper-
ational child. Another is the ability to symbolize. We see the fruits of this capac-
ity in the development of (symbolic) language, in the ability to engage in imag-
inative (symbolic) play, and in the ability to imitate later, that is, after the person
being imitated is gone (deferred imitation).

Pre-Operational Stage

This stage spans ages 2 to 7. The preschool and most of the early school chil-
dren described in this book fall within the pre-operational stage of development.
Pre-operational thinking strategies to understand the illness, its course, and the
symptoms evidenced by the parent are always used by 3 to 5 year olds, almost
always used by 6 to 8 year olds and almost never used by 9 to 11 year olds. Impor-
tantly, pre-operational thinking involves magical-animistic-correlational think-
ing. A child at the pre-operational stage “knows” that thoughts cause events (“I
don’t like to talk about what can happen to Dad because if I do it will happen).
The child also “knows” that if two events are temporally related, they are
causally related (“I spilled milk, Dad slipped and broke his leg, then he got can-
cer, so I caused his cancer”). What creates more problems for the parent is that
the child’s thinking is not reversible, that is, the child can not backtrack. When
such a child confronts a mistake, as when a parent corrects a misremembered
sequence, the child can not backtrack to where she first started. This is part of the
reason logical explanations, even clear and simple ones, may not correct a mis-
taken idea. Instead, a new sequence may need to be provided so the child can
then memorize (rather than understand) the correct information. As we saw with
Rachel in Chapter 1, two other attributes are helpful in understanding pre-oper-
ational thinking: concretization and simile. Rachel’s mother went through the
burial sequence using dolls to concretize the burial of her father for 3-year-old
Rachel. When a child has experienced the death of a pet or of a grandparent,
likening the death of the parent with the other deaths can be helpful.

Concrete Operational Stage

This stage spans 8 to 13 years of age. Around seven or eight major new con-
crete operational thinking tools start to become available to the child. These
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include the ability to classify, to understand relations, to reverse, and gradually
to conserve. The ability to classify means that with appropriate instruction the
child can understand that not all tumors are cancer. Relations implies the ability
to organize objects using some criterion, such as organizing sticks from largest
to smallest, and inserting others into a pre-existing sequence. Unfortunately, the
more abstract the concept, the less the concrete operational child is able to
apply the principle of relations. This is one reason why it is difficult to under-
stand why one parent with a disease dies and another with the same disease
does not. The reasons, such as greater progression, involvement of critical brain
centers, etc., are all perfectly true, but too abstract. The other reason for this dif-
ficulty is emotional—such factual explanations do not deal with the rage and
pain of the unfairness of having lost a parent. The ability to reverse is particu-
larly significant. When discussing a child’s erroneous conclusion (e.g., I caused
Dad’s cancer), the ability to reverse gradually allows the child to reexamine the
steps that led to the original mistaken conclusion (Dad slipped on my spilled
milk), and to introduce new evidence (he slipped months after he got cancer)
and change the original conclusion. Asking the concrete operational child to
believe what she is told on the strength of the adult’s power relationship is gen-
erally less effective. Thus the approach in correcting an erroneous conclusion
with a concrete operational child may be quite the opposite from one helpful to
the pre-operational child. With the concrete operational child, a much more
rational, exploratory, even Socratic approach, is most helpful. With the pre-
operational child, the rational, exploratory approach is generally confusing.

Formal Operational Stage

This stage spans age 13 to adulthood. During adolescence, the child gradu-
ally develops formal operational thinking abilities. Of the various attributes of
this major shift, two, the ability to relate various abstract ideas or concepts to
each other and the ability to conceptualize all attributes of a problem or situa-
tion at the same time, are particularly relevant. These attributes mean the ado-
lescent is able to understand the illness and its progression in a much more pro-
found way. A 16-year-old girl wrote several school reports the year after her
mother died: the first was on Cancer and its Treatment, the second on Euthana-
sia, the third on Genetics and Cancer. These were accurate, factual reports. She
stated she felt better after writing them because she understood what happened
to her mother so much better. Through these reports she began to develop a
more comprehensive understanding of her mother’s illness—she began to
understand genetics as one of the causes of cancer, the many different treat-
ments for the many different types of cancer, and the role of assisted suicide as
one way of thinking about dealing with unbearable pain. The formal opera-
tional capacity is evident in the way she was able to deal with rather abstract
topics, but also in how she was able to relate these abstract topics to each other.
What also emerges between the ages of 15 to 18 is a greater ability to empathize
with others, to get beyond the egocentric or self-referential viewpoint of the
younger adolescent. Finally, a greater facility with hypothetico-deductive rea-
soning is also present. Familiarity with a subject, in part independent of the
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stage of cognitive development, also affects the ability to understand. This is
why the 16-year-old girl who had gained a significant familiarity with the sub-
ject of her mother’s cancer and was formal operational in her thinking was pre-
pared to speak with her mother’s oncologist, and gained from that discussion.

Emotional Development

About a century ago, Sigmund Freud (Freud, 1905) described the sequences of
psychosexual development that to this day remain the foundation of psychoan-
alytic developmental stages: oral, anal, phallic (genital, oedipal) (ages ∼ 3–5),
latency (ages ∼ 6–12), and adolescence (puberty to early adulthood). Erik Erik-
son, who as a teacher taught the children of many of the original group of psy-
choanalysts in Vienna, became interested in and then graduated as a psychoan-
alyst in 1933. He contributed to the shift from the sexual to the psychosexual
context of development and to the ontogenesis of identity. He also emphasized
that each stage represents a developmental crisis or turning point, “a crucial
period of increased vulnerability and heightened potential” (Erikson, 1968, p.
96). The three polarities that are most germane to the age group of the children
in this study include initiative versus guilt during the oedipal stage (age 3–6),
industry versus inferiority during latency (age 6–12), and identity versus role
confusion during adolescence (age 13–19) (Erikson, 1963). The contributions of
another psychoanalyst, Peter Blos, were especially helpful in clarifying many of
the responses of the adolescents to the stresses of this experience (Blos, 1962).
The name—the second individuation–separation stage of development—high-
lights the gradual shifts in the relationship of the child to the internalized
object—the internal representation of the parent. Three stages of adolescent
development (early, middle, and late adolescence) are particularly germane to
our understanding of the adolescent’s reactions. During early adolescence
(puberty), the developmental task is the slow severance of emotional ties with
the family. In addition, same gender friendships now take on a different mean-
ing. The ‘chum’ of latency, the friend with whom one can do things, now
becomes the friend one admires and loves. During mid adolescence (adoles-
cence proper) the emotional growth of the youngsters continues, with the
emphasis on emotional separation from parents and a deeper emotional
engagement with peers, but now also of the opposite sex.

A final contribution to our understanding of emotional development comes
from the relational perspective contributed to by Carol Gilligan (Gilligan, 1979;
Gilligan, 1982) and members of the Stone Center (Jordan, et al., 1991). Jordan
(1991) emphasized that rather than thinking of development as a move toward
autonomy, separation, and independence, as is more relevant with boys, with
girls the more accurate model is growth through and toward relationship. A
girl’s self-esteem or self-worth “is based on feelings that she is a part of rela-
tionships and is taking care of these relationships” (p 16), and her feeling of
competence or effectiveness arises out of emotional connections. Especially dur-
ing adolescence, the differences between boys and girls highlight the difference
in the centrality of relationships.
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Ecological Perspective of Development

Although the internal, cognitive and the psychological perspectives of develop-
ment are helpful in understanding children’s reactions to the illness and death
of a parent, the reciprocal interactions with the external world are also crucial in
understanding the more complex interactions. An example of this more com-
plex perspective is Urie Bronfenbrenner’s ecological model of human develop-
ment (Bronfenbrenner, 1989; Bronfenbrenner, 1993). He emphasized that the
“characteristics of the person at a given time in his or her life span are a joint
function of the characteristics of the person and of the environment over the
course of that person’s life up to that time” (Bronfenbrenner, 1989: p. 190.). The
child’s ecological systems expand as the child matures. This is a concept cap-
tured by the four ecological systems that span the world of the child. The most
intimate is the microsystem (e.g., family microsystem of child–home–parent).
The next are the mesosystems that comprise the interaction of pertinent
microsystems (e.g., interaction of family, school, friends, sports team). As the
child matures, the next level, the exosystem, has increasing relevance. Examples
of relevant exosystems are the board of education, local transportation system,
policies of the local government, parent’s employer(s). Finally, the most global
macrosystem includes the national mass media, country of origin, cultural and
subcultural characteristics. Within this system, the transitions in the ecological
system, such as modifications of the mesosystem as the microsystem is changed
and outgrown generally involve changes in role definitions. This perspective
allows research “on differentiating the transition to see whether and what fam-
ily processes may actually be responsible for the outcome” (Muuss, 1996, p.
333). Its emphasis on the processes, changes, and mutual interactions between
the child and the environment enhances the utility of this ecological model in
the refinement of interventions.

Place of Discontinuity in Development

The great importance of subsequent life events in obviating early adverse expe-
riences has challenged the more “simplistic concepts of immutable events
(which) need to be put aside” (Rutter, 1989, p 24). People change a good deal,
and the long-term effects of early adversities are greatly influenced by subse-
quent life experiences (Clarke & Clarke, 1984). A recent contribution to this view
is made by Michael Lewis, who challenged the very substance of organismic
(psychoanalytic, cognitive) developmental theories by invoking the importance
of discontinuity in a study that included an 18-year follow-up of a group of
infants (Lewis, 1997). The study was based on John Bowlby’s model of attach-
ment (Bowlby, 1980), which postulates that “a person’s model of her relation-
ship with her mother determines her future social life” (Lewis, 1997, p 61). In
this study, Lewis measured the quality of mother–child attachments at age one.
In his follow-up at age 18, Lewis found that neither the quality of the young
adults’ attachment nor their mental health status bore any relation to the quality
of the attachment at age one. “If attachment classification, a much-reported impor-
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tant characteristic of early childhood adjustment, bore no relation to young adult behav-
ior, serious doubt is cast on the likelihood of finding data for the belief that earlier events
affect later ones” (Lewis, 1997, p. 62, italics in original).

The concept of discontinuity in development takes on important prognostic
meaning in thinking about the long-term effects of the death of a parent during
childhood. It may help parents weigh the relative importance of this tragic event
in the life of their child, and of their own contribution in mitigating the adverse
effects by providing a warm, nurturing support to their children.

Summary

These two large frames—the stages of the parent’s illness and the changes in the
child’s development—allow for greater clarity in the description of the variation
in children’s reactions and responses within similar developmental attributes
and illness stage frames, and between group comparisons with different stages of
the illness and with children having earlier or more advanced developmental
attributes. As will become clear throughout this book, not even the impact of a
parent’s death is sufficient to understand differences in the outcome as evalu-
ated 8 to 14 months after the death. The rich interplay of the significant actors in
the microsystem, the mesosystem, and the exosystem play a major role in affect-
ing this outcome. Yet it is the details of the interaction with the child at different
stages of development and, in turn, the effect of the child on the significant
others that begin to refine and distinguish the most relevant information for
interventions.
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Study Sample, Intervention,
Bereavement Model, Methodology

Sample

The 88 families described in this book included 157 children who were 3 to 17
years old when one of their parents died from cancer. Fifty-one fathers and 37
mothers received treatment for advanced cancer at Memorial Sloan-Kettering
Cancer Center. All but one of these families participated in a psychoeducational
intervention program that was intended to help families cope with the death of
one parent. This intervention was also designed to generate data that would
inform through quantitative and qualitative analyses. This book presents the
findings from the qualitative analyses.

Families

Recruitment of the Sample

Staff social workers from the Memorial Sloan Kettering Cancer Center
(MSKCC) identified cancer patients who were terminally ill and had one or
more 7- to 16-year-old children. They discussed their possible eligibility for the
study with the oncologists, who in turn referred those patients who had a 3- to
6-month expected survival time. Participation in this study was limited to fam-
ilies in which the well parent was proficient in English, lived within two hours
travel time of the hospital, had at least one child age 7 to 16 years of age who had
no history of a major psychiatric disturbance. The ill parent, who was contacted
first, agreed to the participation, the well parent signed a written informed con-
sent form, and the children also gave their assent. The 3- to 6-year-old children
in our sample, except for Rachel Klein (Chapter 1), were all siblings of the 7- to
16-year-old children. About half the parents who were eligible agreed to partic-
ipate in this study, and were randomly assigned to participate in the Parent
Guidance Intervention (80%) or to a supportive-reflective intervention. The
demographic characteristics of the sample did not differ from the demographic
characteristics of MSKCC patients, except that there were more surviving
fathers than would be expected in a sample of this age. The young, terminally ill
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mothers welcomed the opportunity for their husbands to obtain help in the
eventual care of their children.

Parents’ Demographic Characteristics

The mother was the surviving parent in 58 percent of the 88 families, the
father in 42 percent. These were young people—33 percent of all mothers and 24
percent of all fathers were 40 or younger, while only 4 percent of mothers and 14
percent of fathers were 50 or over when they started the intervention. The
majority of families were Catholic, 71 percent had some college education, 80
percent were white, and the families’ median annual income when recruited
from 1988 to 1994 was $53,000. This was mainly a middle-class population able
to seek treatment outside their immediate community. They had characteristics
not unlike patients treated at other cancer centers. These characteristics are sum-
marize in Table 4.1

Single-parent families were not recruited for this study because the stresses
and responses of children who lose their only parent are quite different from
those faced by children who have a surviving parent. For the same reason, fam-
ilies in which a parent died from AIDS or from unexpected causes such as homi-
cide, suicide, or accident were not recruited.

Children’s Demographic Characteristics

Of the 157 children, 79 were girls and 78 boys. There were 19 in the pre-
school group, and 32 to 38 in each of the four older age groups.

Intervention: Data Collection

Intervention Design

A psychoeducational intervention was developed to facilitate the adjustment of
children to the terminal illness and subsequent death of a parent, emphasizing
a parent guidance approach. More specific details about this intervention have
been published (Christ et al., 1991, Siegel et al., 1990). A second goal of the proj-
ect was to expand our knowledge of children’s and families’ responses, interac-
tions, and needs during and after the parent’s terminal illness.

After the family was informed about the intervention, agreed to participate,
and signed the consent forms, two psychologists from the evaluation team
scheduled a meeting with the family to administer a battery of tests and conduct
an interview with each child and well parent. (This procedure was repeated 8
and 14 months after the death of the ill parent.) After the psychological assess-
ment was completed, the family was assigned to one of a group of social work-
ers who, along with their supervisors, made up the clinical team. One social
work interviewer made an appointment shortly after the completion of the ini-
tial evaluation. If the child had checked off one of the ‘thinking about self harm’
questions in the psychologist’s evaluation and the interventionist, in collabora-
tion with the parent, assessed this to be a possible problem, an appointment
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Table 4.1
Demographic Characteristics of Parents

Mothers Fathers

AGE

>40 33% 24%

40–49 63% 63%

50+ 4% 14%

RELIGION

Catholic 52% 45%

Protestant 22% 21%

Jewish 18% 20%

Other 8% 14%

EDUCATION

<HS 6% 5%

HS Graduation 23% 23%

College 56% 48%

Posthgrad 15% 24%

MEDIAN FAMILY INCOME: $53,000

RACE

White 80%

Hispanic 7%

Black 7%

Mixed 5%

Asian 1%

with a child psychiatrist for an evaluation was offered as a part of the interven-
tion program.

A typical intervention spanned about 14 months and included six or more
60- to 90-minute interviews during the terminal stage of the illness and six or
more after the death. The sequence of interviews, most of which were carried
out in the family home, included an initial interview with the well parent, but
could include the patient if so desired. A separate interview was then done with
each child. This was followed by an informing interview with the parent(s) in
which the parent(s) was given an assessment of the children’s adaptation to the
crisis. Possible ways of handling emerging problems were also discussed. A
family interview that included the well parent and all of the children in that
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Table 4.2
Children and Adolescents in This Sample

AGE

3–5: 11 girls 7 boys 18 children

6–8: 16 girls 16 boys 32

9–11: 18 girls 19 boys 37

12–14: 21 girls 17 boys 38

15–17: 13 girls 19 boys 32

TOTALS 79 girls 78 boys 157 children

family was then done. This was followed by two or more bi-weekly to monthly
interviews. A similar schedule of interviews was followed starting 2 to 4 weeks
after the death of the parent. When appropriate and requested, additional child
and/or family interviews were scheduled. After the final interview, the social
worker initiated bi-monthly to monthly telephone contacts with the surviving
parent up to the time of the final psychological assessment (about 14 months
after the death of the parent). If significant family crises emerged during the
psychologist’s final assessment, additional telephone contacts were initiated,
and, if necessary, individual or family sessions were offered.

Interviewer training and supervision were an integral part of the project.
Each of the six social workers who were part of the intervention team had 
at least five years’ post masters experience working in a medical or mental
health setting. Each social worker received extensive written and verbal
descriptions about the goals of the intervention, her role in meeting these goals,
the types of material that would be elicited from children and parents, and 
the type and quality of notes that would be kept after each scheduled and
unscheduled contact. Ongoing training was provided through weekly individ-
ual and group supervisory meetings. I coordinated and supervised the clinical
program.

Data Collection

When permitted, all interviews were audiotaped. The interviewer also filled out
a lengthy 10- to 12-page semi-structured form following each interview. Differ-
ent forms were developed for each predeath and postdeath interview that
reflected the intent of that interview. These notes were used to aid in the super-
visory process, but were also intended to facilitate a qualitative analysis. Detailed
written notes were also kept of all telephone contacts with or about the family.

The author transcribed all interviews of 31 of the 88 families and compared
the written records with the transcribed material. The families with the largest
number of audiotaped sessions were selected. Additional family tapes were
transcribed to insure the presence of families from each of the six interviewers.
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Audiotapes for transcription were also selected to represent each of the five age
groups described below.

The transcribed interviews, the interviewer summaries, and all telephone
contacts were prepared for entry into the Ethnograph program for computer-
assisted analysis (Seidel, et al., 1988). To facilitate retrieval of information, a
problem in any very large data base (Huberman & Miles, 1998), a separate file
was created for each family. For each family file, data were organized under one
of four major headings: background, terminal illness, death, and reconstitution.
The title of each entry included the date of the contact, the type of entry, and the
name of each participant.

Bereavement Outcome Model

A bereavement outcome model emerged from the analyses of the data. It is pre-
sented here to facilitate the description of the data analysis. An outline of the
four-dimensional bereavement outcome model is summarized in Figure 4.1.

Illness Dimension: Terminal Illness, Death, Reconstitution

The bereavement intervention was planned to start during the terminal illness.
This decision was based on clinical experience. We found that the family mem-
bers’ responses differed substantially during the terminal stage of the illness
from responses following the death. This clinical experience was further sup-
ported by the quantitative analyses of depression and anxiety—measures which

FIVE DEVELOPMENTAL 
THREE ILLNESS STAGES

AGE GROUPS

STRUCTURAL DYNAMIC
INTERACTIVE EXPERIENCES

Stress-support component: mediators and moderators
Concurrent and death-related occurrences
Mourning

OUTCOMES
Timely reconstitution

Delayed reconstitution
Compromised reconstitution
Symptomatic reconstitution

Figure 4.1. Bereavement-Outcome Model
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showed that children were more anxious and depressed during the predeath
period than at the end of the reconstitution stage (Siegel et al., 1996; Siegel et al.,
1992).

Development Dimension: Five Developmental Age Groups

The 157 children in this sample were separated into five age groups: 3–5, 
6–8, 9–11, 12–14, and 15–17 years of age. These ages were not chosen at ran-
dom. A board certified child-adolescent psychiatrist and I grouped the chil-
dren based on their cognitive, emotional, and social-ecological developmental
characteristics as they emerged from the data. Several attempts to maxi-
mize within-group developmental similarities yielded the five age groups as 
the best compromise. To insure consistency, the age assigned each child was 
the age they attained when the parent died. Finally, as parents and educators
know so well, there are differences in the maturational rates of children, some
based on gender, some on socio demographic characteristics, others on innate
capacities, to name only three. No effort was made to correct for slower or faster
developers. Despite these limitations, the age spans were surprisingly helpful
in summarizing common developmental characteristics and understanding de-
velopment-specific differences in the children among these five age groups. 
The predominant defining characteristics that emerged for each of the age
groups are summarized here and further expanded in each of the chapters sub-
titled “Themes.”

Age 3 to 5

Cognitively, these children evidenced earlier pre-operational characteris-
tics: They did not accept the finality of their parent’s death for several weeks or
months. Emotionally, separations from the primary care taker aroused separa-
tion-anxiety responses. Their social-ecological involvement was almost exclu-
sively the family microsystem (Bronfenbrenner, 1989).

Age 6 to 8

Cognitively, these children evidenced primarily late pre-operational capac-
ities, drawing wrong, often self-accusatory, inferences about the cause of the ill-
ness and death. They immediately understood the finality of the parent’s death.
Emotionally, they were more tolerant of separations, especially when prepared
with explanations. The social-ecological involvement that affected their devel-
opment also began to include the school. Parent-school contacts and parent invi-
tation of peers to the death-related family rituals are examples of an important
mesosystem for young children (Bronfenbrenner, 1989).

Age 9 to 11

Cognitively, these children had solid concrete operational cognitive capaci-
ties. They aggressively pursued detailed information about the illness and
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death that provided some sense of control and mastery. Emotionally, they could
not tolerate grief, and escaped to the school, peer, and sports microsystems to
avoid it. The support and acknowledgment from both parents and other adults
(especially teachers) was welcomed and enhanced their self-esteem. Their
development was now affected by the ecology of home, school, peers, and
sports. Surviving mothers obtained help from the children’s peer’s fathers in
sports, and fathers encouraged their daughter’s contacts with peer’s mothers to
enhance the children’s reconstitution.

Age 12 to 14

Cognitively, these early adolescents were in transition between late 
concrete and early formal operational capacities. Emotionally, most char-
acteristic were pubertal-early adolescent ambivalent emotional dependence-
independence manifestations. They evidenced emotional withdrawal from
parents. They avoided information about the illness and their own and others’
grief reactions. There was a gradual shift in the importance of their social-
ecological involvement, with activities outside the home taking on more 
importance.

Age 15 to 17

Cognitively, these mid-adolescents evidenced fairly consistent formal oper-
ational capacities, showing more sophisticated understanding of past-present-
future implications of the parent’s illness. Their emotional dependence-inde-
pendence was less ambivalent than that of the 12 to 14-year-olds. They sought
solace and support from peers more consistently. They had a more adult-like
grief. Their social-ecological horizon evinced greater understanding of and
involvement with the larger community and was syntonic with their more inte-
grated formal operational cognitive capacities.

Reviewing the transcripts of the children and their families supported the
idea that the age-related cognitive, emotional, and social development, as well
as the impact of their expanding ecological world was indeed important in
understanding the children’s responses to the illness and death. The surviving
parents’ ability to understand and respond to children at different developmen-
tal stages was also important. For example, many fathers had difficulty under-
standing their younger children’s thinking processes, while many mothers had
difficulty understanding mid-adolescent boys’ need for emotional distance and
independence.

Structural-Dynamic-Interactive Dimension

This complex dimension encompasses the various pre-existing, death-related
and unrelated dynamic (stressful and stress reducing) interactions that take
place between the children, their family, and the larger ecological system they
live in, the quality of the grief experience, and the pre-existing attributes in the
child and parent that may account for better or more compromised outcomes.
For ease of description, three components will be described separately.
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Stress-Support Dynamic Component

This component includes positive and negative mediating and moderating
variables. In the generic stress process model, a careful definition of the types of
protective and risk factors and processes is presented (Roosa, et al., 1997). These
definitions are more specific than intrinsic and extrinsic factors, terms fre-
quently used in the literature. Mediators include both risk reducers and risk
enhancers, while moderators are similarly dichotomized into protective and
vulnerability factors. These distinctions were helpful in improving the precision
of the analyses.

Moderators are variables that impact with stressors to influence adaptation
(Rutter, 1990). Moderators are not influenced by the occurrence of the stressor.
Examples of moderators that enhanced a positive outcome included adequate
family income and good intellectual ability in the child. Examples of modera-
tors that detracted included poverty, recent immigration, and a temperamen-
tally difficult child (Thomas & Chess, 1977).

Mediators, on the other hand, are those risk enhancers or reducers that are
affected by the major stressor. One risk reducing mediator we found to be very
important was the presence of positive parenting behaviors such as warmth,
provision of timely information, allowing the adolescent sufficient peer time,
and consistent appropriate discipline. In the chapters that follow there are a
number of examples in which the surviving parent rose to the occasion and pro-
vided excellent mediation. An example of a negative or risk enhancing media-
tor was the presence of a pathological grief response or an increase in alcoholism
in the surviving parent following the death of the spouse.

Concurrent and Death-Related Occurrences

This second component of the structural-dynamic-interactive dimension
relates to the source of factors that also affect the outcome. Some sources were
directly related to the illness and death experience, some, like help from neigh-
bors or teachers, followed from this family tragedy, while others, like the death
of a friend or another family member, were significant co-occurring stressors,
but were not directly related to the illness or death of the parent.

The dynamic interrelationship of the structural-dynamic-interactive dimen-
sion clarified a great deal of the difference in the outcome of the children when
last seen. A few, like the child’s relationship with the surviving parent, the par-
ent’s ‘parenting’ ability, the child’s temperament, the relative openness of com-
munication within the family, especially about the illness, the stage of develop-
ment of the child, and the stage of the illness were important across all age
groups, and closely paralleled the findings from quantitative studies reviewed
in Chapter 2.

Mourning

Listing mourning as a third component of the structural-dynamic-interac-
tive dimension attends to the interactive processes that affect the child’s grief
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experiences. As with the other two components, the model draws attention to the
interaction with illness stage and age group. Mourning is defined as the (succes-
sful and unsuccessful) adaptive processes children experience following the
death of a parent (Freud, 1958; Furman, 1974; Osterweis, et al., 1984; Worden,
1996).

Outcome Dimension

I was interested in identifying factors that were associated with timely and more
compromised reconstitution in the children when last seen 8 to 14 months after
the death of the parent. A board certified child psychiatrist and I assessed the
full record of each child’s reconstitution and made a judgment about the child’s
success in returning to a preterminal illness level when last seen. Our assess-
ment was based on five emotional and behavioral domains: psychological state
and behavior (e.g., mourning, self-esteem, internalizing and externalizing
symptoms), family relationships (e.g., with parent, patient, siblings grandpar-
ents, care takers), school competence (e.g., grades) and behavior (e.g., relation to
teacher and classmates), after-school activities (e.g., sports), and peer relation-
ships. The child was assessed by comparing their functioning before the termi-
nal illness (as noted during the initial evaluations that were done by the clini-
cians and the history supplied by the parents) with their reported functioning at
the end of our contact.

Four outcome categories emerged: Timely reconstitution, delayed reconsti-
tution, compromised reconstitution, and symptomatic reconstitution. Initially,
we defined three child attributes that characterized different outcomes: Timely
reconstitution (improved or improving reconstitution in all five emotional-be-
havioral domains), compromised reconstitution (ongoing problems in at least
one of the five domains that were not improving), and symptomatic reconstitu-
tion (emergence of new behaviors or interactions after the death of the parent
that were consonant with a DSM IV diagnosis). A complete re-review of the fam-
ily files clarified that within the timely reconstitution, the structural-dynamic-
interactive attributes that were linked with the improved (new timely reconsti-
tution category) and the improving (new delayed reconstitution category) were
different.

Timely reconstitution reflected children who had returned to their previously
described level of functioning in all five emotional and behavioral domains.
Delayed reconstitution was assigned to children who had returned to their previ-
ous level of functioning in all but one domain, and in that domain showed evi-
dence of improvement. Compromised reconstitution reflected children whose
functioning had not recovered in one or more domains and who showed no evi-
dence of improvement in the domain(s) in which they were experiencing diffi-
culty. Symptomatic reconstitution reflected children who developed new psy-
chopathological symptoms following the death of the parent that had not
previously been in evidence.

Overall, 84 children (37 girls and 47 boys) were judged to have a timely
reconstitution; 32 (15 girls and 17 boys) a delayed reconstitution; 13 (12 girls and
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Child Outcome by Gender of Child and Gender of Surviving Parent

Surviving mothers 
(N = 51)

Surviving fathers 
(N = 37)

Daughters Timely reconstitution 21 16

N = 68 Delayed reconstitution 7 8

Compromised reconstitution 4 8

Symptomatic reconstitution 3 1

Sons Timely reconstitution 34 13

N = 71 Delayed reconstitution 8 9

Compromised reconstitution 0 1

Symptomatic reconstitution 2 4

1 boy) a compromised reconstitution; and 10 (4 girls and 6 boys) a symptomatic
reconstitution. Since a terminal interview was not done with the preschool chil-
dren, these 18 (11 girls and 7 boys) were not assigned an outcome rating.

My intent in defining these outcome categories was to determine whether
there were interactive factors from the three dimensions listed above (illness,
development, and structural-dynamic-interactive dimension) that might be
associated with different outcomes. A summary of the factors that were associ-
ated with each outcome in each of the four age groups is provided in the subse-
quent chapters of this book. A summary of the outcomes is presented in Table
4.3. Although this dimension emphasizes the outcome when the child was last
seen, Figure 4.1 shows a two-way interaction between the outcome and the
other three dimensions. This is to draw attention to the reality that the outcome
is a gradually emerging process, and that the child’s evolving outcome strongly
interacts with the other three dimensions.

Methods

Narrative Selection Strategies

For each of the five age groups, two detailed family narratives appear in
chapters separate from the response-variation analyses. Where the detailed
family narratives provide a more comprehensive picture of the ecological
system of which the child is a part, the thematic analyses provide a broader
description of the way a number of children deal with an aspect important at
that age.

Ten family stories were selected for elaboration, two from each of the five
age groups. The transcription and analysis of each narrative required extensive
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condensation (Riessman, 1993) and great care was taken to remove details that
could lead to family recognition. Family selection based on the parent’s and
child’s gender was done first. All but the youngest age group had one mother
and one father survivor and at least one boy and one girl in that age group. I also
selected families that would include father-son, father-daughter, mother-son
and mother-daughter pairs. In the preschool group, both surviving parents
were mothers, and their preschool children were both girls.

Family selection was also done to exemplify other important attributes. I
wanted to illustrate one or more of the factors that have been linked to outcome
in previous studies (Raveis et al., 1999; Siegel et al.; 1996; Worden, 1996) and oth-
ers that represented a contrast. These attributes included: families with one or
several children; patients with short and long illness, patients with problematic
symptoms (pain, shortness of breath, personality or behavior change from brain
metastases); patients who did and did not communicate with children about
their illness and imminent death; immigrant families with acculturation and
economic issues; children with timely and compromised outcomes. Finally, the
roles of the parents in relation to child care included some families with a very
traditional role definition, while others had a much more egalitarian and flexi-
ble role definition.

Data Analysis

The qualitative, collective case study analysis (Cresswell, 1998; Stake, 1998) 
of each child’s experience was guided by what Runyan (1982, p. 100) described
as “Stage-state analysis of the life course.” (To reduce confusion, when the 
words stage or state are used to refer to Runyan’s stage-state analysis of the life
course, they will be bolded.) He suggested that the temporal approach of a life-
course orientation is more effective in analyzing situations that require one to
consider the interaction of personal, behavioral, and situational variables over
time. The life-course orientation is presented as an alternative to other orienta-
tions that focus primarily on how traits, psychodynamic processes, situational
influences, or all of these impact on affects, symptoms, and behavior. The pre-
dictive limitations of these other approaches have been recognized (Mischel,
1968; Mischel, 1973). The stage-state analytic approach provides “a method for
examining the movement of persons through a social structure over time; for
investigating the alternative routes or sequences of processes through which ini-
tial person-situation configurations may be linked with an array of potential out-
comes” (Runyan, 1982, p. 101). In this approach, stage is defined broadly to indi-
cate periods in a process (e.g., stages of the illness, stages of development). States
within a stage are designed to identify “specific kinds of persons behaving in
particular ways in particular social and historical circumstances” (Runyan, 1982,
p. 102).

A two- to four-page summary was developed for each child. Under the
stage (age group and illness stage), themes and categories and the related
behavior-person-situation determining processes that might contribute to the
outcome were identified. There were three sources for identifying potential cat-
egories: significant variables from the quantitative analyses of our own and
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other published findings, clinical knowledge of the demands of the illness expe-
rience on patients, children and their families, and other factors and processes
identified in the family data. The sequence of processes or interactions (“behav-
ior-determining processes, . . . person-determining processes, . . . situation
determining processes” [Runyan, 1982, p. 84]) that are described in the struc-
tural-dynamic-interactive dimension of the model that link the potential cate-
gories with the outcomes were sought. Potential categories that did not have
such links were discarded. (An example of a discarded category often cited in
the literature as linked to poor outcome was ongoing or intrusive images of the
deteriorating state of the dead parent. This category was not evident in our data,
possibly because we did not comingle traumatic deaths with anticipated
deaths.)

A comparison of the categories and processes or interactions between chil-
dren in each age group clarified within-group variations and patterns. A com-
parison between age groups was then done. For example, a few categories (e.g.,
mourning, parental relationship) remained important across all age groups, oth-
ers (e.g., anticipatory grief, preparation for leaving home) were specific to one or
more age groups, while still others (separation anxiety) were ubiquitous and
typical at younger age groups but uncommon and linked to a less favorable out-
come in older age groups. A return to the complete record to insure that impor-
tant connections were not omitted, misrepresented, or altered by the data reduc-
tion methods was repeatedly done.

Transferability, Trustworthiness, and Dependability 
of the Findings

One can correctly argue that interventions alter the course of the parental death
experience for families and that the responses of the parents and the children
described in this book are influenced by this intervention. The information that
was used in this book was an ongoing monthly to bi-monthly account that,
including the psychologist assessments and the telephone contacts during and
after the intervention, usually spanned about two years. We believed there was
great value in obtaining and analyzing ongoing information about families’
coping efforts (Christ, et al., 1991). It is difficult to sustain participation of par-
ents and children in a study that includes more than two or three interviews and
tests if it does not include some form of help for them as they undergo the stress
of a spouse’s severe terminal illness and then the bereavement and reconstitu-
tion processes.

An example of how the intervention may have altered the findings is the
way information about the illness and death of a parent is relayed to children,
and in turn the outcomes if more parents had not informed children in a timely
way. This intervention emphasized the need of the children for information.
These findings are not ‘naturalistic’ findings, but rather provide a more detailed
description of the course of an experience over an 18- to 24-month time span. I
see it as complementing the more naturalistic information that can be obtained
with two or three test batteries and interviews done months apart (Silverman, et
al., 1995; Silverman & Worden, 1992b; Worden, 1996).
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Findings from this study may be more transferable to families of patients
who seek treatment for cancer in major centers than to families who do not or
are unable to move from their immediate community for such treatment. The
few relatively financially disadvantaged families in this sample show how the
impact of poverty alters the experience and may alter the outcome as well. 
The traumatic death experience also elicits reactions and responses that are
quite different from those seen in this population (Eth & Pynoos, 1985a; Eth &
Pynoos, 1985b; Eth & Pynoos, 1985c; Pynoos & Nader, 1990; Pynoos et al., 1991;
Pynoos et al., 1995; Terr, 1983; Terr, 1990; Terr, 1995).

On the other hand, the availability of information that describes the gradual
process of evolution in responses to the impact of such a family tragedy has
value. Certainly, the descriptions shared by the families as they struggled with
the terminal illness and then the reconstitution process are invaluable. They
invite the reader to generalize from these to their own experiences (Stake, 1998).
The availability of more detailed information obtained from families over a rel-
atively long period of time enhanced our goal of achieving a “faithful under-
standing of human phenomena” (Fisher & Wertz, 1975).
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Children 3–5 Years of Age
Themes

This chapter describes the impact of terminal cancer on the lives of 18 children—
11 girls and 7 boys—aged 3 to 5 years. They came from 18 families, and their sur-
viving parents were 15 mothers and 3 fathers. The narrative stories of 3 of the
children are described in more detail: Rachel in Chapter 1, Katja in Chapter 6,
and Amanda in Chapter 8.

Developmental Themes of Preschool Children

Our understanding of the children’s experience requires familiarity with 
the rules of pre-operational thinking. The most pertinent rules are summarized
below and in Chapter 2. These children’s lives are centered on the family—their
social forays, even in preschool or kindergarten, do not yet provide another
meaningful social center. The microsystem of the home is their meaningful
ecological world (Bronfenbrenner, 1993). Their very sense of well-being depends
on the presence of the parent, usually the mother, or a familiar parent surrogate.

Cognitive Development

Although language develops rapidly in 3- to 5-year-old children, as does the
symbolic meaning attached to the words, nonverbal communication remains
their ‘lingua franca.’ Communication through play, drawings, and symbolic play
is more effective than words to connect with the child’s thinking (Piaget, 1952).
A 4-year-old boy drew a father sitting between a dog and a cat in the yard, while
the other children and mother were inside the house looking sad. The family had
no dog, but the boy always wanted one, and egocentrically assumed that his
father also wanted one. The picture was the gift to his dead father he placed in
his coffin. This was also a typical expression of grief from a 4-year-old child.

Pre-operational thinking is characteristic of children between the ages of 2
and 7 years (see Chapter 2) (Flavell, 1963; Ginsburg & Opper, 1979). Their think-
ing is egocentric to the point that they automatically assume that others know
what they know and think like they do. Unless the listener has a good idea
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about the plot of a story the young child is telling, so many details will be left out
that the listener will be thoroughly confused. More problematic is the child’s
magical thinking, which further confuses the unprepared adult who is unaware
that the child “knows” that thinking or verbalizing a bad or angry thought
causes illness and death.

Another attribute of pre-operational thinking is the inability to reverse a rea-
soning process. Recognizing this feature in 3- to 7-year-olds is crucially impor-
tant when attempting to correct their erroneous self-blame. When children in
the pre-operational stage try to retrace their thought process, they end up at a
“starting” point that bears no resemblance to the original one. This cognitive
feature contributed to parents’ difficulty in relieving their children’s guilt by
changing their assumption that they had caused their parent’s disease. How-
ever, in our sample, as in Kranzler’s study of pre-school parentally bereaved
children, 3–5 year olds generally did not feel responsible for the parent’s death
as was so frequently true in 6–8 year old children (Kranzler et al., 1989).

Emotional-Psychological Development

The demarcation between cognitive and emotional-psychological development
is less clear in this age group than it is in older children. For example, the
younger of these children initially could neither comprehend nor emotionally
accept the permanence of the parent’s death, which reflected both cognitive and
emotional influences. Two reactions, both present in children this age, are more
clearly emotional-psychological: their anxious reactions to separations from the
primary caregiving parent and their inability to tolerate their parents’ expres-
sions of strong emotions, such as sadness and crying. Expressions of intense
rage or sadness frightened them.

Social-Ecological Development

Social development outside the family is minimal in this age group. Although
many of the children in our sample attended preschool, the main benefit was the
establishment of a routine that could be maintained almost as a safe haven dur-
ing the turmoil of the terminal illness and death. An exception was participation
in bereavement play groups. The children benefited greatly by being able to talk
about the dead parent at home after they participated in bereavement groups.
One mother speculated that her child probably learned a vocabulary in the
group that facilitated this expression. The children also learned to draw pictures
that described their grief. Another exception was observed in some 5-year-olds
whose social development was enhanced by participating in kindergarten.
Their ecological world was almost exclusively centered in the home microsys-
tem (Bronfenbrenner, 1979). Two experiences exemplified the impact of systems
beyond the microsystem on the development of some of the children. First,
those who participated in play bereavement groups enhanced their ability to
communicate with the surviving parent about the death and enhanced their
ability to mourn. Second, being teased by preschool peers about not having a
two-parent family often prompted a request for a replacement parent.
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Patterns of Responses in Preschool Children

The pattern of the young children’s responses to the parent’s terminal illness
and death differed from the pattern observed in the older children. They usually
were more disturbed after the parent’s death, whereas older children were usu-
ally more disturbed during the parent’s terminal illness. Most stressful during
the terminal illness were the separations from the primary caregiving parent.

Terminal Illness

Understanding the Illness

Most distressing to 3- to 5-year-olds was the change in the caregiving par-
ent, that parent’s preoccupation, and the frequent separations, not the illness.
The children’s muted and unclear reactions during the parent’s terminal illness
were, in part, the result of their inability to understand the significance of events
as they unfolded. They focused almost exclusively on the visible signs of illness,
such as the ill parent’s progressive loss of locomotion or inability to lift an arm
or throw a ball. For example, one 5-year-old was vague about her father’s ill-
ness, but she did know that he took medicine that made his hair fall out. What
upset these children most was that the symptoms of cancer and its treatment
changed how the ill parent interacted with them.

There were differences between the 3-, 4-, and 5-year-old children’s com-
prehension of events during the parent’s illness. Three-year-olds tended to be
vague about what was happening, but they were often more aware of the
patient’s symptoms and altered ability to function than their parents realized.
Careful choice of words, aided by the use of objects (like toy IV bottles and dolls,
or a doll in a box to describe burial) was used to convey even fairly sophisticated
information.

Four-year-olds began to understand that something serious was happening
and that the adults were extremely upset. Their concerns were sometimes incor-
porated into their play. In the narrative in the next chapter, 4-year-old Katja
developed a fantasy game in which fathers and sisters got sick and died and
then were resurrected or replaced by new fathers and sisters.

Although 5-year-old children were more aware that the parent was ill, and
some knew the name of the illness, they were unable to comprehend how it
affected the body. If they knew the parent was likely to die, they might view the
death as an exciting event.

Because children express their distress through play, drawings, or fantasies
rather than through words, many parents underestimated their distress. Also,
because they reacted more strongly to the separations from the parent who was
their primary caregiver than to events related directly to the illness, parents
sometimes concluded, mistakenly, that the child was not affected by the parent’s
illness.

Asking Few Questions

Although children tend to ask “Why?” incessantly, it was interesting to
observe that even bright, inquisitive children did not ask questions about their
parent’s illness during the terminal stage.
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Four-year-old John asked no questions about his mother’s illness. However, he
became withdrawn and seemed more timid and cautious at home after his
mother’s diagnosis. The fact that his father was in the process of separating
from his wife when she became ill only complicated the situation. He had many
friends in preschool and had no behavior problems there, but he said little
about his mother except that he missed her a lot when she was in the hospital,
and he seemed confused about why she had to be there. His father believed that
John should be shielded from facts about his mother’s cancer because he was so
young, so John seldom visited her.

Young children do not ask questions for a variety of reasons. First, they often
do not know what questions to ask. Second, in some cases, the child had never
known the parent when he or she was healthy and, consequently, had little basis
for comparison. A third reason is that younger children more readily accepted
changes, such as the presence of a hospital bed, oxygen bottles, or intravenous
tubes. They seemed to be more interested in how the paraphernalia worked and
how they could play with it rather than in why it was there and what prognostic
inferences they could draw from it. Obviously, parents who relied on the idea
that “If he wants to know, he will ask” were making a serious mistake.

Reactions to the Primary Caregiver’s Behavior

In marked contrast to their muted reactions to the illness, the children
reacted strongly to separations and to their parents’ intense emotions. Numer-
ous frequent, unplanned, and sometimes lengthy separations caused by med-
ical emergencies occurred during the patient’s terminal illness. These emergen-
cies were difficult for parents to manage without interfering seriously with the
young child’s schedule and care. As described in Chapter 1, at age 3 Rachel
clearly showed how traumatic the separations from her mother were for her,
although familiar family friends cared for her while her mother stayed at the
hospital with Rachel’s terminally ill father.

The mother of 4-year-old Cindy said that it was difficult for her to identify any
grief reactions in her daughter after her husband died because Cindy was so
relieved to have her mother home. Cindy’s anxiety in response to the separa-
tions from her mother had eased greatly and, in fact, her mood had improved
now that her mother was more available.

For most children, visits to the hospital were effective in easing their
anxieties. Seeing the patient, no matter how ill he or she might be, seemed to
reduce the frightening unease that often filled the void in the children’s under-
standing.

Reactions to Parents’ Intense Emotions

Preschool children were easily overwhelmed by their parents’ intense emo-
tional reactions to the illness. For example, at age 3 years, Rachel spoke about
this in a direct way when she informed her mother after they had cried together
that “Two people can’t (aren’t allowed to) cry at the same time, and I was crying
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first!” More dramatic was her refusal to enter her father’s hospital room after he
and her mother had tried to include her in their sadness. Among the other
frightening parental emotions were depression, emotional withdrawal, anger,
and impatience. The children’s reactions to the ill parent’s troubled emotions
were often oblique and indirect. For instance, 4-year-old Katja’s imaginary com-
panions probably reflected her fear of her father’s irritability, angry outbursts,
and obvious physical deterioration (Chapter 6).

Some children exhibited severe symptoms and behaviors in response to a
parent’s extreme loss of control:

Debbie developed severe phobic responses, initially fighting with children in
nursery school and then refusing to attend school altogether. The 3-year-old
also developed severe separation anxiety: first, she refused to ride in the school
bus and then refused to stay with her baby-sitter. Her extreme reactions
appeared to be provoked by her father’s violent outbursts and threats against
his young children. (Before his diagnosis, domestic violence had been reported
in this family.) When his disease metastasized to his brain, his rages increased.
Whenever the children misbehaved, he threatened to call the police, and, not
surprisingly, Debbie became terrified of policemen.

Some young parents interpreted current notions concerning the value of
more open communication to mean that they should share their most intense
emotions even with their very young children. These parents needed to recog-
nize the difference between communicating with their child about the illness,
which was helpful, and sharing their intense emotions, which was not.

Each family had its own unique emotional climate to contend with that was
based on pre-existing relationships within the family, the way individual family
members responded to stress, the family’s particular vulnerabilities and
strengths, the challenges posed by the cancer, and the availability of other indi-
viduals to help the family. In most cases, the family’s emotional climate tended
to become worse as the patient’s condition deteriorated.

Brad had his father’s name and was strongly identified with him. The 5-year-
old and his 8- and 10-year-old sisters were glad their father was home more,
even though he was sick. Brad proudly told the interviewer that he watched
over his sisters when they rode their bikes in the neighborhood—he watched
out for cars. Brad’s mother was having difficulty being open with the children
about their father’s probable death even though his long hospital stays and
advancing symptoms alerted them to the possible danger that lay ahead. Dri-
ving home after visiting their father in the hospital, all three children confronted
their mother, asking her if their father would die soon. However, when she still
could not acknowledge his terminal condition, Brad confronted her again, ask-
ing her whether his father would die by Brad’s next birthday. When the father’s
symptoms of pain and shortness of breath became worse, all three children
began to act out more. The girls became more aggressive, critical, and angry
toward their mother, and Brad joined in. He also began engaging in provocative
behavior, burping loudly at the table and acting ‘fresh’ with a man he met dur-
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ing a hospital visit. Later, Brad asked his mother: “Why does God let people
die? Can God save someone who is in a hospital room dying?” One month later,
his father died.

Children’s Symptoms and Behaviors

During a parent’s terminal illness, preschool children demonstrated rela-
tively few psychological symptoms or misbehaviors. Their symptoms were
dependent on the adequacy of arrangements for their care, the frequency of sep-
arations, and the emotional climate in the home. Characteristically, their symp-
toms during the parent’s terminal illness were transient. These symptoms
included night terrors, difficulty sleeping, becoming more clingy or stubborn,
having more temper tantrums, or complaining of physical symptoms that com-
monly were similar to the patient’s symptoms. Some children’s sleeping, eating,
and toilet-training behaviors regressed. Others withdrew from siblings and
peers or engaged in aggressive behaviors. Parents often found that they could
alleviate these expressions of distress by providing more consistent caretaking
arrangements, reducing the number of separations from the primary care taker,
or improving the emotional climate and trying to understand and respond to
the child’s underlying anxieties.

One mother of two daughters, aged 5 and 7 years, left her job as an accountant
and vacationed with the girls during the final summer before she died. As a
result, many of the girls’ early symptoms of anxiety and depression improved.
Their mother subsequently found a therapist for each daughter, and at the final
follow-up interview, the girls were functioning at a level that was equal to or
better than the level at which they had functioned before the mother’s condition
was terminal. This mother recognized her husband’s limitations in providing
consistent nurturing because he worked long hours and was a recovering alco-
holic. Thus, she arranged for others to help with their emotional care when she
was no longer there. Although these children expressed the sense of loss of the
mother they had gotten to know so much better, they had important memories
and experiences on which they could build over time.

Responses to the Death and Family Rituals

Preparatory Information

Parents who provided their children with ongoing information as treatment
progressed avoided the need to burden the children with complex information
in too brief a time. Furthermore, the children were able to connect what they 
were observing with the information they were receiving. This process also gave
them the words that could be used to discuss the events.

Equally important was not providing the children with false reassurance
because even at their young age, false reassurance was often what undermined
their trust in the parent and further confused them. Three-year-olds could be
told about the treatment, its purpose, and how effective it was (or was not).
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Five-year-olds sometimes asked direct questions: For example, “Is Daddy going
to die?” Children with older siblings were most likely to ask direct questions
such as this. Letting children know that people had died from the disease their
parent had but that the doctors were doing everything they could to try to help
the parent live acknowledged the reality. When parents were more evasive, the
children often felt helpless and expressed anger and mistrust toward the well
parent, both during the terminal illness and after the patient died.

Although young children did not need as much advance notice as older
children did, when it became clear the patient was likely to die within a couple
of weeks, they could be informed of that probability. Even these young children
wanted advance warning that the patient would die soon. As one 5-year-old
said, “I cried (when my dad told me that my mother died), but I knew (she
would die) because Dad told me (it could happen).” Combining information
that the patient would probably die with reassurance about how the children
would be cared for and how family life would continue was always helpful. The
children’s concerns were about who would provide basic care, who would be
their primary care giver, and whether life would go on as planned. “Will we still
go to Disney World?” one child asked.

Informing the Child of the Parent’s Death

No matter how carefully children were prepared for a parent’s death or how
often they had elaborated the theme of death and dying in their fantasies or
play, they did not actually expect the parent to die, could not readily compre-
hend the permanence and irreversibility of death and the sadness associated
with that eventuality. An 8-year-old pointed out that her 5-years-old sister
thought her mother would come back after she died. As elaborated in Chapter
6, Katja’s 7-year-old sister, Lara, explained the preschool child’s response to her
father’s death well: “My sister doesn’t know what dead means. The night he
died, she and Mummy came to my bed. Mummy said, ‘Your father died,’ and
my sister was laughing because she thought something exciting had hap-
pened.” Their mother explained that Katja observed her and Lara’s reactions
carefully and cried because she saw that was the appropriate thing to do. As
young children began to realize that death was final and irreversible, feelings of
sadness, disappointment, disbelief, and devastation emerged.

Funeral, Burial, and other Traditional Rites

Most young children participated in the funeral and burial rites, although
they often did not remain as long as their older peers, and usually did not go to
the cemetery. Most parents wisely asked a relative or friend to take charge of
and be available to the child, to leave with the child should they need to do so.
Although most of the children did not understand the symbolism of the rituals
or seemed a little befuddled by them, they clearly gained from participating in
the various rituals. The major gain was that the parent’s death became more
concrete. When children did not attend the funeral, it usually reflected the sur-
viving parent’s concern about their reactions and the belief that not attending
would protect them. However, the reactions of the children who did attend the
funeral did not appear to support this belief.
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As was the case regarding many aspects of preschool-age children’s under-
standing, no single episode or explanation resolved the finality of the parent’s
death. After the funeral or wake, they continued to ask: “When is Daddy (or
Mommy) coming home?” But each concrete episode further clarified the dead
parent’s true state.

Children also can be frightened by certain aspects of the death and the bur-
ial. For example, 4-year-old Katja had numerous nightmares after her sister told
her that her father had been cremated because she was afraid he had felt the
flames.

Most of the children derived great pleasure and comfort immediately after
the death with items such as clothing, jewelry, and photographs that provided
links with their dead parent. One preschooler wore his dead father’s under-
wear; another carried his father’s wallet and told his family that he planned to
buy a house for the family with his father’s credit cards.

In the ensuing months, many children enjoyed going to the cemetery with
their surviving parent. One mother described her 4-year-olds behavior at the
gravesite as follows: “Jimmy talks about his father. Sometimes he says, ‘Daddy’s
in heaven and he’s not coming back.’ He attends to the grave for a few minutes,
then he plays around, and then he returns to the grave, makes the sign of the
cross and, when we leave, says, ‘Bye Daddy.’”

Remembering the Dead Parent

The young child’s openness and lack of defensiveness was usually evi-
denced in the early period after the death by talking easily about the parent,
which was difficult for the grieving parent. They enjoyed remembering what
they used to do with the parent before the death. Katja was delighted when Lara
made her father’s special pancakes. Another 4-year-old recalled that his father
had tickled him; another boy the same age talked about how his father had
tossed him up in the air. Recapturing such experiences not only helped children
remember the good times they had had with the lost parent but also seemed to
comfort them.

As young children began to appreciate the reality of the parent’s death, they
not uncommonly became frightened and anxious, and their separation anxiety
increased. The toll of the parent’s frequent and, at times, unpredictable absences
during the terminal stage contributed to symptoms of increased apprehension
about separations, occasional refusal to go to preschool, and nightmares that
required them to sleep with the surviving parent or an older sibling. Some chil-
dren developed transient phobias or physical symptoms, some of which resem-
bled those the dead parent had experienced, such as headaches and stom-
achaches. Most children expressed the fear that they might be seriously ill,
might die like the parent, or that the surviving parent, friends, or others might
die. Others responded by becoming withdrawn. Temporary regression of sleep-
ing, eating, and toilet training habits was not uncommon.

Children fairly quickly began to seek out attention and care from adults
who were the same gender as the dead parent, which at times embarrassed the
surviving parent because of their directness. Older children also searched for a
replacement parent, but their approach was usually more subtle.
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Bereavement and Reconstitution

Most children of this age were more distressed after the parent’s death than they
were during the terminal illness. Katja’s sadness deepened in the weeks after
her father’s death, as she began to realize that, contrary to her reassuring fan-
tasies, he would not return. Whereas the return to school and other activities
away from home helped older children reconstitute their lives, the process was
more vague and gradual among the younger children. However, pressuring the
surviving parent to find another mother or father seemed to indicate that the
children were entering the reconstitution stage. Some were ashamed of being
different, whereas others, such as Rachel (Chapter 1), responded to being teased
by peers about not having a daddy by asking her mother to find a new husband.
Another indication that the children were entering the reconstitution stage was
a return to happily participating in activities such as visiting other children,
playing with friends, and going to preschool.

Understanding the Death

Over time, the children’s conversations about the lost parent changed as
they gradually accepted the reality of the death and its irreversibility. At least
they could say the words, whether or not they understood the concept entirely.

Two weeks after her father died, Jennifer asked her mother if he would be com-
ing home for Hanukkah. The 4-year-old talked about her father constantly and
said she talked to him and told him she missed him, and he told her he missed
her too. However, she was doing well in school and was clinging less to her
mother. Then she began to correct herself in her conversation when she said, “I
want him to come home. Oh, no, he’s not coming home.”

Jennifer’s behavior represented the typical progression of the young chil-
dren’s process of accepting the reality of the parent’s death. For example:

Three-year-old Brett talked openly about his father for many months after he
had died. Then, one day his mother overheard him telling his grandmother that
he was going fishing with his father, but he corrected himself, saying, “Daddy
not here, he’s dead.”

Amanda became more whiny and clinging after her father died. The 4-year-old
sat in his chair with many blankets wrapped around her. When she began com-
plaining of stomachaches, her mother took her to the doctor, and Amanda
promptly asked him when she could see her father again. Three months later,
however, she was able to say, “Daddy died.”

Children this age expressed confusion about death and their own vulnera-
bility in ways that were sometimes difficult to understand. For instance:

Amanda kept asking her mother, “Is that person dead? Did she die? Do you die
if you’re old?” Then she asserted that “Dad died because he was old.” Finally,
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she asked, “If you itched all over, do you die?” and complained of itching. (Dur-
ing his terminal illness, one of her father’s symptoms was itching.)

One of the few more traditional oedipal reactions was illustrated by 5-year-old
Brad, whose relationship with his father had been a good one. He was afraid
that his father might come back and that he (Brad) might be hurt, so he slept
several nights with his sisters for protection. He began to dream that his mother
was murdered, but these dreams subsided over a period of several weeks. Then
he demanded that his mother tell him who would be his father when he grew
up. He asked this question repeatedly and was dissatisfied with the evasiveness
of her answers.

Shortly after the parent died, the children were likely to ask the surviving
parent to find a replacement. Most of the girls launched a campaign to have
their mother find a new daddy and, like Rachel, wanted a daddy who would be
fun. One 5-year-old thought she would like to have two daddies, so that if one
died she would still have another one.

When the mother was the parent who had died, most children were fairly
insistent that women in the household should take on a parenting role. Several
children became angry with the family housekeeper, who they felt should pay
more attention to them instead of just cleaning. Those who rejected nannies and
baby-sitters appeared to be unwilling to accept as a mother replacement some-
one who was not assuming the role of a mother.

Children were intensely upset about the loss of the “whole family” that they
had believed would always be theirs and that gave them a sense of security and
well-being. They also were upset about being different from other children, and
they missed the family climate that had existed before the parent’s illness.

Grief Reactions

Children expressed sad, unhappy, and angry feelings for many days or
months. They sometimes became withdrawn at preschool, were distracted, or
appeared to daydream. Transient regression from current developmental
achievements was not uncommon. Sleeping difficulties and anxiety related to
separations from the surviving parent were common, as were complaints about
mild physical symptoms such as stomachaches, headaches, and exaggerated
reactions to normal cuts and bruises.

Most children were inclined to use the quiet moments the surviving parent
had established to talk about the dead parent. They enjoyed focusing on memo-
ries such as “Daddy and I used to whistle” or “Daddy used to tickle me.” At
times, their conversations were so casual that the surviving parent misunder-
stood their behavior as indicating a lack of feeling. However, some children had
more difficulty talking about the lost parent. For example, Amanda’s mother
found that her daughter’s attendance in a bereavement play group facilitated
her ability to talk about her memories of her father, and her angry moods sub-
sequently decreased. Some children benefited from individual counseling.
When children were able to talk about their dead parent during the reconstitu-
tion process, they obviously felt better and functioned better.
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Most parents were extremely sensitive to their young child’s need for emo-
tional support and tried to be helpful, despite the pain of listening to the child’s
memories about the dead parent. Children appreciated it when the surviving
parent instituted quiet times for conversation, telephoned them at school, and
informed teachers and other adults who could provide knowledgeable care.
Parents also tried to provide new, fun experiences so that their children would
have pleasurable feelings about their new family life that would counteract
their inevitable confrontations with the “loss” of the family.

Impact of the Surviving Parent’s Grief

Although surviving parents were faced with adopting new roles and mak-
ing numerous changes in their lives, their grief tended to make them proceed at
a slow pace. The lack of synchrony between a parent’s more constant, longer,
and intense mourning and the preschool child’s more episodic grief created
problems for parents. Their problems were compounded by their need to dis-
tance themselves from their wrenching grief by thinking or doing something
else during a period when the child needed to talk about the dead parent and
surround him- or herself with reminders of the parent.

Reminders of Grief

Anniversaries and other marker events such as holidays, Father’s Day,
Mother’s Day, and birthdays were important reminders for the children.
Although surviving parents were reluctant to observe such holidays, they
found that observing them and remembering the dead parent with the child
was beneficial. Visiting the cemetery on such occasions also was valuable.
Although reminders were painful to parents, most preschoolers found that
reminders were pleasurable. As I alluded to earlier however, they were upset
when peers reminded them that they were different because they did not have a
mother or father.

Parental Dating

Parents often felt pressured when their young child urged them to “get
another Daddy or Mommy” and were embarrassed when the child clung to and
adored adults who were the same gender as their dead parent. However,
because dating was complicated, many parents wisely decided that their child
had undergone enough traumatic separations and did not want to subject the
child to a series of separations while they searched for a suitable mate.

Young widows were especially devastated by their husband’s unexpected
death and not infrequently had difficulty developing new relationships. They
often realized that they were afraid of making another commitment because
they might be forced to re-experience the same trauma. As a result, the women
tended to delay dating much longer than men. Generally, the men were more
inclined to remarry relatively soon, especially if they had young children. How-
ever, the behavior of the surviving parents in our sample varied greatly,
depending on such factors as their opportunity to date, their relationship with
the spouse who had died, and the duration of the spouse’s illness.
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All the children in this sample discussed parental remarriage with the sur-
viving parent, if not before the patient died, then shortly afterward. Many were
reassured to know that their parent would look for a person who would be a
good parent as well as a good husband or wife. A few even listed the attributes
they wanted in a new parent.

Estrangement From the Extended Family

Conflicts between the surviving parent and the dead spouse’s family were
almost universal and often led to estrangement. Thus, the young child experi-
enced an additional loss.

The father of three children aged 9, 5, and 4 years became angry with his
mother-in-law after his wife died. Although his mother-in-law had provided
care for the children and had kept in consistent contact with them, he believed
she had not done enough for her daughter and refused to speak to her. This dis-
tressed the children because their grandmother was the only member of the
extended family who lived in the area, and they had spent a considerable
amount of time with her. Although their father told them they could maintain
contact with their grandmother, they were afraid of incurring his rage and retal-
iation by doing so, and he was their only remaining parent.

There were many reasons for the conflict. The grandparents’ grief was pro-
found, and reminders of their loss as well as their dead child’s loss when they
looked at the young surviving spouse and grandchildren were devastating.
Young single-parent families have many needs—emotional, financial, and care
taking—needs that were difficult for grandparents to acknowledge and meet as
they struggled to survive themselves. As a result, most in-laws gradually
drifted apart from the parent and children. The surviving parent’s remarriage
made maintaining the relationship between grandparents and grandchildren
even more complicated. However, young children benefited when their grand-
parents put aside their understandable despair and affirmed the different needs
of the surviving spouse.

Jack’s wife, Arlene, had been ill for three years before she died, and their two
young children yearned for the nurturing care they had been missing for some
time. About four months after Arlene died, Jack began to date a teacher from his
children’s school who the children liked very much. Arlene’s mother and father,
who had helped with the children’s care throughout their daughter’s long, dif-
ficult illness, were angry and critical of their son-in-law. After a couple of
months and some careful reflection, however, they prepared a birthday dinner
for their son-in-law’s new girlfriend together with the children. Jack was very
touched, and they all had a pleasurable evening together. The grandparents
explained that they just wanted to be sure that the woman Jack became
involved with was able to be as loving to the children as their daughter had
been. But they could see that although this woman was different from their
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daughter and expressed herself in different ways, the children liked her and she
cared for them.

Recommendations for Professionals 
and Caregivers

Terminal Illness

1. Explain the changes caused by the cancer and its treatment in a consistent, on-
going manner without being overly optimistic or pessimistic. Information that ex-
plains what the child is seeing and hearing is most important.

2. Establish a time when the child can ask the parent questions and share feelings
and thoughts. Many parents find that bedtime, when they can lie next to the child
and talk about the illness, is a good time.

3. Use play and art to illustrate and make concrete the complex events that are
occurring in the family.

4. Realize that having “a good cry together” may be frightening rather than cathar-
tic for the young child. However, if the parent does express intense emotion, it
should be explained. Because young children are so self-referential, a careful
explanation is necessary: For example, “I’m crying because I’m sad that Daddy
is very sick. I’m not crying because of anything you did.”

5. Honor the child’s inability to experience or observe intense emotions more than
briefly. Changing the subject or going off to play are important safety valves. For
example, although young children respond well to hospital visits, the visits are
more satisfactory if they are brief and if some activity is planned.

6. Arrange for the child to visit the parent in the hospital. Hospitals are now
much more amenable to having young children visit. It is important for the par-
ent to bring a few toys, enlist a spare wheel chair for the child to play with, or
arrange to have a meal together. The visit should not extend beyond the child’s
tolerance.

Death and Family Rituals

1. Communicate with the child throughout the parent’s advancing and then termi-
nal illness, focusing on explanations for what the child sees and hears about the disease.
For example, explaining the illness, treatments, and the patient’s progress is a
way of developing a language that can be used to discuss illness, treatment, and
ultimately death, as well as related emotions.

2. Use concrete details to describe the fact that when a person dies, all bodily func-
tions cease and the person will never come back.

3. Use other examples of death, such as the death of a pet or a grandparent, as
understandable analogies.

4. Use play, drawing, and other expressive activities to enhance the child’s under-
standing.

5. Suggest emotions that the child might feel so he or she can respond in ways oth-
ers will understand.
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6. Prepare the child for the rituals that will take place. Describe what the child
can expect to happen, what role the child can play, what roles other people will
play, how others will feel and behave, and how the child may feel. Encourage
the child to participate in these rituals.

7. Assign a care taker to remove the child from the wake or funeral after a brief time
if this seems necessary. The usual hour devoted to such ceremonies is often too
long for most preschoolers.

8. Reinforce the child’s continuation of positive activities.
9. Reassure the child about the surviving parent’s ability and determination to pro-

vide care.
10. Shortly after the death, provide the child with transitional objects that seem

important to the child. These items may include some of the dead parent’s pos-
sessions or photographs of the parent, especially photographs with the child.

11. Prepare for a surge of separation anxiety, sleeping problems, the desire to sleep
with the surviving parent, clinging behavior, and other temporarily regressive behav-
iors. If the situation does not improve within a couple of months, set up a system
of rewards for sleeping alone and returning to previous developmental func-
tioning.

12. Prepare for the child to talk frequently about the parent during the first few
weeks after the death.

Bereavement and Reconstitution

1. Continue setting aside time to talk with the child about the parent who died.
Because most surviving parents are extremely busy, it is easy to overlook the
importance of talking with the child. Substituting a quiet chat for a bedtime
story can be helpful, as can bringing up pleasant memories of the dead parent or
looking at a family album together. After awhile, the child may begin asking
questions about or bring up incidents involving the dead parent.

2. Be prepared for the child to misunderstand why the parent is experiencing
strong emotions and correct these misunderstandings during quiet talks. Another
source of misunderstandings may be older siblings who freely share informa-
tion that the child may not comprehend.

3. Help the child remember pleasurable activities he or she participated in with the
parent who died, although such discussions can be painful to the parent.

4. Give the child access to the dead parent’s possessions that might be of interest
and provide a sense of ongoing connection and identity. It was best to give the child
realistic choices. For example, valuable jewelry can be put in a safe place and
looked at together.

5. Share photographs of the dead parent with the child. Although pictures can be
a source of grief and pain for the surviving parent, they are usually a source of
pleasure and comfort for the child. If the parent cannot do this, grandparents
may be able to do it.

6. Discuss the possibility of dating with the child, recognizing that the topic is com-
plicated. Although young children may clamor for a new parent, they can be
upset and jealous when the new potential parent proves to be different from the
lost parent. The children may believe that the new person will separate them
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from the dead parent or dilute the surviving parent’s affection. Another factor
that must be considered is the potential for additional losses if the parent stops
dating a person the child has become attached to. It is comforting to know, how-
ever, that most young children adapt quickly to a new parent if the new spouse
honors the importance of the child’s continued relationship to the parent who
died.

7. Prepare to celebrate anniversaries and holidays as good times that facilitate
memorialization of the dead parent. Although children usually enjoy the ritual of
including the dead parent on such occasions by visiting the cemetery, they may
change their mind suddenly and refuse to go. This behavior is not unusual dur-
ing developmental transitions.

8. Explore the availability of play group experiences. Grouping children who are
experiencing the loss of divorce or a parent’s death is often successful. Children
seem to enjoy these groups and benefit from realizing that they are not the only
ones without one parent. They may enjoy hearing about other children’s reac-
tions and sharing memories.

9. Keep in mind that the young child’s mourning process differs radically from an
adult’s mourning. Whereas the intensity and frequency of the adult’s feelings of
overwhelming sadness and loss gradually diminish over time, the child’s
mourning process has a different pace and can involve intense feelings that
come and go for years.

10. Seek a professional evaluation for the child if severe symptoms persist. Exam-
ples of such symptoms include an inability to engage in carefree play after six
weeks; persistent clinging, fear, and nightmares; irritability or acute sadness
after two or three months; difficulty separating from the parent and functioning
poorly in preschool; a prolonged preoccupation with dying and joining the
dead parent; and, of course, persistent developmental regression in sleeping,
eating, and toilet training habits.

11. Consider counseling or therapy for the surviving parent if the parent’s
symptoms of grief become symptoms of major clinical depression or if the
symptoms prevent the parent from maintaining adequate emotional involve-
ment with the young child. Depression in the surviving parent has been highly
correlated with disturbance in 3–5 year old parentally bereaved children (Kran-
zler et al., 1989).
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Children 3–5 Years of Age
Narrative

Mother and 4-  and 7-Year-Old Daughter

“My Sister Makes Our Daddy’s Famous Pancakes.”

This is the story of Katja, who was 4 when her father died. Like so many of the
3- and 4-year-olds, she played rather than spoke her thoughts. It was her older
sister and her mother who talked and told us a great deal about Katja. However,
this story is also about how pre-operational children experience and think about
the illness, death, and reconstitution of their family. So the story is also about
Lara—who was 2 1/2 when her father was diagnosed, 5 when he became termi-
nal, and 7 when he died. Her recollections, her understanding, and her reac-
tions, which she shared generously, are those of a pre-operational child. Like so
many of the 6- to 8-year-old girls, she was very garrulous—she loved the atten-
tion and the opportunity to talk to the interviewer. She loved being knowledge-
able and opinionated, all attributes that made her an excellent raconteur. She
had had a lot of practice in this. Her mother loved her chatty style and found in
her a kindred spirit.

Background

Both Peter and Eva were born in Romania, geographically not too far apart,
although their families did not know each other. When Peter was 16 and Eva
was 15, both families fled to the United States following political unrest. A shy
person, Eva recalled that her first three years in her adopted country were a
nightmare, and she would have returned to Romania many times over if she
had been able to. No one in her family spoke English, her high-school class-
mates made fun of her accent, and she became even more shy. “I turned off all
emotion. I just ate to stay alive.” Such depression is not uncommon in adoles-
cent immigrants who struggle with the loss of place while beginning to develop
an independent identity. When she went to college, she discovered a Slavic
department, and life suddenly changed for her. She did well in school, made
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many friends, and met Peter when she was 20 years old. She earned an
advanced degree, then worked in her profession for a number of years.

She and Peter married when they were in their late 20s. Two years later, Lara
was born, and Eva left her job to take care of the family: “Peter was a mechani-
cal genius. He started a manufacturing business of his own in a basement, and
by the time we were married, it was a real business with a whole building and
more than 20 full-time workers.”

Diagnosis

Six years after Peter and Eva were married, his cancer was diagnosed, and he
decided to sell his business and begin enjoying life: “Doing the things for which
I never had time.” He gradually rebuilt their house, which became a full-time
avocation.

It is difficult to determine when the terminal stage of Peter’s illness actually
began. It was five years from his diagnosis to his death. After the diagnosis and
three months of chemotherapy, Peter underwent a knee replacement procedure
to remove the cancer but save the leg. One year later, his physicians discovered
that the cancer had metastasized to his lung, and he underwent lung surgery
and more chemotherapy. None of the standard chemotherapy regimens seemed
to be effective: Within 12 months, his cancer had metastasized to his other lung
and his spine and, a few months later, to his hip bones. At this point, he entered
a clinical trial. Like many recipients of experimental drugs, he kept hoping
either for a cure or for at least being able to live for many more years. His fight-
ing spirit and his tolerance for pain were remarkable.

Terminal Stage

Lara was 5 years old and Katja was almost 3 when their father entered the ter-
minal stage of disease, although it would be two more years before he died. He
maintained his fighting spirit, despite the major problem of his bone pain. With
each new trial of chemotherapy, he and Eva renewed their hopes, only to have
them dashed when the treatment failed. As Eva said: “It is too much like an
emotional roller coaster.” She said that although he usually was in much better
spirits than she was, his anger and irritability became severe at times. Unfortu-
nately, Peter’s mother, because of her own grief, added to their stress by blam-
ing Eva for his illness. Eva was angry, but she understood that when men got
sick in the “old country,” their women were blamed for not taking care of them
properly.

Eva believed that Lara’s temperament was similar to her father’s: “Sweet
and nice, but then very stubborn, and then again extremely sensitive and loving
and caring. She has no control over her emotions. She identifies with Peter; she
even looks like him.” Eva explained that Peter had a better relationship with
Katja than with Lara because Lara was much more complicated for him to
parent.

Because Lara unwittingly provoked Peter, she often became the focus of his
outbursts. Typical of preschool children, her play reflected her awareness of and
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distress about her father’s condition. She began to bang up her legs while play-
ing, then complained that her knees hurt. She often complained of a stom-
achache, but the physician could not find a cause. She became fearful, had diffi-
culty sleeping, and climbed into her parent’s bed at night. Because Peter’s
emotional control was poorest at night, he would become angry with Lara,
shout, and bring her to tears on occasion. Eva said that she and Peter also had
different attitudes about child rearing: He believed in being strict and punitive,
whereas she was easygoing and encouraged her daughters to be outspoken and
independent.

When Peter began receiving palliative treatment, Lara became even more
upset by her father’s emotional outbursts. By now she was 7 years old. She was
afraid of shadows moving in her room at night and was even more frightened of
being alone. She climbed into her parents’ bed in the middle of the night more
often. When an accident or theft occurred in the neighborhood, she exaggerated
the threat. She was afraid of burglars, then of fire. Each attack of fear lasted a
couple of weeks, then gradually subsided. Although Lara had not been told that
her father had cancer, she asked the interviewer if her father was going to die, a
directness typical of 6- to 8-year-old youngsters.

Surprisingly, Lara did extremely well in school during this period. Her
teachers couldn’t say enough good things about her, and Lara was proud of
receiving a report card with all “Excellents” at the end of first grade. As a
reward, Eva took her out for lunch—just the two of them.

Katja, on the other hand, did well at home during this period. She reflected
the lack of apparent distress demonstrated by many preschool children—espe-
cially those who had an easy temperament, whose routines were maintained,
and who had a mother at home. As Eva reported: “Katja is very well adjusted,
she is very laid back; she loves everyone and everyone loves her. She has a good
relationship with her father and her sister.”

Three months after Peter began palliative radiation, Eva’s parents returned
from Romania and moved into the Vicek household to help out. Although Eva
initially welcomed this arrangement, it soon became clear that her parents dis-
agreed with her and Peter about how to handle the children. For example, they
were aghast that Lara would dare say “No!” to her grandfather—behavior that
was unheard of in the old country.

Understanding the Illness

Lara’s understanding of her father’s illness demonstrates how earlier
‘understanding’ was maintained over time. She demonstrated the merging of
unrelated events that is so common in children who are at the preoperational
stage of thinking.

Lara told the interviewer she did not know the nature of her father’s illness.
Reflecting on memories of events that took place when she was 5 years of age,
Lara, now 7, said that his illness began when he was repairing the house and
dropped an electric drill on his foot. She explained, “It was bleeding a lot and
my Mom wouldn’t let me see it. Then they took him to the hospital and they put
in a new knee, which then went into his back and he broke his leg and his back,
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and now he has to use a wheelchair sometimes.” Lara was angry at her father
because she thought he had dropped the drill on his foot on purpose. She was
afraid he would go to the hospital for an operation, and then more and more
blood would come out and he would lose his heart and die. “I would be very
sad if Dad were to die. If Mom would die, then grandmother and grandfather
would take care of us, and they live in Romania.”

Eva explained that Lara was 4 years old when Peter’s knee was replaced
surgically and almost 5 when he accidentally dropped the drill on his foot. Peter
was home alone without a car. Because he was bleeding profusely, he called 911.
Eva and Lara were returning home in the car when they saw the ambulance.
Lara wanted to run into the house to see what had happened, but Eva did not let
her until the mess was cleaned up. Although she tried to correct Lara’s misun-
derstanding about the cause of the accident, Lara insisted on believing her own
interpretation of the event, thus merging two disparate events.

When the interviewer asked Lara if she felt responsible for her father’s ill-
ness, she denied thinking it was her fault. However, she recalled that once, dur-
ing a drive in the country, she was singing in a way that annoyed her mother. At
the end of the trip, her mother was car sick and later said she had been sick
because Lara had been singing so much. This made Lara wonder whether one
person’s behavior could make another person sick. Although she did not con-
nect this insight directly to her father’s illness, it seemed likely that it was the
source of some of her anxiety.

Beginning Acceptance of the Parent’s Terminal Condition

The tension in the family increased as Peter’s disease advanced and the
treatments proved to be less and less effective. Peter desperately tried to gain
more control over his disease. He wanted to move to Romania because he had
heard about a man who was able to heal people by placing his hands on them,
but by the time they discovered the man’s whereabouts, the man was no longer
practicing his “art.” Peter then focused his attention on obtaining treatment in
Germany. Eva felt torn between her husband’s wish to search for alternative
treatments and maintaining constancy in her daughters’ lives, which she
believed was the best plan.

Five months before Peter died, he finished remodeling a bathroom, despite
his pain. He told Eva he needed to do it to feel useful. When the pain in his chest
increased, he coughed a lot and had severe night sweats. He began talking about
death as a part of life but complained about the unfairness of dying so young.

Observing her father’s increasing symptoms and debility caused Lara to
worry even more about his possible death and she spoke openly about her con-
cern to the interviewer. She felt nervous because she thought her father was
going to die. “That makes me cry a lot and be real mean.” However, she
explained that she did well in school because “I don’t worry about Dad in
school because I concentrate on work.” She wondered what would happen if
her father died or if both parents died. She was not sure what the word
“orphan” meant.

Eva was surprised by Lara’s thoughtful suggestions about who should take
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care of her and her sister in the unlikely event that both parents died. When Lara
entered second grade in the fall, the structure of school was helpful. But at times
she was still emotionally volatile at home. After a fight with her mother, she
threatened to run away and kill herself.

Katja, then almost 5 years of age, suddenly started a new game. She began
talking about imaginary “sisters and fathers” who went to the hospital, where
some died and some did not. Those who died reappeared again. Eva did not
know where Katja’s ideas came from, but they seemed to keep her happy and
satisfied.

Later, Katja added new members to her imaginary family. She replaced her
old imaginary father and sister with new ones and seemed content to have the
new family get sick, go to the hospital, die, and then reappear. She announced to
everyone that she was Babette, a teenage baby-sitter whom she idolized.

Preparation for the Death

Four months before Peter died, Eva began thinking about life without him
and experienced anticipatory grief. Her feelings vacillated between fear that her
daughters would get into trouble without a father and feeling that she could
handle anything and would manage somehow. She also was concerned that the
children might be scarred for life and wondered whether she could prevent such
an outcome.

Peter expressed fear of going to sleep because he thought he might suffo-
cate. Eva was heartbroken watching Peter, who could no longer walk, scoot
around on the floor fixing the house. When she offered to help him, he angrily
refused. When he began making a stained glass window, she tried to dissuade
him because the job was obviously extraordinarily difficult for him. His
response was, “It makes me feel alive and it distracts me. Let me enjoy my
time.” Eva was relieved when a member of a supportive care unit was assigned
to come to the house to monitor Peter’s pain medication.

When the Christmas holidays arrived, Eva did not feel like going through
the customary decorating and celebrating. However, the girls asked her about it
and she decided to do it for them, and she discovered that it lifted her spirits as
well. However, one day during the Christmas holidays, she could not find her
outdoor boots and suddenly began crying uncontrollably, overwhelmed by a
feeling of “I’m not able to take it any more.” Peter was furious with her. After
two days, she regained her composure because “I realized that I really needed
the numbness that I had been feeling.” Later, Peter told her that she frightened
him when she cried because he desperately needed her to be strong, not weak
and out of control like his mother.

Two months before Peter’s death, the tumor in his spine became worse and
he was forced to use a wheelchair. It was difficult for him and Eva to adjust to
each step in his decline. His hands were weaker and he could hardly hold a cup
of coffee, not to mention the tools needed to finish the stained glass window. A
number of different health care specialists came into the home at least once a
week to provide massages, nursing care, pain monitoring, and exercises. Peter
seemed to like these visits, but Eva believed they were not helpful. She said that
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at times she felt she could not even use the bathroom in peace without 10 peo-
ple asking her a question about something.

At this point, Peter’s pain was partially controlled by steroids and mor-
phine. According to Eva, Peter was even more emotional than before: “The other
day, he looked at Lara and started crying. He told her he is so happy that she is
such a good daughter.” When he told Lara that he might die, she became upset,
went upstairs, and cried.

Lara was convinced that she was the cause of her father’s recent paralysis, a
typical feeling among early school-age children. She recalled that shortly before
he became paralyzed, she spilled milk on the floor and her father slipped and
fell as he was cleaning it up. She believed the fall was the reason why he was
now unable to walk. Lara had suddenly become much better behaved and acted
more mature, helping her mother take care of her father.

Katja maintained her imaginary family. Fathers and sisters kept dying and
being resurrected. She had added a number of brothers who were much bigger
than her father. She announced to Eva: “I can be in the street by myself because
my brothers can take care of me.” Eva explained to her that because these broth-
ers were imaginary, they could not really take care of her. She needed a parent to
be with her when she was on the street.

Death and Family Rituals

Four weeks before Peter died, palliative radiation to his back was completed and
the steroids were reduced. Eva mobilized herself and began exploring possible
jobs. It made her feel good to begin preparing for the future. She had not worked
for seven years and was afraid she would not be able to find a suitable job. She
was gratified when her former employer offered her a supervisory position, but
she declined the offer because the job was full time. She also made plans to hire
a girl ‘from the old country’ to take care of the house and help with the cooking
so that she could work part time. Peter fantasized that the girl would make all
sorts of wonderful baked goods and he would regain some of his weight.

Lara refused to go to school one day because Eva had forgotten to order a
book she needed. She had more stomachaches and headaches and felt left out
because Katja spent so much more time at home.

During the final week of his life, Peter began eating less, then stopped eat-
ing and drinking altogether. On the day he died, he told Eva he was ready to die.
He died peacefully that night.

When Eva told Katja that her father was dead, she was curious: “I want to
see him,” she said, crying as if she thought she was supposed to. Eva took both
girls into his bedroom to say good-bye to him. Lara recalled: “My sister doesn’t
know what dead means. The night he died, she and Mummy came to my bed.
Mummy said: ‘Your father died’ and my sister was laughing because she
thought something exciting had happened. It was very sad, Mummy cried until
the priest came. We hugged each other.” Eva then called the police, who came
and were sweet to the girls, putting handcuffs on them and playing with them
until the paperwork was signed.

Each girl made a birthday card, which went with their father when he was
taken away. As Lara explained: “I drew a picture of me and my sister giving our
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dad flowers, the colors he likes, and wishing that he would have a happy life
there. We put the picture in the coffin with him.” Katja made a card of “our
house”, with friends inside the house, she and Daddy holding hands outside the
house. From the girls’ viewpoint, the house represented their father.

Eva had cards printed and Lara passed them out at the funeral. Both girls
came to the funeral. More than 100 people came, including Lara’s classmates,
teachers, the principal, and many of the mothers of Lara’s classmates and
Katja’s classmates in preschool.

Peter wanted to be cremated so his ashes could be taken back to Romania.
Eva explained to Lara that Peter had been cremated in accordance with his
wishes and his ashes would be brought home soon. Lara promptly told Katja,
who immediately began waking up in the middle of the night. After that, both
girls crawled into their mother’s bed at night, and Katja’s night terrors contin-
ued to wake her up.

Katja kept asking when Daddy would come back, and Lara reminded her,
“He is never coming back, he’s dead.” Katja also kept asking where he was—
whether he was still at the funeral home. Lara explained to her that “When
someone dies, their body does not work any more. Their soul is not there. It’s
with God.” Eva was surprised that although the family was not religious, Lara
clung to religious ideas. Eva found herself thinking: “This is so final—there will
never be happiness again. How do people get over it? But we are starting to
have some good times even now.”

Two days after the funeral, Lara went back to school. She was relieved to be
back with things to do. The teacher gave her a large paper flower that was filled
with many cards from the children and lovely notes from her friends. They all
expressed sadness about her daddy.

Eva was more concerned about Katja than about Lara. A few days after the
funeral, she recalled yelling at Katja about something, and Katja started cry-
ing—very hard. “Katja had a closer relationship to Peter than to me.” Peter
would have comforted Katja, now Eva had to do it. Eva gave Katja a hug and a
kiss and said: “That was from Daddy.” As Eva told the interviewer, “It’s hard
being both the good guy and the bad guy.”

During the first few weeks after Peter’s death, Katja cried more often and
Lara seemed moodier. Both girls were already beginning to experience situa-
tions that were different because their father was gone. One night, Lara was
struggling with her math homework and said math was much harder now
because her father had always helped her with it. Eva acknowledged that math
was hard and said it was good to keep talking together about Daddy because it
kept his memory alive. Both girls talked openly about him. They liked to take
care of the little tomato plants he had planted with them and to remember the
good times they had had together.

Bereavement and Reconstitution

Five weeks after Peter’s death, Eva found that his death had not completely
“sunk in” yet. “A part of me still thinks he’s there. I thought about going home
and telling him about something funny that happened. I have a sense of his
spirit and his presence, and it is very comforting.”
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During an interview, Lara remembered playing with her father—putting a
magnet on his knee because it was metal. She also remembered that when a new
hospital bed was delivered to the home, she knew her father was going to die.
Lara explained that her mother was now working and she was proud of her, but
she wanted her mother to quit working: “I don’t get to see her that often. I got a
new housekeeper, and my grandmother helps with my homework. Mom has to
do bills that my Dad used to do.”

Lara explained the cremation as follows: “Daddy wanted to be burned so
that his ashes could go to Romania. It doesn’t hurt because they can’t feel any-
thing. My cousins wanted to know about getting burned. When my mom first
told me, I felt kind of spooked. I wonder how many ashes you have when you
get burned.” Lara received an excellent report card and a good grade on a report
she had written about cancer and a book she had read on the body. She believed
she was doing well in math because “our dad had already worked with me on
these things.”

At school, Lara talked to a social worker every Friday about how she felt
and also went to a rap group every week. “When I go to sleep, I have scary
times. The ghosts come—they make funny faces. Then I go to Mom and sleep
with her. When I feel bad, I talk to my mom, but sometimes I’m afraid she is
doing something very important and she might lose her job if I bother her, so I
wait.” Her advice to other children was “Don’t worry, nothing that you did
caused it (your parent’s death).” Her main worry was that her new cat would
die the same way her old one did a few weeks earlier. “I cried for two days when
the cat died. We buried it on the side of the garden.” When asked about her
mother getting married again, Lara said, “I asked Mom once, ‘Are you going to
get married again?’ She doesn’t know. It would feel kind of strange. It would be
hard if they got married and she had another child. I hope it wouldn’t be a boy,
they’re wild, but if it was a boy, they should take it because that is better than
nothing.”

Unlike her chatterbox sister, Katja was quieter, and Eva reported that she
seemed sadder. She also said that Katja used to be able to play alone, but now
she wanted to interact all the time with Eva, reflecting her anxiety. Katja
expressed her grief primarily by wanting to talk about positive experiences she
had had with her father. When asked whom she talked to when she was sad,
Katja said: “I talk to my mommy and my sister.” Later she said: “Daddy tickled
me a lot. I miss him, but I still have my mummy. . . . My Daddy could make good
pancakes. Now my sister can make his famous pancakes.”

Search for a Replacement

Eva planned to quit her job so that she could return to Romania with the
girls over the summer vacation to bury Peter’s ashes. She found that her loneli-
ness was increasingly hard to take. She told the interviewer that Lara suggested
Eva should marry Daddy’s friend, the one who drew pictures with them.

Lara worried because the other children at school teased her, and she won-
dered what they were thinking about her. She was afraid they might laugh at
her because, like her friend Janice, she did not have a “together family.” The kids
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laughed at Janice because her parents got divorced and her mother remarried
and then had another baby. They also laughed at Lara, “but I don’t know why
they are laughing.”

Katja still had her imaginary friends, but less often now. Instead, she
wanted to have more contact with her mother and the neighbors. Katja was tem-
porarily afraid of bugs shortly after she was told that her father had been cre-
mated, but Eva said Katja was getting better.

Eva met with the interviewer shortly after the family returned from Roma-
nia at the end of the summer. They had a second funeral for all of Peter’s many
relatives, which intensified Eva’s feelings of loss. The children also went to that
funeral; the three of them went to the grave several times, planted shrubs, and
watered them. Eva said that after returning to the United States, she had the
feeling that she did not know whether she belonged here or in Romania. She did
not want her children to experience that feeling. She explained that everything
had changed a lot in the old country since she was a girl. There was more crime
and more unemployment. She said that Katja had adjusted easily in Romania
and had adjusted well again after returning to the United States. Although she
had become more talkative, she wanted her mother to watch her while she
played rather than play alone, as she had done before. She was doing well in
preschool and liked it.

Grieving and Building New Connections

Both girls talked about their father, remembering mostly positive things
they did together or the way he would cheer them up. They often talked to each
other and to Eva about the birdhouse he had made to protect the birds from the
cats, how he had made each of them a bedroom, and especially how he had
made the beautiful stained-glass window for them. Lara, like Peter, loved coun-
try music and Katja loved his famous pancakes. However, typical of children
her age, Lara grieved for her father at times. Eva told the interviewer that sev-
eral days earlier, she went into Lara’s room in the afternoon and found Lara cry-
ing. When asked why she was crying, Lara said she was thinking about Daddy.

Katja voiced some of the worries typical of preschool children: She worried
about becoming ill herself or about her sister or mother becoming ill the way her
father had. Eva said that during supper with the girls a few days before, Lara
did not want to eat her vegetables, and Katja said: “You want to be healthy, don’t
you? You don’t want to be like Daddy, to die.” Lara responded, “Why not? Then
I wouldn’t have anymore homework.”

Eva said she wanted to return to Romania permanently but was torn
because the girls preferred to stay in the United States. “If they move, they both
want to take Peter’s house and the dead cat.” The children craved having a man
in their lives: “It’s almost embarrassing the way they respond to every man they
come in contact with. They are almost overbearing!”

When last seen 14 months after Peter’s death, Eva said she had decided the
family would spend a year in Romania to see how life would go for them there.
Katja talked about missing her father and wanting a new father. Although Eva
and the girls experienced periods of mourning, they did so at different times
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and with different intensities. Eva was worried about some of Lara’s fears. For
example, Lara insisted on leaving the movie theater if the movie had a scary
scene. Lara was both worried and excited about spending a year abroad. She
continued to do very well with her friends and at school. She was no longer
teased by them. She was learning to play the piano and proudly played two
pieces that she had recently learned for the interviewer. Katja continued to do
well in preschool.

Summary

Peter and Eva’s story shows us how long, devastating, tiring, and sad the slow
dance toward death can be. Peter’s determination to live—or at least prolong his
life—his fighting spirit despite excruciating pain was remarkable. Although his
suffering took its toll on the family, he left an important legacy of commitment,
caring, creativity, and refusal to give up. Another important legacy was his love
and affection. His children also were fortunate because they had a loving, con-
sistent, intelligent, understanding mother. Because she cared deeply for them,
informed them, and encouraged them to participate in maintaining contact with
him, and later in the funerals, she mitigated their anxiety to a great extent. How-
ever, her strong identity as a traditional wife who defers to her husband pre-
vented her from filtering some aspects of her husband’s loss of emotional con-
trol with his children.

Katja and Lara were doing well when last seen 14 months after their father
died. Perhaps as a consequence of the momentum of their development, they
had reconnected with friends, with school, and with their father. Although they
will continue to mourn him, their memories are good ones. They loved the
house he built for them, they enjoyed his pancakes, they tended the garden he
had planted with them, and they shared pleasant memories about their interac-
tions with him. But most important, they were enjoying their life. They did not
want to move to Romania.

But after 14 months, Eva, Peter’s widow, was still confused and searching.
She was barely over the worst of her grief and was just beginning to figure out
who she was and what she wanted to do with the rest of her life—a life without
Peter. Like most of the surviving parents described in other chapters, she expe-
rienced a major identity crisis because of the transition of roles required after the
death of a young spouse—a crisis that many young, single parents fail to
resolve. Eva not only needed to finish mourning her husband, she also needed
to deal again with the three-year-long depression she had suffered in adoles-
cence because of her forced emigration from Romania. Her pre-adolescent par-
adise had ceased to exist, but she needed to search for it by returning to it.
Although she desperately needed to connect to the rest of her life, she had just
begun that process. The contrast between the length of Eva’s mourning and the
much shorter mourning of her daughters, between Eva’s ongoing struggle with
her search for a new identity as a widow and a single parent and her daughters’
adjustment to their new life, is evident, and quite normal and expected.
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Children 6–8 Years of Age
Themes

This chapter describes the impact of terminal cancer on the lives of 33 children—
16 girls and 17 boys—aged 6 to 8. They came from 30 families, and their surviv-
ing parents were 17 mothers and 13 fathers. (In this and the next chapter, when
the word child is used, it refers to 6- to 8-year-old early elementary school chil-
dren.) The important themes that are germane to children in this age group are
surveyed in this chapter. Chapter 8 discusses the experiences of two families
and ends with a summary of the characteristics of the children and families that
constitute the different outcome categories when the families were last seen 8 to
14 months after the parent’s death.

Developmental Themes of Early 
School-Age Children

Children this age were extremely troubled by the unfolding tragedy of the par-
ent’s illness and death and they showed their distress. They often appeared to
be sad and dejected, and they felt rejected. Sometimes they were angry, irritable,
and disappointed. Whereas preschool children seldom comprehend the finality
of death until after the funeral, 6- to 8-year-olds began to anticipate the death
during the parent’s terminal illness: they evidenced anticipatory anxiety rather
than anticipatory grief, as did the older children. In addition, most of them
understood that the parent who died would not return; however, precisely what
the catastrophe meant for them and how much they worried about the family’s
survival can only be imagined. As one 8-year-old put it: “I began to think that
Dad will die, and then maybe Mom will die, and the whole world will end!”

Four areas of development are important in understanding the responses of
these children to the parent’s terminal illness and death: (1) the transition
between preoperational and concrete operational thinking, (2) the young child’s
emotionality, (3) the parent’s central role as protector and enhancer of self-
esteem, and (4) the child’s expanding outside world.

71
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Transition Between Pre-operational and Concrete 
Operational Thinking

Cognitively, this is a transitional age for children. Although some show concrete
operational logical capabilities, like the older school-age children, their thought
processes often reflect the illogical and magical thinking that is more character-
istic of preschool children. Two common attributes of pre-operational think-
ing—magical thinking and nonreversibility—led to and maintained erroneous
conclusions that were difficult to change by logical discussion. Combined with
the desire of adults to protect them by withholding information about the death,
children this age were often confused and clung to their own erroneous expla-
nations of events.

A 7-year-old girl prayed that God would take her mother so that she would not
suffer so much. The next day her mother died and the child said, “I think I killed
her!”

An 8-year-old explained that she had not wanted to talk about her mother’s
impending death during the first interview. Her mother’s illness was terminal
at that time, and the child was afraid she would somehow bring her mother’s
death about if she talked about it. After the death, she talked about her much
more easily.

It was difficult to change the children’s ideas by using logic because of their
inability to reverse their thinking process: that is, the children were unable to
retrace an erroneous conclusion to its source. The 7-year-old who prayed that
her mother’s suffering would end believed she had (magically) caused the
death. Later, she was unable to retrace how she had arrived at that conclusion.
She just “knew” that she was responsible for her mother’s death.

Early School-Age Child’s Emotionality

These children expressed strong emotions: sadness, anger, anxiety, guilt. They
not uncommonly and erroneously felt rejected, and they also experienced
strong fears about the well-being of both parents. This characteristic emotional-
ity distinguished them from older school-age children, who kept their emotions
at bay by distracting themselves with activities and intellectual pursuits.
Younger children could not distract themselves easily from the tragedy of the
situation and therefore became overwhelmed. This is a characteristic that has
been described in research on children’s coping and self-regulation abilities
(Mischel & Mischel, 1983; Mischel et al., 1989; Compas et al. 1988). Because their
strong emotions promoted more illogical, primitive thinking, providing them
with solace was more difficult. One troubling characteristic of these children
was their tendency to personalize external events. For example, many viewed a
parent’s withdrawal as a rejection for something bad they had done.

Seven-year-old Katy’s father, who had a brain tumor, withdrew from her be-
cause he was afraid that if he continued to interact with her, she would remem-
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ber him as he was in his deteriorated state. Katy cried throughout her initial ses-
sion with the interviewer as she described the changes in everyone in the fam-
ily since her father’s terminal illness. “Mom has a bad temper because Dad is
very close to dying.” From this more logical statement, she promptly moved on
to an illogical one: “Mom doesn’t care for me anymore; no one listens to me. My
daddy doesn’t love me anymore because he won’t let me sit on his lap.” She felt
rejected by her father’s withdrawal and by her mother’s anxiety and angry
depression.

Although Katy understood her father’s symptoms and the disease process
and had repeatedly been told that he was too sick to play with her, she contin-
ued to experience his withdrawal as rejection. She understood her mother’s
extreme distress about her husband’s impending death and the family’s finan-
cial difficulties, but she also experienced her mother’s behavior as a personal
rejection. She felt devalued by these ‘rejections.’ The logical inconsistency is
manifested in her answer to the question of what advice she would give to other
children: “It’s helpful to talk to your mom so you can understand how you
feel.”

Katy’s reactions typified the experiences of many children her age, who auto-
matically assumed that when either parent expressed any negative affect, they
were to blame.

Parent’s Central Role as Protector and Enhancer of Self-Esteem

Although these children were more independent than preschool children, they
were not self-sufficient. They needed the parent’s assistance, nurturing, reassur-
ance, and encouragement to maintain a sense of security, well-being, and self-
esteem. A great reduction in self-esteem was a major problem and a marker that
these children were under severe stress. Thus, emotional responsiveness and
reassurance from a parent was extremely important to them. They needed
assurance that they were valued, loved, and would continue to be cared for and
that the family would survive.

Before his father died, a 7-year-old gave the following advice for other children
in his situation: “You have to fight (the disease) with (the patient), and just
know that you are surrounded by love.”

Child’s Expanding Outside World

Although these children attended school and were interested in learning, the
school experience was often more stressful than supportive. The pressure to per-
form and succeed was distressing to many, especially when they were trying to
cope with so many stresses because of changes in the family climate and routine.
They valued ‘friends,’ but friends were not the source of distraction or solace that
they were to older children. Instead, their peers sometimes teased them about not
having a mother or father, about the surviving parent’s remarriage and about the
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possibilities that they would have a new stepbrother or stepsister. Being treated
as “different” was often synonymous with being lonely and rejected. For these
reasons, children responded well to bereavement groups, in which they met
other children who shared their concerns and who had some of the same feel-
ings. They were no longer the only one who had lost a parent. For these children,
the home microsystem remained central, but the school microsystem was begin-
ning to gain in importance. At this age, teachers and the teacher’s reactions were
more important than peers. However, a paper with a good grade did not really
raise self-esteem until it was praised by the parent. Like their younger siblings,
their development was affected by the peer rejection they felt regarding their not
having a “together family”; about having a family with only one parent. Their
hesitation about their surviving parent remarrying was countered by their desire
to be like their peers—they not infrequently began to request a replacement, per-
haps in part due to this peer pressure.

Patterns of Responses in 
Early School-Age Children

The children’s responses varied according to the stage of the illness or bereave-
ment, and depended on the information they were given. Their preparation for
the death was complex, but they generally recuperated relatively quickly after
the death, although some residual symptoms were not uncommon.

Terminal Illness

The children’s awareness of their parent’s impending death varied. Many of
them spoke openly about being afraid their parent would die. Others, though
aware of the illness, were unaware of the terminal nature of the current episode.
A few were even unclear about the diagnosis and therefore were confused about
what was happening to the parent. For most, the terminal illness was the time of
highest anxiety and stress. Important issues during this stage included commu-
nication of preparatory information and managing separation experiences.

Communication of Preparatory Information

Because most of the children were reluctant to reveal their fears about the
patient’s possible death, especially to either parent, parents could not be guided
by the children’s questions when trying to decide when and what type of infor-
mation they needed to provide. Including the children in family discussions
about changes in the patient’s illness and treatment was often helpful. Regular
updates were also important to them.

Dan proudly told the interviewer that he participated with his older brothers in
family meetings about his dad’s illness. It gave this 7-year old a sense of value,
importance, and inclusion in a family that was becoming closer and more cohe-
sive to deal with this stress.
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Conversely, 7-year-old Daria said: “There are secrets in this family. Families
shouldn’t have secrets. I don’t feel like I am part of this family anymore.”

Need for Information

Three types of information were helpful to children during the parent’s ter-
minal illness: (1) the name of the disease, its progress, symptoms, treatments,
and causes, (2) the relationship between the patient’s behavior and appearance
and the symptoms and treatment of the disease, and (3) the prognosis, includ-
ing when death was probable and when it was imminent.

The name of the disease, its progress, symptoms, treatments, and causes,
involved concepts that were generally beyond those the children could compre-
hend. On the other hand, when first interviewed, even if children had not been
told directly that the parent had cancer, most were aware of that fact because of
conversations they had overheard. However, if a parent informed them directly,
they seemed to feel they had permission to ask more questions.

The relationship between the patient’s behavior and appearance and the
symptoms and treatment of the disease were often confusing to the children.
They were especially distressed by changes in the patient’s abilities and spoke
poignantly about the patient’s inability to engage in sports, to play games, and
to have fun with them. Some were angry about these changes, attributing them
to the patient’s willful neglect or rejection of them or to malingering. They also
were upset, and often angry, about the patient’s reduced mobility and altered
appearance and mood, and at times blamed the physicians and the hospital for
these effects.

One boy believed that his father’s irritability after chemotherapy, coupled
with the fact that his mother remained in the city two nights a week to stay with
her husband while he was undergoing chemotherapy, was because his parents
no longer loved him. Children were angry about changes in the parent’s func-
tioning even if they understood that the changes were caused by the disease.

Eight-year-old Robert and 6-year-old Ann were very upset with their mother’s
inability to wheel her chair into their room at night to talk with them, read to
them, or mediate their conflicts. She had been ill for more than two years, and
her loss of mobility interfered with her parenting abilities. This was especially
difficult because she insisted on trying to parent them without outside assis-
tance, although she was physically incapable of doing so. As a consequence, she
needed to keep them in the house most of the time, and her children were
extremely angry about this loss of independence. After their mother died,
Robert and Ann told the interviewer that they wanted to have fun for a change
and asked her to play games with them.

The prognosis, including when death was probable and when it was immi-
nent, were difficult areas to communicate to the children. In contrast to their
reluctance to ask parents, these children were likely to be quite blunt with the
interviewer: “Do you think my daddy is going to die?” or “I’m afraid my
mommy is going to die.” Even when they had not been told that death was
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imminent, some inferred this from the patient’s symptoms, the parents’ anxi-
eties, or the reactions of others.

Because parents had the most difficulty providing their young children
with information about the pending death, some waited until it was too late.
When told that the parent’s death was imminent, most of the children cried
briefly, asked a few questions, and returned to their usual activities. Later, they
were likely to begin asking questions about plans for the future and who would
take care of them. Some began to worry about the well parent’s health, a worry
that became acute and more common after the patient’s death. Some asked what
would happen if both parents died. Most of the children worried about this.
Whether they asked this question or not, clarifying what would happen in the
unlikely event that both parents died reassured them unless the parent named
someone the children didn’t like.

Special disease-related situations made it difficult for children to under-
stand the progression of the illness. One parent had been chronically ill for
many years. His transition to terminal illness was gradual. The child had diffi-
culty understanding that the disease was now acute and terminal. Another par-
ent had an acute reaction to the treatment of the disease and died unexpectedly.
A third parent died suddenly when he developed acute leukemia while being
treated for osteosarcoma. Situations such as these posed special communication
problems with these children.

Unhelpful Communication

Some parents communicated with their children in ways that were not help-
ful. For example, some misunderstood “open communication” to mean they
should share the full range and intensity of their adult emotions with the child.
As with younger children, their expressions of severe anxiety, panic, despair, or
rage increased the child’s anxiety and fear. On the other hand, expressing mod-
erated feelings, such as concern, gave children permission not only to share
their own feelings but modeled how emotions could be expressed as well. Just
how difficult it was for young parents facing the death of a spouse to discuss the
illness and its prognosis with their children cannot be overestimated. This diffi-
culty was compounded when the patient denied the terminal nature of the
illness.

Elaine was the 38-year-old mother of two daughters, aged 6 and 8 years. Her
sister died when Elaine was just 3 years old, and no one had ever discussed the
circumstances of her sister’s death with her. Consequently, she was determined
to communicate openly with her daughters about her progressive brain tumor.
She was distraught about leaving the children, although she had made careful
alternative plans for their parenting after she died. When she talked with them
about her death, she emphasized her belief in reincarnation. Some day, she said,
they would be together again. Because this thought was comforting for all three
of them, she discussed it often and in great detail.

The 8-year-old clearly understood that death was permanent and that many
years would pass before she would see her mother again. She did not want to
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talk about her mother’s death ahead of time. On the other hand, the 6-year-old
enjoyed these discussions. Her father said she talked about death as if it were an
exciting event that was about to occur. After her mother died, however, she
became angry and dejected and was preoccupied with the wish to die so that
she could see her mother sooner. Her understanding of reincarnation was that
her mother would return soon—as her mother. It required several months of
clarification and reassurance before her mood improved and she began func-
tioning normally at school.

This example reflects the pre-operational thinking of a child in the early ele-
mentary grades in a highly emotional situation in which a parent inadvertently
reinforced a belief that death could be reversed.

Although some parents intended to be protective by delaying giving bad
news, it often created more stress in children after the death because the death
was experienced as more sudden, unexpected, and traumatic. For a few, with-
holding information led to a more distressing reaction after the death.

A 7-year-old girl expressed rage and distrust of her mother, the doctors, and the
hospital for several months after her father died suddenly of a brain hemor-
rhage after going to the hospital in an ambulance. Because her mother had not
forewarned her about his probable death, the child believed the hospital was
responsible for his death. She reproached her mother by saying, “They killed
my father. Why did you take him there?” Mistrust was not a previous charac-
teristic of the mother-daughter relationship, and it was not relieved until sev-
eral months of repeated discussions, counseling for the mother, and individual
counseling and a bereavement play group for the child.

Symptoms and Behaviors

These children reacted to the stress of the parent’s terminal illness with
anger, anxiety, sadness, and fear. Conflicts with siblings and peers often
increased. Regressive behaviors such as being childishly demanding, stubborn,
and clinging were common. Other behaviors, such as bed wetting, were less fre-
quent. There were very few instances of soiling.

Children’s reactions were closely tied to what was happening around them:
They reacted to separations and to changes in their own activities. Some became
upset and angered by tighter restrictions on their activities imposed by tempo-
rary caregivers such as grandparents. They also reacted to the changed family
environment, to the increased tension, anger, and depression, and to the lack of
happiness, joy, and celebrations in the home. At times, they objected to the fact
that the patient was receiving so much attention.

Because Dan’s father was discharged from the hospital on the day of an impor-
tant baseball game, his mother was unable to attend. As the 8-year-old asserted:
“It’s always Dad. His needs always come first!”

Because a temporary drop in a child’s grades commonly occurred during
the parent’s terminal illness, parents were encouraged to communicate with
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teachers and other school personnel about the illness so they could support the
child and not make unrealistic demands or become unnecessarily critical. Many
children functioned better at school than they did at home, especially if previ-
ously they had been successful at school. However, they also were afraid of
being disapproved of at school and being teased by peers because they were dif-
ferent. As one 7-year-old girl said, “It’s not as special having just a mother.”
Peers can be insensitive and even cruel to each other at this age.

Eight-year-old Ron sadly told his mother that when he told the class his father
had cancer, one boy asked when his father was going to die. This made his
mother realize that giving her children more information would protect them
and prepare them better to deal with what lay ahead.

Reactions to Separations

Although the 6- to 8-year-olds did not need the parent’s constant presence,
they did need the parent to be as consistent as possible with them: for example,
letting them know about the possibility of unexpected trips to the hospital and
preparing them for how the situation would be handled and who would take
care of them. If properly prepared, they usually responded well to temporary
caregivers and baby-sitters, but they resented overly restrictive caregivers such
as frightened grandparents. If separations were not prolonged and they were
aware of the parents’ whereabouts, they tended to be tolerant. However, if the
separations were prolonged, they had problems, especially if they were not per-
mitted to visit the hospital.

A planned visit to the hospital with children of this age often reduced their
anxiety dramatically and led to improved behavior at home. For a variety of rea-
sons, some patients did not want their children to visit them during their termi-
nal illness. Some believed they were protecting their children from the trauma
of their altered appearance. In reality, however, the children in this age group
talked only briefly about their parent’s appearance after the death. They were
more likely to feel rejected by their ill parent’s not wanting to have them visit. If
adequately prepared, most children were not distressed by visits to the hospital,
enjoyed them, and felt less anxious afterward. Their propensity to fill an infor-
mation vacuum with erroneous explanations and notions seemed much more
likely without this direct contact and communication. If parents could not
understand the benefit of such visits, they could help the children by telephone
communication and the exchange of letters, drawings, and gifts. However, see-
ing and hearing the patient and his or her caregivers in the hospital not only
provided the child with an important confrontation with reality but also with
reassurance that was difficult to accomplish in other ways.

The mother of 7-year-old Dana had been at the hospital daily with her termi-
nally ill husband for several weeks. With her 4-year-old sister nearby, Dana told
her mother on the phone: “The doctors and nurses are at the hospital to take
care of Daddy; you need to be at home with us.”
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Sam, age 6 years, and his 4-year-old brother were fighting more than usual.
Their father could not understand why they were so difficult, since they had a
housekeeper during the day while his wife was in the hospital. When the inter-
viewer asked how they were feeling about their mother being in the hospital,
they responded angrily that she had been there for 62 days; they knew that
because they had been crossing off the days on a calendar they showed the
interviewer.

Many ill parents came to believe that a good use of their remaining time was
to stop working, if possible, or to work at home so they could spend more time
with their children. A few parents expended tremendous effort to keep working
until shortly before they died. This seemed to reflect an inability to come to
terms with their terminal condition. This pattern was not usually tied to the
need for money; it reflected the patients’ terror at confronting their own death
and losing the children they loved. Unfortunately, their lack of energy when
they were home tended to limit the time and the quality of their interactions
with their children. In addition, the other family members worried about them
because of their exhaustion.

Preparation for Death and Family Rituals

Telling the Children

Many parents found that telling the children that their parent had died was
the most difficult task they had ever faced, especially if the mother died. The
children’s responses ranged widely, from screaming or sobbing uncontrollably
to quiet crying. Some of the children had no immediate response at all. Even
when they were well prepared, some expressed surprise and acute distress. The
acute distress of these children generally lasted no longer than a few minutes to
an hour. They then returned to whatever they had been doing before the news,
such as watching television, playing with siblings or peers, or going back to
their room, or they remained with their surviving parent.

It was unusual for patients to talk with their children this age about their
own imminent death. However, when an ill parent did so, the child often remi-
nisced with pleasure about having said final good-byes to the patient. An 8-
year-old remembered his father saying, “I love you” to him. One 7-year-old
remembered how she had hugged her mother. Another 7-year-old was com-
forted by remembering how her mother had squeezed her hand; for months, she
put herself to sleep with this tactile memory.

Many children were disconcerted by the patient’s appearance or angered by
the patient’s inability to remember their name, but once the reason was
explained to them, the situation seemed to have no lasting effect. Even if chil-
dren did not say good-bye to the patient directly, they were comforted by writ-
ing their thoughts down and placing them in the coffin. The mother of one 
8-year-old boy placed his letter in her husband’s hand. A 6-year-old who had
been unable to have a final visit with her mother said, “I wanted to be with her
before she died when she said that word ‘I love you’.”
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Attending the Funeral and Burial Rituals

Parents were advised to encourage their children to attend the funeral but
not to insist if they were adamantly opposed. However, almost all the children
this age agreed to attend the funeral. What was universally helpful to them was
to observe the large number of people in attendance who cared for their family
and for the parent who had died. Even if they found certain aspects ‘scary,’ they
were glad they had participated. Many later reminisced about the funeral and
wake with pleasure.

Concerns about the parent’s appearance before death did not seem to have
a lasting effect. The “bad” last memories seemed to relate more to a poor
antecedent relationship or to a psychological trauma, not to physical appear-
ance. The patient’s appearance in the coffin was sometimes disappointing. One
boy complained that “they” had sewn his father’s lips together because his
father looked different, not the way the boy remembered him: “(My father)
looked like The Joker!” he complained. Others were pleased if the parent had
been made up in a way that made the parent look better than he or she had
looked shortly before the death. These responses seemed to reflect the children’s
desire to create a positive image of the parent.

Parents were inventive in encouraging children to place treasured objects in
the casket. One 7-year-old son of a fireman placed his favorite toy fire truck in
the casket. Some children placed teddy bears, pillows for comfort, letters of last
thoughts and good-byes, family pictures, pictures they had drawn, poetry,
favorite stones from the beach, or a treasured baseball card. One funeral direc-
tor called the father of 6- and 8-year-old siblings to say the father would have to
buy a second coffin if the children kept bringing gifts for their late mother!
Clearly these gifts comforted the children. Parents found other ways to involve
children in the funeral, such as having them hand out memorial cards. Some
children enjoyed greeting people; others preferred to remain quiet. One mother
even permitted her 7-year-old to join his three older brothers as a pallbearer,
which made him extremely proud.

The children were always glad to see friends and classmates at the funeral,
even if they did not interact with them as much as older children did. Whereas
older children were helped and supported by peers, children in early elemen-
tary school seemed more relieved by not being ostracized by peers.

Two sisters aged 8 and 10 years were highly ambivalent about their father, who
had been an angry and unhappy man, and were reluctant to attend his funeral.
When they heard that their friends would be there, however, they decided they
would be embarrassed not to be there. In fact, they found that the funeral was a
relieving and positive experience.

The positive outpouring of cards and gifts and the attendance at the funeral
of extended family, neighbors, friends and classmates, teachers, principals, and
other people in the community were sometimes surprising to children—they
loved it. To have their parent celebrated in this way gave them a feeling of pride
and pleasure, and they listened intently to what people said. Although they did
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not give eulogies themselves, as the older children did, they were glad when a
speaker reflected their thoughts. Memorializing the parent began with this
event.

Children’s Responses

The responses of the 6- to 8-year-olds were often unnerving, leaving parents
in a quandry as to how best to deal with them. The children said and acted what
they felt. Unlike their older peers, they had not quite reached the ability to
inhibit their expressions based on what they would predict to be other people’s
responses. Under stress they were still predominantly pre-operational and pre-
latency in their cognitive and emotional organization.

Many children were relieved after the parent died, especially if the illness
had been long and the parent had obviously suffered. One 8-year-old explained
that she liked to talk about her mother now because the worst had already hap-
pened, and she no longer had to be afraid about causing something bad to hap-
pen by discussing it. Children were relieved that the parent was no longer in
pain. However, one 7-year-old girl reflected what most seemed to experience: “I
know she is O.K. in heaven, but I need a Mommy now.”

Most children thought the parent watched them from heaven. One 8-year-
old said it felt like his mother had gone on a long vacation and not taken him
with her. Another boy said he thought his father was in heaven walking on
golden streets. The children spoke openly about the fact that they talked with
their dead parent. For the most part, these were comforting experiences.

Parents were often surprised that the children were more outspoken and
asked more direct questions than did their older siblings. For example, after
learning that one of their parents would soon die or had died, many of them
asked the prospective survivor: “Are you going to marry again?” Some quickly
let their surviving parent know that they did not want him or her to do so—a
position that usually changed within a few months. Other comments and ques-
tions included, “Will you be sad for the rest of your life?” “I know your heart is
broken because Mommy died.” An 8-year-old said it was unfair that his mother
died and his grandmother, who had cancer for a number of years, was still alive.

Soon after the death, many children spoke openly and explicitly about
wanting to die so they could be with the parent. Eight-year-old Tim said, “I want
to die to be with Mom.” His 6-year-old sister was more dramatic: “I want to kill
myself to be in heaven and visit Mom.” Like other children her age, she thought
a lot about what her mother was doing up there. Although such comments were
expressions of distress and longing and were not accompanied by an intent to
inflict harm on themselves, the progression of this thought content needed to be
monitored. If these thoughts did not gradually subside, if they seemed to
become fixed and inflexible, and if they were accompanied by other symptoms,
a referral for therapy was recommended.

Some children said they did not like themselves and wanted to change; oth-
ers exhibited severe aggressive behaviors. Those who exhibited these types 
of responses later proved to have a more compromised outcome than other
children did. Some who exhibited negative thoughts about themselves soon
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after the death were able to recover from their despair by the time of the final
evaluation.

An increase in separation anxiety was quickly apparent after the death. The
children very often wanted to sleep with the surviving parent. Most parents per-
mitted their children of this age to sleep with them for several weeks before try-
ing to wean them from this form of comfort and reassurance. Some parents, who
believed it was best not to allow their child to sleep with them stayed with the
child until he or she fell asleep instead. Children became afraid that something
terrible would happen to the surviving parent; if the parent smoked, they wor-
ried about the parent’s health and wanted the parent to stop smoking. Some fol-
lowed the parent around. One father of two young daughters said he felt like
they were ‘glued’ to him. Children often spoke of nighttime being the hardest
because they had trouble going to sleep and were awakened from dreams. They
also had nightmares about ‘monsters.’

In addition to sleep disturbances, children expressed their distress during
the early period after the death by crying, having more temper tantrums,
increasing their oppositional behavior, or having more conflicts and aggressive
behaviors with siblings and peers. Some had problems with enuresis, whereas
others had somatic complaints such as stomachaches, headaches, or eating
problems. Those who believed they had not been prepared for the death were
likely to be fearful or angry at the surviving parent, and most expressed a sense
of betrayal and mistrust.

Bereavement and Reconstitution

The children’s expressions of grief were generally more overt than those of older
children. Although they did not maintain a continuous dialogue about the par-
ent, as could occur among preschool children, they were eager to look at pic-
tures and to talk about the parent and their own thoughts and emotions. Most
often their mourning was characterized by joyous remembrance of the parent
who died. Their sadness and longing could also be intense and profound. They
often felt family life had lost security and normalcy.

Shortly after his father died, 8-year-old Dan reported: “If mother cries, I cry too.
Then I think about Dad. Will we be safe? Will we have a regular family?”

The bereavement and reconstitution of the 6- to 8-year-old children were
almost exclusively shaped by the surviving parent. In this sample, the outside
world could not begin to provide the distraction, the boost in self-esteem, or the
solace that older children and adolescents gained from school, peers, and other
significant adults. The surviving parent immediately needed to take over the
caregiving tasks of the parent who died to provide empathic nurturance, patient
understanding and clarification, a consistent structure, and discipline. This was
more difficult for surviving fathers, but in situations where the father had been
both the patient and the child’s primary nurturer, it posed special challenges for
the mother.

The reconstitution experience of the child was shaped by four factors:
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understanding of the death, emotional reactions to the death, grieving, and the
reconstitution of the family.

Understanding the Death

As Dan indicated, children felt the loss of their security, both individually
and as a family, as a consequence of the death. When the mother was the parent
who died, they felt the loss of essential caregiving as well. Children this age also
understood the universality of death more clearly than did their younger peers.

Cindy was concerned that, with her mother’s death, she might not have anyone
to take care of her. This 7-year-old also had a sense that life was more fragile
than she had realized: “I might die tomorrow,” she said. She felt that she would
be better off if her mother was alive because now she had baby-sitters “who
won’t teach me the way my mother did or won’t know how to take care of me
when I get sick.”

Children worried about their personal health and the vulnerability of the
surviving parent. Such fears were especially acute if there were multiple cancers
in the extended family. In several families, the parent’s death was preceded or
followed by the death of grandparents.

In one family, the grandmother lived with the family after the mother died and
her cancer became terminal within six months of her daughter’s death. This
was traumatic to the daughter. The 8-year-old began to worry about her own
susceptibility to cancer.

In another family, a grandfather died two months after the father. The 7-year-
old girl became enuretic shortly after the second event.

In these situations, parents were encouraged to acknowledge the shocking
nature of what had happened, explore the child’s views of the events, and pro-
vide information that might help to provide the child with a realistic perspec-
tive. Children also needed reassurance that they would continue to be cared for.

The tendency of children in this age group to use illogical and magical
thinking in such an emotionally charged area contributed to their vulnerability
after the death. More than any other age group, these children struggled with a
sense of guilt and personal responsibility for the parent’s death.

Melissa retained the belief that her dreams of her mother’s death caused the
death to happen. As a consequence, this 6-year-old became preoccupied with
suicidal thoughts as a punishment for her crime.

Emotional Reactions

Separation fears continued to be important. Children clung to their surviv-
ing parent, and sometimes became overwhelmed with sadness and fear when at
school, day camp, or with friends. Phone calls from the parent were often suffi-
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cient to reassure them. At other times, they could not be consoled and had to
return home. One father placed loving and reassuring notes in his daughter’s
lunch box. Most parents called their children often if they were in camp or with
friends. One mother observed insightfully that it was easier for her child if the
child left her than if she left the child. It was difficult for children to have their
surviving parent away overnight during the first six months after the other par-
ent’s death, but some parents were able to take brief vacations that their children
did not find unduly stressful. Staying with familiar family or friends and receiv-
ing daily telephone calls from the parent was especially helpful. Nevertheless,
parents were generally counseled against extended separations from the child
during the first year.

Eight-year-old Daria came from an immigrant family that had experienced a
number of traumatic losses before her father died of cancer. Most recently, her
5-year-old cousin had been killed in a car accident. Since Daria’s father had
been home because of his cancer for a number of years, he had become her pri-
mary caregiver. Daria was an excellent student, and he helped her with her
homework. She was extremely distraught when he died. Her older cousin
described her as nervous, touching her hair, putting her hands in her mouth,
and wringing her hands at the funeral. Daria’s mother had difficultly empathiz-
ing with Daria’s needs. After the wake, the mother visited her family without
Daria, intending to remain there for a month, but she returned sooner on the
urging of the cousin who was caring for Daria, because she was demonstrating
unusual regressive behaviors.

Some children also experienced vague fears about their own vulnerability.
They suddenly became afraid when they were in a dark theater. They worried
about their bodies and had headaches and stomachaches that sometimes kept
them out of school. School phobia, although rare, also occurred. Some of their
physical symptoms bore a striking resemblance to the symptoms that their par-
ent had experienced during the terminal illness.

Although the children had strong emotions, they needed the parent’s
permission and encouragement to share them. They were not as uninhibited as
preschool children, who could talk constantly about the parent who died.
Instead, these children tended to do what they had done before the death: hold
back questions and worries for fear of upsetting the parent or eliciting the par-
ent’s disapproval. When given permission, however, many children readily
expressed their thoughts and feelings.

Grief and Mourning

The expressions of grief and mourning by the 6- to 8-year old children were
more evident and complex than that of their younger peers, but also more con-
fusing to the parents than that of the older children. These children grieved the
loss of the person unlike preschool children who grieved mostly for a special
function the parent had provided. The person they mourned was their protec-
tor, their care-taker. Their affect and behavior evidenced their vulnerable self-
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esteem. At this age the parents are almost exclusively the source and suppliers
of self-esteem. Where the dead parent had been the one that praised and encour-
aged, this became an important task the surviving parent had to learn.

What was confusing to the parent was the way they mourned their dead
parent. The children sporadically talked about missing the parent, mixed with
sad and angry feelings; more often, however, they wanted to talk about the par-
ent in a happy way. They enjoyed recalling things they and their parent had
done together, such as going fishing, playing baseball, doing homework, shop-
ping, going on vacations, planting vegetables, cooking, or making “Daddy’s
famous pancakes” (see Chapter 6).

In the days after David was told about his father’s death, he said he thought
about the good times they had had together. The 8-year-old missed his father.
He thought his father’s body was cold because his spirit had left it, and it was
the spirit that kept the body warm. He thought he would feel closer to his father
when his family vacationed in Florida because that was where he and his father
had had such a good time.

The children enjoyed ‘talking to’ the deceased parent at bedtime, in church,
or in the cemetery. They also were comforted by the thought that the dead par-
ent was watching over them—an almost universal image that children
described and turned to when they were stressed.

After receiving coins for her lost tooth, one 7-year-old girl said: “I know where
Mom is: She’s the tooth fairy.” Her father said, “Well, if anybody would want
that job, it is your mom. She would make a great tooth fairy!”

Many children in the early elementary grades were less reluctant to go to
the cemetery to visit the grave than were older children. Although they did not
spend a great deal of time at the grave, they enjoyed bringing gifts and decora-
tions. For example, a 7-year-old girl brought stones from the beach to form a
heart because “I think Mommy will like that.” The children enjoyed looking at
pictures and watching videotapes of the parent who had died, but surviving
parents often avoided these experiences because they feared losing control of
their emotions and frightening their children. Thus, children sometimes found
it easier to involve grandparents or other relatives in their grief.

Parents were encouraged to model the expression of feelings but not to
overwhelm their child with the full intensity of adult grief. Children were often
attentive to the parent’s grief and tried poignantly to help them feel better.

One 7-year-old had expanded her mealtime prayer to include a special prayer
for her dead mother. This caused her father to become teary-eyed. Before din-
ner, the girl said to him, “I’m going to pray for Mom tonight. Are you going to
be sad?” When he said he would be, she brought a large box of tissues to the
table and told him that she had noticed that “You always feel better after you
cry.”
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Children also derived consolation by having the dead parent’s possessions,
such as photographs, jewelry, clothing, books, cards, and a broad range of other
objects that had special meaning and importance in their relationship with the
missing parent. These objects were especially important in the early postdeath
period; most children put them aside as time went on. For daughters who had
lost their mother, the favorite objects included photographs, jewelry, clothing,
and toys from the mother’s youth. For sons who had lost their father, the
favorite objects were books, knives, baseball cards, fishing equipment, and
clothing.

Waking up in the night crying, complaining about dreams or nightmares,
and talking about missing the dead parent were common during the first few
months after the death. Most parents accepted these episodes as a transient need
for solace.

They also had sad and bitter thoughts that made them feel discouraged and
fearful about their ability to survive and to measure up. Although they were less
preoccupied than were older children with the injustice of the situation, they
were angry that God would allow their parent to get sick and leave them.

Eight-year-old Kara said she was worried about growing up without her
mother, although she understood that her teachers and family were all trying to
help her. Her grandmother was also dying. She said bitterly that she no longer
believed in the tooth fairy, Santa Claus, or the Easter Bunny: “I don’t know why
they come up with such silly things as the tooth fairy.”

The children worried about who would comb their hair, take care of them
when they were sick, help them with homework, and help them become com-
petitive with peers. Some asked if they would still have vacations and fun times
together. They felt especially low when there were conflicts with the surviving
parent or their grief was not appreciated or understood. As one 8-year-old said,
“Dad made me feel special.”

Anger was expressed by children in this age group, which Mark’s story in
Chapter 9 illustrates. However, it was not until children reached the ages of 9 to
14 that anger became a more dominant emotion in their grief experience.

Children’s anxiety and anger about the lack of understanding and care they
received from the surviving parent and other adults was often mixed with and
compounded by their grief for the parent who had died. Conversely, children
who felt more comfortable with their care arrangements often experienced less
severe and less complex grief.

Reconstitution of the Family

Because of their central role in the lives of 6- to 8-year-olds, the well parents had
to assume a broad range of new roles and functions during the spouse’s termi-
nal illness and after the death. The children were helped most by the surviving
parent’s responsiveness to their grief and by the careful development of a new
but predictable environment.

Because surviving parents were aware of the special relationship that their
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spouse had had with the child, they worried about their ability to substitute
appropriately for the missing parent. Changing these imbalances was quite
effective.

John, a busy investment banker, had been very involved in the rearing and care
of his young children. However, after his wife’s brain tumor was diagnosed, he
realized that he had not been especially comfortable with their 8-year-old
daughter, Carrie, and therefore had left much of her care to his wife. After the
diagnosis, he realized that he needed to develop more rapport with Carrie. With
focused effort, which included therapy for her, he was able to accomplish this
goal over the next two years so that after his wife died, Carrie said, “I can talk
with my daddy now, and he makes me feel better. He used to work a lot before,
but now we can talk. Sometimes he is tired so we have to shout so he can hear
us.”

The difficulty of changing roles and functions within a family should not be
underestimated. John expressed it well when he told the interviewer, “I can’t
imagine how people do this without money. I have enough money to hire all the
help I need and it’s (still) overwhelming.” Most surviving mothers struggled
with how to discipline their sons, which was a far greater challenge when their
sons were in an older age group. Fathers could be sensitive about finding ways
to understand and relate to their young children.

In a family session, 8-year-old Jim told his father, Henry, that he missed his
mother most when Henry yelled at him. Jim explained that this was so because
his mother would tell his dad not to yell at the kids so much when they got in
trouble. Henry later told the interviewer that he had learned something in that
session and was controlling his temper better because he did not want to make
the same mistakes his father had made with him. On the anniversary of his
wife’s death and at times when they felt especially lonely, he allowed Jim and
his 6-year-old daughter to sleep in his bed with him. They slept on their
mother’s side of his king-size bed. Henry said he did this “because everybody
just felt bad.” Jim later told the interviewer that his father hugged them and
made them feel better.

During discussions with the interviewer, other fathers and mothers
reflected honestly on their abilities, energy, and the tasks that needed doing.
They thought about other adults who might be better able to provide certain
aspects of their young children’s care and who would be acceptable to the chil-
dren. These adults included members of the extended family, housekeepers,
baby-sitters, and counselors. Parents also enlisted the help of informed teachers,
coaches, guidance counselors, school nurses, pediatricians, and others who
could help their children during the grief process. Children talked openly about
using these resources to help them with difficult moments that occurred
throughout the day. The fact that children used these resources did not contra-
dict the surviving parent’s central role.

Most parents used bereavement groups, individual counseling for them-
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selves or their children, or individual and group therapy as aids in the grieving
and reconstitution process. These professional services were often effective.
Parents noticed that their early school age children’s ability to talk about the
parent who died increased and their behavior improved after participating in a
bereavement group.

However, at times children found that their groups were too confronting.
They could be upset by hearing the extreme experiences of other children. For
example, a girl from an inner-city school was especially upset by a boy in her
group because both of his parents had been killed. Another boy complained
about the group, but his mother noticed that he participated fully when he
attended and seemed to be more open when discussing his late father.

Constructing a predictable family life after a parent’s death was an impor-
tant way of helping children regain their previous level of functioning. There
were often new caregivers and new rules to adjust to. Although other people
could help with homework and sports, it took time before children believed that
these people were adequate. As one boy said, “My grandfather plays baseball
with me, but he’s not as good as Dad.” A 7-year-old dissolved in tears when he
discovered in school that he had left his spelling book at home because his
mother had been the one who always made sure that his book bag contained
what he needed before he left in the morning.

Many children yearned for a ‘regular family’ again, but their early questions
about whether the surviving parent would remarry were sometimes misunder-
stood as a lack of love for the parent who died rather than a reflection of the
urgency of wanting life to return to the way it had been. Although initially the
children were likely to ask the parent not to remarry, most of them were inclined
to say that they needed more help with the household chores within a few
months after the parent died. They wanted to feel safe, secure, and valued as
they had been. It also reflected their grieving the loss of the parent who died and
their search for a new one.

John’s father was able to stay home from work for several months after his wife
died. Three months after the death, John told his father he wanted him to go
back to work so that the family would return to normal. Six months after the
death, John began encouraging his father to date, saying that he wanted a new
mother so that life could become like it used to be.

When the parent actually began to date, however, some children became
ambivalent again because they were afraid of losing the parent’s love to the new
person or to another child that might be born. One 7-year-old, the youngest of
four brothers, told his mother before she had begun to date that he wanted a
baby sister. Another 7-year-old announced to her mother that she thought boys
were too messy; she would rather have another sister.

To surviving fathers, the challenge of taking care of and nurturing children
in this age group was usually overwhelming. Finding adequate substitute care
was not easy or even possible for some. This was an added impetus to find a
replacement by dating soon after the death of their spouse. But some women
also dated early, explaining that they had been preoccupied with the care of an
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ill spouse for several years and wanted male companionship. Both fathers and
mothers were deeply moved by their children’s obvious yearning for attention
from adults of the same sex as the dead parent and wanted to give them a
replacement.

Recommendations for Professionals 
and Caregivers

Terminal Illness

1. Inform early elementary school children about the parent’s illness on a timely
basis. This information should include the name of the disease and its process,
symptoms, treatments, and prognosis.

2. Model expressions of emotion. Children in early elementary school can be
overcome with strong parental emotions of anger or sadness. Sharing more con-
trolled emotions when discussing certain events, especially emotions the child
also may be experiencing, is effective.

3. Communicate with the child’s teachers and other significant adults in their lives
about the parent’s illness. Teachers need to be aware that a drop in grades is not
unusual, especially during the terminal illness.

4. Establish consistent primary caregiving with one or two people who communi-
cate well with the children. Inconsistent caretaking has a negative impact on
younger children’s behavior and sense of well-being. Caregiving arrangements
should be explained to young children so they can predict and prepare for sep-
arations and changes. Inform caregivers of the children’s need for reassurance
and support in addition to attention to their physical needs.

5. Prepare the child for medical emergencies that require the parents to leave the
house unexpectedly. The first time an emergency occurs, the parent needs to
explain the situation to the child afterward and point out that it will probably
happen again. Parents should be concrete: for example, explain where the child
will find the baby-sitter if the parents are not in their bed. It is preferable for chil-
dren to be cared for in their own home whenever possible.

6. Do not rely on children to ask questions about the parent’s illness. Children this
age need permission to ask questions and express emotions about important
family problems. Many refrain from doing so because they are afraid the parent
will be upset, the answers will be too scary, or the parent’s illness will become
worse in some magical way if they talk about it.

7. Encourage children to maintain developmentally appropriate activities to the
degree possible. Emphasis should be placed on what is not “lost” and what 
has not changed; however, changes that have occurred should be acknowl-
edged.

8. Keep in mind the parent’s central role in providing children with support and
ways of maintaining their self-esteem. Parents need to reflect carefully on their abil-
ity to spend adequate time with these children because of job or other caretak-
ing responsibilities. The parent who has difficulty understanding and relating
empathetically with children this age needs to identify a substitute (a relative, a
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therapist, or a counselor). Parents should remember to praise children for
achievements in school and efforts to help.

9. Evaluation and counseling should be considered for children this age if they are
experiencing severe anxiety, especially separation anxiety, school phobia, preoc-
cupation with self-blame or evidence low self-esteem. When the mother is the
patient, this area is more likely to be a problem for the children.

Death and Family Rituals

1. Inform even young children about the parent’s worsening condition and proba-
ble death. Providing time for final good-byes helps the child grieve after the
death. The Catholic ritual of the last rites demonstrates that it is not that impos-
sible to judge when a parent is close to death or to get help from experienced
doctors and nurses in the hospital in making that judgment.

2. Provide empathic support for the child’s initial responses to the parent’s death.
Encourage the child to express him- or herself and demonstrate warm, loving,
and caring concern for the child.

3. Encourage the child to attend traditional rituals. Occasionally, a child will not
want to attend these rituals. However, inviting a few of the child’s friends, elic-
iting the aid of a favorite adult to be available to the child during the parts of the
rituals that are most troubling is usually enough to overcome the child’s initial
reluctance and fear.

4. Include the child as an active participant in the ceremonies whenever possible
and whenever the child shows an interest or willingness to participate actively. Placing
objects in the coffin, contributing to the content of the eulogies, or distributing
memorial cards are all ways a child can participate.

5. Be prepared for blunt questions from the children this age around the time of the
death. Questions about remarriage and having more children are not unusual.

6. Do not be surprised by the brevity and episodic nature of the child’s expressions
of grief. Surviving parents of children in the early elementary grades need to be
prepared for the child’s eagerness to return to normal activities—school, play-
ing, being with friends, and having fun—after what appears to be a brief period
of mourning.

Bereavement and Reconstitution

1. Continue the dialogue with young children about their thoughts, feelings, and
reactions to the many changes that are taking place in their lives. By doing this, the
parent is more likely to have the opportunity to correct erroneous information
and reframe events in ways that support the young child’s self-esteem.

2. Communicate with school personnel and others who have contact with these
children. These individuals can ease the child’s transition back into develop-
mentally appropriate activities and assist with potentially hurtful peer interac-
tions. Remind teachers that peers may tease because they themselves are anx-
ious about such an event.

3. Maintain as much consistency and predictability as possible in the child’s care-
giving and living arrangements. If possible, this planning should begin before the
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patient dies. Especially when the mother is the patient, consideration needs to
be given to how this will be managed.

4. Separations from the parent lasting more than a day or so can be quite difficult
for children this age during the first six months after the parent’s death.

5. Encourage the children to talk about, remember, and participate in memorializ-
ing activities. If the parent finds that these activities are too painful, other people
such as grandparents may be able to assume this role. The crucial point is that
these children need someone with whom they can share their grief.

6. Be prepared for children’s affect to be more positive. Children’s mourning
includes remembering the parent with pleasure rather than being sad and
mournful when talking about the parent who died.

7. Help the children cope with the many changes that take place because of the par-
ent’s death. Remember to praise the child’s efforts to adapt in order to maintain
the child’s self-esteem.

8. Understand that children in this age group express intense feelings of grief only
fleetingly. These moments may be followed by a desire to play and have fun.

9. Use outside help. Parent bereavement counseling, individual or group, can
be very helpful. Children’s bereavement groups were also helpful and may be
available in the school.

10. Consider evaluation and therapy for children this age if their anxiety, depres-
sion, guilt, poor self-esteem, or thoughts of killing themselves persist for more than sev-
eral months after the death.

11. Parents should consider obtaining counseling for themselves if they have pro-
longed symptoms of depression or anxiety, a problem with alcohol or other substances,
or exacerbations of previous emotional or mental health problems. Such problems can
impact negatively on parenting ability.
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Children 6–8 Years of Age
Narratives

These stories concern the responses of two families to the onset of terminal
cancer. Seven-year-old Mark Stone, the boy in the first story concerned the
interventionist more than did 8-year-old Coleen O’Leary, the girl in the second
story. Already during kindergarten Mark was a bit immature, and worried
professionals about a potential problem with hyperactivity. However for
Coleen, a cascade of secondary stressors—the loss of all nurturing supports—
had a powerful effect. The things she had control over, she did well: she was an
excellent student, was liked and respected by classmates and teachers, and she
behaved well and responsibly at home. Yet her outcome was more troubled than
Mark’s.

Mother,  7-Year-Old Son and 
4-Year-Old Daughter

“Daddy Was an Awesome Coach!”

Background

Mark’s father, Maxwell Stone, was an attorney who started his own firm a year
before his diagnosis. Helene, Mark’s mother, was on the editorial staff of a fash-
ion magazine. She enjoyed her work and did not leave her job until Amanda
was born and Mark was 3 years old.

Helene found that Amanda was much easier to handle, to understand, and
to like than Mark was. Amanda was neat and easygoing, whereas Mark was
intense and turned a room into a shambles just by walking into it. Helene told
the interviewer that Maxwell could relate much better to Mark than she could.
Mark and his father played and rough housed, and both loved baseball.
Maxwell was teaching Mark to catch and hit the ball, although Mark was not a
natural athlete. But neither was Maxwell.

92
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Illness

Maxwell’s cancer did not produce overt signs of disease at first. Fatigue, a cough,
night sweats, swollen lymph nodes on his neck, and some vague chest pains
were his early symptoms. When the symptoms did not improve, he finally went
to a physician about a year after his symptoms began. A biopsy established that
he had leukemia. Both parents kept the children informed about their father’s
treatment procedures in a matter-of-fact way. For example, they explained that
because the doctors gave him medicine, he would feel sicker for a while. The chil-
dren seemed to accept Maxwell’s gradually reduced activity. Neither one asked
any pointed questions nor showed any overt reactions to their father’s illness.

Terminal Stage

When Maxwell failed to respond to the third course of chemotherapy, he and
Helene had to confront the possibility that his disease was now terminal. That
was only two years after his initial diagnosis. A bone marrow transplant was the
last hope. Maxwell had to remain in the hospital for eight weeks, during which
time Helene visited him every day. An au pair who had lived with the family for
many years cared for the children. The parents now informed the children that
their father had cancer and that it was extremely serious. Maxwell changed his
work situation drastically so he could stay home. Although his stamina
improved over the next six months, his disease did not.

Mark’s life changed gradually after his father came home. His only reaction
was that his anger was a bit less controlled. He loved his Ninja Turtles, but he
loved his Wrestler Boys even more. “I want to be tough like the Wrestler Boys so
I can beat up a boy at school because he punched me in the stomach.”

Mark felt that his teacher gave too much homework, but his grades were As
and Bs, and, as he told the interviewer, he did not get into trouble at school:
“Other kids get me in trouble because they tell the teacher sometimes that I did
something wrong, but I didn’t. Amanda gets me into trouble at home, and
Daddy is the one who makes me stay in my room for a long time. Then I get
angry and mess up my room. I sneak out and visit my friend without anyone
knowing. I leave a note saying ‘I’m running away.’” Mark, in common with
many children his age, was prone to dramatize and exaggerate.

When Maxwell was hospitalized again, Mark visited him a couple of times.
After the first visit, Mark told the interviewer: “He looked like a wiener because
he didn’t have any hair.” After the second visit, when Maxwell’s disease was
more advanced, Mark said, “Daddy looked funny—puffy and all white.”

When Maxwell returned home, Mark at times was annoyed with his
father’s limitations and his need for care:

He hogs the good TV downstairs, and I have to go upstairs, and that TV takes a
long time to come on. He asks me to do things for him when he watches TV, like
get the TV Guide upstairs or scratch his back and his head. But I don’t like it. He
should pay me $10. I’m like a slave. I think he has to go to the hospital because
he complains too much.
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Experiences such as the following sharpened Mark’s separation concerns.
Mark woke up during the night to get a glass of water. His parents were gone.
They had to rush to the hospital because Maxwell started bleeding, and they
decided not to awaken Mark. Mark explained, “It’s a good thing Doreen (the au
pair) was there. I thought someone stole my parents.” Following this event,
Helene carefully prepared Mark for the possibility of such sudden departures
and instructed him about what to do.

Mark also reached wrong, although interesting, conclusions that were com-
mensurate with his stage of development:

I know that I can’t catch Dad’s cancer. It’s not like AIDS; you get that from sex
and from drugs. Doreen smokes, so she might get AIDS from smoking. I learned
that at school.

I’m scared that Daddy will die, but I know that he won’t because Mommy said
so. The one good thing about getting sick is you get to stay home and watch TV
all the time.

I got real mad when they wouldn’t let me have the Nike sneakers, and they
made me go to my room and I messed it up. Then I wanted to kill myself. Then
Mommy and Daddy would kill themselves to be with me, and then I would be
an angel. (Then Mark changed his mind:) I didn’t want to kill myself. Angels
don’t wear clothes and I couldn’t wear my new clothes. (Mark was a serious
clothes-horse.)

Helene gradually took over more control of the home. She found that she
was always threatening Mark and hating herself for doing it. So she tried a dif-
ferent approach—using more positive reinforcers—which seemed to work.

Mark had a good year in first grade: He had friends and received good
grades, and the teacher was pleased with him. However, Mark was becoming
slightly obese. When Helene’s parents moved in to help, the au pair left. Mark
began asking more questions about his father’s illness, and Helene answered
them after exploring how much he understood. This seemed to make Mark feel
better.

Preparation for Death and Family Rituals

Dying is difficult for everyone, but it is especially difficult for a young parent.
Five months after his bone marrow transplant, Maxwell had another relapse,
which indicated a serious prognostic change in the disease. Maxwell reacted to
this change with depression, which cut him off from his children. This conse-
quence was not acceptable to Maxwell, who said: “I decided to get off my butt.”
He spent more time with Mark and, when his energy level allowed, took Mark
to a ball game or to the movies, “men’s movies” about Ninja Turtles and
wrestling. Maxwell also coached Little League for as long as he could.

This sequence of events—the change in disease state, the emotional reaction
to the change, and the altered life course—took place a number of times in the
lives of all patients during their terminal illness. Maxwell, in common with so
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many patients in this sample, chose a course that would be helpful to his
children.

A week or so before Maxwell died, Helene told both children: “Daddy is so
sick now that there is nothing left for the doctors and nurses to do to make him
better. He will not get better, and he’s going to die.” Mark cried when she told
him, and Amanda had trouble going to sleep that night. Later, Mark told
Helene: “I made Daddy get sick because I broke his heart. I didn’t scratch his
head and back when he wanted me to.” Only gradually was Helene able to dis-
suade Mark from this erroneous conclusion.

Helene made plans to involve Mark and Amanda in the funeral and burial
and in sitting Shiva and began reviewing ways to discuss the Jewish rituals with
them. Before she could carry out this plan, however, Maxwell died. When
Helene told the children, both of them cried, but Mark’s reactions included
anger: “How could he do that without telling me?”

The children’s teachers and many of their classmates attended the services,
which was helpful to the children. Amanda showed more regressive behavior
than Mark did, becoming whiny and clinging. Mark said, “She sits in Daddy’s
chair with lots of blankets. She was sick to her stomach and needed to see a doc-
tor.” He added that he developed chest pains and had hot ears. Helene explained
to the interviewer that his father had had these symptoms. He also had a facial
tick that was similar to his father’s. These symptoms diminished rapidly.

Bereavement and Reconstitution

Helene set aside a special time each night to talk with the children about their
father. Amanda often used the word “dead” and then asked when she could see
him again. Mark was more resigned; he was sad because he could not do things
with his father anymore: “Daddy coached me in soccer, and that is how we got
to be the championship team. He was an awesome coach! That’s why I’m the
best player on the team. We never lost a game! Well, I kind of made that up.”

During the first week after Maxwell died, both children slept in bed with
Helene. Later, only Amanda slept with her, once a week.

Mark informed Helene that “I’m the man in the house now, and I’ll take
Daddy’s place.” Helene thanked him but said that was not necessary.

Mark mourned his father in ways not unlike other 6- to 8-year-olds: briefly
and sporadically. The episodes were usually triggered by an event, a dream, or
a special time for talking. Mementos of the dead parent, which are especially
comforting for children this age, also played a significant role for Mark. For
weeks after the death, Mark carried his father’s favorite baseball card and wore
his father’s neck chain, ring, and watch every day. He had a recurrent dream in
which people thought his father was dead, “but he wasn’t; he was alive.”

Home is not as much fun now. Daddy was fun—lots of laughs. He could draw.
He could understand me.

Both children joined an art bereavement group at a local hospital. Mark’s
facial tick subsided, and his teacher said he remembered to do his homework
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pretty well. Forgetting to do his homework had been a major problem during
Maxwell’s illness.

Both Mark and Amanda began talking more openly about their father.
Helene believed that this was a good sign and encouraged them to do so when-
ever possible. “This may be because of the art bereavement group. The other
night, Mark and I were looking at Maxwell’s picture in the obituary column,
and we both had a good cry. Mark talked about how much he missed his father.”

Mark’s bereavement gradually changed. During the first few weeks after
Maxwell died, Mark often complained to the school nurse about chest pains, but
physically he was all right. Chest pains were among Maxwell’s early symptoms.
About four months later, Mark was less preoccupied with physical ills. For
example, Helene recalled that when Mark twisted his ankle at school, she took
him to the doctor, who found Mark’s ankle uninjured. Mark then insisted on
going back to school. A similar change took place in the importance of his
father’s mementos. At first, Mark wore some of his father’s clothes, his shorts
and ties as he pretended to be a warrior and a wrestler. Three months later, Mark
began keeping his father’s underwear, jewelry, and ties in a box in his room
rather than carrying or wearing them. He kept his father’s favorite baseball card
with his other cards, but he no longer felt that he needed to keep the other items
near him.

An important part of the reconstitution experience for the surviving parent
is learning to take over some roles of the dead parent and experimenting with
other ways to handle situations that emerge. In Helene’s case, setting limits and
dealing with the children’s fighting was a concern. For example, if one of them
received gifts, the other wanted the same number of gifts, and they argued over
who had the most. This made Helene lose her temper.

A while later, Helene decided that she had to be tougher with both children
“to reestablish them. Maxwell was the disciplinarian, and now I have to take on
that role. But I’m not too clear about how to discipline Mark.”

When the children became excessively demanding, Helene initially lost her
patience but then explored other ways to encourage them to be more indepen-
dent. “Mark kept asking me to do things for him that he should be able to do
himself, such as tying his shoelaces. This annoyed me, so I put a stop to it”.

“The other day, I found myself yelling at Mark about all the things he was
doing wrong, and he ran to his room and slammed the door. So I caught myself,
went in and apologized to him, and gave him a hug and a kiss. He was so
happy! I realized that I needed to do more of that—to be more positive with him
about himself, to make him shine.”

Helene weighed many factors concerning the children, such as their need
for school and friends. She described several self-correcting experiences: For
example, she asked Mark to come home from playing with his friends by a cer-
tain time. When he was late, however, she realized that the time she had set gave
him too little time to play. She also found that some of her expectations were
unrealistic and was pleased that she was learning to correct them.

The process of mourning and its pace differs for parents and children. Five
or six months after the death, most 6- to 8-year-olds remember the dead parent
mainly on special occasions. The surviving parent, on the other hand, may only
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be getting over the initial numbness and may suddenly become wracked by
more powerful mourning experiences. As is so often the case, five months after
the death, Helene found that her grief became more intense and harder to bear.
She was now grieving for her well husband rather than the sick one.

The evidence of children’s greater ease in dealing with the facts of the death
or their part in it, is usually apparent only in specific situations. For example,
Mark no longer wanted to talk as much about people dying. When a friend of
Helene’s asked Mark what had happened to his father, Mark said: “He is gone,
caput, he’s dead.” On another occasion, Mark volunteered: “I don’t think
Daddy died because of me anymore; it was God’s fault. God is stupid. He kills
everybody. He doesn’t know anything.”

When Helene gave the children the choice of going to the cemetery or visit-
ing her parents on Father’s Day, they chose to visit their grandparents and gave
the flowers intended for the grave to their grandfather.

For the surviving parent, reconstitution involves many aspects that affect
the welfare of the children directly or indirectly. Finances, work, and parent
replacement are some of the larger issues the surviving parent must tackle.

Five months after Maxwell’s death, Helene bought a smaller, less expensive
house nearby, and she thought long and hard about how the move might affect
the children. “The kids will go to the same public school, so that part should be
O.K. We’ll move during summer vacation so it will be less disruptive. The kids
have seen the new house, and they seem to like it.”

Helene also began thinking about her work future. “Maxwell left us enough
money to survive, and his business is doing well. I want to prepare myself for a
different career than I had before, so I’m working 12 hours a week to pay for a
business course.” She subsequently began attending night school once a week.
When Mark announced that he didn’t need a baby-sitter anymore, she reframed
the situation by saying that the baby-sitter was for Amanda, and he could be the
sitter’s assistant.

A child’s search for a replacement for the dead parent can take many forms.
For example, when Maxwell’s cousin visited shortly after Maxwell’s death, he
and Mark wrestled, and Helene’s father attended a Boy Scout dinner with Mark.
Wrestling and the Boy Scouts were Mark’s favorite father-son activities.

Both children began pressuring Helene to get a new daddy. Although she
knew she would eventually be interested in marrying again, she did not feel she
was ready. She was able to laugh when Amanda’s 5-year-old friend asked her
one day: “When are you going to get a new daddy for Amanda?”

Several months after Maxwell’s death, Helene began dating a family friend.
She felt embarrassed because “People are going to say, ‘So soon after his death?’
but they don’t understand that for two years, physical intimacy was no longer
possible. I don’t view this relationship as a permanent one. What concerns me is
that the children will become attached to him and then be hurt again.”

The children teased Helene about the fact that her boyfriend gave her a
birthday present. Mark, who was competitive with him, again announced to
Helene that he wanted to assume some of his father’s roles around the home.

When the interviewer saw Mark 14 months after the death, he seemed much
easier to talk to: He was more open and more willing to share information about
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himself, but he was worried about getting cancer. Maxwell had a brother who
had also died of cancer some years before. Mark was beginning to think about
this. More recently, an aunt was diagnosed with severe mental illness, these
occurences increased Mark’s worries. Helene had decided he might benefit
from some therapy, so he had started seeing someone once a week. He told the
interviewer he liked seeing a counselor much better than participating in the art
bereavement group. He obviously was in touch with his feelings about his
father and continued to mourn him, but he was also able to talk feelingly about
many everyday things, and he continued to do well in school.

Summary

The story of the Stone family exemplifies many points summarized in the pre-
vious chapter. Both parents contributed to ameliorating what could easily have
been a difficult outcome, certainly for 7-year-old Mark. Maxwell’s decision 
“to get off my butt” and spend quality time with Mark was important, and 
left a great legacy—an image of a loving father who was well pleased with 
his children. Helene informed her 4- and 7-year-old children about Maxwell’s
illness, its progression, its prognosis, and, finally, his death, in a stepwise, in-
cremental fashion. They felt informed, and each subsequent step in the progres-
sion was less difficult for her to manage. Finally, keeping life regular and pre-
dictable so that Mark knew no one had “stolen” his parents, all contributed to
reducing Mark’s and Amanda’s anxiety. As a result, Mark even had a good
school year.

Helene’s grief was powerful, she suffered the loneliness and the resentment
of isolation as a single parent. Helene learned to be a good single parent by tak-
ing over Maxwell’s role as disciplinarian. She also learned what is one of the
hardest things to do with a hyperactive, messy, unruly 7-year-old boy: to set lim-
its without lowering his self-esteem. Like so many successful parents, she used
all available resources well. She sent both children to an art bereavement group
and then obtained a therapist for Mark because his symptoms had not com-
pletely subsided.

Father with 7-  and 20-Year-Old Daughters

“I Like the Little Girl in the Grave Next to Mom’s”

Coleen O’Leary had a more troubled outcome than did most children her age.
There were no villains in her story to account for it. Certainly not Coleen, a dark-
haired, blue-eyed Irish beauty who ‘was the spit and image of her mother’, Bar-
bara. When Coleen was 7 years old, Barbara became terminally ill with ovarian
cancer. Although Coleen tried hard to please everyone, she never found a con-
stant, parenting adult who could provide her with motherly comfort, encour-
agement, and praise. Although she became an excellent student, she found sol-
ace only at her mother’s grave. There she befriended and almost envied the
child whose grave was close to Barbara’s—a girl who was 2 years old when she
died “and now is almost 12.”

Coleen’s 20-year-old sister, Mara, was not a villain either. She had struggled
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to achieve independence from her close-knit family as a young adolescent, and
her mother’s illness renewed that struggle. Mara felt pulled back into the family
to help care for her mother and Coleen, but she was afraid she would not be able
to reestablish her independence. To her former fears concerning independence
was now added the specter of developing the cancer that affected so many
women in the family and that might take her mother’s life. These fears made her
unable to provide the consistent mothering that Coleen needed.

What about Joseph O’Leary, Coleen’s father? Eighteen months after his
wife’s death, he remained deeply depressed. He was mourning not only for Bar-
bara but also for his father, who had died before Joseph was in his teens.

And Barbara? Like all terminally ill cancer patients, she suffered the ravages
of cancer and its treatments before she died. Her severe anxiety attacks, which
occurred when her terminal illness was first discussed, revealed the degree of
her fear. Her need to continue working until her last hospitalization further
emphasized her difficulty in facing her own death or the pain that her illness
was inflicting on her daughters.

Avoidance was a communication strategy that the entire family tried to
implement. For some family members, this strategy seemed to work well
because it protected them from anxiety and permitted them to continue leading
productive lives. For Coleen and Mara, however, the strategy did not work well
because it deprived them of the kind of continuous direct communication,
information, and interaction they needed to understand and master their feel-
ings about their mother’s illness and death and the subsequent changes in fam-
ily life.

Finally, what about Barbara’s younger sisters? They tried to help, but
Coleen was a painful reminder that they had lost their eldest sister and also a
reminder that two of them had been treated for the same cancer. Although Bar-
bara and her sisters had teased each other about who would be next, they
implicitly assumed that no family member of their generation would die of the
family curse. Dying was for the older generation, and Barbara had broken the
rules by dying.

Although it is difficult to make something as impersonal as a genetic quirk
the villain, it is the best we can do. All the family members were victims of that
quirk. The fears of the female members of the family concerning their vulnera-
bility to cancer and an early death imposed a threat that was extremely difficult
to master, as all observed its tragic consequences for the beloved eldest sister,
mother, and wife.

Background

As children, Barbara and Joseph met shortly after his father died. In high school,
they began going steady and were known to their peers as “Barb-and-Joe,”
almost as if they were one person. Joseph was wild as an adolescent, and drank
too much: “beer—never hard liquor.” Although people in their working-class
neighborhood did not view his behavior as desirable, they thought it was under-
standable because he had lost his father. “He’s a good kid. He will settle down
once he gets married.” His mother’s judgment was harsher; she threatened to
send him to an orphanage if he didn’t straighten himself out. He managed to
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graduate from high school and even attended college for a while before enlisting
in the Army.

Barbara went to work as a seamstress after graduating from high school.
She and Joseph corresponded, she proposed two years later, he accepted, and
they were married when he was discharged from the service. This sequence of
events set the tenor for their relationship: She took care of the family and had the
final say on all decisions. Joseph became a policeman. He had close relation-
ships with all his police buddies, drinking a bit more than most, “but never on
duty!” Barbara always drove home from social events because he usually drank
too much, but he was never rowdy or belligerent.

Barbara remained extremely close to her sisters, and all of them lived within
a couple of miles of each other. She often said, “It’s as good as large families can
get.” The only cloud was the family history of cancer.

Terminal Stage

Barbara was hospitalized many times: three times for surgery and numerous
times for courses of chemotherapy. She lost her hair, was violently sick to her
stomach, and lost a lot of weight. Unlike her sisters, who were both in remission,
she didn’t seem to respond to the treatments. She insisted that Coleen should
not be told about the illness because she didn’t want her to worry. Joseph’s atti-
tude was, “It’s female cancer—I don’t know anything about it. I expect Coleen’s
aunts to talk to her about it.” Joseph then described Coleen’s reaction to her
mother’s illness: “Coleen wants someone around all the time. She misses her
mother a lot at night when she is in the hospital. She calls me at the precinct
when that happens. She’s a good kid, does very well in school, helps around the
house.”

Coleen was 7 years old when the family was first interviewed. She seemed
sad and was initially apprehensive when her father stepped out of the inter-
viewer’s office. However, she settled down quickly when she learned that he
was in the waiting room. When asked about her mother’s illness, Coleen said, “I
think Mom has cancer.” Later she confided: “I’m scared Mom is going to die.”
She also revealed that she sometimes sat up with her mother all night after she
received her treatment, wondering if she would ever wake up from the deep
sleep that followed. These were nights when her father worked the night shift.

The interviewer was somewhat puzzled about the communication in this
obviously caring and close-knit family. Providing Coleen with information
about the usual side effects of chemotherapy (about the deep sleep, for example)
would have reassured her. In addition, other family members could easily have
been available to help care for Coleen when her mother was too ill to stay
awake. They certainly seemed willing to do so. Regular visits to the hospital also
would have alleviated her separation anxiety.

To clarify the situation, the interviewer decided to talk with Coleen’s 20-
year-old sister, Mara. Mara had a complicated background. She had struggled to
achieve independence from her close-knit family as a young adolescent, and her
mother’s illness renewed that struggle. Mara felt pulled back into the family to
help care for her mother and Coleen, but she was afraid she would be unable to
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reestablish her independence later. To her former fears concerning independence
was now added the specter of developing the cancer that affected so many
women in the family and that might take her mother’s life. Mara explained the
family’s way of communicating: “We never get any information. If I want to
know what’s happening to Mom, I ask Coleen. She acts like she’s asleep when
Mom or Dad talk on the phone, and that’s how we get our information.”

This pattern of communication was established early during the mother’s
illness and continued when the chemotherapy began to fail and new symptoms
emerged. Mara said that on the way back from a family trip to visit old friends,
she had asked her mother about her continuing symptoms and what she
thought was going to happen. When Barbara tried to respond, she had a severe
anxiety attack. Because of her difficulty breathing, they took her to a local hos-
pital. “She almost died right then.” After that episode, the family was reluctant
to raise the subject of cancer openly with her. As a consequence, communication
became fragmented and indirect—a situation that was most difficult for a child
who was almost 8 years old and was hungry for information and clarification,
but instead was full of misunderstandings and erroneous information.

Joseph worked a rotating shift. He explained that Coleen stayed with one or
another of her aunts at night when he worked the night shift and her mother
was in the hospital. Mara was supposed to help out as well. But Coleen
described the limits of that plan to the interviewer: “Mara tells me she is coming
home after work. I wait up for her, then fall asleep about midnight. I look for her
in the morning, but she isn’t there. Sometimes she stays with her boyfriend. I
worry that she got in another car accident, she has already had one, and she fell
down the stairs and broke her leg.”

Barbara was hospitalized five times in the three months before her death.
Although deteriorating physically, she worked nine hours a day at the checkout
counter in a grocery store, cutting back to five hours just before she died. When
she came home, she fell into bed exhausted and slept until it was time to go to
work or to the hospital for chemotherapy. Maintaining this level of activity
despite her exhaustion reflected the denial of her terminal condition and her
underlying fear and sadness. It also resulted in a severe withdrawal from her
family. Mara came home less and less until the very end of her mother’s life.

Because Joseph felt depressed at home, he went out more often with his
friends. When he was home, he worked on the house with one of his buddies.
Barbara had asked him to fix up a room with its own bathroom for Mara. She
thought that if Mara had her own room and bath, she would come home more.
Joseph complied and explained to the interviewer: “Mara will do what she
wants to do. There is nothing I can do about it. When she is tired of her
boyfriend, she’ll come home.”

As her symptoms worsened, Barbara began having more contact with
Mara, who visited her regularly in the hospital. Both Barbara and Joseph were
irritable with Coleen because her clinging and fear of being alone threatened
their denial. As Joseph explained: “Coleen has stomachaches and headaches.
Last night, she didn’t want me to go to work. She calls me at work two or three
times a night.” Joseph worried that Coleen was becoming more like Mara
because she didn’t want to go to school. It was less threatening to view 
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this behavior as rebelliousness than as a response to her mother’s obvious
deterioration.

Coleen had trouble sleeping alone when Barbara was in the hospital and
told her father, “I want to sleep with you. I’m lonely, Dad.” She was frightened
by some of her mother’s new symptoms, such as her difficulty breathing. When
Barbara returned home after chemotherapy treatments, she occasionally had
anxiety attacks and cold sweats, and Coleen seemed to be the only one who
could soothe her and calm her down.

Death and the Family Rituals

As Barbara’s chest pain grew worse and she had trouble breathing because of
lung metastases, her denial began to crumble, but it was hard for the family to
mobilize. Instead, everyone seemed more confused. Barbara had always been
the family organizer, and neither Joseph nor her sisters thought of assuming this
role.

A few days after Barbara was readmitted to the hospital, the family held a
meeting with the hospital social worker. Coleen still had not been told that her
mother was now dying. Finally, Coleen was permitted to ask specific questions
about her mother’s illness and treatment: “What is her cancer? Why does Mom
have all those tubes in her?” However, she never asked whether her mother
would die.

Joseph, now clearly depressed, withdrew from all discussions about imme-
diate plans. “The doctor said she would die in a week or two,” Joseph said,
repeating over and over like a mantra, “When it’s over, it’s over. Can’t do noth-
ing about it. I don’t want to cry. I wish it were over, and then I wish it had never
happened.”

Coleen’s aunt worried that if Coleen visited Barbara, she might ask if her
mother were going to die. The aunt perceived the ability of children this age to
be “truth-tellers,” but she was unable to respond to the underlying anxiety that
evoked such direct questions. She said that the doctor had told Mara that her
mother would probably die within a few days, and that seemed to have made
Mara more upset. Mara even began worrying that she would develop the fam-
ily cancer. Barbara had asked her sister how much time she had left, and the sis-
ter and Joseph discussed who should tell Barbara she was dying. They decided
that Mara should tell her mother if the doctor did not tell her first. The sister told
Joseph that Barbara wanted some help in writing letters to Mara and Coleen, but
they could not decide who would help her write them. The sister also reported
that Barbara wanted to know how Coleen was doing in school. She did not
know what to say, because Coleen’s grades had dropped. It was difficult to alter
the established pattern of avoidance when circumstances changed and clearly
demanded confrontation.

The day before Barbara died, Coleen went to the hospital. Her mother
talked with her and asked her to bring some pictures she had drawn. The next
day the entire family went to the hospital to say good-bye to Barbara. Although
Barbara was nearly comatose, she nodded a few times and squeezed Coleen’s
hand. Coleen thought her mother was very sick because of all the oxygen bottles
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and all the tubes going into her, and she was afraid that her mother had found
out about her poor grades. Because Coleen was anxious and uncertain about
how to act, she turned to Mara to see if it was all right to cry. When Mara said
that Mom was turning blue, Coleen was scared and burst into tears, and her
aunt comforted her.

Hundreds of people came to the wake and the funeral. The family was not
only well known in the community but also well liked. The family’s private life
was the painful one. Mara said that at the wake, Coleen ran around talking with
friends and family members. “It was almost as if she didn’t understand what
was going on.”

At night, Coleen remained anxious and clinging and wanted her father to
stay with her until she fell sleep. After retiring, she talked to her father, almost
two hours every night, and told him how much she missed her mother. Joseph
tried to comfort her by telling her that he cried, too. He told her that when he felt
very sad at work, he went to the bathroom at the police station and let himself
cry.

One night, after visiting the cemetery, Coleen asked her father how deep her
mother was buried. She seemed relieved when Joseph explained that it was very
deep—six feet. Coleen was consoled because she had stepped on the mound
and was worried that she had stepped on her mother.

Joseph expressed concern about Coleen’s increasing separation anxiety, her
wish to stay home from school, and her dependency on him. The first day she
agreed to return to school, a week after Barbara’s death, she was afraid to get on
the bus, then ran home crying. She was worried about her father’s health. She
also felt that her father yelled at her too much, that he was taking his anger out
on her. Coleen wanted to get away from him and stay with Mara and Mara’s
boyfriend. Joseph said he drank very little out of respect for his wife, but that
not drinking made him more irritable.

During the first month after Barbara’s death, Mara worked in the morning
so she could be home when Coleen returned from school. Barbara’s sisters also
had Coleen stay with them after school. At times, Coleen could express her
anger at her mother: “She promised she would come home, and she never did!”
Coleen didn’t want to tell her father how much she missed her mother because
she was afraid she might hurt him. She felt comforted by the doll Barbara had
made for her during a hospital stay, by photographs of her mother and the fam-
ily, and by her mother’s wedding ring: “When I’m older, Mom will miss my
prom, and if Mara gets married, Mom won’t be there. I’m in a wedding in four
months: a junior bridesmaid for my cousin. Mom won’t be there, but I’ll pretend
she is watching me from heaven.” Coleen also was sad because she had only one
grandparent “and he has cancer. My other grandfather died in an accident, and
my mother’s mother died of cancer, like my two great aunts and my mother.”

Coleen was seeing a guidance counselor at school every two weeks and
liked to talk to her. She often had stomachaches and headaches and didn’t want
to go to school on those days. She was extremely worried about her father’s
increased drinking and grouchiness and was afraid he and her sister would fall
apart: “They just fight all the time. Mother used to make it better and stop them,
but she isn’t here anymore.”
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Bereavement and Reconstitution

By the sixth week after Barbara’s death, Coleen began attending school regu-
larly. “I was afraid of going back to school. I hadn’t seen my friends for a long
time, and I was afraid they would ask me about my mother. But they sent me
lots of cards and letters, and that made going back much easier. We are going to
have a show in school. I dance in it. I have sold 22 tickets. Mother was there last
year and was very proud.”

Coleen developed several ways to experience her grief and comfort herself:
“At the funeral, Mom had all this jewelry on. I never knew she had that much.
Her wedding ring is in my jewelry box. I can’t wear it, but I can look at it. Mara
gets mad about that.”

“I love the book (How to Say Good-bye) my counselor gave me. She talks to
me with my best friend Lisa. Her parents were divorced.

“When I feel sad at school, I go to the bathroom and remember how Mom
squeezed my hand the day before she died. I never really got to say good-bye to
her. I want to get good grades at school for her, so I study a lot.

“I like to go to the cemetery and think about heaven, that it is like clouds. I
think Mother watches over me and Mara. In a grave close to Mom’s is a little girl
who died when she was 2. She would be about 12 years old now. I bring flowers
to Mom’s grave and then put some with the little girl.

“I like to remember the last time Mom hugged me because it makes me feel
better.”

At home there were secondary stressors that followed Barbara’s death.
Coleen had no one with whom she could mourn safely. Joseph’s mourning, 
his conflict with Mara and sometimes with Coleen, and his intermittent
drinking were a source of concern to Coleen. “I talk to Dad and Mara be-
cause I don’t like to cry alone. But I’m scared when Dad cries because maybe 
he will never stop. Sometimes I wake up at night and hear Dad crying, listening
to old songs. His eyes are all red. Then he comes in my room and gives me a
hug.”

Coleen developed more overt symptoms. Family members struggled so
with their own grief and fear that it was difficult for them to respond to her
muted cries for help. The avoidant communication style seemed to have limited
the ability of all family members to prepare themselves for the death. Four
months after Barbara’s death, Coleen still had difficulty going to school in the
morning, especially when her father worked the night shift and was home days.
Her grades, however, were now excellent.

Six months after the death, Coleen continued to mourn alone: “When I go to
the cemetery, I stand in front of Mom’s grave and tell her I love her. I think she
would say that to me, too. Then I go stand in front of the little girl’s grave. I feel
sad for her because I have a life and she doesn’t. I wonder what it’s like to be
dead.” Coleen felt happy at the cemetery, where she felt her mother’s presence.

During the summer Coleen stayed with her aunts when her father worked
nights. No one seemed to recognize how disruptive his schedule or her staying
with different aunts was to her. Mara came home less and less, and Coleen began
expressing her anger about Mara’s abandoning her. As Coleen told the inter-
viewer: “I wish Mara would stay home. She is like my mother; she takes care of
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my hair and things. But she and Dad always fight. Then Mara goes and stays with
her boyfriend.”

Mara dreaded coming home. “Dad always yells at me. If I forget to put
something away, he gets mad. Mom used to put things away so he wouldn’t yell
at me.” According to Coleen, her father was becoming more extreme about
things being put away. Coleen said: “When he caught me putting some of
Mara’s things away, he yelled at me for doing that.”

Joseph’s deep mourning continued to preoccupy him. He said he had
become angry with Coleen and threatened to send her to an orphanage. He
knew this was wrong, but he was unaware that his mother had made that exact
threat to him shortly after his father died. He did not remember describing this
episode some months earlier (see page 99). At this point, the heaviness in the air
at home was palpable. Coleen’s open grieving was difficult for him. She placed
pictures of Barbara and him all over the house so that she could see them in
every room. He asked her to please put them in her own room because he found
it too upsetting. Joseph was also experiencing complicated bereavement related
to his father’s death when he was 12 years old. He said he often thought about
his father’s death now, and he felt that his dying was very unfair. “It comes back
to me. I wish I had my father here now.” Joseph said he liked going back to
work. It was less depressing than being at home. However, out of his desire to
help Coleen, he made a decision that inadvertently made parenting even harder
for him. He changed to a desk job in the police department eight months after
Barbara’s death so that he could be more available to his daughter. As a result,
he lost all ongoing contact with his buddies, who had been a major source of
support. He seemed even more depressed.

When the new school year began, Coleen again did not want to go to school.
She was afraid she was going to be separated from all her friends in the new
grade. Coleen still had trouble going to school in the morning and had
headaches and stomachaches in school. She worried that something might hap-
pen to her father when she was in school. Joseph said that Coleen woke up in the
middle of the night screaming, saying she was not going to school the next day.
She would not talk about what she had dreamed about. She refused to go to bed
unless her father sat next to her and talked until she fell asleep.

The intensity of Coleen’s preoccupation with her mother had not dimin-
ished 14 months after the death. Joseph described the following episode to the
interviewer: Coleen went to the cemetery with one of her aunts, but when it
began to rain, she was not allowed to go to the grave. Coleen screamed and cried
and became hysterical, then refused to go to school the next day. According to
Joseph and his sister-in-law, “Coleen is trying to put one over on us so she won’t
have to go to school.” Coleen’s separation anxiety increased markedly after that
episode. She frequently got up in the middle of the night and climbed into bed
with her father. She and her sister also worried more openly about getting can-
cer “like all the women in the family.”

Summary

Fourteen months after Barbara’s death, Coleen had returned to her previous
high level of functioning in school and with peers, but uncharacteristic of chil-
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dren her age, she became more and more anxious and depressed over time. Her
father also was more depressed and his drinking problem had increased. His
isolation after changing jobs and losing his buddies so that he would be avail-
able to his daughter removed him from a significant support group. And his
unfulfilled dependency needs, which Barbara had met, added to his longing
and craving and compounded his grief. Some aspects of his increasing preoccu-
pation with his own father’s death seemed to be part of his pathological mourn-
ing reaction.

Mara, too, was having problems. She had to deal not only with her own
mourning but also with her mounting recognition and terror that she might
develop cancer and die as painfully as her mother had. Because Mara was often
the focus of her father’s rage, she came home less and less often.

Coleen continued to mourn her mother as acutely as she did during the first
few weeks after the death. Although she did well academically, socially with her
friends, and in after-school activities, she could not master her fears about sepa-
ration. She was terrified that something would happen to her father when she
wasn’t home; thus, the dynamics of her school phobia were apparent. But her
separation anxiety was compounded by the lack of emotional nurturance and
support. Coleen’s aunts tried to reach out, but they, like Mara, were unable to
provide Coleen with the parenting she so desperately needed. She reminded
them of their eldest sister and of the reality that they already had the family can-
cer or might soon develop it. Coleen’s very presence was a reminder that it was
only a matter of time before it might be their turn to die.

Coleen found solace by visiting the cemetery and seemed to identify with
the little girl who was buried close to Barbara’s grave. Like one of her mother’s
sisters, Coleen also felt Barbara’s presence. Barbara was constant. She was a
mother who was always there, a mother who smiled down on and watched over
Coleen. She was a mother who even in death provided Coleen with what no one
else in her life could manage to provide.

Outcomes

By the final assessment, 8 to 14 months after the parent’s death, 19 of the 33 chil-
dren in this age category had achieved their previous levels of functioning in all
of the major areas: psychological state, relationships at home, academics, athlet-
ics and after-school activities, and developmentally appropriate peer relation-
ships. Seven had a delayed reconstitution, five a compromised reconstitution
and two a symptomatic reconstitution.

Characteristics of Timely Reconstitution

There were 33 early school aged children, of whom 19 had a timely reconstitu-
tion. Five had suffered the loss of a mother; 14 of a father. For these children, the
loss of a mother presented more difficulty for effective reconstitution than the
loss of a father. Fathers found it difficult to comprehend the illogical and erro-
neous conclusions and the emotionality of these children, and they found it dif-
ficult to respond to the children’s realistic dependence on them for care and for
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the maintenance of their self-esteem. Children openly expressed their distress
about the loss of normalcy and the complete change in the emotional climate of
the family. They missed the parent as a person and most talked about wanting
to join the parent in heaven. Their open, sometimes dramatic expressions of dis-
tress; the nightmares, sadness, the stomachaches and headaches, tearfulness,
temper tantrums, stubbornness, and disappointment were testimony to their
grief, grief that gradually lessened.

What characterized these families was that the surviving parents were
active problem-solvers, but also realistic about what they were able to do and in
what ways others could be enlisted to help. They effectively filtered their child’s
stressors and learned to understand the child’s sometimes illogical reactions.
This group of parents did not hesitate to use the help of others if they thought
their child might be able to function on a higher level as a consequence.

Characteristics of Delayed Reconstitution

What was different about the seven children with a delayed reconstitution was
their struggle with maintaining self-esteem. These seven families encountered
multiple stresses or family situations that presented unusual difficulties for sur-
viving parents. This included families with more than four young children and
limited income, in which needs of the children this age were at times over-
looked. In one family, the father who died was regarded as abusive by all but the
8-year-old boy, who felt alone and isolated with his grief. In another family, the
material grandmother, who had terminal cancer, was living in the home and
died six months after the mother died. Another included a boy whose learning
disability was undiagnosed until some months after the patient’s death. These
complex and demanding situations presented unusual challenges to the surviv-
ing parent—a challenge to understand and respond effectively to the young
child’s need for empathy and understanding.

Characteristics of Compromised Reconstitution

The five children with a compromised reconstitution experienced not only 
low self-esteem, but depression and regressive symptoms as well. In these
situations, not only were the stresses numerous, but the surviving parent was
overwhelmed and unable to function effectively. Either the parents were
markedly depressed or they demonstrated a severe lack of empathy or inability
bordering on unwillingness to understand and respond to the dependency
needs of such young children. Either condition created serious empathic or
competence failures.

Characteristics of Symptomatic Reconstitution

Finally, one child with symptomatic reconstitution had symptoms that were
severe enough to warrant a psychiatric diagnosis. These were new symptoms
that developed after the parent’s death. In this situation the child’s reaction
seemed a response to the serious mental illness of the surviving parent who was
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denying his own condition and therefore was unable to obtain adequate treat-
ment to prevent his illness from influencing his parenting. The mother who died
had been a major protector of the child from the father’s disturbing behavior.

Discussion

The 33 young, school-age children described in these two chapters are develop-
mentally in transition. Socially, they are starting to move out, but the home
microsystem is still the predominant one. They have entered school where new
rules, responsibilities, and demands enter their lives. Teachers and peers can be
a positive resource, but they cannot substitute as providers of the very basic
emotional needs only the parent can provide at this age. With these children the
parent or parent substitute is still the primary source of self-esteem. The teacher,
coach, other adults, by their approbation, are an important source of self-esteem
to the older, school-age child. Peers are a resource for solace and support, but to
the adolescent, not to these children. Really, only the parent or parent substitute
can do that.

The thinking and understanding abilities of these children are also in tran-
sition. They are starting to think more rationally and logically, they are more cer-
tain about cause and effect, but inconsistently, as when it deals with important
and emotional issues. Events require explanations—unfortunately, being quite
self-involved and magical-correlational in their logic, they are frequently self-
referential in attributing cause to the illness and death.

Perhaps most significant is the important role the parent or parent substi-
tute plays in the life of these children. The children are vocal in expressing their
feelings, but they are often unclear and confusing as they express the thoughts
that give rise to these feelings. In short, the child needs someone who can clar-
ify what the child is thinking and feeling, can reframe events to make them more
understandable, can reassure and build self-esteem by praising the child’s
accomplishments and by emphasizing the child’s importance.

Most parents did this, and much more, to help these children cope with the
family tragedy. But for some, there were additional stressors that further com-
pounded the problems of survivors.
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Children 9–11 Years of Age
Themes

This chapter describes the impact of terminal cancer on the lives of 37 children—
19 girls and 18 boys—aged 9 to 11. They came from 33 families, and their sur-
viving parents were 20 fathers and 13 mothers. (In this and the next chapter,
‘children’ refers to 9- to 11-year-old children.) This chapter summarizes the
developmental attributes that were important in understanding these children.
The summary is followed by descriptions of how the the children coped with
the family tragedy, how they and their families responded to the terminal ill-
ness, how the surviving parents prepared the children for the death and family
rituals, and how parents helped them cope with their bereavement and recon-
stitution. Chapter 10 discusses the experiences of two families and ends with a
summary of the characteristics of the children and families that constitute the
different outcome categories.

Developmental Themes of 
Later School-Age Children

Nine- to 11-year-old children are at a relatively tranquil age. Although impor-
tant changes in their cognitive and emotional development are taking place, the
changes are quantitative rather than qualitative. Quantitative changes, such as
increased sophistication in the use of concrete operational thinking, lead to
emotional equilibrium. Qualitative changes in both the emotional and cognitive
domains, which will be illustrated in the chapters on adolescence, are generally
accompanied by emotional disequilibrium.

Three developmental characteristics were especially important in the ability
of these children to cope with the stress of the family tragedy: the emergence of
logical thinking (concrete operational), more effective use of defenses against
disquieting emotions, and an active engagement in the home, school, sports,
and friend microsystems (Bronfenbrenner, 1979; Bronfenbrenner, 1993), as evi-
denced in their more meaningful participation in their own expanding world.
Two experiences exemplify the way these systems affected their development,
specifically in relation to their mourning: they chose homework themes related
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to the illness, which enhanced their intellectual defenses, and they became
involved in after-school activities with peers, who also did not value emotional
expression (this was an important respite from painful mourning).

Capacity for Logical Thinking

The capacity for logical thinking develops rapidly in these children. It becomes
a powerful tool they can use to help them manage the turmoil caused by a par-
ent’s illness and death. Like younger children, they tend to feel guilty and
responsible for their parent’s condition. Unlike younger children, however, they
are able to reverse their thinking and use information more logically to alleviate
their distress. For example, one child said: “My father told me about cancer and
explained that my mother’s cancer is not my fault, but it’s hard not to feel that
way sometimes.” Although the children may want the dead parent to return,
they understand more clearly the difference between wish and reality. Another
child in the study said: “I wish that my father would come back to life. I know
it’s not going to happen, so I try not to play around with that fact in my head. I
won’t have my dad, but I’ll have other people.”

The parents of the children described in this chapter did not always provide
information in a consistent manner. Unlike their younger colleagues, however,
some of the children were able to demand information. Some were bitter and
deeply resentful when they believed that information had been withheld. For
example, one 9-year-old bitterly complained to the interviewer that he wasn’t
told about his mother’s cancer for a long time because he was the youngest child
in his family. “I should have been told because I’m part of the family and I
should know!”

They also could become hypervigilant and mistrustful when insufficiently
informed.

The mother of 10-year-old Byron had not told him how seriously ill his father
was until shortly before he died. Toward the end, she tried to share more infor-
mation with her children; by then, however, it was difficult for Byron to inte-
grate all the complex facts. When his father died, he said, “Why didn’t you tell
me he was so sick?” Angry, rebellious testing characterized his early bereave-
ment. When he listened on an extension telephone as his mother was talking,
Byron realized that she was talking with his father’s oncologist and screamed,
“You’ve got cancer too. I know it!”

Before the initial interview with a child, some parents warned the inter-
viewer that the child would probably not participate because he or she did not
want to talk about the illness. They were pleasantly surprised when the child
welcomed the opportunity to talk about the patient’s condition. In contrast to
the 12- to 14-year-olds, rarely did these children not want to talk about the facts
of their parent’s illness and treatment.

Also characteristic of these children was that they rarely shared their emo-
tional reactions with anyone. After the parent’s death, they were usually eager
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to review their successes and the specifics about their continuing growth with
the interviewer. At times, they even described their disappointments regarding
how family life was being reorganized. The few who were willing to talk about
their grief did so, but only briefly and sparingly.

Child’s Expanding World

These children were involved in many more activities outside the home than
were their younger peers. This provided them with opportunities to distract
themselves and to avoid the tragedy of the parent’s illness and death. Gaining
competence in sports and other after-school activities also provided them with
opportunities to build their confidence and self-esteem. When these activities
involved the ill parent, remembering the parent’s praise and pride in them pro-
vided a positive focus for their mourning.

Michael’s experience was a common one. This 11-year-old described how sad
he felt when he played tennis or participated in a swim meet. When he auto-
matically looked up at the bleachers, he expected his father to be watching him,
as he had done so often: “But then I realize he’s gone.”

Leaving home to participate in activities does not reflect going away from
parental relationships but going toward new experiences. The process of “leaving
parents” is emphasized to a greater degree during adolescence. The children
engaged in activities with other children. They talked with them about games,
activities, and social experiences; however, they usually did not confide in peers
about emotionally charged issues such as the parent’s illness or death. For these
discussions, they remained dependent on parents and other adults.

Because other adults, such as teachers, coaches, guidance counselors, and
school nurses, were important to children this age, and their approval was a
source of self-esteem, their comfort and understanding was a critical source of
solace for children who were grieving the loss of a parent. The children in our
sample often felt more comfortable relating to these adults because they were
concerned about upsetting the parent. When informed and encouraged by par-
ents, these adults were able to support the child effectively. This was especially
helpful when the parent was unavailable or away from home, which often
occurred during the terminal illness.

Many parents supported the participation of their sons and daughters in a
broad range of activities. Contrary to the stereotype, the fathers in the sample
often coached their daughters or became outspoken advocates for their daugh-
ters’ developing athletic prowess.

Nine-year-old Diana described her father as “a great person—a lot of fun to be
with.” He took her to the park, went bike riding and roller skating with her, and
liked to wrestle with her and her brother. She described how her father had
taught her to ride a bike and recalled how frightened she had been because the
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first time her older brother had ridden his bike, he crashed into a pole. Her
father encouraged her to overcome her fear, so Diane said: “I just did it!”

Effective Defenses

Children this age have developed more mature, effective defenses. Conse-
quently, they were able to contain their anxiety and focus on developing their
competence. The success of these defenses confused parents in our sample, who
interpreted the child’s lack of visible anguish as callousness and indifference to
the tragedy. At times, this view prevented them from understanding and
empathizing with the child’s underlying emotional pain and from providing the
kind of guidance and support the child needed.

Because the children not only defended themselves against the event that
initiated their turmoil but against the connection between the turmoil and the
behaviors that emerged as well, they and their parents had difficulty under-
standing the reason for their behaviors.

Ten-year-old Rosa’s father had nurtured her and helped her develop compe-
tence in school during the five years he was ill. During this time she developed
a more strained relationship with her mother. Although Rosa managed the
many stresses of immigrant life well, she became overwhelmed by feelings of
helplessness and hopelessness shortly after her father died and lost interest in
school and peers. Instead, she watched television and sucked her thumb.
Because she didn’t understand her behavior, she felt even more hopeless and
was afraid she was going crazy.

Rosa’s mother agreed to obtain counseling for Rosa. She told the inter-
viewer that she thought Rosa’s problem might be a delayed reaction to her
father’s punitive behavior during the month before he died because he had
brain metastases and was in great pain. Because Rosa had not reacted to his
uncharacteristic behavior at the time, her mother had not discussed the reasons
for her father’s behavior with her. Rosa was subsequently referred for counsel-
ing to help her understand her sudden, severe regression.

Patterns of Responses in 
Later School-Age Children

Patterns of Responses to the Terminal Illness

Many children in the sample showed a crucial need for carefully sequenced
information about the parent’s illness, treatment, and impending death. They
tried to master the enormous stresses and showed a remarkable capacity to help
care for the ill parent. Some experienced anticipatory grief.

Nine-year-old Kristine said she worried that her father would die and she
would not have him anymore: “Dad’s my pal and my buddy. If he dies, we
won’t be able to go out to dinner or to the hardware store anymore.”
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Integration of Information

The children were able to integrate relatively detailed information about the
illness without becoming overwhelmed and confused. When the information
was insufficient, however, they listened at doorways or on telephone exten-
sions, which led them to jump to inaccurate conclusions because, lacking the
adolescent’s cognitive abilities, they were unable to comprehend the context in
the absence of more comprehensive detail.

Brian, age 9, complained that he overheard conversations but couldn’t make
any sense of the bits and pieces he heard. Thus, he became extremely anxious
when “my Mother was talking funny when she took her medicine. Dad was
giving her a needle, and she told me to ‘go away.’” Brian thought the needle
must hurt her and felt that his father did not feel good giving it to her. Brian said
that he often asked his mother if she had taken her medicine when she looked
sicker than usual: “Sometimes when people look under-the-weather, it is like
they didn’t take their medicine.” He was trying to understand her declining
condition and erroneously assumed that she was not taking her medicine rather
than that her disease was progressing and she was having expected medication
side effects. Adolescents would not have made this mistake, given the same
information.

Why did parents fail to understand their child’s need for updated informa-
tion? Four reasons stand out. First, many parents struggled with their own
denial, their inability to accept that their young spouse was as close to death as
the physicians suggested. Second, they were often so distracted by the illness
that they lost track of the child’s maturation. Third, the child’s maturity and
competence tended to be more evident outside the home, away from the stresses
of the parent’s illness, whereas they behaved in a more immature and regressive
manner at home. Fourth, the child often tended to avoid emotions and kept per-
sonal feelings hidden.

Some parents exhibited a remarkable ability to provide their children with a
regular flow of facts about how the disease was progressing, and were able to do
so even when the disease was spiraling out of control. Mastering these facts
gave their children a sense of control and a feeling of cohesiveness with other
family members. The children were eager to learn about how treatments
worked and how the disease and treatment affected the ill parent. This informa-
tion often corrected misunderstandings that had emerged in their thinking:

As 11-year-old Sean said: “Last year, Dad went to the hospital, but they didn’t
tell me it was cancer. A year later he had a tumor, and I finally figured out he had
cancer. For a long time, I thought it was not cancer, just a tumor. My mom finally
put it straight to me. I had to go up to her and ask. I thought he was sick, but he
would beat it because he was strong. But you can see him now: He acts weird,
says weird things, forgets things. He forgot where my room was. My mom
explained that the tumor was affecting his brain. Sometimes he does things that
are nonsense. Now that I know what’s going on, I understand. Dad used to be
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grouchy and I didn’t understand; I thought he was mad about something. Now
it doesn’t seem that he is mad at me.”

Some children wanted information about the hospital and the health care
system. Two children updated their classmates regularly about how their parent
was doing. Some functioned as the family informant, cutting out articles about
new cancer treatments, giving them to the family, and presenting them as school
assignments. Some wrote papers on cancer treatment; others, on euthanasia.
One mother suggested that her son keep a journal of his thoughts, reactions, and
questions. He found this activity helpful, especially when he talked over the
entries with her.

The children especially valued formal talks with physicians and nurses
about their parent’s condition. They wanted to visit the parent in the hospital,
not only because they missed the parent, but also because they learned so much
by seeing and experiencing the hospital setting.

When the hospital ambulance came for his father during a crisis, Michael’s
mother reassured him that the ambulance was well equipped. She said he could
visit Dad in the hospital shortly. Michael called his father and visited him in the
hospital as often as he could. He was proud that he had learned his way around
the hospital: He knew where to find the cafeteria, the family room, and the gift
shop.

During the parent’s terminal illness, many of the children began to wonder
whether they could catch the disease. They also wondered whether they might
have caused it in some way, could have prevented it, or might have exacerbated
it. Discussions about these concerns continued in various forms throughout the
period of bereavement and reconstitution.

Nine-year-old Diana described the difference between her and her 6-year-old
sister’s understanding of the illness: “(My sister is) much younger, and she
doesn’t take things as well as me; she doesn’t understand. Since I’m three years
older than my sister, I can put it in different words. She thinks that if she does
something wrong, it’s going to hurt (Mom). She worries a lot that she’s going to
catch it.”

When the interviewer asked Diana, “Do you worry about that?” she
answered: “No, cause I talked to my mom about it and she said ‘Well, I talked
to the doctor and you can’t catch it.’ She’s asked a lot of doctors, she’s asked
them all—that’s the first thing she asks them, whether her children can get
it.”

Diana then explained that when her parents clarified the fact that she was
not responsible for her mother’s illness, she believed them, but her sister was
not so sure. When the interviewer asked Diana, “Do you ever worry that some-
thing that you did caused it, even if your dad made it clear to you that nothing
caused it?” she said, “Not really, no, because I know it’s not my fault and I
couldn’t have done nothing to prevent it. It wasn’t our fault.”
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Involvement in Patient Care

Some children became involved in the patient’s care. Their careful and
thoughtful ministrations were moving demonstrations of their love for and
desire to protect the patient and their need to be helpful.

Michael adored his father, who shared his love of swimming and tennis. He
cried while describing how his father would sometimes hold his hand when
they sat together in the front seat of the car. “Now I hold his hand when he’s in
the hospital.” Michael often volunteered to sleep in the den with his father,
waking up every three or four hours to give him medication. He said he liked to
help.

Eleven-year-old Sean described how he worked hard to master the stresses of
taking care of his father, whose brain metastasis affected his behavior: “His legs
don’t work. Sometimes he gets things in(to) his head and he gets up and we
can’t stop him. We have to put his pants on and his (colostomy) bag because he
has forgotten how to do that. Sometimes it gets annoying. I don’t think he even
knows how old I am. I try to keep strong like my mom, but sometimes I feel sad.
Sometimes my dad is so weird, I just take a deep breath, get up, go back, and do
what I have to do. I think I’m doing my part.”

Anticipatory Grief

The 9- to 11-year-olds were the first age group to consistently anticipate a
parent’s death and feel sad about the future loss. Michael and Sean’s statements
illustrate this anticipatory process, as do the remarks of 10-year-old Bob:

Bob talked about how he missed playing baseball and basketball with his
father. After his mother told him that his father’s current treatment was ineffec-
tive, he wanted to look at photographs of his father as he had been before the ill-
ness. Bob said he thought about his father a lot and worried about him. He also
wondered, “Who will play basketball with me? Who will fix my bike?” He
thought he would want to be with his father when he died.

Reactions, Behavior, and Symptoms

The children in the sample experienced a broader range of reactions to their
parent’s terminal illness than did children in the earlier grades. Some exhibited
few reactions, and their school performance actually improved. Others became
angry and defiant and adamantly denied the impending death despite informa-
tion to the contrary. These children expressed their anger through stubbornness,
forgetfulness, messiness, conflict with siblings and peers, and talking back to
teachers. In most cases, however, the anger was muted and bore no resemblance
to the outbursts of anger observed among the adolescents and among children
of divorce.

Although most of the children tended to avoid showing sadness, apprehen-
sion, and fear, some even avoided showing anger. A few became enuretic, espe-
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cially when the patient was in the hospital and the well parent stayed at the hos-
pital for extended periods.

Depressive reactions were less common, and they were less likely to have
thoughts about suicide than did the 6- to 8-year-olds. When they did have such
thoughts, it was easier to discuss them and reduce the guilt or rage that led to
them.

Most children had some problems concentrating at school, and a temporary
drop in their grades was not unusual. However, the grades of a few improved,
presumably as a gift for the patient. These children were likely to have been suc-
cessful in school from the beginning, and success had been an important source
of their self-esteem. Occasionally, boys misbehaved enough to warrant a note
from the teacher, but their behavior was mild compared with that observed in
other age groups.

Children this age were more distressed than younger children by the par-
ent’s changing appearance and ability to function, the reduction in family activ-
ities and trips, and the prospect of a future without the parent’s assistance, sup-
port, and love. But unlike the younger school children, they were less distressed
by the chaos in the family caused by the demands of a terminal illness. When the
patient was the same sex as the child, the child often expressed fears about catch-
ing the disease because of his or her strong identification with the patient. These
children were helped by having an opportunity to learn what caused the disease
and how it develops and progresses as a way of combating their unrealistic fears.

The children experienced fear of separation when the patient was in the
hospital for a long time and the well parent also spent a great deal of time there.
Under these circumstances, the children were more likely to express anger than
anxiety or sadness. Although some had headaches or stomachaches that
required them to stay home when the parent was discharged from the hospital,
school phobia was not observed in this age group. Some children wanted to
sleep with the well parent, especially during the last weeks of the patient’s life,
but they reported few nightmares.

Preparation for Death and Family Rituals

Need for Time to Prepare

Older school-aged children need more time to prepare for the parent’s
death than do younger school-aged children. Regularly updated information
and the opportunity for final hospital visits seem to provide them with the most
helpful context. When one boy received such updates and opportunities to visit
the parent in the hospital, he obviously was proud: “I was surprised, but I knew
it (the death) was going to happen because my mother kept me informed.” Like
younger children, these children found that hospital visits were meaningful,
even when little communication with the patient was possible. The youngsters
valued the visits at this state of the illness because they provided concrete evi-
dence of the reality that the patient was dying and gave them an opportunity to
say good-bye. Unfortunately, surviving parents often waited until it was too late
for such visits.
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It was easier for parents to tell these children the parent had died than it was
to tell younger ones. One mother did an especially impressive job of communi-
cating with her four sons as a group, which encouraged them to be supportive
of each other.

Michael’s mother had told her four sons several weeks before their father’s
death that he was likely to die. Two days before his death, she brought the boys
to the hospital and told them he was dying. They all cried together and then
went in one at a time to say good-bye. When her husband slipped into a coma
and died, she was relieved to be alone with him when he died in her arms.
Afterward, she drove to her in-laws’ beach house, where her sons were staying,
gathered them together under a big tree in the yard (their father’s favorite
place), and told them that their father had died. Michael’s brother Tom recalled
that it was the place where their father had told them just seven months before
his death that he had cancer. They all cried and comforted each other. Then they
drove down to the beach and, although it was cold, walked and talked and
began their grieving.

This mother and father’s use of a particular place—a favorite tree symboliz-
ing shelter and protection—was a sensitive and empathic choice. The boys’
decision to go to the beach continued the use of place and symbolism to provide
solace and aid grief. One advantage of a well-functioning sibling group is that
the children can help each other. The older children can help younger children
with the facts, and younger children can help their older siblings by expressing
emotion.

Need to Manage Intense Reactions

Managing the intense emotions they felt when told that their parent had
died was difficult for many children this age. Some had unusual immediate
reactions, which they later disavowed. One 11-year-old locked himself in his
room when his mother came home from the hospital because he didn’t want to
hear the news until he was ready. Later, he was embarrassed about this behav-
ior. However, wanting to be alone for a while was not unusual. Some children
cried or screamed and one boy laughed, an expression of acute anxiety. Most
parents recognized their children’s struggle to cope with such emotional inten-
sity and gave them time to collect themselves before exploring their feelings.

Need for Active Participation

The children wanted to play a role in the rituals and resented being con-
strained from participating. Although they appreciated their friends’ atten-
dance at the funeral, they tended to be more focused on and pleased about their
own participation. Some served as a pallbearer, gave a reading from the Bible,
presented a eulogy, handed out memorial cards, or served as an altar boy. “I
threw some dirt on the grave,” Sean said proudly, but he admitted that he had
felt sad at the cemetery.
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Brian was angry because his 13-year-old cousin was allowed to attend the first
day of his father’s wake and he wasn’t. He and his brother were only allowed to
attend the second and third days. His uncle explained that people would be cry-
ing and “carrying on” on the first day. Brian said he didn’t care if people cried a
lot and, even if he was afraid, he wanted to be there! On the second day of the
wake, he was a little scared, but he was proud that he could stay.

Two children did not attend their parent’s funeral. Their decision seemed
consonant with their surviving parent’s style of coping—avoiding painful feel-
ings—rather than an expression of their own wishes. Immediately after the
death, many children were afraid that the surviving parent might be more vul-
nerable. As a consequence, they tried to protect and please the parent.

Need to Put on a Brave Front

One difficulty in responding helpfully to children this age was their strong
desire to cover sad feelings and “be brave.” Some did not cry at the funeral for
that reason and usually were reluctant to express the depth of their feelings and
fears.

A month after his father died, Michael told the interviewer that he was espe-
cially sad at lunchtime at school. He had sad thoughts about his father, and he
missed his mother, who, because of her busy schedule, had arranged for him to
eat lunch at school. When the interviewer told Michael’s mother about her son’s
loneliness, she arranged for him to eat lunch at home for a few more months.
Michael worried about his mother and was reluctant to ask her to accommodate
him in this way.

Fears of Other Losses

Because children this age often worried about the surviving parent’s health,
they watched any signs that the parent might be ill. They seemed to 
feel that since disaster had struck once, it might strike again! The children were
often superstitious. One 9-year-old recalled that after watching a television
program in which a parent died, she felt good that everyone in her family was
fine, but she was concerned that she might have “jinxed” the family with her
optimism.

Many of the children wanted to sleep with the surviving parent for a few
days after the funeral because they were sensitive to separations from the par-
ent immediately after the death. Many did not acknowledge their anxiety and
instead were likely to become angry rather than sad. Two parents (a father and
a mother) considered accompanying the patient’s body for burial in their home
country. In one family, the father decided against leaving when his two daugh-
ters strongly objected to being separated from him, and he arranged for his
wife’s brother to accompany the body. In the other family, the mother did go,
but returned early, after her 10-year-old daughter phoned and expressed her
sadness. Her daughter experienced severe stress after the death of her father,
and the early separation from her mother exacerbated her distress. One father,
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who owned his own business and spent long hours away from home, com-
plained that his daughters “shadowed” him after their mother died.

Bereavement and Reconstitution

Older school-aged children’s expressions of grief continued to be quite sub-
dued. School and activities provided helpful distractions as they mourned the
parent and found their place within the new family structure. The fear of the
surviving parent’s vulnerability and the children’s protectiveness of them made
them easier to manage. Although the children challenged, tested limits, and
were demanding, their expressions of anger did not reach the intensity of the
adolescent’s anger, and their sadness did not have the overwhelming and help-
less characteristics of younger children. They continued to be helpful, positive,
and pragmatic. They seemed able to move ahead after the first few months fol-
lowing the death.

Eleven-year-old Sean maintained a positive attitude and a strong investment in
school despite his mother’s continuing problems with her diabetes after his
father’s death. He was able to admit that he was angry with God: “First he took
Dad away, and now you are sick. That’s not fair.” However, he also stated
firmly: “You have to move ahead.”

Ten-year-old Matthew said he would advise another child in his situation that,
“It won’t get better, but after a while your mind goes on to other things.”

The bereavement and reconstitution period is shaped by a number of
factors, including the children’s school experience, their cognitive understand-
ing of the death and the meaning it came to have for them, their emotional reac-
tions to the death, their capacity and opportunity to mourn, and their adapta-
tion to how the family was reconstituted. The emotional reserve of these
children and their advanced defensive capacities continued to make parents
question whether their mourning was progressing appropriately.

School

The acquisition of knowledge and skills continued to be a central develop-
mental task for these children. Some of the children in the sample had updated
their classmates regularly about the facts of their parent’s illness, and some
informed their classmates about the death, often in blunt terms.

Sean said he was very direct with his classmates: “I told them my father died
and I’m O.K. They were all asking if I was O.K. I don’t mind when people ask
me. My teacher told me that he was sorry, he knew my father was sick. It was
really like any other day. (When) my uncle told me Dad was dying, I was a little
sad but not surprised.”

Some classmates wrote sympathy cards. More often they signed one card
purchased by the teacher.
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Erin’s teacher sent a card that his classmates signed. He noticed that some of his
friends did not say anything, just signed their names. He thought they probably
did not know what to say. Erin said that was O.K. It was O.K. for them to “just
be what they are.”

Although their school performance declined temporarily during the termi-
nal illness and immediate bereavement period, the children generally recovered
within the first few months after the parent’s death. It was unusual for a child’s
school performance to continue to decline more than six months after the par-
ent’s death.

Sean described his performance at school shortly after his father died: “When
I’m in school, I have to keep my mind on my studies. I passed my (private
school) test. My Mom was so happy. I’m not going to be modest on this one. I
knew that I passed. It was so easy, so simple.”

Meaning of the Death

Most children were concerned about the injustice done to them by their par-
ent’s death.

Diana said she felt sad and missed her father, especially when she saw other
kids with their fathers. The 9-year-old felt that it was unfair that “Dad’s 
in heaven, flying around and doing anything he wants, and I have to work.”
When she skipped a grade shortly after her father’s death, adjusting to a 
new group of classmates was difficult. She missed her father’s help and en-
couragement.

The children missed the encouragement they had received from the lost
parent, the parent’s appreciation of their successes, and the parent’s observa-
tions of them as they ventured out on their own, played sports, danced, and suc-
ceeded at school.

Matthew said he tried to hit a home run for his father a couple of months after
his father’s death and was disappointed that he couldn’t do it. He dreamed he
was outside playing football, running fast, and his brother kicked him. “It’s the
only way he can stop me—I’m so fast.” His father was watching him in the
dream.

In addition to worrying about their surviving parent’s health, the children
also worried about their own vulnerability to disease. Most had symptoms that
concerned them during the first year after the death. Some symptoms strongly
resembled the parent’s symptoms. Although some children continued to think
they might be responsible for the parent’s illness and death, they also were able
to accept logical explanations and reassurance more easily then were younger
children.
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Ten-year-old Jessica thought that fighting with her brothers and being bad
made her mother sick. Once the interviewer clarified the situation for her, she
asked for the “real” reason for her mother’s death.

Eleven-year-old Maya said, “I know I didn’t cause her to get sicker, but some-
times I feel like I did. I made her yell too much and made her get a headache.”

Children were curious about the particular circumstances of the actual
death. Bob asked: “Did he die of suffocation?” Some of the children asked ques-
tions that the parent regarded as gruesome and inappropriate: For example,
“Are the worms eating Dad’s body yet?”

The children generally showed evidence of identifying with the dead par-
ent, especially if parent and child were the same gender. This became apparent
in the children’s interests and activities. Boys focused on the sports their father
had liked best. Some spent hours on the computer as their father had done. They
excelled in subjects the father preferred. They believed they should protect their
mother as their father had done. Girls struggled with feelings of responsibility
for taking care of the family in the way their mother had done—they became
more thoughtful, cared for, and were more parental with their younger siblings.
For some children, identification with the dead parent was problematic. For
example, Bob, the favorite son of an abusive, hostile father, became abusive and
combative with his siblings, peers, and mother.

Emotional Reactions

One distinguishing characteristic of children this age that remained appar-
ent during bereavement was their muted emotional reactions. They talked
about the importance of being strong, brave, protective of the surviving parent,
and going about their lives in the way the dead parent would have wanted them
to. They expressed emotions only sporadically. Occasional headaches or stom-
achaches seemed to be an expression of their distress. Because of their emotional
restraint, parents sometimes wondered if they were having any emotional reac-
tions to the death at all. They misunderstood their child’s effort to contain sad
and lonely feelings and to invest in school and friends, regarding the child’s
demeanor as coldness and a lack of caring.

Parents also were upset by the angry reactions that some children exhibited
during the year after the parent’s death, especially when the surviving parent
was a mother with sons and the father had been the principal disciplinarian.
These mothers were challenged to find new ways of setting appropriate limits.
Boys sometimes expressed their anger by being messy in their personal appear-
ance and in their rooms, fighting with siblings and peers, provoking teachers
and parents, and demanding and testing limits. Their anger often subsided
when the surviving parent elicited the sad feelings hidden by the anger and was
able to respond to their dependency needs.

Steve’s father told the interviewer that his son had become angry and aggres-
sive at school. In one week, the 11-year-old had had three fights because he had
been teased about not having a mother. When his father talked with Steve, “the
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flood gates opened and he cried and cried. I cried too and we hugged and I reas-
sured him.” The father subsequently reported that after that conversation, he
felt closer to Steve, and Steve brought up memories about his mother more
often and spoke comfortably about her. The number of fights at school also
declined significantly. The father also decided to create a family time on Friday
nights, when he would have dinner alone with his two sons.

Girls were more likely to express sad and depressed feelings, and they also
experienced reduced self-esteem. Some were shyer about making friends. Girls
were more likely to feel some responsibility for the parent’s death. Like the boys,
they also expressed anger, usually through increased conflict with siblings and
peers, by being more demanding and critical.

Although the children in this sample were fearful, their expressions of fear
were usually not only more tempered than those of younger children but also
more specific. Because they were afraid the surviving parent would become ill
and die, they became protective of them. They also were afraid the family would
not have enough money for the basics of life, and feared they would be unable
to engage in many of the recreational activities they had engaged in before. And
they were afraid they might fail in school or sports without the dead parent’s
guidance and support.

Grieving Process

The challenge for parents of children this age was to find a balance between
supporting their age-appropriate avoidance of intense feelings and fostering the
children’s reminiscences and active grieving. Because most children were reluc-
tant to initiate discussions about the parent who had died, surviving parents
found that it was useful to celebrate marker events and use existing family ritu-
als to help the children grieve. Birthdays, anniversaries, and holidays were
opportunities to be together and share memories about the dead parent.
Although at first some children were hesitant to visit the cemetery, in time many
found that such visits were an important memorial experience. At that point,
they began to feel more comfortable about mentioning the parent’s name and
talking about the parent. The grieving experience seemed to promote their fuller
investment in school, sports, and friends.

The content of their grief reflected the change in the children’s relationship
with the parent. In these two-parent families, the father had more often taken
the role of, and was remembered as, mentor and facilitator of competence, but
also as friend and buddy by both girls and boys. Both also grieved the mother as
organizer, stabilizer, care taker, love giver, cheer leader, protector, and someone
to chat with.

When surviving parents reflected with their child on situations that were
likely to be reminders of the lost parent, this also encouraged the child’s griev-
ing.

One mother of 8- and 11-year-old boys observed a father playing baseball with
his sons on the beach. She mentioned how this reminded her of their father, who
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had been an avid baseball fan and played ball with them on this very beach.
Then they all cried quietly together.

The children dreamed about the lost parent relatively often. Usually, these
dreams were comforting. The dreams often involved the parent’s continuing to
watch over them, reassuring them, or supporting them. Grieving also was evi-
dent in their memories of activities they and the parent had engaged in together
and in their use of objects that had belonged to the parent.

Eleven-year-old Sean said he thought about his father sometimes at night and
sometimes he didn’t. He had a dream about going to Florida’s Epcot Center. In
the dream, he and his father didn’t go to places where they had gone when his
father was alive; they went to an underwater place where Sean had always
wanted to go. They also went to the top of a Japanese exhibit he also wanted to
visit. “I dream about the places I wanted to go with my father when he was
alive, and in my head I went there.”

Ten-year-old Matthew had a dream about the first anniversary of his father’s
death. His father told him something good would happen to him during that
month. Matthew felt comforted by this dream.

Ten-year-old Robyn described daydreams about her father looking down on
her and protecting her.

When the children talked about and thought about the fun things they had
done with the parent, their affect during these reminiscences was usually pleas-
urable. Some children were freer to discuss their feelings about the parent in
writing. One 11-year-old girl wrote a paper for school on current cancer treat-
ments. Another won a prize for an essay titled “What I would do if I were pres-
ident.” Her mother was surprised because most of the paper consisted of an
autobiographical account of her relationship with her father.

Children enjoyed seeing photographs of themselves with the parent and
wanted to remember the parent before he or she was ill and when they could do
things together. They also treasured clothing and other items that had belonged
to the parent because these items provided comfort and opportunities to remi-
niscence about the parent during the first year after death. Gradually, however,
these items were set aside.

Children showed a progressive ability to reframe positively their experience.

During the summer, Ann’s mother took her children to visit relatives, who were
scattered all over the United States. The 9-year-old comforted herself about the
loss of her father by noting that her family was an extremely large one, and her
relatives were very nice. Thus, she said, “Once a few years have gone past, some
of the sadness will go out.”

When the child’s relationship with the lost parent had been conflicted or
hostile, reframing the relationship simplified the child’s mourning.
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Because 9-year-old Cindy’s father had been abusive to his wife and children,
her older siblings seemed relieved after his death, but Cindy seemed conflicted
and unsettled. When her mother gave her a photograph of her father beaming
at her when she was 5 years old, Cindy fixed on the picture, put it on her night
stand and often talked about how much her father had loved her.

The grieving of children who had a more highly conflicted relationship with
the parent than the other children evidenced more relief, sometimes more anger
and fear. The surviving parent’s ability to affirm the validity of their negative
but realistic feelings provoked by the deceased parent was extremely helpful to
these children because it facilitated their grief process and allowed memorial-
ization of the dead parent to proceed. In the following situation, the mother did
not acknowledge her dead husband’s drinking problem.

When dining with his mother in a restaurant, Jason sometimes angrily pushed
wine glasses away from the table. When his mother began to date, the 9-year-
old told her he was afraid she would marry someone who would drink and hit
him (as his father had done).

Most of the children in late elementary school were also aware of prefer-
ences and coalitions within the family, but they could not discuss them easily. 
If a child had been a special favorite of the dead parent and the surviving parent
and the child’s siblings were relieved that the parent was no longer around, 
the child felt isolated with his or her grief because there was no one in the 
family with whom to share it. This was a potential problem for children whose
parents had initiated a divorce or separation before the death and whose sur-
viving parent harbored extremely angry, unresolved feelings toward the dead
spouse.

Reconstitution of the Family

Reconstitution of the family with children of this age required the surviving
parent to revise family roles and mutual responsibilities, devise new approaches
to setting limits, and focus on issues regarding dating and remarriage. Parents
found that it was helpful to frame these changes in family functioning as changes
faced by all families in their situation. They should be viewed as ubiquitous prob-
lems of transition rather than an unfair imposition of change. There were
inevitably many issues of rules and procedure about how the family would
operate that needed to be addressed, and children this age often asked about
them shortly before the parent died and immediately afterward.

Shortly after his mother’s death, 10-year-old Tom asked his father: “Will we
still use Mommy’s rules?” In his family, the mother had been an effective organ-
izer and limit setter. His father assured Tom that his mother’s rules were good
rules, so they would keep her rules unless they needed to be changed as the
times and circumstances changed.

Many surviving mothers found that assuming the roles of disciplinarian
and breadwinner was most daunting, whereas many surviving fathers had the
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most difficulty taking on the roles of nurturer and family organizer. Parents of
both genders were confronted with the need to add these tasks to an already full
plate of responsibilities.

The children also were faced with adopting new tasks. They had to take on
more chores around the house, be more careful with money, and complete more
homework on their own. Rather than resent the lack of a constant parental pres-
ence, many children were proud that they could help and enjoyed their
increased independence. As long as the demands placed on them were not
excessive and didn’t interfere with their age-appropriate activities, they may
have complained and dallied, but they did not refuse to help.

Learning to set limits as a single parent—especially for mothers with boys
and fathers with girls, were among the most difficult changes. Surviving parents
who were inexperienced in this area were confronted directly, having lost the
huge contribution the spouse had made to family life through activities such as
providing structure and limit setting. The absence of the parent who had set lim-
its also confronted children with the reality of the loss of the parent, and their
grief at the loss often explained some of the anger they felt with regard to limit
setting. When the surviving parent made extreme changes in limits, the child
tended to respond with even greater anger and acting out. Children this age
tended to equate stricter limits with losing their independence and lack of lim-
its as neglect. Different experiences with limit-setting problems are described
throughout the narratives in the two stories in Chapter 10. The most important
tasks for surviving parents were to assess their strengths and limitations, sup-
plement their weak parenting skills by identifying another person who would
handle the situation better, or seek out information that would enable them to
handle the situation better themselves.

The children also were concerned about the person the surviving parent
might choose as a new partner. When the subject of the parent’s remarriage 
was raised initially, they tended to react negatively and watch the parent
carefully in an attempt to determine whether the new relationship was seri-
ous. As time passed, however, they became less resistant to the idea of the par-
ent’s remarriage. If the person the parent chose demonstrated an ability to fill
some of the roles left vacant by the dead parent, while honoring their continued
importance to the children, many began to feel positive about the situation. For
example:

Eleven-year-old Ronald tried to persuade his 6-year-old sister, Debbie, to
change her mind about her father’s possible remarriage. In her opinion, their
father was giving up his love for their mother too soon. Ronald wondered why
she couldn’t understand that their father “would continue to love mother in his
memory bank,” and pragmatically pointed out that because he and Debbie had
too much work to do now, they really needed a mother around the house!

By the end of the first year after the death, most children regained their pre-
vious level of functioning in school and at home. Although they missed the lost
parent, they believed they would survive.
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Recommendations for Professionals 
and Caregivers

Terminal Illness

1. Begin giving the child fairly detailed information when the parent’s diagnosis is
verified. The information should include the name of the disease, specifics about
the disease, and the known causes, and it should be provided regularly. Enlist-
ing the aid of nurses and physicians in discussing the disease is always helpful.
Children should be informed about treatments, including possible side effects.
If the disease progresses, this and the types of progression or metastases should
be discussed. It also is important to clarify that changes in the parent’s behavior
are related to the disease or its treatment. If the disease becomes terminal, the
child needs to be informed.

2. Understand that anticipatory mourning is important for children in this age
group. Adequate information supports such mourning. Support them in ex-
pressing thoughts and feelings about the current and anticipated loss of the
patient’s involvement with them. Be prepared for a child to ask what will hap-
pen if both parents die.

3. Enlist the aid of support networks. Communicating with teachers and other
adults who are involved with the child is especially important because children
this age are unlikely to initiate communication about the patient, with parents
but instead often turn to other adults for support. Teachers need to be informed
that a temporary drop in grades, especially during the patient’s terminal illness,
is not uncommon.

4. Encourage the child to visit the patient in the hospital. These visits are cru-
cially important because they enhance the child’s ability to understand more
clearly what is happening to the patient. The visits do not need to be frequent or
prolonged. Children often enjoy going to the hospital gift shop or other public
areas during the visits.

5. Encourage the child to remain involved in after-school activities and sports and
in ongoing contact with friends. Grandparents may need to be reminded that this
involvement is important.

6. Encourage the child’s interest in helping to care for the patient. Parents need to
exercise adult judgment to ensure such caregiving activities are appropriate for
the child’s age and realistic competence. No matter how competent the child
appears to be, he or she should never be left in sole charge of the patient who is
extremely ill.

7. Be aware of any coalitions and special relationships within the family. Does the
ill parent have any special meaning to the child? How will losing the parent affect
the child in relation to the surviving parent? Children of this age are aware of con-
flict and preferences within the family, and may be strongly affected by them but
not feel free to discuss them unless the parent initiates such a discussion.

Death and Family Rituals

1. Inform the child when the parent’s disease progresses and when death is proba-
ble. This will encourage the child to make final visits to say good-bye. When pos-
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sible, the patient should tell the child directly. Although this seldom occurred in
these families, the children were appreciative when it did. Inform the child
either alone or with siblings that the parent has died. Discuss how the memorial
and burial will be conducted. Inform the school about the ceremonies and invite
students and teachers to attend.

2. Encourage the child to participate in the ceremonies. Discuss possible roles
the child can play in them. Encourage the child to invite special friends.

3. Follow the child’s lead about returning to school after the death. Keep in mind,
however, staying out of school beyond the final ritual is usually not helpful.

4. Help the child choose appropriate mementos belonging to the patient.
5. Reestablish family routines. Children need instruction as soon as possible

about necessary changes in family routines. Establishing a regular time to hold
family meetings, possibly at dinner, is an effective forum for discussing chang-
ing responsibilities because it gives the parent the opportunity to explain why
certain rules have to be changed, rather than putting the child in the position of
breaking a rule that he or she did not know existed.

6. Teach and encourage mourning. Going through family pictures and dis-
cussing good times, trips, and so forth is a useful way to help the child mourn.
Discussions about what happened, who did what, and so on is much more suc-
cessful than talking about sadness. If the child expresses feelings, listen and
facilitate them. Such expressions may not happen often.

Bereavement and Reconstitution

1. Inform the child that the family may have to change its former routines. These
changes may include sharing more chores, establishing car pools that will take
the child to after-school activities, and the like. Discussing such matters during
dinner once a week can be helpful.

2. Keep in mind that many children this age need to be taught how to mourn.
Spontaneous, controlled mourning by the parent, perhaps tearing or even cry-
ing quietly, can teach the child that sad feelings are normal and can be con-
trolled. Although children this age may delay trips to the cemetery, these visits
can be useful when the child is ready. Parents often need to visit the cemetery far
more often than the children do. Most children this age usually can tolerate only
brief visits. Planning an activity such as taking flowers, cleaning the burial site,
placing and later releasing a special holiday balloon also can be helpful for some
children.

3. Reconstitute the family routines as soon as possible. Encourage the child to
participate in sports and other after-school activities, and maintain contact with
friends. Expect the child to be happy and ebullient soon after the death; this is
not a sign that the child has forgotten the parent. Adults need much more time
before they can regain some or all of their happier feelings.

4. Take on the roles formerly done by the patient. Learning to be the disciplinar-
ian or the supporter is not easy. Parents often liken this to learning how to 
be both the good guy and the bad guy. Sudden increases or decreases in limit
setting usually resulted in rebellion or acting out. When parents discuss the
reason for changes in limit setting and encourage feedback from the child, the
transition is likely to occur more smoothly. It is difficult to remember that 
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the child’s anger concerning the change may be a way of mourning for the
absent parent.

5. Recognize that children in late elementary school experience separation anxiety
in a different way than do younger children. For example, although these older chil-
dren may want to sleep with the surviving parent for a few days or weeks after
the death, their need to do this is usually brief. Although some parents need this
feeling of closeness much longer than the child does, allowing the child to sleep
with them for prolonged periods is not a good idea. Children this age also need
the surviving parent or parent substitute to be home because it is difficult for
them to return to an empty home when they return from school, after-school
activities, or visits with friends. For this reason, the parent should remain at
home for the first few months after the death if at all possible, despite the fact
that, superficially, it may appear that his or her presence is not important
because the child is away from home so often after school.

6. Do not despair if children, especially boys, are at their worst at home. The
messiness, the sulks, the anger, and rebellion often, but not always, are related
to feelings about the loss of the parent. It may be helpful to seek objective feed-
back from others (e.g., teachers, coaches, parents of the child’s friends) who can
provide a more complete picture about how the child is doing in the outside
world.

7. Keep dating fairly private until there is a possibility that the relationship will
become a longer term relationship. Once informed about the relationship, the child
is likely to have numerous thoughts and feelings about it. Thus, helping the
child put those thoughts and feelings into words can be helpful.

8. Seek individual or group grief counseling if needed. Many surviving parents
found that counseling helped them improve their mood and their ability to
solve the complex problems they faced after the spouse’s death. Although 9- to
11-year-olds are able to turn to other adults for help with their grief, the surviv-
ing parent remains a central figure in their support network. Children this age
may also respond well to group counseling, which is available in some schools
and hospices.

9. Parents who exhibit prolonged symptoms of depression or anxiety, who have
problems with alcohol or other substances, or who experience exacerbations of previous
emotional or mental health problems should be engaged in therapy. The possibility that
grief reactions are complicated by earlier losses, by severe problems with single
parenthood, by an inability to organize and solve problems adequately, or by a
delay in forming constructive new relationships are additional reasons for ther-
apy. These problems can seriously affect their parenting ability.

10. Child therapy referral: Consider referring children for therapy if they do
not demonstrate a return to previous levels of competence in school, in after-
school activities, and in involvement with their peers. Refer if the child’s sad-
ness persists without large blocks of pleasure or joy or if there is no indication of
occasional and sporadic moments of sadness coupled with expressed thoughts
about missing the dead parent.
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Children 9–11 Years of Age
Narratives

As we saw in the previous chapter, older elementary school-aged children are
doers. They are involved in school, after-school activities, and sports. They shy
away from expressing their own feelings and from being around other people
who express theirs. Although parents remain important to them, their self-
esteem is not as dependent on parental approval as it is for younger children. Sig-
nificant adults such as coaches and teachers also can provide solace, approbation,
and self-esteem. Peers of the same gender are friends—people to do things with.

The two families described in this chapter provide important contrasts. The
first family consists of a surviving father and his 10-year-old daughter. The sec-
ond family includes a surviving mother, two daughters, and a son. Both parents
learned the roles of becoming a single parent, and both mourned the loss of a
spouse. In the first story, the father stayed home from work for seven months to
care for his daughter. He is one of five fathers in the total sample who elected
this option, and it was a good choice for them as well as their children.

In the second narrative, the mother faced a cascade of stressors that initially
staggered her. She helps us understand the pain of grief, which is complicated by
the need to develop a new, independent identity. Both she and her husband were
devoted to his career as a rising young executive at a multinational corporation,
which required the family to move almost yearly to a new geographic area of the
United States. His was a two-person career, one where only one member was
paid, a choice that both spouses willingly embraced. His death forced her to forge
a new identity, no longer as the wife of an executive or as a protected member of
a corporation. The lack of all support from both her own and her husband’s par-
ents left her to cope alone as an independent single mother.

Father and 10-Year-Old Daughter

“My Daughter Is a Patient Teacher.”

This is the story of Phil, a surviving father who moved from having a distant
relationship with his 10-year-old daughter, Jennifer, to forming a close support-

129



130 Healing Children’s Grief

ive relationship with her by immersing himself in her world after her mother’s
death. He devoted seven months to this process. Here is how it evolved.

Background

Susan was 30 years old when she met Phil, a divorced father with a teen-aged
daughter. He owned a consulting firm and met Susan, a successful personnel
officer in a major corporation, during a consultation. The marriage was a good
one. They shared many work and social interests, Susan liked his daughter and
the daughter liked her. However, Susan also wanted a child of her own. Both
parents were pleased when Jennifer was born four years after they were mar-
ried. Excluding a three-month leave of absence when Jennifer was born, Susan
continued to work.

Illness

Jennifer was 3 years old when Susan’s breast cancer was initially diagnosed. The
disease had already spread to several lymph nodes. Susan remained busy, and
she coped by focusing on the treatment, her job, and caring for Jennifer. When
she was receiving chemotherapy, Phil’s recently married daughter and his
brother’s wife often cared for Jennifer. Jennifer was almost 5 when Susan com-
pleted her treatment, and her disease went into remission. The family believed
that Susan was cured. Phil was not one to talk about his feelings, certainly not
feelings of fear and uncertainty.

Terminal Stage

Three years after her treatment ended, Susan began to experience pain in her hip
and back, and a series of tests revealed that her cancer had metastasized to sev-
eral bones. This major blow was alleviated only slightly by discussions with her
oncologists about the next series of treatments with experimental drugs. Unfor-
tunately, treatments over the next 18 months were ineffective, and the disease
also metastasized to Susan’s liver.

By the time Susan and Phil met the interviewer, the terminal nature of the
disease was no longer in doubt. Susan was anxious and tearful. Jennifer, now 10
years old, had been unaware of her mother’s illness until a few weeks before the
interview, when she inadvertently saw Susan’s mastectomy scar while her
mother was trying on a bathing suit. Susan told Jennifer that she had been oper-
ated on several years earlier for breast cancer. Jennifer’s response was “Oh.”
Susan did not tell Jennifer that her illness was now terminal.

Susan desired guidance concerning how to tell Jennifer that she expected to
die soon. She wanted to know how to initiate an ongoing conversation about the
matter and how to gauge the timing of conversations correctly. She didn’t want
to burden Jennifer, she also didn’t want to wait until it was too late. “I want to
know what Jennifer is thinking about without being intrusive.”

Susan cried quietly as she thought about how Jennifer would fare after she
died. She firmly believed it was important for Jennifer to have a strong support
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system. It was this conviction that prompted the family to plan to move at the
end of the school year so that they would be closer to Jennifer’s favorite people:
Phil’s married daughter and new granddaughter and his brother’s family.
Although this meant that Jennifer would have to attend a new school, both Phil
and Susan agreed that living close to two women who dearly loved Jennifer and
to whom Jennifer felt close was more important than the temporary disruptions
she would experience because of the move.

Phil said that in addition to moving, he was planning to change jobs because
his current job required too much travel. He would look for a job in a corpora-
tion where the hours were more regular and where he could be more available
to his wife and daughter. He would also need medical insurance for himself and
Jennifer when Susan’s health benefits stopped after her death. He felt over-
whelmed by all the changes he faced.

The interviewer met Jennifer a few days later. When asked, Jennifer said she
was doing well in school, receiving mostly As, then proudly volunteered that
she was the fastest runner in her class. She said that she and her dad ran some
mornings before she went to school. In talking about the planned move, she said
that her friends were all sad that she was leaving. She, too, felt sad about leav-
ing her friends, but she was excited about being close to her baby niece, her half-
sister, and her aunt. She was pleased that her mother would be home with her
because she was taking medical leave. She liked taking on more responsibility at
home because it made her feel that she was helping out.

When the interviewer invited her to do so, Jennifer asked many specific
questions about her mother’s disease: “How does liver cancer start?” “Can it
spread?” “What exactly is cancer?” “What do cells and tumors have to do with
cancer?” She had heard these terms but didn’t know what they actually meant.
She said she could not figure out why her mother got cancer because they all ate
healthy food, and it didn’t seem right or fair that this would happen in her fam-
ily. She liked the “girl dates” she had with her mother, when they could talk. She
emphasized how much she needed to know about what was happening and
that she felt better when situations were clear.

Preparation for Death and Family Rituals

During the last meeting with both Susan and Phil, which took place four weeks
before Susan died, many topics were covered. Susan was pleased when the
interviewer gave her feedback about the interview with Jennifer, and she
glowed when the interviewer described Jennifer’s common sense, openness,
curiosity, and excellent questions about cancer. When Susan learned that Jen-
nifer was worried she might develop liver cancer because she had been hit in the
stomach with a soccer ball, Susan explained that Jennifer had been uncomfort-
able when she was hit, but only for an instant. Jennifer developed mononucleo-
sis a few weeks later, and her pediatrician suggested that she not play soccer for
a while.

At the time of this interview, Susan was bedridden, and she knew that Jen-
nifer was disappointed because they could no longer go out together; both had
enjoyed shopping. Consequently, Susan substituted other activities. For exam-
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ple, she and Jennifer joined a video club because Susan knew there were many
movies Jennifer wanted to see. Susan sadly added a long litany about her dis-
appointments and how guilty she felt about what she could not do with and for
Jennifer. At this point, Phil exploded, saying “Jennifer gets almost anything she
wants anyway; I mean, right from the beginning!”

Because Susan’s role in their relationship was to help Phil be sensitive to his
daughter’s needs, she disagreed: “No! Friends her age have their own TV, their
own phone, their own little gadgets in their rooms. She doesn’t have that stuff.
She’s had a great deal of our attention, but I don’t think she has a lot of physical
things.”

Phil calmed down and said, “Ever since she was just a little tyke, we’ve
never really been separated. Every time we went away, we took her with us
because it was more fun with her than without her. She doesn’t have the gad-
gets, but the togetherness we’ve had through the years seems to be more impor-
tant than that.”

The couple then discussed Jennifer’s understanding of what would happen
in the future. “It’s funny,” Phil said, “because Jennifer brought it up herself,
right out of the blue, when we were taking a long family train trip together a few
weeks ago. Jennifer asked me, ‘If you passed away, where would you want to be
buried?’ I said, ‘I would like to be cremated and buried out to sea.’ Susan said,
‘No, I want to be buried in the ground.’ Jennifer then asked what would happen
to her if we both died? I said, ‘Well, we’ve already made arrangements for that;
chances are that nothing will happen to your mom and dad. But you have to be
prepared for everything. If anything happened to us, our insurance would take
care of you, and you’d have money for college and that sort of thing.’ She liked
the fact that she could go live with Uncle Steve or my daughter Debbie, both of
whom she is very close to.”

Susan added: “Jennifer was very pleased by that. They all live close
together; it’s close to where we are planning to move in a few weeks.”

Phil said: “For a 10-year-old kid, she’s a good conversationalist. Unfortu-
nately, at times I’m real busy and can’t always listen to her.”

Two weeks after this meeting, Susan was hospitalized, and Jennifer was
thrilled that she was allowed to visit her mother in the hospital. After 10 days,
Susan was discharged, but she had to be readmitted within 24 hours. Although
Jennifer didn’t know why, she was not surprised: “When Mom came back
(home), she hadn’t changed.” Jennifer visited Susan one more time, and the
interviewer asked her how the visit had been.

Jennifer said: “It was nice. She could tell I was there. She saw me, and she
tried to talk—she could talk, but it was just like you were losing your voice.”

“What did you say when you saw her?”
“I just hugged her.”
“Did you have any idea then that things might get worse and that she might

die?”
“Yes.”
“How did you know?”
“I knew, I just knew. I didn’t even cry when my father told me (she had

died) because I just knew.”
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“Did you feel like you had a chance to say good-bye to your Mom?”
“Yes. She died the next day. She was in her sleep when she died.”
“Do you wish you had been there when your mother died?”
“No, thank God. I didn’t want to be!”
There was a three-day wake for Susan, followed by a mass. Jennifer said

that the worst part was going to the funeral home, just seeing her mother lying
there. It gave her the “the spooks.” She had not wanted to go to the funeral
home, but her friends Megan and Beth said they thought her mom would have
wanted her to go, so she went. Jennifer then described how the three of them
“got freaked because we went downstairs and went in this coffin showcase
room and we’re like, OH MY GOD!” Although Jennifer preferred a closed cas-
ket, she chose an open one because that was what the others wanted. Jennifer
didn’t like the way her mother looked because her mother’s hair was not
arranged properly, but Jennifer didn’t want to rearrange it herself. She said the
funeral was nice—she kept a cross that had been inside the coffin. She liked it,
“but it feels funny.” She was relieved that “at least they didn’t lower her (in the
ground) when I was there.”

Bereavement and Reconstitution

After Susan’s death, Phil tried to understand his own numbness. When he told
Jennifer that Susan had died, he wanted to talk openly with her, but he sensed
that she wanted to distance herself from intense emotions. He was tearful and
sad as he described his life without Susan. He felt overwhelmed by his grief and
by having to handle so many new responsibilities.

A week after Susan’s death, he and Jennifer moved. Jennifer told the inter-
viewer that she believed it was a good move because it was close to her other
family. “It just felt good when I got everything settled. It felt settled when all the
boxes were gone. The last boxes we unpacked were from my mom’s room. I get
all her jewelry. She has tons of jewelry; she has, like, 50 pounds of gold chains.
This one has an emerald—it’s my birth stone.”

While talking about her mother’s death, Jennifer said: “I know she was in a
lot of pain, so it’s better for her. The cancer had spread badly. It took over the
whole liver, and I understand that the liver’s an important part of your body.
That made her weak.”

Although she had moved, Jennifer maintained contact with her two best
friends. She described a club they had formed, in which they did secret things
such as burying treasure. “We have secret plans buried (in the park), and we
have something really expensive buried there, some 14-karat-gold charms.
Beth’s mother gave them to us to bury because she didn’t need them. The map
shows where our hideout is and how to do stuff and where our treasure is
buried.” The club had been Jennifer’s idea. “I just wanted to be like the Goonies,
one of my favorite movies. And it’s neat; I like it.”

A father as a single parent-homemaker is fairly unusual, even in a bedroom
community teeming with children, like the one in which Phil and Jennifer now
lived. Phil developed a comfortable way of meeting Jennifer’s needs for care-
taking. “Jennifer’s such a fashion plate,” he chuckled. “She even wants me to
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iron her basketball shorts!” Then he added proudly: “I’ve had so many good
comments about her from the mothers. They say Jennifer is just a dream, she
does so well at other kids’ houses.”

Phil also was comfortable with Jennifer’s growing independence: “She
spends a lot of time out of the house. She always knows that I’m here.”

Phil also was involved in Jennifer’s after-school activities. “She’s really into
basketball. I wind up taking all the kids in my truck to her games. I was the offi-
cial scorekeeper at her last game. She got a kick out of that.”

Phil said the neighborhood was like Peyton Place: “There are so many sin-
gle mothers around here. Three of Jennifer’s best friends’ mothers are all
divorced.” During occasional neighborhood coffees, Phil was the only father in
a group of 18 mothers. At a Christmas-tree-lighting ceremony in the town
square, all the mothers said, “Hi, Phil.” He didn’t know any of the fathers: “All
the fathers are standing there probably thinking, ‘Who is this guy?’”

Jennifer was also making many girlfriends at her new school. She didn’t like
any of the boys. She was a cheerleader and practiced three times a week for an
hour; the games were on weekends. She liked her school: “Everybody likes me.
I’m good at making friends. I’m a friendly person.” She knew that the teachers
also liked her: “They all yank my ponytail.”

Jennifer was definite about how people had treated her since her mother
died and how she wanted to be treated. “I hate people babying me, so I didn’t
tell anybody. I only told this one girl. I told her not to baby me, and she said
‘Fine.’ She didn’t know she was doing it. She was about to say she was sorry,
and I said: ‘Can it. I don’t like people pitying me. I just want to forget about it.’”

Even her teachers had learned not to say anything. She was sure they knew
about her mother because, she said, “Mrs. Brown knows, because she said,
‘Give this paper to your mon—I mean your dad.’”

When Jennifer received her first report card from the new school, her grades
were lower than those she had received before. Phil reminded her that she made
the varsity basketball team. Instead of being concerned about her drop in
grades, he was supportive and told her that things were harder at first when you
make big changes.

Although many children in Jennifer’s age group worry that they may
develop cancer when there is a family history of it, most refuse to think about it,
let alone discuss their feelings. Jennifer, however, was unusually candid in dis-
cussing this as well as her thoughts about other family members dying. “It
really spooks me to think it runs in my family. My grandfather had it, my mom
had it. It’s just spooky, because you don’t really know, and you get frightened.”

“Even if cancer is in your family, Jennifer, it doesn’t mean that you are going
to get it. The most important thing is to get checkups every year.”

“That’s why my mom got cancer. She wouldn’t get a checkup. My grand-
mother says she’ll be joining my mom (in heaven) soon. She doesn’t think she’ll
live much longer. She is 72. She’s lucky because I doubt it’s gonna be another 50
years before she dies (the way it is going to be for me). I hope she doesn’t die
until I’m at least 20.”

Unfortunately, Jennifer’s grandmother was obvious to the difference
between adult and child mourning and showed her intense grief over her
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daughter’s death too openly. Both Phil and Jennifer complained to the inter-
viewer about Grandma making them feel guilty and pressured. Jennifer said
she had to tell her grandmother when she came to visit one month after her
mother died that “I’m just a kid, and I need to be out with my friends” when her
grandmother insisted that Jennifer stay home with her and talk about Susan.

“How has your father been since your mother died?”
“He’s been O.K. I mean, he laughs and everything. He isn’t down in the

dumps or depressed.” When asked to elaborate on her more intense grief expe-
riences, usually talkative Jennifer became monosyllabic. When asked why she
worried about something happening to her dad, she explained: “He’s the only
person I have.”

Phil said that Jennifer was extremely concerned about him. When they went
to the cemetery, he always got tears in his eyes, and Jennifer asked him if he was
O.K. Phil explained to her that “I miss your mom and I get sad about it, as you
are, and I get tears in my eyes, but you don’t need to be concerned.”

Phil worked hard to clarify the difference between his and Jennifer’s needs
in the mourning process. In discussing their talks together about Susan, Phil
said that Jennifer liked to talk about the good times they had had together, not
the hard times. Although he wished he could forget them, those thoughts and
memories just came up. He didn’t share them with Jennifer.

As Phil’s mourning dissipated, his thoughts about Susan involved pleasant
memories more often. He even found himself chuckling about some of the
memories. He spent time looking at family photographs with Jennifer. She espe-
cially liked two pictures of herself with her mother. Phil put them in special
frames for her, and she kept them on her dresser.

Phil found that it was easy to comfort Jennifer. Before doing her homework
at night, she hugged and clung to him for a little while. Her mourning was spo-
radic: “Jennifer had a bad night last Sunday. She started asking me a lot of ques-
tions about how Mom died; who was there. She said that she should have been
there, that she should have been a better daughter. She asked if she was a good
daughter—and all those kinds of things. She sobbed a bit. I explained again that
her mother was asleep and she just stopped breathing. She wanted to know the
details. We both wound up crying a little.”

Phil created rituals and ceremonies that helped Jennifer mourn. He also
helped her limit traumatic, excessive grieving. Five months after Susan’s death
coincided with the Christmas holidays. “A few days ago, I found Jennifer lying
in bed clutching Susan’s purse. Stupidly, I kept it in the closet along with all her
other things. When I saw her, I said, ‘Come on, get up. It’s not the right time for
this. A new year is going to start in a couple of days, and you’ve got a lot of good
things to look forward to.’ I tried to break her out of that mood by saying, ‘Jen-
nifer, let’s put it away.’ She didn’t overreact or underreact, she just said ‘O.K.’”

Both of them went to the cemetery a few days later, taking some flowers and
a couple of helium-filled balloons that said “Merry Christmas.” Jennifer had
seen that done before and thought it was a good idea. They returned a few days
later to the cemetery to set the balloons free. Phil was comfortable with the pace
of Jennifer’s grieving. Jennifer occasionally accompanied him on his weekly vis-
its to the cemetery but walked away a couple of minutes after she put flowers on
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her mother’s grave. Phil elected not to have Jennifer participate in a bereave-
ment group because he believed that she did better herself controlling her own
mourning.

The reactions of 9- to 11-year-old children to a parent’s dating follow a fairly
predictable pattern. Initial apprehension is followed by gradual rapproche-
ment, though laced with jealousy, recrimination, guilt, even pleasure, and, ulti-
mately, acceptance. Jennifer had settled into a pleasant, predictable life when
Phil made contact with Diana, who was a friend of Phil and Susan’s who lived
in Alabama. She planned to visit friends in New England so Phil invited her to
spend a week with him and Jennifer. Jennifer knew Diana and liked her. Phil
thought Jennifer would enjoy a woman’s company, although he felt guilty about
having associations with women because he was betraying Susan. Phil was sur-
prised by Jennifer’s reaction to Diana when she arrived. All of them had a nice
time. Diana did Jennifer’s hair and rubbed Jennifer’s feet while they watched
television. However, when Phil sat next to Diana, Jennifer “had her eyes and
antenna out, and then when Diana was not around, Jennifer questioned me: ‘Do
you like Diana? Would you ever marry her?’ I said, ‘You are really pushing
things.’”

Phil liked Diana more than he had expected. However, he felt that he still
had a duty to Susan. Neither he nor Jennifer were ready for him to have a seri-
ous relationship.

The 9- to 11-year-old child’s process of rapprochement to a parent’s more
serious involvement with a new potential mate is ambivalent. Jennifer, through
her words and actions, was unusually open about her struggles concerning
Diana. Diana had spent a few days with the two of them over the holidays, and
Phil valued Diana’s sensitivity to Jennifer’s feelings. He quoted Diana as saying
to Jennifer: “I would never try to come between you and your father. I could
never take the place of your mother, nor would I want to, and I don’t want you
to think that I am.”

Although Jennifer and Diana got along well, Phil sensed that Jennifer was a
little jealous of Diana. As he explained: “Jennifer’s not home all day, and if she
is home, she’s on the computer for hours. So, I’m watching TV, and she wants to
snuggle. Sometimes Diana and I are sitting next to each other, and Jennifer will
come in and sit between us, and that’s fine. But then she’ll say, ‘You never have
time for me’ (he laughed) and I’ll say, ‘I never have time for you! Tell me about
it! When do you have time for me?’ I think she feels that someone is moving in
on her dad! That’s what it really is.”

Phil and Diana were careful not to provoke Jennifer. “When we talk, we sit
across from each other, and Diana sleeps with Jennifer in the other twin bed, so
we’re very careful to have Jennifer see that this is a platonic relationship. I’m not
sure that is reassuring to Jennifer. When Diana left, I said, ‘Well, you are proba-
bly happy that she’s leaving,’ and Jennifer said, ‘No, I’m not. I really like her,
and I’m not happy she’s leaving.’”

Seven months after Susan’s death, the reconstitution process was well
underway. Phil had found an excellent job and planned to begin working soon.
He had become more openly involved with Diana, and Jennifer had adjusted to
the situation. She was rapidly adopting the concerns of the emerging adoles-
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cent. She had a greater need for autonomy, and Phil handled his apprehensions
about this well. He was learning when and how to let go, and, as he said, “My
daughter is a patient teacher.” At school, Jennifer had settled in well. She
received her report card and did beautifully, making the honor roll for the sec-
ond time.

Unlike Phil’s mourning, Jennifer’s was increasingly episodic, usually
brought on by a special occasion, a holiday, or a memory that triggered some
tears. Phil continued to find solace in his weekly trips to the cemetery. Between
those trips, he often thought about Susan, unless he was busy.

There were two more follow-up interviews: one 12 months after Susan died,
the other 6 months later. Both Phil and Jennifer were doing well. Phil had a sen-
ior position in a major corporation that he enjoyed very much because it made
him feel purposeful and connected. He was now clearly dating Diana, and Jen-
nifer was much less possessive. Phil still missed Susan a great deal, especially
during holidays and anniversaries. Jennifer made the honor roll three out of
four times that year and played on a successful softball team. She went to a
sports summer camp and enjoyed it immensely.

As part of the second, more formal follow-up visit, both Jennifer and Phil
were interviewed by two psychologists, who noted how well Jennifer had
adjusted to the loss of her mother, the move, and the new school. Each com-
mented independently on how Jennifer and Phil were able to grieve and share
memories of Susan. Their grieving process was one factor that had a favorable
impact on Jennifer’s adjustment.

Summary

Jennifer had recovered from this family tragedy despite the fact that she faced
three risks. Her mother and not her father had died; her father was over-
whelmed and somewhat distant before his wife’s death; and the family moved
to a new house, a new neighborhood, and a new school immediately after the
death.

Phil learned to mediate and protect well. He decided to postpone starting a
new job for seven months to care for Jennifer. He gained a significant under-
standing of his daughter, which few men achieve. His sensitivity and availabil-
ity, his ability to be close to her, yet allow her to distance herself as she became
engaged in outside activities was important. He taught her how to mourn by
modeling through his own mourning but didn’t overwhelm her with his pow-
erful grief. He created opportunities for mourning by inviting her but not insist-
ing that she accompany him to the cemetery, and he protected her when her
own mourning got out of control. Phil enhanced her self-esteem by downplay-
ing her initial drop in grades at the new school, by emphasizing her achieve-
ments, by supporting her interests, and by genuinely admiring her competence.
And Diana? She joined these two good friends and respected Susan’s place in
Jennifer’s heart. Because of Jennifer’s innate strengths, her good relationship
with her mother before the death, and her wonderful sense of herself— “Every-
body likes me. I’m good at making friends; I’m a friendly person”—it is not sur-
prising that Jennifer was doing well 18 months after her mother’s death.
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Mother and Three Children, Aged 7,  10,  
and 11 Years

“He’s a Boy Friend, Not a Boyfriend!”

Grief and depression are easily confused. Kathy’s story helps us understand this
confusion. Depression, when full-blown, is stark, generally obvious, and usu-
ally cyclical. These cycles begin, last awhile, then dissipate. Kathy’s depression
was not like that. It was more insidious: the kind that sneaks in when a cascade
of stressors get out of hand and when anger is bottled up. All her life, Kathy had
tended to react to stress with mild depression and its frequent companion, low-
ered self-esteem.

Kathy’s mother had a similar syndrome, and both shared a third character-
istic: They unknowingly projected their self-devaluation onto their children.
However, Kathy also had several unusual attributes: She was extraordinarily
honest about her psychological self, was painfully honest with herself and with
the interviewer, and worked hard to correct her unconscious tendency to under-
estimate her children because underestimating them was the last thing in the
world she wanted to do.

Background

Kevin and Kathy met in college and married before Kevin graduated. Kathy
was attracted to Kevin because he was competent, gregarious, athletic, and well
liked. What attracted Kevin to Kathy was that she was supportive, sensible, gen-
erous, and extremely honest about herself. And she loved and admired him
extravagantly. When they married, Kathy dropped out of college to help Kevin
finance his education and early career. This decision defined the roles they
would play in their partnership: Kevin would eventually become a corporate
executive, and Kathy would devote herself to his career and to raising their chil-
dren until they entered college.

The couple had three children: Courtney first, then Blair 18 months later,
then Cynthia three years after that. Although Kathy occasionally resented post-
poning her own career, she usually was pleased about their decision to have
children while they were young, to develop Kevin’s career, and to enjoy the
fruits of their labor after the children left home. The early years were not easy,
especially after Kevin obtained an executive track job with a large multinational
corporation that required the family to move every year or two. Kathy couldn’t
work because employers required more than one year’s tenure.

By the time the interviewer met the family, Courtney was an 11-year-old
sixth grader, Blair was a 10-year-old fifth grader, and both children had attended
six different schools. Seven-year-old Cynthia, although only in the second
grade, had already attended two different schools.

Family life was going well. Kevin attended various executive training pro-
grams, clearly excelled at work, and seemed destined to become an executive in
his firm. In addition to being intelligent, gregarious, and well liked, he was an
effective public speaker, another significant attribute in his job.
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Kevin was devoted to his children, in part to compensate for his own par-
ents’ distance and emotional coolness. He and Kathy evolved complementary
roles with the children. Kathy planned and organized; Kevin responded, under-
stood, resonated, and encouraged. Courtney, the eldest, was like her mother—a
thoughtful, intellectual, emotionally reserved little person—whereas her
brother and sister were like their father: emotional, garrulous, even impulsive
doers. Because Kevin had been successful in sports, he took a special interest in
Blair’s athletic development. He was a “Little League” father who often prac-
ticed with his son, boasted about his son’s unusual talents, and fantasized about
Blair having a professional baseball career. Kevin was also extremely fond of his
daughters. He delighted in Courtney’s academic prowess and the fact that she
had many friends. When Cynthia came along, she quickly became “Daddy’s lit-
tle girl,” going with him on household errands whenever allowed. Emotionally,
Kevin and Cynthia seemed to be kindred spirits.

Kevin and Kathy were popular among their friends and often went out
dancing. Kevin was clearly successful, and Kathy had mastered the art of mak-
ing new friends quickly so that she had a support network wherever they lived,
both for herself and for the children. Adding to the families’ popularity was 
the fact that the children were bright, attractive, and active in sports and other
activities.

Shortly before Kevin’s cancer was diagnosed, Kathy’s father had a stroke,
and her mother was preoccupied with his care and rehabilitation. Her mother
also took over the family business and ran it successfully. True to form, her
mother accepted her success but didn’t derive the kind of self-satisfaction from
it that improves self-esteem.

Illness

When Kevin began having headaches accompanied by a slight drooping of his
mouth, he was concerned but believed the cause was stress. He had recently
entered a training program for employees destined to be corporate executives
and assumed that he would master his physical problem the way he had mas-
tered every other challenge in his life.

After a couple of months, his headaches became so acute that he went to the
hospital emergency room. The diagnosis of a brain tumor stunned the couple.
The physician said it was cancer but that it might be operable. Kathy and Kevin
mobilized quickly to find the best treatment available and threw themselves
into trying to master the new challenge. After surgery, the neurosurgeon told
them he had been unable to remove the tumor completely, and Kevin trans-
ferred to a hospital that had an effective chemotherapy protocol, which con-
trolled his tumor for 18 months.

Kathy’s sadness, self-criticism, and fears about the future dominated her
mood, although her actions were intelligent and thoughtful. All the children
noticed their mother’s changed mood, but typical of their age group, Courtney
and Blair were less reactive to their mother’s mood than their younger sister
was. The one who voiced the family’s emotional undertones was Cynthia, who
became the family’s truth teller.



140 Healing Children’s Grief

Kevin decided to transfer back to the New York area, where they had previ-
ously spent two happy years and had many close friends. This move provided
Kathy with some support and security, and she was able to calm her increasing
fears by reminding herself that Kevin worked for a large, paternalistic corpora-
tion she could count on. The company, her “ace in the hole,” would provide ade-
quate money, medical benefits, and ongoing support if Kevin were unable to
work.

Terminal Illness

When Kevin developed weakness in his right side, a CAT scan showed that the
tumor was growing. After his second operation, the surgeon told Kathy that the
cause of Kevin’s symptoms was a large cyst, which was removed. The surgeon
expected Kevin to recover after this episode, and he seemed better for about two
months. A few weeks before Christmas, however, his speech began to slur
markedly. Although he had returned to work, he was unable to accomplish any-
thing. Additional surgery resulted in the paralysis of his right side. He became
dysphasic and was unable to communicate effectively.

Kathy rearranged the family’s life, ordered a hospital bed for Kevin and the
other equipment he needed, and accompanied him each time he went to the
hospital for experimental chemotherapy. However, his condition continued to
deteriorate: He was less alert than he had been, was barely able to get around
with a cane, and began to lose track of days and time. Finally, he was unable to
get out of bed despite daily treatments by a physical therapist. At this point,
Kathy requested another CAT scan to determine whether Kevin might benefit
from additional chemotherapy. She received the results of the scan on the tele-
phone during a meeting with the interviewer and was told that the tumor had
spread so extensively that chemotherapy was unlikely to be effective. Because
that day was their wedding anniversary, Kathy tearfully decided to tell Kevin
the bad news on another day.

Kathy said she experienced waves of fear and rage. At night, she was afraid
she would be unable to manage. In the morning, the pressure of taking care of
Kevin and the children energized her and “Got me going.” Kathy often rumi-
nated about the time they had wasted paying their dues to the company: “Kevin
worked so hard for so many years, and he will never attain his goal of being a
senior executive.”

Although the children were as distressed as their mother was, Courtney
and Blair managed to perform reasonably well in school, whereas Cynthia did
not. Their reactions to their father’s deteriorating condition varied.

Courtney’s Reactions

Eleven-year-old Courtney threw herself into her schoolwork and received
excellent grades in the honors program. She was organized and enjoyed study-
ing. She also enjoyed sports and attended an athletic summer camp. She did not
like to talk about her feelings related to her father’s condition; instead she
learned about cancer and carefully watched the various caregivers who came to
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the house. She asked the physical therapist to teach her how to move her father,
and she became expert at it. When Kevin returned home from a hospitalization,
she instructed the ambulance workers about the best way to transfer him from
the stretcher to the bed.

At school, Courtney’s mid-term paper was about euthanasia, and her next
paper was about the rights of the handicapped. Intellectual defenses were effec-
tive for her. She also maintained a circle of close friends that included one boy:
“a boy friend, not a boyfriend!” She insisted that her friendship with him was
based on a mutual interest in sports.

Courtney valued the fact that her mother kept her informed about her
father’s illness, but the closest she came to discussing her feelings about it was
to express concern about the future: “I think about who will take me to the
father-daughter dance and who will walk down the aisle with me when I get
married.” Although Kathy did not worry about Courtney, she had a difficult
time figuring out how to elicit Courtney’s feelings.

Blair’s Reactions

Kathy was sad about the loss of Kevin’s and 10-year-old Blair’s dreams con-
cerning their relationship. “Kevin was such an athlete! Blair missed Kevin dur-
ing the baseball season. He is not having a very good year, and he wants to be a
major-league player.” She believed that Blair’s innate intelligence was getting
him through school with Bs. Unlike Courtney, Blair spent little time studying.
His teachers believed that he could do better academically, and complained
about his lack of organization. When Kathy informed Blair’s teachers about
Kevin’s illness and urged them to take his stressful situation into account, their
response was helpful and supportive. Although Kathy was unable to attend all
of Blair’s games, she asked her friends to go and cheer him on because he
needed the support.

Unlike Courtney, Blair was more openly sad and tearful when he talked
about his father’s deteriorating condition. “Dad would have been an assistant
coach for Little League the year he got sick. He came to every game I played in.
Even in the off-season, he would practice with me in the basement. Now Dad is
always sleeping, really tired. He used to be able to get up after chemotherapy,
but now he can barely get off the couch.” Blair overheard someone say his father
had six months to live, but he thought his father might have more time because
he had already lived for two years after the diagnosis.

Blair felt more vulnerable in sports without his father’s guidance and sup-
port. He also felt isolated and empty because his father was no longer available
to him. Yet he maintained his grades, his friends, and his after-school activities.
Although he occasionally exhibited disruptive behavior at school, he was more
disorganized and stubborn at home. Blair left his father alone when his father
was tired. He just said hello and good-bye. Whereas cognitive mastery was
helpful to Courtney, sports were helpful to Blair because they allowed him to
identify with his father and to express his most powerful feelings safely through
displacement.

Blair was concerned about his own anger: “I might go wacko when 
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my father dies, might hurt someone.” Then he retreated from this direct expres-
sion of his anger at his father’s deterioration. Instead, he talked about his
favorite house, the one they owned when they had first lived in their current
area. He really loved that house. When they first moved back, he had hoped 
the family would at least live near the former house, but this did not work 
out. When he visited the house, he was shocked: “The people who own the
house now cut down all the trees around it—everything. Just cut them down!”
They had left his favorite tree, but it had died. “That house is in a valley and
doesn’t get a lot of rain. You have to water trees there. Then they painted the
house pink on one side and brown on the other. How could you do that to a
house?” Tears welled in his eyes as he tried to contain his rage. It seemed obvi-
ous that he was using his rage about the house to displace his rage about his
father’s deterioration.

Cynthia’s Reactions

Seven-year-old Cynthia’s reactions to her father’s terminal illness con-
trasted markedly with those of her siblings. She was vocal about her unhappi-
ness concerning what had happened to the family. She believed that because her
father was no longer willing to let her sit on his lap or to play with her, he was
rejecting her. Although Kathy tried to explain that Kevin was ill and couldn’t
give her the attention she was used to, Cynthia was unable to comprehend the
relationship between his withdrawal and his illness and impending death:
“Daddy doesn’t love me anymore.” Although she understood that he was sick,
she believed that he would live for a long time. Her long litany of dissatisfac-
tions included, “Dad is different now. He can’t talk, he can’t hear as well, he
can’t walk, he can’t even get into a wheelchair. Dad used to fix things for Mom;
he went to dances with her. Now Mom just has to stay home and work. Mom
doesn’t wear dresses and makeup anymore. She has a bad temper, too, because
Dad is close to dying.”

Cynthia also believed that her mother did not love her. She felt left out and
said that no one listened to her. She also believed that her brother and sister
received more attention than she did. “Mom changed a lot. Before Dad got sick,
she was nice, talked to me a lot, bought me presents, and didn’t yell at me.” Cyn-
thia was extremely angry at Kevin’s physicians because she believed they had
made a terrible mistake, which had caused her father’s current problems. “He
had a headache when he played tennis with Mom, then he got worse—not talk-
ing, not walking—and he lost his hair. The doctors did that. They just didn’t
know what they were doing.” However, when asked what advice she would
give to other children, she said they should talk with their mothers so they could
understand what was happening to their fathers. Her ability to express emotion
easily, her fixed ideas about what was happening and why nothing could be
done, her preoccupation with her mother’s affect, and the negative impact of all
these factors on her schoolwork illustrated reactions that were typical of early
school-age children.

Because Cynthia’s grades had dropped, Kathy believed that she was 
not reading at grade level and wondered whether she had a significant 
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learning problem. Kathy also struggled to understand and relate to Cynthia’s
emotionality.

Preparation for Death and Family Rituals

Kevin’s deteriorating condition suddenly took a turn for the worse. His breath-
ing became labored, and he was admitted to a local hospital. Kathy remained
with him while the children stayed with two of Kathy’s friends. Cynthia was
tearful and frightened and confided to her mother’s friend that she wanted to
die so she could be with her father when he died. She could not understand why
he was having trouble breathing if he had a brain tumor. Although the friend
explained Kevin’s situation well, Cynthia remained skeptical.

One night, while Kathy was napping at home after a late-night vigil at the
hospital, she received the call that Kevin had died and returned to the hospital
to be alone with him one last time. When she came home again, the children
were in school, so she went to the school to tell them that their father had died.

Courtney’s reaction surprised Kathy. She cried for a few minutes after hear-
ing the news, then asked to stay at school for the remainder of the day. As Court-
ney later explained: “I knew it was going to happen; it was not a surprise. Mom
was good about letting me know how things were progressing. I stayed in
school that day because I had two tests. I just needed time to be with my friends.
It was a hard day.” She felt that she had been able to talk with her father before
he became too sick and that he knew she loved him. “The hardest thing was
having to get rid of all of Dad’s things. Mom took care of most of it. The other
hard part is that Dad can’t share when good things happen. Like I got straight
As on my report card in spite of the fact that Dad was so sick. He would have
been real proud of that.”

When Blair was informed about the death, he immediately decided to leave
school and go home with his mother. He cried for a couple of hours. Kathy’s
cadre of close friends was at the house and talked with Blair until he seemed to
feel a little better. Blair later said, “I couldn’t believe it really happened. I went
to the funeral so I could really say good-bye.” He was stoical at the funeral and
remained so. He wanted life to return to normal as quickly as possible, but he
struggled with his sadness, when he looked at his father’s empty chair at the
table, for example. However, his school performance improved dramatically. By
the end of the school year, he had made the honor role. At home, however, he
remained angry, feeling that he had gotten a raw deal.

Cynthia also cried when her mother came to school to tell her that her father
had died. Later, she said: “I couldn’t believe it happened. I think Dad is in
heaven, but it’s not as special just having a mother without a father. Everything
is different. Blair tries to be like Dad, but he’s not.” Unlike the polite but dismis-
sive silence that characterized her brother’s and sister’s responses, Cynthia
asked the interviewer probing questions: “Why did Daddy die?” “Why did God
want to take him?” “Why did Daddy get sick?” She felt better when she
thought, “Dad will always be in my heart.” However, she also expressed anger
toward him: “Why did he have to die anyway? It’s not fair. I only got to be with
him for six years, not nearly as long as Blair and Courtney.”
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Cynthia worried about her mother’s ability to manage the family: “Will she
be able to take care of me?” Much to Kathy’s surprise, Cynthia’s grades also
improved markedly immediately after Kevin’s death; she was on the honor role
for the first time. At home, she often cried when she said her prayers, and she
wanted to write a letter to her father.

Kathy found that as much as she wanted to be organized, she could not. “I
felt weird going out of the house at first—a feeling of freedom and relief that I
didn’t have Kevin to take care of. But after the first couple of weeks, the reality
really hits you. This is it! It’s easier in some ways, but he is also not there for us.”
She visited the cemetery and was surprised by how difficult that was. The numb
feeling that had shielded her from her intense grief was beginning to lift.

Bereavement and Reconstitution

Two weeks after Kevin died, a series of blows hit Kathy. Without warning,
Kevin’s company terminated the family’s medical benefits and informed Kathy
that she would not be entitled to his death benefits and life insurance because of
“paperwork errors.” Understandably, Kathy panicked. A month later, her father
died following heart surgery, and her mother, deeply depressed, withdrew and
spoke to no one, not even her old friends. The death of her father shortly after
her husband’s death, her mother’s obviously deep depression, and the uncer-
tainty concerning the family’s financial survival left Kathy feeling angry, help-
less, and defeated. She also talked less with her friends, who had been helpful in
the past.

The children, sensing their mother’s despair, were frightened. To Court-
ney’s annoyance, Cynthia reported Courtney’s fears directly during a family
session: “Two people died—Dad and Grandpa—and Courtney said, ‘What if
Mom dies?’”

Courtney interrupted her, saying, “I never said that!” but Cynthia plunged
on: “Dad was the big hero. He was the big protector.”

Family Reconstitution Stalled

Kathy was hurt because Kevin’s company disregarded her. Every time she
called, they stalled and nothing was being resolved. Kevin’s strong belief in and
highly positive feelings about the company still influenced her judgment. How-
ever, the family session mobilized her. It had clarified how the financial uncer-
tainty was undermining not only her feelings of security but those of her chil-
dren, and that she would not tolerate! She was now furious at the company, and
this feeling jolted her out of her immobility. She hired an attorney and began
working closely with him, preparing all the paperwork he requested.

Another face of depression is an exaggerated fear of failure. Kathy was
afraid that she might fail as a single parent and, even more frightening, that her
children might fail. She was angry at Blair because he acted childish at times:
“He won’t even put his clothes in the laundry; he would rather wear them
dirty.” Because she was afraid that he was as irresponsible at school as he was at
home and that his grades might drop, she asked the principal to have Blair’s
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teachers call her about any problems they were having with him. The principal
seemed surprised at her request, and informed her he hadn’t heard about any
problems.

Kathy was not concerned about Courtney, who was involved with cheer-
leading practice, studying, and spending time with her friends. When Kathy
shared her grief with Courtney one night, Courtney comforted her. Afterward,
however, Kathy observed that Courtney became more remote from her emo-
tionally and she decided not to share her grief with Courtney again.

Family Reconstitution Restarted

Kathy’s persistent work with Kevin’s company finally paid off. The check
for his life insurance benefits arrived four months after Kevin died. Kathy was
elated and felt she could now get on with her life. She initiated long needed
repairs on the house and worked out conservative but inventive plans to invest
the insurance money. Although she needed to find a job to replace Kevin’s ben-
efits, she decided to wait until the children were more settled.

Courtney was heavily engaged in completing a science project about how
chemotherapy affects the body. Kathy was concerned about Courtney’s contin-
ued preoccupation with medical matters, in part because Courtney rarely talked
about her father. To encourage Courtney’s mourning, Kathy gave her a photo-
graph that Kevin had taken of her when she was 3 years old, which he had given
to Kathy as a Mother’s Day present. Kathy hoped this would create an opportu-
nity to talk about Kevin. Courtney thanked Kathy and hung the picture over her
desk. That was it. The parents of Courtney’s friends told Kathy that their daugh-
ters would never talk with them about something so emotional either! They
reassured her that 11-year-old girls can be extremely private.

When Kathy asked Blair’s teachers about his school problems, “They
looked at me as if I had two heads. I felt he was like a walking time bomb, but
apparently he is only having trouble at home.” As a result, she began handling
situations involving Blair differently at home: “I try not to pounce quite as
quickly or as hard if he is doing things that are unacceptable. He still gets frus-
trated easily, but if I don’t react so strongly, he seems to respond better. I think I
had gotten into a vicious cycle with him. Now that I’ve gotten out of it, he’s
better.”

Kathy noticed that Blair was behaving more and more like his father. The
sports he was involved in, even the school subjects he was interested in, were
similar to Kevin’s. When Kathy received Blair’s report card, she was surprised
because he was on the honor role. He achieved higher marks than he had ever
received before. Like Courtney, he rarely talked about his father.

Cynthia, rather than failing in school as Kathy had feared, also made the
honor roll. Like her sister, she too became a cheerleader. Unlike her siblings,
however, she liked to talk about her father. Kathy said, “Death is so final; it’s
such a hard thing for Cynthia to grasp.” Cynthia still had headaches and night-
mares, although these symptoms had improved. Kathy believed that Cynthia’s
improvement was related to the fact that she spent more time with Cynthia and
was more patient with her. When Kathy mentioned returning to work, at least
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part time, Cynthia objected strenuously because she wanted Kathy home when
she returned from school.

Although the idea of transporting three children to and from activities,
managing the home, and working was daunting, Kathy recalculated the family
finances and realized that the family could not remain in their current com-
munity unless she worked. She thought moving to another neighborhood
would be too disruptive for the children. Also, her own friends were close by.
Although she felt increasingly remote from her friends because her life had
become so different from theirs, she also knew she could count on them for help.
Eight months after Kevin’s death, she described flashbacks she was having
about some of the sad moments during his illness. She was mourning for the ill
Kevin and remembering the traumatic aspects of his illness. When she partici-
pated in special activities with the children, she occasionally was overcome with
sadness because she and Kevin had planned to participate together with the
children.

At the one-year anniversary of Kevin’s death, Kathy believed she was man-
aging well. She was working full time and made good use of her friends’ help
and support. All three children remained on the honor roll, each one had a circle
of friends, and all of them participated in after-school activities. Courtney heard
that a boy was interested in her, but he was too shy to talk to her.

Eighteen months after Kevin’s death, only Cynthia was having difficulty.
Although she was doing better than she had ever done before in school, her
headaches and stomachaches continued, and she and her mother continued to
have arguments. The family physician recommended that Kathy take Cynthia
for some psychological counseling because he was concerned about her physi-
cal complaints. Kathy planned to do so as soon as possible.

Summary

After grappling with the cascade of stresses confronting her, Kathy won the bat-
tle. The resolution of her battles with Kevin’s company was a symbolic water-
shed. By the end of the first year, her depression was under control and her self-
esteem had improved. She had a full-time job, had mobilized the help of friends,
and all family members except Cynthia were doing quite well.

Although Cynthia had many strengths, she continued to have headaches
and stomachaches 18 months after her father’s death. Kathy better understood
her older children’s need for independence. Because both Cynthia and her
mother had many strengths, a brief period of supportive therapy, suggested by
the family physician, was likely to result in a more positive outcome.

Outcomes

By the final assessment, 8 to 14 months after the parent’s death, 29 of the 37
children had achieved their previous levels of functioning in all of the major
areas: psychological state, relationships at home, academics, athletics and after-
school activities, and developmentally appropriate peer relationships. Five 
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had a delayed reconstitution, one a compromised and two a symptomatic 
reconstitution.

Timely Reconstitution

Twenty-nine of the 37 children who had a timely reconstitution experienced
declines in a number of areas of functioning during the patient’s terminal ill-
ness. They expressed muted anger and sadness, and many had difficulty with
schoolwork, usually a transient drop in grades. Some also demonstrated antici-
patory grief. What was most characteristic of these children was that these
symptoms and problems improved within a few months of the family’s recon-
stitution. In fact, parents were often puzzled by their rapid improvement in
school and rapid re-engagement with peers and activities. Their mourning was
episodic and usually expressed as anger and a sense of injustice but also as sad-
ness, disappointment, and longing for the patient’s return. The surviving parent
often had to initiate opportunities for mourning at holidays, anniversaries, and
other marker events. Also characteristic of these children was that, although
they avoided feelings, they certainly did not avoid facts. Cognitive mastery was
their principal method of coping with the tragedy. For emotional support, they
primarily turned to parents and other adults, not to peers. They related to peers
through activities and adult-led peer discussion groups.

Delayed Reconstitution

By the final interview, five children had not regained their pre-illness level of
functioning in at least one of the five emotional-behavioral domains. The factors
associated with this slower recovery were similar to factors associated with
slower recovery among early elementary school children: (1) complicated
bereavement, (2) unusual stressors, and (3) polarized family situations.

Complicated Bereavement

Lack of information about the illness, treatment, and impending death func-
tioned much as “suppression of bereavement” did with younger children.
Because the 9- to 11-year-olds were able to experience anticipatory grief, they
expressed anger, mistrust, and lowered self-esteem if they did not receive the
information that would permit them to prepare for the parent’s death. These
reactions complicated the bereavement process after the death. Because one sur-
viving parent encouraged the child’s extreme avoidance of both facts and feel-
ings before the death, the child’s mourning and recovery were delayed.

Unusual Stressors

Poverty, multiple losses, and immigration, with its many associated stresses
such as difficulty communicating with schools, hospitals, and formal support
services, also delayed the recovery process. Several of these stresses often inter-
acted with each other in a way that increased family conflict and deprived the
child of vital sources of support.
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Polarized Family Situations

Older school-aged children in polarized families were more aware of con-
flicts between parents, loyalties, and a parent’s preference for one child over
another child than were the early school-aged children. If these preferences
reached the level of cross-generational coalitions, children of this age struggled
with ambivalent feelings, resentment, guilt, and low self-esteem. It was espe-
cially difficult when the parent who died had been their advocate. The con-
flicted feelings, family realignments, and preferences that resulted were a source
of considerable stress.

Compromised Reconstitution

The outcome of one child was compromised. This child was the eldest in a large
immigrant family that was severely impoverished by the death of the father.
The family lost their home shortly after his death and had to move into a rela-
tive’s small apartment. Because of the family’s immigrant status, they were enti-
tled to few financial benefits. Because the mother’s education was limited, she
could only work in a low-paying factory job. The child was clinically depressed
at the last evaluation.

Symptomatic Reconstitution

Two children developed symptoms after the parent’s death that were qualita-
tively different from those they had had before the death. Although both had
had adjustment problems before the parent’s terminal illness, their symptoms
after the death justified a psychiatric diagnosis. Their symptoms included
severe, persistent school phobia; daytime soiling and enuresis; suicidal ideation,
and temper tantrums that included head banging. In one family, the patient and
child had a history of severe conflict, which the mother had been unable to
mediate. In the other family, the parent who died seemed to be the only family
member who could manage this emotionally troubled child.

Discussion

The coping capacities of children in late elementary school reflected impressive
advances in containing the emotions caused by the family tragedy. New protec-
tive defenses against anxiety were evident. Praise and approval, by the surviv-
ing parent and by other significant adults, served as an important protector by
improving the children’s self-esteem. Self-esteem was also enhanced by compe-
tence in schoolwork, sports, and after-school activities. Perhaps the most pro-
found characteristic of this age group was identification with their parents,
other significant adults in their lives, and peers. These identifications took on
special importance in the children’s relationship with the patient both before
and after the death, particularly if the patient and child were the same gender.

For this age group, the content of mourning was different from that of
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younger children, and reflected the subtle but important change that had taken
place in the relationship of child to parent. Whereas the 6- to 8-year-old children
mourned for the parent as protector, caretaker, and supplier of self-esteem, these
children also mourned the parent as friend, buddy, mentor, and person to chat
with. Although there were some gender differences, the father as friend-mentor-
coach was missed as actively by girls as by boys. It was primarily the girls who
missed their mother as a person to chat with. The dreams of the children often
reflected this aspect of their mourning.

These children had a thoughtful, logical, factual disposition. They wel-
comed the distractions of school, activities, and friends, and used them effec-
tively. They coped by trying to master the information about the family tragedy
confronting them and by reaching out for knowledge, skills, and understand-
ing. Their beginning capacity for anticipatory mourning left them more in con-
trol. Because they needed information, they became angry and mistrustful if
they were not given timely facts, which their cognitive skills could use to gain
some control and prepare them for the actual death. When inadequately pre-
pared, their bereavement was complicated.

Except for anger, the children rarely revealed strong feelings. Boys, more
often than girls, displayed anger, usually to cover their fear, anxiety, and grief.
However, even anger was more muted in this age group. Because the children
tended to avoid all intense emotions, engaging them in the bereavement process
was more challenging than it was with younger children. Some surviving par-
ents misunderstood their child’s emotional restraint as a lack of grief.



11
�

Children 12–14 Years of Age
Themes

This chapter describes the impact of terminal cancer on the lives of 38 children—
22 girls and 16 boys—ages 12 to 14. They came from 35 families, and their sur-
viving parents were 21 mothers and 14 fathers. (In this and the next chapter,
when the word adolescent is used, it refers to 12- to 14-year-old early adoles-
cents.) Before early adolescence, each new developmental advance made it eas-
ier for parents to help their children with the stresses of a patient’s illness and
death. As their ability to understand what was happening progressed, the chil-
dren controlled their emotions and behavior better, communicated more effec-
tively, and were easier to understand and support. Although they expanded
their world, the family remained at its center. The entrance into puberty and
adolescence produced such a level of disquiet in these youngsters that it was
harder to separate the reactions evoked by the patient’s condition from reactions
related to developmental changes. While many non bereaved adolescents do
exhibit minimal stress and disorganization during this developmental period,
the event of parental terminal illness and death posed a significant challenge
(Balk & Corr, 1996; Brooks-Gunn, 1992; Fleming & Adolph, 1986; Offer, 1987).

Developmental Themes of Early Adolescence

The cognitive change in early adolescence is the initial development of formal
operational abilities, the psychological change is the withdrawal of emotional
investment in the parent, while the social change is the new importance of peer
relationships. It is the interaction of these three domains, with the biological
changes of puberty that create the complexity of this age. Cognitively, the early
adolescents in this study were beginning to understand the full implications of
the tragedy that was unfolding. But they appeared unable to manage their emo-
tions about this loss. And while there was a much greater involvement with
friends, they were unable to rely on them for emotional support about such a
threatening event.

The adolescents’ need to withdraw emotional investment in their parents
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conflicted with the greater needs of their families for help, emotional closeness,
and support as the patient became terminally ill. The early adolescents’ asser-
tion of their need for privacy, their avoidance of disturbing facts and feelings,
and their egocentrism became exaggerated in their effort to cope with the con-
flict between the obvious needs of the family and their own developmental task
of individuation and separation. Even more than the 9- to 11-year-olds, their
peers provided an ecological world that accepted the young adolescent’s aver-
sion to sharing feelings or information about the painful events surrounding the
illness and death of the parent. Such discussions, when present, were generally
limited to close friends.

Emergence of Formal Operational Thinking: 
Changing Needs for Information

A striking change in early adolescence was the diminished interest in, with
some the active avoidance of, information about a parent’s disease and its treat-
ment from parents or professionals. With few exceptions, the young adolescents
in the sample indicated that they had been adequately informed, that they
understood both the diagnosis and the prognosis, and that they were not inter-
ested in discussing the matter further. Many times before the death, they said
they didn’t want more information. This was in marked contrast to the behavior
of the 9- to 11-year-old children who listened behind doors and eavesdropped
on telephone conversations to obtain as much information as they could
because it made them feel less anxious and more in control. Not so among these
adolescents, who found that such information provoked anxiety rather than
relief.

Several convergent explanations for this new behavior among early adoles-
cents are possible. First, their capacity for formal operational thinking enabled
them to understand abstractions. Adolescents quickly grasped the abstract con-
cepts of cancer, its treatment, its prognosis, and its alternative outcomes without
needing all the specific details. Second, because they were struggling to control
their new emotional volatility, detailed information broke through their
defenses of denial and avoidance. Third, young adolescents were, in fact,
informed more frequently than were younger children about their parent’s ill-
ness because the parents viewed them as more capable of dealing with this
information and therefore were less likely to withhold it from them (Siegel et al.,
1996).

It was important for parents to realize that adolescents could still harbor
disturbing misunderstandings because of their lack of experience and avoid-
ance of the facts. Despite their protests to the contrary, the adolescents needed
clarification more often than they realized or wanted. Establishing an optimal
pattern of communication with them was a significant challenge for parents.

Challenge of Withdrawal of Emotional Investment in the Parent

Most difficult for early adolescents and their parents was the change in the emo-
tional relationship between parent and child, which was certainly complicated
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by a parent’s serious illness. Both before and after the parent’s death, the ado-
lescents struggled with wanting—or more accurately, needing—to distance
themselves emotionally from their parents, while simultaneously needing to
remain engaged with them. The conflict between this developmental task and
the obvious situational needs inherent in the family tragedy resulted in a range
of exaggerated behaviors and reactions aimed at protecting the adolescent.

It was the adolescents’ extreme avoidance of feelings and disturbing facts
and their exaggerated needs for privacy that were most disconcerting to par-
ents. Parents typically complained that they had no idea what their young ado-
lescent was thinking or feeling and were afraid they were missing something.
Many parents wished there were some way to “look inside” their child’s head.
Because some boys and girls maintained a diary, parents guiltily found them-
selves “taking a peek” at it in a desperate attempt to gain some understanding
of the child’s adaptation.

Parents found it helpful to realize that the adolescent’s privacy was part of
the process of developing a separate identity. The stress and the implicit, if not
explicit, pressure to engage more closely with the family only served to exag-
gerate their retreat from the family. Most of the adolescents said they felt more
comfortable talking with peers and other adults rather than with their parents.

The paradox was that while adolescents were withdrawing emotional
investment from their parents, they were completely intolerant of the parent’s
withdrawing from them consequent to the demands of the illness. The parent’s
preoccupation with the dying spouse threatened and enraged the young ado-
lescent. They perceived this as abandonment.

Another characteristic very troubling to parents was the profound egocen-
trism of these adolescents. This apparent callousness and lack of feeling sur-
prised and offended the parents because they had not perceived the children as
lacking empathy when they were younger or in other situations. One explana-
tion for egocentrism in early adolescence is the self-involvement that comes
about as a result of the physiological changes of puberty. But its exaggeration in
this situation may also be attributed to their fear of the strong feelings they
would experience if they empathized with the parents.

After 13-year-old Beth was told about her father’s diagnosis in the afternoon,
she attended a party with friends that evening. “What was I supposed to do?”
she asked when her mother inquired, “Stay home and cry?” At another point,
Beth became angry when her father was sick and unable to drive her to a school
function: “If he could walk around, why couldn’t he take me?”

The mother of 14-year-old Carla was surprised by her daughter’s apparent
indifference to her father’s terminal illness because she knew that Carla adored
her father, and she resented the fact that Carla pursued her normal activities,
seemingly without feeling.

When told that her mother would die, Angela, age 12, said, “Well, what can
you do about it!” Such comments were not unusual. What was surprising was
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that many of these “callous and unfeeling” adolescents were among the 31 who
had reconstituted well in all areas when assessed a year after the parent’s death.

Many parents also said that their adolescent left the room when they cried.
It helped parents when they realized that these comments and behaviors were
attempts to control and contain overwhelming emotions. An almost ubiquitous
assertion among the adolescents was, “I cry in my room alone, not with other
people.” Boys were more likely than girls to say this. Many girls said they saved
their expressions of sadness for discussions with peers.

Finally, the adolescents struggled to find ways to manage their fears and
overwhelming emotions. Distracting themselves with schoolwork and solitary
activities was much more difficult than it was for the older school-age child.
Thus, they used the defenses of denial, minimization, rationalization, and dis-
placement. They used diaries, wrote poetry and fiction, and withdrew into
themselves and into activities with peers.

Change in the Relationship to Peers: 
Social Changes and the Expanding World

Although the adolescents related to peers through a broad range of activities,
much as they had in late elementary school, there were indications of a subtle
change. The adolescents were usually able to talk more easily with friends about
their parent’s condition than with their parents, but this ability was less consis-
tent than it was for older adolescents. Some youngsters were reluctant to discuss
the details of the parent’s condition with friends because they did not want to be
perceived as different and therefore risk rejection. Sometimes friends did shy
away from such threatening information. In the first narrative in the next chap-
ter, Megan, an early adolescent, clearly had more fear of confiding in peers than
her older siblings did, and she needed their encouragement to be able to talk
with her friends about her mother’s illness. However, Megan’s mother noticed
that Megan talked more openly within the family about the mother’s terminal
illness after she had talked with her friends.

Another difference was the degree to which boys and girls welcomed and
participated in structured opportunities to share their thoughts and feelings
with peers as well as adults. Many participated in individual sessions with a
school counselor or in group sessions or rap groups. They perceived these
opportunities as acceptable by their peers and as appropriate. Group sessions
did not necessarily have to focus on loss to be helpful. Unlike the younger chil-
dren, who needed to focus more on bereavement-related issues involving death
or divorce, adolescents also benefited from more general discussions about their
feelings and experiences. Because adolescents were more conscious than their
younger peers of differences in social status and class, they could be upset when
the family finances declined and they were unable to have as many material
possessions as their friends. Discussions with peers gave them a sense of accep-
tance and normalcy and combated feelings of isolation and alienation.

Macrosystem (Bronfenbrenner, 1979) cultural clashes and estrangement
from the immigrant parent, but also subtle nonacceptance of and by dominant-
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culture peers, impacted on their development. Although most marked in chil-
dren of immigrants, this was also observed in non-immigrant minority children.
This influence was more pervasive and profound than with younger peers, in
part probably because of their formal operational cognitive abilities but also
their growing emotional dependence on peers.

Patterns of Responses in Early Adolescence 

Terminal Illness

In the analysis of the adolescent’s experience during the terminal illness, several
factors described below emerged as particularly relevant. Some, like the exag-
gerated egocentrism and denial and avoidance of feelings, were also mentioned
in the section on development because they were so pervasive throughout all
three stages of the illness.

Adamant Optimism

Whereas the 9- to 11-year-olds avidly sought facts and avoided intense feel-
ings during the parent’s terminal illness, early adolescents maintained their
adamant optimism by avoiding both facts and feelings. Most had been
informed of the parent’s illness by the time the interviewer met them. However,
when she asked them exactly what they understood, at least some of the infor-
mation proved to be incorrect. They had enough facts to know that the parent
had a life-threatening illness, but many rejected or challenged information that
countered their denial of the possibility that the parent would die. An apparent
contradiction is that after the death, none of them complained about feeling
unprepared or being misinformed.

Thirteen-year-old Dorothy said she was surprised when she heard about her
father’s diagnosis. She hoped that the chemotherapy would shrink the tumor
and that a cure for cancer would be found within the next couple of years. She
asserted that she was not concerned or worried. When she talked about the fact
that one of her father’s lungs was filled with cancer and wasn’t functioning, she
asked: “If his other lung has only two small tumors, why can’t the doctors take
those tumors out so that lung will work? Can they remove just part of that lung?
Can they do a lung transplant?” When asked what had changed for her since
her father’s diagnosis, Dorothy replied: “Sometimes I feel sad, but usually I just
try not to think about it. I’m upset, but I don’t cry. I go to a friend’s house, and
they cheer me up. Then I forget about it.”

Adolescents used denial to maintain their adamant optimism, even in the
face of contrary evidence. Very few mentioned the patient’s more serious phys-
ical symptoms, nor did they express guilt about the patient’s illness, as did their
younger peers. Several decided to stop visiting their parent in the hospital
because the parent forgot an important time they had spent together or could
not remember their name. They stated that these lapses were too painful to bear.
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Many young adolescents denied being worried about the parent’s illness or
the surviving parent’s ability to take full responsibility for the family. Some boys
worried about how much responsibility they would have to assume when their
father died. One 13-year-old, who could have been a spokesperson for all, said
he believed it was important to look on the bright side.

Denial and Avoidance of Feelings

Closely related to their adamant optimism was their denial and avoidance
of feelings. Another explanation for why adolescents didn’t talk about their par-
ent’s illness was because they were afraid they might lose control and cry. They
didn’t want to see their parents cry either. Many said they preferred to cry alone
in their room at night. The reason they gave was that they felt that other people
wouldn’t understand what they were feeling.

Although the adolescents stated they knew they could talk with their well
parent about their concerns, many chose not to. “It’s better not to think about it,”
said one 14-year-old girl. “I keep my worries to myself.” Indeed, their tendency
to keep their sad feelings to themselves while maintaining a jovial, business as
usual, or angry mood on the outside often bewildered and enraged parents. As
one mother said: “(My 14-year-old) says she is ‘Just fine,’ and I can’t understand
that!” Parents worried that the adolescent’s emotional unresponsiveness would
result in future mental problems. Parents also resented their child’s lack of
responsiveness to their own apprehension.

Where there were pre-existing family conflicts and communication prob-
lems, the anxiety about the parent’s dying was often displaced onto the existing
conflict, causing angry, provocative interactions that sometimes spiraled out of
control. When these interactions became established patterns of communication
within the family, they interfered with family members’ needs for support and
diminished their self-esteem. In fact, avoidance of feelings was so characteristic
of this age group that those who did not communicate in this way appeared to
be in danger of experiencing a breakdown in their adaptive denial.

Muted Anticipatory Grief

Although the 12- to 14-year-olds maintained an optimistic attitude about
the parent’s possible recovery, they also were realistic enough to experience
muted anticipatory grief. They sometimes cried when they told the interviewer
how they had heard about the diagnosis and also when they expressed feelings
of sadness about the possibility of the parent’s death. However, their expres-
sions of grief were usually subtle and sometimes contradictory. A 13-year-old
girl asked her parochial school class to say a prayer for her father but asserted
that she was sure he would recover. A 12-year-old boy talked about the impor-
tance of “looking on the bright side,” then asked, “Why did this have to happen
to my father?” After her father died, a 14-year-old said, “We really lost my father
three months before he died when he couldn’t talk any more.”

Adolescents thought about the patient’s role in the family and wondered
how their life would be without their father’s or mother’s help. What would
happen when they lost the parent who understood and defended them, who
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could handle Mom or Dad, what would happen when they lost the parent who
was so much fun or was the strong one? They wanted to know why the illness
happened to such a good person and questioned God’s sense of justice and fair-
ness. If they were religious, they prayed for the parent.

Reactions, Behaviors and Symptoms

Adolescents experienced an even broader range of reactions to the parent’s
terminal illness than did children in late elementary school. Typical symptoms
of their distress included a drop in school grades; sleep problems, anger; sad-
ness; and withdrawal from discussions about the parent’s condition. Typical
behaviors included oppositional, argumentative, and demanding behaviors.
Less common symptoms in this age group included somatic complaints that
had no identifiable cause; extreme anger, depression, guilt or separation anxi-
ety; and serious misbehavior. Quite uncommon were refusals to attend school
and avoidance of peers. When present such symptoms seemed to occur in the
context of more severe stress reactions. However, it was frequently reported that
at moments of intense anxiety, as when getting news of a change in prognosis,
even adolescents slept with the parent. When adolescents slept with their par-
ents for longer time spans, it generally indicated more serious problems.

As described in the development section above, most of the adolescents
were angry or depressed about the withdrawal of both parents from the family
consequent to the parent’s preoccupation with the patient’s worsening symp-
toms and changing treatment. This is only an apparent contradiction—adoles-
cents needed to withdraw emotionally from the parents, but they resented the
parents’ apparent or real withdrawal from them.

The demands of the individual patient’s illness and treatment regimen were
important determinants of the degree of stress that impacted on the adolescents.
The fact that girls experienced more emotional distress than boys seemed
related to the fact that they were more likely to be asked to do household chores,
while most boys were allowed to participate in activities outside the home. Ado-
lescent girls were also more attuned to family dynamics, felt the impact of the
withdrawal of parental attention more keenly, and struggled harder to alter yet
maintain their relationship to both parents. This gender difference, of girls
working to change their relationships with the parents while boys withdrew
from the family, was even more marked in older adolescents.

Relationships with Peers

Most difficult during the terminal illness period was that early adolescents
were often required to help with tasks at home in ways that interfered with their
peer relationships. Although some adolescents (girls more often than boys) will-
ingly took on additional household tasks, many did not. And all of them became
intolerant when they felt that these tasks interfered with their need to escape
through contact with peers.

Ann, age 13, was angry because extra chores kept her away from her friends.
However, when it became clear that her mother’s condition was terminal, Ann



Children 12–14 Years of Age 157

took more initiative and did much of the housework. After her mother died, she
complained that she had to go for two or three weeks without seeing her
friends, whereas her younger brother went out every night. She had maintained
her grades during the crisis, but she felt that her father didn’t appreciate her
extra effort. When he began dating, he, too, went out every night.

After his father died, 13-year-old Andrew complained mildly about being given
a few additional chores. His grades and overall functioning had rebounded. He
said that sometimes he left his household chores undone, hoping his mother
would forget, but she never did.

Death and Family Rituals

As the parent’s death approached, more adolescents were able to talk about the
fact that the parent was dying and were able to cry and express their sadness.
Like younger children, they became highly anxious, but their anxiety was based
on a more accurate understanding of what was about to happen and its conse-
quence in their lives. The main preoccupation of many was how to manage their
emotions.

Enabling Final Communication

Because the adolescents needed as much time as possible to prepare for the
actual death, parents were urged to inform them when the death was imminent
and when it was time to have a final conversation with the patient and to say
goodbye. This was more or less possible, depending on how predictable the
course of the illness was.

The day before her father died, 14-year-old Eve visited her father in the hospital
after a two-week hiatus, because seeing him suffer had upset her. During the
visit, he told Eve that he loved her. The next morning, Eve’s mother called her
from the hospital to say that her father was dying and was asking for her. Her
father died while Eve was in the room. Later, she told the interviewer: “Now he
has no pain. I know he is with me. In death, they are with you in spirit.”

Francine’s mother discovered that her daughter resisted visiting her father, who
was being cared for at his mother’s home near the hospital, because she felt
helpless and useless. The mother suggested that Francine prepare tea and cook-
ies for her father when she went to visit him, which helped her feel more useful
and reduced the painful sense of helplessness. Francine was delighted when he
told people that she always made him feel better: “She has the magic touch.”
However, sometimes adolescents refused further visits, based on their own
emotional responses. For example, when Francine’s father forgot an important
trip they had taken together, she decided that his mental state was too painful
for her and she couldn’t visit him again.

In a few families, those with significant pre-existing conflicts, these conflicts
and related emotions intensified and resulted in adolescents’ expressions of
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extreme anger or withdrawal as the death approached. It was more characteris-
tic that adolescents’ anger, provocative behavior, and resistance to taking on
new chores declined when the parent’s death was clearly imminent. They
seemed to try harder to comply with requests and to control their behavior.
Expressions of hostility and intense conflict before death may have contributed
to severe guilt feelings after the parent’s death and therefore efforts to mediate
these conflicts could be helpful.

Although 12-year-old Gale viewed her father as her major supporter, she was
hostile and combative throughout her father’s terminal illness toward both par-
ents and her younger sister, whom she viewed as the family favorite. As his con-
dition deteriorated and she learned that his death was imminent, she refused to
visit him in the hospital, and her rage increased. Because both parents
responded angrily, they exacerbated the negative spiral of family behavior.
After her father died, Gale felt guilty.

Telling About the Death

Parents found that it was less difficult to tell their adolescent children that
the parent had died because they were generally better informed and prepared
than were younger children. The adolescents’ responses varied: Most of them
cried, a few screamed. One 12-year-old boy cried most of one day, whereas a 13-
year-old girl cried very little because her family and the religious denomination
of the family valued a stoical approach to stressful events. The family had han-
dled her grandmother’s death the previous year in the same stoical manner. A
14-year-old boy cried, but then insisted on going to school to take an examina-
tion scheduled for that day. A 12-year-old cried, then returned to school to finish
out the day with her friends.

Participation in Funeral and Burial Rituals

All of the adolescents in this sample attended the parent’s funeral, sat Shiva,
or participated in the wake, and usually returned to school a day after these
observances. Many did not want to go to the cemetery because they felt that
doing so would be too upsetting. Many had definite ideas about how they
wanted to engage in the rituals. Although children in this age group were pleased
to have their friends and teachers attend, some felt oppressed by the crowds of
people and resented the time their surviving parent spent with visitors.

The adolescents were preoccupied with not crying at these events. “Crying
won’t help,” said 12-year-old Hillary, who gave a eulogy at her father’s funeral
and was upset by her mother’s crying. She refused to go to the cemetery, saying,
“Why should I go to the cemetery? I talk to my father all the time anyway!” She
also refused to look at a paper her 15-year-old brother wrote about the latest can-
cer treatments soon after their father’s death. Andrew, age 12, said it was espe-
cially difficult not to cry at the funeral mass because he kept looking at his fa-
ther’s coffin. The wake was easier for him. He bravely chose to go to the cemetery.

More children this age wanted to participate in the funeral ceremonies than
did younger children. Some delivered eulogies, some of which were written by
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the surviving parent; some wrote poems that were read by others; and some
shared their thoughts with a speaker who conveyed them to the audience.

Like younger children, some early adolescents wanted to place objects in
the parent’s coffin, but their choices reflected more the parent’s personality and
interests, things that would have given them pleasure. One boy placed his
father’s library card; his father’s favorite book, Dune, and a baseball into the cof-
fin. Other youngsters placed family pictures there. Twelve-year-old Bob’s father
was buried with two small bottles of his favorite liquor, a pin from his local
union, and a small teddy bear. One 13-year-old placed a picture of her father
dancing with her during her bat mitzvah in his coffin.

Immediate Aftermath

After the funeral, the adolescents usually cried alone in their room at night
because they did not want to upset their surviving parent. If the parent began to
cry, they left the room.

In the immediate aftermath of the death, most children in this age group
said they felt relieved because their parent was no longer suffering and in
pain—that the parent was now resting in peace. As 12-year-old Irma said: “I
wasn’t worried that (my mother) would die because I knew she would be in
heaven.” And Ida said: “I was upset, but I rather him be at rest . . . he feels no
pain. I know he’s with me; it’s just that I don’t see him.”

Many adolescents said they talked with the dead parent, some wondered
where the parent was and what he or she was doing. Ida’s more elaborate
descriptions of her beliefs were less common, “I don’t know if it’s my imagina-
tion, but I talk to my dad, like, ‘Oh, we’re O.K. Don’t worry about us.’ He’s wor-
ried about us—that we can’t go on without him.”

Thirteen-year-old Carl said he believed that his father was in heaven having
a lot of fun, but he wished his father could come back. Denise, age 14, had
numerous arguments with her ill mother about housecleaning. As her mother’s
condition deteriorated, Denise complained less. After her mother died, she ini-
tiated her own housecleaning regimen. She believed her mother was in
heaven—cleaning. Fourteen-year-old Alex said he felt his father’s presence both
spiritually and personally. He felt his father looking down on him from heaven
and felt his presence in dreams. These experiences comforted Alex.

In the immediate period after the death, however, most adolescents did not
want to discuss their thoughts and feelings about the dead parent. They were
generally able to defend themselves from their emotions more effectively after
the death than younger children, and they devoted their energies to school-
work, their friends, and additional chores. Their surviving parents observed
that their child’s life “went right on.” They were surprised and sometimes
resentful of the child’s ability to conceal or avoid experiencing their grief.

Bereavement and Reconstitution

During the first year of bereavement and reconstitution of the family, the ado-
lescents confronted the challenging tasks of grieving and of developing a new
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relationship with the dead parent in their memory, while negotiating a new rela-
tionship with the surviving parent as a single parent. The adolescent’s mourn-
ing, like that of the younger children, was generally episodic, often triggered by
specific events such as birthdays and anniversaries. They needed to adjust to the
newly reconstituted family while advancing in school, developing more intense
relationships with peers, and coping with their own intense and unpredictable
emotions. Most of them seemed to regard thinking or talking about the
deceased parent as interfering with their major preoccupation with school and
peers. Unlike younger children, who seemed to enjoy being interviewed and
having the opportunity to talk about their parent with someone who was inter-
ested and knowledgeable, a number of the young adolescents were resistant,
difficult to engage, and likely to decline to participate in at least one interview.

Adolescents selected adults other than parents to talk to. This exclusion was
difficult for parents who wanted more direct indications of how their child’s
recovery process was progressing. They wanted to help the child grieve but
could not find a way to enter the child’s experience. One mother said she was
worried that her son would “Blow some day because he keeps all his feelings
inside . . . He is in his own private world, with no one coming into his space
(with regard to missing his father).”

Displacement of Emotions on to Other Situations

Parents noticed that the adolescents became more angry or tearful about
other difficulties, such as pressures at school or having too much homework.
One 13-year-old said, “I can’t cry about my father, but I think I use sad movies
as an excuse to cry for him.” Many continued to say they preferred to cry alone,
if at all. Because it was so difficult for them to articulate their internal psycho-
logical processes, some aspects of their bereavement had to be inferred from
their behavior or indirect statements. A fuller range of reactions was elicited
when they were asked whether they had any advice for others whose parent
had died. They often responded with platitudes, such as “Getting on with your
life” and “Toughing it out.” As one 13-year-old boy explained: “Kids shouldn’t
take it so seriously. It is serious, but you have to get over it soon, or it will be
there forever and you won’t be able to do stuff like face people without crying
. . . You have to take one step at a time.” Another 13-year-old suggested, “Help
out at home as much as you can, cry if you have to.” However, he said that 
he preferred to cry alone in his room. And one girl the same age said, “Crying
doesn’t help; it won’t bring him back,” a second said, “Just keep trying to do
your best,” and a third said, “Be strong.”

A Few Discussed Their Grief More Openly

The few early adolescents who were more expressive about their experi-
ences seemed to come from families that fostered open expressions of emotion.
For instance, 13-year-old Edger, a member of a Greek family, was recovering
well after his father’s death. He described his reactions as follows: “When it
happens to you, you don’t have time to worry. It’s about one month later that it
really kicks in. Then it is the pain and grieving. There are the memories,
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reminders, pictures. It’s little things that make me remember. I feel it is good to
know you hold on to the person; it is normal to try to push these things away.
Tell kids it is normal to feel this pain.”

On the other hand, a 14-year-old from a troubled Hispanic family had an
extremely difficult time recovering from her father’s death. “I have so many
feelings, I don’t even know anymore. I’m moody. One moment I’m very happy
and then I’m very sad. I know its hard for my mom. She talks about how it’s
going to be . . . I hate when she talks like that. My dad used to go dancing—he
was always joking around. But that’s all in the past, and I don’t want to hold on
to the past. Mom wants me to pray with her, but I don’t want to. I want to pray
by myself. I can’t remember Dad the way he was before he got sick—he teased
with insults, joking around. Mother can’t understand that I can’t remember.”

When told of his father’s death, 13-year-old Dan, whose family had emigrated
from Europe, burst into tears and sobbed. His 7-year-old sister comforted him.
Subsequently, he was able to cry freely at special reminders. When he returned
to school after the funeral, Dan asked his teacher if he could speak to the class
about his father’s life and illness.

Interestingly, the fact that these three youngsters and one other discussed in
Chapter 13 are children of recent immigrants suggests one reason why so many
adolescents avoided expressing emotions regarding their parent’s death: Amer-
ican culture values rugged individualism and a stoical response to tragedy.
Young adolescents reflected in stereotypic fashion the mores of the culture.

Importance of Reminders

Marker events, like birthdays and holidays, were as important to the ado-
lescents as they were for younger children. Several acknowledged being
reminded of the parent at unexpected moments and being overcome with emo-
tion. Because they struggled so hard to control their reactions, these experiences
were especially difficult for them. The surviving parent’s mourning was also
extremely threatening to many of the adolescents because the parent appeared
to be more distraught than they had ever previously witnessed.

Identification With the Deceased

The adolescents exhibited early evidence of identifying with the dead par-
ent. Wearing the parent’s clothes was not uncommon. One 13-year-old chose a
watch, several pictures, and her father’s hat, which she had worn when her
father had taken photographs of her. Another 13-year-old valued a locket her
friends gave her that had a picture of her father on one side and a cross on the
other, explaining that her father and religion were her two main interests.

A 14-year-old decided to attend an art school because art had been his
mother’s avocation, and he believed that art would be a way of maintaining his
connection with her. Thirteen-year-old Edger began working in his father’s
diner. A 12-year-old took pride in being a good fisherman like his father. He
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chided his older brothers and his friends because they didn’t know how to fish.
He bragged that he was an expert fisherman because his father had taught him.

Identifying with the dead parent was disturbing for some youngsters.
Those who came from families with a high incidence of cancer worried that
they, too, would develop the disease. And adolescents could feel quite bereft
when activities important to the deceased parent did not continue. For example,
the deceased mother of one 13-year-old had loved the music he had written for
his band. (Her husband played a tape of one of his songs to her as she was
dying.) The boy became extremely upset when his band broke up eight months
after her death.

Dreams and a Sense of the Parent’s Presence

Although adolescents rarely talked about their internal experiences of grief,
surprisingly, they frequently discussed talking with the dead parent, dreaming
about the parent, and feeling the parent’s presence.

Frank, age 13, was rarely able to discuss his feelings about his father and was
clearly depressed. However, he did share a dream in which he was playing soc-
cer and his father was standing on the sidelines. When Frank went to give his
father a hug, his father disappeared “like a ghost.” He woke up feeling upset
and awakened his mother, who reassured him. Frank then said that he longed
for his father to be with him at games and that it felt “eerie” without him.

Ida, age 13, said she dreamed that her father returned, but the dream frightened
her. “If I think I want him to come back, he might hear me and feel bad (because)
he can’t come back.” She was worried that her father was lonely and felt bad
being by himself. Although she was doing relatively well, she had to deal with
her mother’s extreme withdrawal during her father’s illness. Although Ida was
close to her mother, her father had been the dominant, stabilizing force in the
family.

Another 13-year-old girl whose father had been physically abusive to her had
nightmares that her father returned. She heard noises at night “like pots and
pans rolling” and thought it was her father. She sometimes thought she saw his
face in the glow of the lamp at home and sought safety by sleeping with her
mother. Although she cried at the funeral, she showed no open mourning, sad-
ness, or distress. She was helped by the interviewer who assured her that nega-
tive dreams and thoughts about her father were normal reactions to the nega-
tive aspects in their relationship and that these frightening feelings would
diminish with time. Her mother’s inability to resolve her own ambivalence
about her husband made it more difficult for her to support her daughter’s
grieving, especially her negative feelings.

Bob said he missed playing golf with his father and going to bars with him. At
Christmas, Bob looked up at the sky and knew that his father was up there
watching him. He thought his father was “the drunken star” that was moving
haphazardly all over the sky.
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Fourteen-year-old Greg said he felt his father’s presence both spiritually
and personally. He felt that his father was watching him from heaven and he felt
his father’s presence in his dreams. These experiences comforted him. Greg also
said that his father had set an important example, and he felt empowered when
he tried to live up to that example. Carl, age 12, recalled that his father had held
his hand while he waited for the ambulance the final time. He thought his father
had known he was there, and that made him feel good.

Thirteen-year-old Ida reported, “Last week I thought I felt him standing
beside me, hugging me and saying ‘I miss you.’ My sister is mad at me because
my dad liked me better than her and because he never comes to her.” Francine
dreamed that her father was making out a will and was leaving her several
things. She had respected and looked up to him because he had helped her with
math, cooking, and sports, and she worried about growing up without his guid-
ance and help.

Meaning of the Death

Francine voiced the relationship that a number of adolescents had with
their deceased parent and the specific meaning this loss had for them. Francine’s
father was her mentor and friend who had helped her in ways she felt would
promote her independence in the future. Other adolescents mourned the loss of
their parent as a teacher who would have helped them succeed, and they were
afraid they would lose their “edge” in life because the surviving parent would
be unable to fill that role. “Mom can’t go to as many of my games as Dad did,”
said one 13-year-old boy. A 12-year-old girl worried that because her mother
was not as good at math as her father had been, her mother could not really help
her. Both boys and girls wondered whether their mother could earn enough
money and manage it properly: “Will she be able to keep our house?” and “Will
there be enough money for college and my future?” One thoughtful 13-year-old
said he would no longer have some of the material goods his peers had and
bravely accepted that fact, but “it’s hard because they have a lot of things.” For
boys who wondered if they would have to “fill Dad’s shoes” and seemed con-
fused about what this would involve, discussing the matter with their mother,
who clarified what their role in the family would be, proved to be reassuring.

Most adolescents commented about the unfairness of losing a parent who
was such a valued advocate and friend at this point in their life. Some were
angry at God. One 13-year-old pondered, “How could this happen to my dad?
He was such a good person.” The boy described how his father, who had
coached his baseball team, aggressively argued with the umpire on his son’s
behalf, although his father was sick. Proudly, the boy added, “The ump could
have blown on him and he would have fallen down; he was that skinny.”

Both boys and girls missed the parent as a gender and social role model. The
adolescents who lost their mother usually lost the organizing and nurturing fig-
ure that kept the family running, provided opportunities to be with their friends,
and helped them with their homework. They deeply missed this relationship, in
which the mother had begun to be a friend and confidant. In families in which
the mother died, the girls usually took over some housekeeping functions—
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albeit reluctantly and sometimes angrily. Girls commonly resented the lack of
emotional support from their father, support which their mother had provided.

Commensurate with their developing ability for formal operational think-
ing, these adolescents voiced their thoughts and concerns in more abstract
terms than did younger children. Some said they missed certain aspects of the
lost parent’s personality—e.g., the parent’s sense of humor, entertaining activi-
ties, accomplishments, and recognition in the community.

Emotional and Behavioral Symptoms

During the period of bereavement, the adolescents commonly exhibited a
broader range of transient emotional and behavioral symptoms than did
younger children. These symptoms ranged from mild depression, anxiety, fear-
fulness, sadness, acting out, testing of limits, anger, emotional withdrawal,
weight gain, stubbornness and rebellion, and transient somatic symptoms. Less
common, but present in some, were serious suicidal ideation, clinical depres-
sion, enduring fearfulness, phobias, refusal to attend school, withdrawal from
peers, use of drugs and alcohol, destructive acting out (e.g., stealing), aggressive
behavior leading to personal injury or dismissal from school, school failure,
serious accidents, severe regressive behaviors (e.g., lack of personal hygiene in
girls), and enduring somatic symptoms. In some cases, such behaviors repre-
sented an exacerbation of already existing problems; in others, they appeared to
be a reaction to secondary stressors that developed at the time of, or shortly
after, the death. At times these symptoms were not evident before the parent
died. The latter group of symptoms were most likely to persist in youngsters
whose outcome was judged to be a symptomatic reconstitution.

Although many of the adolescents wanted to sleep with the surviving par-
ent during times of extreme stress, this became a chronic pattern only among a
few. When the surviving parent was the mother of a son, the situation was espe-
cially problematic. With the interviewer’s guidance, one mother who initially
had difficulty setting limits on her son was able to insist on his sleeping in his
own bed. She also obtained therapy for him. Another mother actively encour-
aged her son to sleep in her room as a manifestation of her pathological clinging
in the relationship. This adolescent developed new, severe, psychiatric symp-
toms for which he was hospitalized.

New Relationship With the Surviving Parent

Renegotiating the relationship with the surviving parent presented a major
challenge to adolescents. The significant minority of early adolescents who were
unable to negotiate a satisfying relationship with their surviving parent became
discouraged and despairing, acted out impulsively, or developed even more
severe symptoms.

The internal turmoil and instability that is so much a part of the adolescent
developmental process created tasks for the surviving parent of setting limits;
providing direction, nurturance, and support; and coping with the adolescent’s
increased need for independence, while coping their own grief, anger, fear, and,
in some cases, lack of financial and social support. Some parents turned to their
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adolescent for sympathy, only to find that the youngster was so focused on the
need to be independent that he or she withdrew even more.

Setting Limits

Adolescents this age normally required help in setting limits on potentially
destructive regressive behaviors, acting out aggressively, or with drugs or sex.
Firmness was even more important to the adolescent’s well being as a conse-
quence of their grief. When surviving parent and child were of different gender,
some of the most challenging situations arose. Mothers sometimes sought guid-
ance about how to set limits on a son’s sexual explicitness at home; fathers
wondered how they should appropriately respond to a daughter’s sexually
provocative dress, especially when it was not so different from that of peers.
These were areas that the same-sex parent handled in the past and that arose out
of the developing physical as well as psychological changes in the child. It was
clear in this age group that for adolescents who had previous problems with
impulse control, failure to set limits could result in escalation to more inappro-
priate and potentially destructive behaviors, and that firm limit setting could be
an important correction.

One 13-year-old boy, whose mother had always found it difficult to discipline
him, began to steal from his mother and sister, to go into their rooms and even
break locks on doors. He also wanted to sleep with his mother in an ongoing
way. The father would have controlled this behavior, but he had died. The 15-
year-old sister longed for her father to return to help them with this problem.
The mother began to look more deeply into her reluctance to set limits, her fears
that her son, like her brother, would fall apart after a traumatic experience if she
did not gratify his requests. She also sought ongoing therapy for her son.

Having to find new ways to set limits frequently reminded the surviving
parent of the parent who died. As one father said, “I tried to think of how my
wife would have handled this, but then I realized she is not here. I can use some
of her approaches, but now I must develop my own.” When parents were not
aware of the effects of their own grief reactions, they sometimes became over-
controlling and clung to an adolescent who was demanding independence and
who often feared that he or she would be unable to attain it without the parent
who had died. Parents also failed to set appropriate limits due to their unrealis-
tic guilt and defensiveness about the grief the adolescent was experiencing. The
adolescent often added to this guilt by lashing out at them, in effect blaming the
surviving parent for the death of the patient. The challenge of setting limits for
adolescents was the need to do it in ways that also supported their independent
growth and maintained their self-esteem.

Importance of School and Peers

Because school and peers were these adolescents’ major preoccupations, the
academic performance of most of them improved quickly after the parent’s
death. Although most of the youngsters had communicated with their peers



166 Healing Children’s Grief

during their parent’s terminal illness, they were able to talk more easily with
peers about the parent’s death than were younger children. Still, great variation
existed in this regard. Some adolescents wanted to be close to peers, but they did
not want to discuss their grief for fear of rejection. Boys were more likely to feel
this way. For example, Herb said he did not discuss his mother’s death in his rap
group because he did not think it was appropriate. However, just by being able
to talk with, feel connected to, and involved with peers, helped him. Girls were
far more likely than boys to confide regularly in their peers about almost any-
thing, including their feelings about their parent’s death.

Parent’s Dating and Remarriage

After initial resistance, most adolescents accepted the fact that their surviv-
ing parent was dating, especially if they had recovered their ability to function
well at school and with peers. Some even expressed relief at not having to worry
about the parent’s loneliness. Their initial feelings about the parent’s dating and
remarriage varied a great deal. Some boys wanted their mother to get married
quickly to a man who would have interests similar to their own, thereby pro-
viding a mentor replacement. However, most adolescents were unhappy if the
parent began dating “too soon,” from their point of view. This seemed to con-
front them with the loss of the parent in a way that could be very distressing.
They also resented the time away from home that dating required. However,
many were pleased if they saw that dating made the surviving parent feel bet-
ter, that it improved the quality of their relationship with the parent, that the
dating relationship seemed appropriate, and that some advantage of the rela-
tionship would accrue to them. For instance, Stuart resented the fact that his
mother began dating an accountant within the first year after his father died—
until he discovered that the accountant could help him with his computer.

Recommendations for Professionals 
and Caregivers

Terminal Illness

1. Provide the adolescent with information in a formal way and in ample detail.
Even if they resist hearing too much detail, adults can’t assume that their child’s
understanding is as complete as it may appear.

2. Facilitate discussions about the adolescent’s feelings and concerns. Although
initiating such discussions with children in this age group is extremely difficult,
parents need to ensure that these discussions occur no matter how brief or
infrequent. When parents express emotion, they can explain that these feelings
are time limited.

3. Encourage the adolescent’s anticipatory grief. The fact that adolescents’
anticipatory grief is usually muted does not mean that these children are not
experiencing anguish and sadness about the parent’s probable death.

4. Make an effort to understand the adolescent’s emotional volatility and develop-
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mentally related reactions. Remember that children this age may experience
parental withdrawal as a rejection just as the adolescent is withdrawing from
parents.

5. Allow and facilitate adolescents maintaining support networks. Parents may
have to help them devise ways to communicate with peers and other adults.
Parents also can encourage the adolescent to use the counseling services that
may be available for this age group.

6. Limit the number of caregiving and household tasks assigned to the adolescent.
Keep in mind that if the tasks interfere with their schoolwork and contacts with
peers or require independent responsibility for difficult aspects of the patient’s
physical care, they are likely to become angry and antagonistic.

7. Accept the adolescent’s ambivalence about hospital visits. Although some
contact with the hospitalized parent can be clarifying and reassuring, because 
of their ambivalence and fear, adolescents often resist such visits and want 
less contact with the patient than the other parent or older siblings believe is
appropriate.

Death and Family Rituals

1. Inform the adolescent when the parent’s death is imminent. Because these ado-
lescents often avoid visiting the hospital when the parent’s condition deterio-
rates and death nears, it is important for the well parent to be clear about when
final visits are required.

2. Reduce high levels of family conflicts when they markedly intensify as the
patient’s condition deteriorates. Such conflict may indicate a reactivation of earlier
episodes, but its expression at this time can seriously compromise needed con-
structive communication. Crisis intervention and/or family counseling may be
helpful to reduce conflict levels.

3. Prepare the adolescent for funeral and burial rites. Adolescents need to know
what their role might be, to the extent they are able to be involved. The choices
concerning how they participate are broader than those of younger children:
they can deliver a eulogy, offer their thoughts for others to articulate, be a pall-
bearer, or greet guests. Because the presence of friends, teachers, and coaches at
the funeral is important to them, the surviving parent can help them notify these
people.

4. Support the adolescent’s desire to return to school. They may fear the rejection
of peers who find it difficult to talk about a parent’s death. Parents should not
view the adolescent’s rapid return to normal activities as an indication of callous
indifference. Instead, they should view it as a vital continuation of development
and as a way of avoiding intense grief until the adolescent is prepared to con-
front his or her painful feelings more directly.

5. Allow the adolescent to select mementos and clothing that belonged to the dead
parent. Because children this age are often similar in size to the lost parent, they
may enjoy wearing the parent’s clothing. Thus, parents need to permit them to
select appropriate mementos of the dead parent that can serve as linking objects
and bring solace as well as aid the grieving process.
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6. Encourage the adolescent to express grief. Young adolescents often need to
be reassured that intense expressions of grief are episodic and relatively brief.

Bereavement and Reconstitution

1. Recognize expressions of grief in the adolescent. Unlike adult grief, it will be
episodic and of shorter duration. Adolescents will follow their own timetable.

2. Normalize the grief process for the adolescent. It is important for adolescents
to recognize that the experience of talking with the parent who has died, dreams
of their return as well as negative dreams, a sense of their presence, feelings of
pain and feelings of no pain are all components of a naturally occurring healing
process that we call mourning. While it is difficult and painful, over time it
becomes less so.

3. Provide opportunities for grieving. The parent needs to provide opportuni-
ties for grieving during normally occurring anniversaries and other family gath-
erings. Emphasize positive memories, especially around achievements, like
“Your Dad/Mother would have been as proud of you as I am”.

4. Begin the process of altering the relationship of the parent or parent substitute
with the adolescent to include some of those functions previously performed by the par-
ent who died. For mothers, this generally includes learning new ways to set lim-
its, support discipline, growth, and independence. For fathers, this often
includes learning to provide nurturance, understanding, and support around
family relationships and social situations.

5. Set limits to prevent destructive behavior, and support continued growth and
independence. The stress of the grief process can result in acting out that could
become destructive.

6. Be aware of the level of family conflicts, pre-existing family preferences and
cross-generational coalitions. Modifying these interactions can reduce stress,
improve communication, and improve the adolescent’s functioning. Family
therapy may be helpful to moderate these struggles and strengthen the family’s
ability to cope.

7. Support the adolescent’s participation in age-appropriate activities. Encourage
continuing mastery of school, athletic, and social skills.

8. Identify positive outcomes for the family and the adolescent from this family
tragedy. Emphasize positive growth that comes from having gone through a
mourning process, as well as acknowledging the profound loss. The deepened
understanding of oneself, others, and the world; the appreciation of friends and
family; and the receipt of an important legacy of attributes, hopes, and dreams
from the parent who died are some examples of positive outcomes.

9. Draw on the support provided by the adolescent’s peer group and on the services
provided by counselors and agencies to facilitate the adolescent’s grief process.

10. Referral to professional counseling or therapy is advised when uncommon,
enduring and/or severe symptoms occur. In our programs, these included serious
suicidal ideation, clinical levels of depression, enduring fearfulness, phobias,
refusal to attend school, withdrawal from peers, use of drugs and alcohol,
destructive acting out (e.g., stealing), aggressive behavior leading to personal
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injury or dismissal from school, prolonged school failure, serious accidents,
severe regressive behaviors (e.g., lack of personal hygiene in girls), and endur-
ing somatic symptoms.

11. Parents should seek counseling if they are experiencing prolonged or severe
problems in mediating family conflicts or in managing their own grief.
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Children 12–14 Years of Age
Narratives

As we saw in the previous chapter, the confluence of the adolescent’s develop-
mental shift with a parent’s terminal illness and death presented an awesome
challenge to both the adolescent and the surviving parent. As we will see in the
descriptions of two families in this chapter, both surviving parents reached out
and offered nurturing closeness. This allowed their adolescents’ mourning and
ongoing developmentally syntonic separation to continue. Before reviewing
how a surviving mother and her adolescent son dealt with all these factors, we
will look at how a surviving father exerted an extraordinary amount of effort to
guide his two adolescent children through their mother’s death despite the
additional problems of poverty and acculturation.

Father of 12-Year-Old Girl and 15-Year-Old Boy

“Now There Is No One Here to Talk to Me about Girl Things.”

I chose this family because Roberto Ruiz, the surviving father, was unusually
articulate in describing the experiences of his family. He taught us a great deal
about the dilemmas of the immigrant family when faced with the added prob-
lem of a terminal illness. This father helped his extended family in Mexico in
many ways, help for which his culture would have honored and respected him
and his wife and children would have gained reflected respect. These same
actions are less valued in the United States. This confronted Roberto with the
American choice of providing more for his nuclear family or the Mexican choice
of providing for the extended family. The costly illness of his wife resulted in his
experiencing gut-wrenching ambivalence as he made his choices: He was proud
of his children’s acculturation but was angry and hurt when they rejected 
his values. Although he felt like Sisyphus at times, he was actually more like
Hercules.

Rosa, his wife, also had attributes that were highly valued in the Mexican

170
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culture. She dearly loved and admired her husband and children. She knew
how to defuse arguments that erupted in this vocal, emotive family. She valued
the children’s education and delighted in their intelligence and academic suc-
cess; and she had a special way with her daughter. Although boys are highly
valued in Mexican culture, she helped 12-year-old Michelle feel special—to feel
good about being a girl.

Both Michelle and her 15-year-old brother, John, coped amazingly well with
their mother’s illness and death, with the subtle prejudice against Mexican-
Americans, with having less money than their middle-class classmates, and
with the added problem of Michelle’s illnesses.

Background

Rosa and Roberto were born in neighboring villages in Mexico. Both came from
large, emotionally close extended families. Roberto’s mother, the village school
teacher, pushed hard to leave the working class. Among her many children,
Roberto was her favorite son because he was the bright one, the one who fin-
ished one year of college. This had required a considerable sacrifice on her part.
Roberto respected his mother and believed he had a life-long obligation to be
the family’s backup support. In addition to financial support, he provided sup-
port in many other ways. “Mi casa es su casa” (“My house is your house”) was
one of his strong ethical beliefs. These attributes, which are highly valued and
respected in Mexican culture, contributed to Roberto’s standing in his extended
family and to his mother’s pride in him.

Rosa’s family was a more traditional peasant-class family. The men worked
the fields, and the women cared for the children, the home, and their men. Rosa
and Roberto met and fell in love when Rosa was 13 and Roberto was 15. They
married after he finished one year of college.

Roberto had a powerful ambition: He wanted to be an architect. However,
because remunerative work and opportunities for further education were
impossible for the young couple in Mexico, the only solution was to emigrate.
Close relatives of Roberto and Rosa were already living in New York City, and
they had told him that good, well-paying jobs and free education were available
in the United States. He and Rosa left Mexico on their second wedding anniver-
sary and moved close to the relatives.

Roberto found a job as superintendent of an apartment building. A second
job as a plumber’s assistant covered their living expenses. Roberto believed he
needed to learn English and save money before he could resume his education.
Rosa added a bit to their income by doing housework. But their money was also
spent helping with various family emergencies in Mexico. In addition, Roberto
regularly sent money to his parents, who had health problems. Five years after
their arrival in New York, John, their first child, was born. Three years later his
sister Michelle was born. Roberto’s dream of college and a career as an architect
gradually faded and was replaced with a strong desire to provide a good edu-
cation for his children.

By the time the couple had lived in New York for 16 years, they had settled
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in. Roberto was respected and valued in both his places of employment, and the
children were doing well academically in parochial school. Although the fam-
ily’s income was limited, Roberto’s union provided health insurance, and the
school gave partial scholarships because of the children’s excellent grades. By
these means Roberto was able to provide for his family. He took great pride in
paying all of his bills and always on time. He had learned this from his mother.
By this time, Roberto’s English was relatively good, but Rosa’s was more lim-
ited. Their friends and neighbors, those Rosa was close to, were all Spanish
speaking.

Diagnosis

Rosa was in her mid-30s when she began losing weight, had trouble swallow-
ing, had double vision, and had pain in one of her legs. The doctors who exam-
ined her insisted there was nothing physically wrong with her. Although their
Spanish was worse than her English, her distress did not seem to warrant using
an interpreter. Three months after her symptoms appeared, the pain in her leg
became so severe the she was unable to walk on it, so she returned to the clinic.
This time the doctors ordered a CAT scan, which revealed a pathologic fracture.
After a series of tests and a lung biopsy, they diagnosed her as having 
lymphosarcoma.

Roberto felt angry and guilty. He was convinced that because of language
and cultural differences, he had been unable to advocate on Rosa’s behalf 
with the doctors, which resulted in the delay: “By the time they found the 
cause of her illness, it was too late,” he said. Rosa was treated with chem
otherapy and radiation. Unfortunately, this only resulted in short-lived 
remissions.

Michelle was 10 when her mother’s cancer was diagnosed. When inter-
viewed, Michelle said her mother had lymphoma, “a type of cancer.” 
She did not know much more than that and really did not want to know 
more. She did not like it that her mother was receiving chemotherapy be-
cause it made her mother so sick. Furthermore, her mother’s illness meant 
more housework for her. Michelle had always done extremely well in school.
Roberto proudly said that “Michelle is almost the top in her class; she always
has a 95 percent average.” Michelle was friendly and outgoing, had many
friends, and all the kids and teachers liked her. Roberto explained that she 
was more like he had been when he was a young man, not serious like her
brother. Roberto thought John inherited his disposition from Roberto’s mother.
When the interviewer asked Michelle how she got along with her brother, she
said that since her mother became ill, she and John fought a lot. They fought
even more when their mother was in the hospital. Michelle said sadly that their
fighting made her mother cry, and her aunt told her that their fighting made 
her mother sicker.

During this first interview, Michelle said feeling responsible for her
mother’s illness made her depressed—sometimes she even thought about sui-
cide. A psychiatric evaluation determined that she was not seriously suicidal,
but individual therapy to supplement the parent guidance intervention was rec-
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ommended. Roberto agreed, and despite the added expense, obtained individ-
ual therapy for her.

Terminal Illness

Two years after the diagnosis, the doctors told Roberto that Rosa’s cancer
involved her liver and brain, and there was no longer any hope for a cure.
Roberto did not share this information with Rosa, explaining that in Mexico “a
man must carry this burden alone.” During the final six months of the illness,
Rosa’s treatment was primarily palliative. Her mobility gradually declined as a
result of pathologic fractures in her arm, leg, and hip. As a consequence of her
brain metastases, she developed seizures, which were especially frightening to
the children. When she was examined for severe abdominal pain, more tests
showed that she now also had gallstones.

Roberto wondered whether they should try a different treatment. He had
heard about a poison from a snake in a capsule that someone from Mexico had
developed to treat cancer. “It’s poison against poison,” he explained.

Extended Family Arrives

Rosa’s mother and two adult male cousins arrived from Mexico shortly
after the doctors told Roberto that Rosa could not be cured. They stayed four
months. Because the apartment was small, Michelle, Rosa, and Roberto shared
one bedroom, his mother-in-law slept in Michelle’s small bedroom, and the two
male cousins and John slept in the living room. As Roberto explained, the
cousins did not work, they were just underfoot. They did not contribute to the
household expenses. In Roberto’s opinion, his mother-in-law was no help
either: “She cries when Rosa cries, and then Michelle starts crying!” For Roberto,
the final blow was that his mother-in-law criticized him for not raising his chil-
dren properly, claiming that they were discourteous to her and their uncles.
However, he could not ask them to leave because that would be unforgivable.
He was hurt that neither John nor Michelle understood that basic Mexican ethic
of hospitality, and they wanted these relatives to leave.

Increasing Financial Pressures

Another pressing problem was that Roberto’s mother became ill with dia-
betes. She wrote from Mexico that she wanted to die because it cost too much to
keep her alive. It was clear to Roberto that he needed to send her more money.
In addition, the hospital was pressing him about unpaid bills, which the insur-
ance company would eventually pay. He felt it was useless to explain his
extended family obligations—they would never understand. They seemed to
act as if he were “a dead beat.” It was difficult for him to discuss this with hos-
pital personnel. He felt intimidated by them: “I’m talking with someone, but we
don’t seem to understand each other. We were raised in a different world. We
were not prepared for these things. The cultural difference is the most important
thing (that affects) us now. We just take things as they come. We cannot express
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ourselves (or fight) the way you do here.” Roberto took a third job, working sev-
eral hours each night, more on weekends.

An Adolescent Response—Anger and Disappointment

Michelle’s response to her mother’s illness had all the self-centered charac-
teristics of the young adolescent. She complained to her father that her mother
was not really available to her anymore, that no one helped her with her home-
work. She confided to the interviewer that she was afraid her mother would
never get better and was going to die. She said she felt sad, nervous, like crying.
Her mother used to help her with these kinds of feelings, but now there was no
one to talk to about such girl things. She told the interviewer that she would like
to go out more—to go shopping, to the movies, to buy ice cream—things she
used to do with her mother. She said she wanted to do some of those things with
her father, but she could not because he was so busy. Roberto said that Michelle
told him: “Poppy, you don’t love me, you don’t praise me or like anything I do.
You only like my brother.”Roberto admitted to the interviewer that he felt closer
to his son than to his daughter. When Michelle asked him who would take care
of her if Mommy died, he tried to reassure her that he would take care of her,
and reminded her that she had female relatives living close by who were about
her mother’s age and with whom she could talk.

Michelle’s Ambiguous Medical Problems

Roberto was worried and confused about Michelle. She stayed home from
school, not only because her mother needed her help, but also because she often
did not feel well herself. He took her to a pediatrician on an average of once a
month, but the pediatrician said Michelle’s problem was nervousness. Then
Michelle’s stomach pain got worse and she had cold sweats. When her father
took her to the clinic again, she was diagnosed with hepatitis. Everyone in the
family, including Rosa, received hepatitis shots.

Despite her medical problems, Michelle continued to do well in school, both
scholastically and socially, but her frequent absences upset Roberto: “If worse
comes to worst, I will take her out of school for good. It is not so important that
women go to school.” Michelle was first in her class for the first time just before
she was diagnosed with hepatitis. When she returned to school, she went right
back on the honor roll again. Roberto said: “She is so bright, she can pick up fast.
Her average is still above 92 on all the subjects, and after the three-week
absence, she got 95 on a math test!”

Michelle again developed severe stomach pains. She was hospitalized and
diagnosed as having gallstones; the original hepatitis diagnosis had been a mis-
take. One morning when he was visiting the hospital Roberto discovered the
doctors were planning to operate on Michelle for her gall stones even though he
had actively opposed this approach. He was able to stop them but became even
more suspicious of doctors after that.



Children 12–14 Years of Age 175

A Middle Adolescent Response: Pragmatic and Empathic

Fifteen-year-old John’s entry into a private high school on full scholarship
coincided with his mother’s terminal illness. John was an excellent athlete and
became an important member of the track team. The coach’s hope of finally
beating the rival school rested on John’s contribution to the team. But John was
unable to participate in the first track meet because his mother’s illness sud-
denly became worse and he was needed at home. Missing the meet was a big
blow to John. His mother’s illness weighed heavily on him, and, typical of mid-
dle adolescents, he was able to be both pragmatic about the situation and
empathic to her suffering. He felt helpless at times: “My mother looks so down
and tired. I get scared when she has seizures. I guess the best thing I can do is
just help around the house and keep on loving her. You have to make the best of
it. I get depressed, and I try to calm myself down. I pray a lot and ask God to
give me strength to carry on. It feels like the whole world is going to come down
on you because someone you love is going to be gone.”

John took care of his mother while his father worked his night job, which
was why he could not participate in sports after school anymore. Sometimes he
worried that he could not help his mother as much as he should because of his
schoolwork.

Death and Family Rituals

First Vigil

In late summer, Rosa’s condition deteriorated. She suffered excruciating
pain in her abdomen, and the doctors found more gallstones and a new patho-
logic fracture in her arm. She needed to be admitted to the hospital again. As her
pain became unmanageable, Roberto was terrified about what was happening
to her. The doctors said her death was imminent. Roberto set up a round-the-
clock vigil and negotiated with the hospital so that both Michelle and John
could be part of the vigil during the day. When Rosa rallied briefly, the doctors
recommended transferring her to a hospice, but she adamantly refused. She
wanted to die at home. The insurance company agreed to provide home hospice
care.

Two More Vigils

Both children stayed home from school for a second bedside vigil. Rosa’s
death seemed imminent again. After a week, however, Roberto insisted that
they return to school. As Roberto sadly described his plans for the funeral, he
told the interviewer he hoped her agony would not go on too long.

Again, Rosa’s condition became worse. Rosa’s mother and one of her
cousins returned to New York, and with Roberto, John, and Michelle, began a
third 24-hour vigil. This one continued for 14 days. Although Roberto had heard
several times in the past that Rosa was going to die, this time the situation felt
different to him. When the priest came Sunday morning, Rosa opened her eyes
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and said to Roberto and her mother: “Take good care of my children. Treat them
well. Make sure they get a good education.” She then slipped into a coma and
died a few hours later.

Roberto said that his family and the church members were wonderfully
supportive. All the family attended the wake and went to the cemetery, where
Rosa’s ashes were placed in a niche.

Bereavement and Reconstitution

Adult Mourning: Numbness, Relief, and Yearning

After an initial period of numbness, Roberto felt extremely sad and cried
more. He missed Rosa and had regrets about all the things they had not done
together. In church, he prayed for Rosa to give him strength to keep on going.
He described how bleak and empty he felt without her and recalled all her good
qualities: He missed her ability to keep track of what everyone in the family was
doing, her insistence that family members should let go of conflicts, and her
wonderful way of stopping fights and arguments. She was someone he could
talk to and depend on.

Roberto described a dream in which he was dancing with Rosa. Although
she was young and healthy, he told her not to jump because the doctor had said
she was ill. Rosa told him not to worry; she had been cured a week ago. She 
said she was not dead and no longer had any pain. She was having a good time,
and Roberto should just take care of the children. When he woke up, he felt
relieved and comforted because Rosa was finally at rest, and although they were
separated now, he would see her again some day.

Roberto said that he was relieved because he no longer had financial prob-
lems. He was putting the children’s Social Security survivors’ benefits and
Rosa’s life insurance money in the bank to pay for their college education.

An Early Adolescent’s Mourning: Bouncing Back with Muted Emotions

Michelle continued to do well in school. Her grades were back up again
However, her father worried because she had a boyfriend, and he was afraid she
would be taken advantage of by boys. He said Michelle looked exactly like her
mother—she had her mother’s face and was about the same age Rosa had been
when they met. Roberto was pleased that his sister was teaching Michelle to
cook; he felt cooking was important in case Michelle had a poor husband.
Although Michelle did not talk to him about her mother, he knew that she
longed for Rosa and missed her. Michelle often reassured him by saying, “Don’t
worry, Poppy, Mommy’s resting.”

Four months after her mother died, Michelle was interviewed alone. She
obviously was not too happy about the extra chores she had to do around the
house, but she said she liked learning how to cook. Although her grades had
dropped during her mother’s illness, they were now improving. She missed her
mother and said it helped to talk to her friends and her guidance counselor.
However, she did not like to talk to her father about her feelings because she did
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not want to worry him. She was concerned about who would take care of her if
anything happened to him.

A Middle Adolescent’s Mourning: Intense Grief

At mid-semester, shortly after Rosa died, the school threatened to dismiss
John if he did not catch up quickly. Three long vigils for his mother had kept him
out of school, and he was nearly failing all his subjects. His teachers believed he
was no longer motivated, needed to contribute more to the school, socialize
more, and be active in sports. Roberto was distressed about this and thought
that the school was denying the impact of Rosa’s death on John and how badly
it was affecting his concentration. Because few minority students were enrolled
in the school, Roberto believed the faculty simply did not understand the fam-
ily responsibilities John was expected to assume during his mother’s terminal
illness. According to his father, John was moody, sullen, uncommunicative.

Reallocation of Roles and Responsibilities

Without Rosa, the family was not yet settled. Roberto returned to work the
week after Rosa died and said that it was difficult to care for the children and do
all the cooking and cleaning while holding two jobs. He had quit the third night
job shortly before Rosa died. He wanted the children to help and felt they were
not doing enough.

During a family meeting, Roberto expressed concern because his children
did not talk to him. The children agreed. Michelle said she did not talk to him
about her feelings because she did not want to be a burden to him, so she talked
to her aunt instead. Her brother said that when he tried to talk to his father, “All
I get is a lecture; he doesn’t understand.”

All three family members agreed that life at home felt disorganized; they all
missed Rosa’s way of maintaining the family’s equilibrium by keeping family
life organized. Michelle complained: “I’m expected to fill mother’s shoes. That
is too much for me! I want to be with my friends.” She began to cry when she
said she wished her mother were there to take care of everything. “If she was
here, I’d be having a great time. Instead, I have more chores to do than any of my
friends. No one understands!”

Challenge of Setting Limits as a Single Parent

Seven months after the funeral, Roberto began enjoying his jobs and his
friends. He contemplated the possibility of dating but was concerned that John
would be upset: “My kids are my first priority.” Roberto wanted his children to
appreciate how much he was doing for them, but they gave him a hard time
instead. He was concerned because he believed that the children were not
mourning their mother with the intensity that he did. He missed his wife’s gen-
tle touch with them and spent many hours thinking about how she would have
handled them to insure that Michelle would remain a good girl and John would
be happy and have friends.

Roberto was concerned about how to handle his daughter’s emerging ado-
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lescence and budding independence, which frightened him because ‘something
bad might happen to her’. Although Michelle was doing well in school, she
seemed to be far more interested in her appearance, her many friends, and
boyfriends. “I told her Mother wouldn’t want her to dress the way she is dress-
ing!” He certainly didn’t want her to date: “She is only 13!”

Michelle explained to the interviewer how she had tried to talk to him about
what was happening with regard to boyfriends, but her explanations seemed to
confuse him. As Michelle told the interviewer, by the time her father remon-
strated with her about the boyfriend, the boy was out of the picture! The rela-
tionship had ended because the boy became interested in one of Michelle’s girl-
friends. Michelle had ended her friendship with the girl, but renewed it when
the girl broke up with the boy a few weeks later. Both girls now were best of
friends and had different boyfriends. Michelle was convinced that her father
was unable to understand how dating was done in the United States.

Michelle explained: “He won’t let me see my boyfriend after school every
day because he says that will interfere with my homework and my responsibil-
ities at home.” It was hard for Roberto to communicate sufficiently with the
mothers of her friends and learn that daytime socializing was accepted by most
parents as long as the child’s grades were O.K.

During another family session, Roberto’s struggle concerning his daugh-
ter’s budding independence surfaced in a number of subtle ways. For example,
Roberto complained: “The apartment is really a mess! Rosa used to do all the
housework.” The messy apartment made him feel out of control.

Defensively, Michelle said: “Poppy, housework is new to me. And anyway,
I like to be with my friends—this is the best time of my life. Sometimes I have
more to do than my friends, and they don’t always understand.”

“I get mad when nobody helps or picks things up. When I really get mad, I
walk out sometimes.”

“I feel guilty when he does that,” Michelle responded. “But sometimes I just
tell him to chill out or calm down.”

“Why should I calm down? I’m just asking you to do the dishes!”
This interchange indicated how quickly discussions deteriorated into

mutual recriminations. Roberto was unable to assume his wife’s role of de-esca-
lating conflicts. Who was responsible for housework remained a touchy and
unresolved issue. On the other hand, Roberto permitted both children to con-
front and contradict him. He ran a very democratic household, and allowing the
children to confront him helped limit conflicts, and supported and empowered
the adolescents.

Additional Challenge of Cultural Difference

Approximately one year after Rosa’s death, Roberto’s mother contemplated
moving to New York to stay with him. Although Roberto acknowledged that
such a move would complicate his life, the added responsibility would make
him feel proud. Because his mother valued her independence, the fact that she
considered living with him was a sign of her love and her trust in him.

Michelle, who was almost 14 years old, was open and talkative with the
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interviewer. She said she was very popular at school and was not seeing a coun-
selor because both she and the counselor had agreed that it was no longer nec-
essary. She still felt responsible for her mother’s illness and felt isolated at home
because no one was available to talk to her about “women’s things.” However,
her aunt and a cousin, who lived a few blocks away, were important figures in
her life and were available to her.

Michelle summarized her situation by saying that in addition to problems
caused by her mother’s death and her father’s depression, many of the prob-
lems she had with her father were caused by the demands of her life in New
York versus her father’s desire to raise her in traditional Mexican fashion.

At the end of his sophomore year, John transferred to another school. He
was angry about the demands the first school had made on him and their lack of
support during his mother’s illness; therefore, he decided to leave them. He was
doing quite well at the new school. Roberto said that although John occasionally
had nightmares and slept with him for a night or two, John was doing well in
other respects.

New Changes and Life Transitions After the Death

Three years after Rosa’s death, Roberto requested a couple of additional ses-
sions to discuss recent events: “Well, actually to talk about how angry John is
about my new girlfriend.” The fact that John would be leaving for college soon
made him anxious because he would feel empty without his son, but he felt bet-
ter about his leaving because the new girlfriend would fill that gap.

Roberto said that Michelle was in high school and was doing extremely well
academically. She had many friends. However, she still had physical problems
and was again scheduled to have tests for gallstones.

Summary

Understanding Michelle’s adjustment to the death of her mother is complicated
by the role of acculturation and limited financial resources. Michelle was a bub-
bly, joyous person who had formed a close relationship with her mother. What
was complicated was that Michelle was now trying to renegotiate a different
type of relationship with her father. They mutually provoked each other. Her
anger and frustration led to depression rather than acting out. What helped was
that Roberto had attributes that are so important for children this age: he was
quite obviously a very caring and loving parent, he tried hard to set limits, and
he was very proud of her intellectual accomplishments.

There were two stressful aspects of the death for Michelle. First, her
mother’s long illness at home. It was a small home, where all details leading to
the final agonal moments were in evidence. The family, including Rosa’s
mother, participated fully in this final dance. This is a very Mexican way to
die—quite opposite from the Anglo way described in the next story. However,
this extended family responded with attention, love, and assistance. Sometimes
the extended family was not as helpful as John, Roberto, and Michelle would
have liked, but it clearly mediated the most stressful aspects of the dying
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process. In addition, both children were helped to prepare themselves for the
future without their mother. Michele mourned her mother, both before and after
her death. This anticipatory mourning, encouraged by Rosa being home, pre-
pared her for the loss. She had peers and close relatives she could talk to about
her mother or with whom she could escape from the pain of her grief. John said
he believed he had helped to keep his mother alive longer by his attentiveness
to her, and this alleviated any guilt he might have felt. Both children were also
supported by the extended family, who helped as much as they were able.

Not only did Roberto work hard to keep his family together and progress-
ing in their development, but he also never hesitated to use whatever help was
available. He fully involved himself in the intervention, and he readily paid for
Michelle’s therapy, which appeared to be of significant benefit to her.

Michelle had a positive self-image. When asked, she summarized for the
psychologist when last interviewed that she was popular, liked by peers and
teachers, and a good student.

Mother and 12-Year-Old Son

“Is this Really a Dramatic Change, Mother?”

Background

We are accustomed to hearing about a strong family history of cancer in women,
but the Green family reminds us that men also are subject to familial disease.
The relatives of 12-year-old Josh carry this burden, which prompted an older
male cousin of Josh’s father, Allan, to say: “This family should not propagate!”
Two men in Allen’s immediate family and two in his father’s family had died of
cancer. Allan, a financier, and Rita, a middle management administrator in a
government agency, married in their early thirties. Both came from families of
high achievers, and both pursued their respective professions with success. Five
years after they were married, the couple was overjoyed when Rita became
pregnant and had Josh. After taking several months off from work after Josh
was born, Rita decided to postpone her career ambitions and to raise her son.
She began working part time.

Illness

Allan was diagnosed with lymphoma when Josh was a year old. His vague
fatigue, cough, and sore lymph nodes led his physicians to perform a biopsy
immediately because of the strong history of cancer in his family. Allan quipped
that “some families have a family doctor; mine has a family oncologist.” Allan’s
diagnosis seemed to be a favorable one because of the excellent prognosis asso-
ciated with the newer treatments available for the disease. At first he responded
well, but two years later he began experiencing new symptoms, as it turned out
they were symptoms of a second cancer. This more ominous prognosis was a
severe emotional crisis for the couple.
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More treatments followed, and Allan did fairly well for the next seven
years, despite occasional bouts of infection, fatigue, and weakness, which usu-
ally improved after additional treatments. As Josh grew older, his parents gave
him specific, age-appropriate information about the illness. Thus, he under-
stood why his father received regular medical checkups but otherwise seemed
relatively unaffected by his illness.

Faced with two cancers, Allan developed an ability to live fully in the here-
and-now while maintaining a commitment to the future, embodied by Josh.
Although he worked full time in a time-consuming, demanding job, Allan com-
plemented Rita’s parenting by helping Josh with his homework and by reading
to him. Father and son subsequently began inventing stories together; then they
began writing books, which Allan typed on his computer. Because of his father’s
help, Josh believed he had an edge over his classmates, especially in math. Allan
also encouraged and participated in Josh’s interest in sports. Their relationship
was a warm, loving one that supported Josh’s emerging independence.

Terminal Illness

Allan had been ill for 10 years when he had a life-threatening brain hemorrhage.
Although he rallied to some extent after a few weeks, the family had to face the
reality that Allan was now terminally ill. Allan clearly understood and accepted
his fate. He struggled with the need to give up his work and with the progres-
sive reduction in family life caused by his increasing debility. He spent so much
time in the hospital that the staff seemed like an extended family. When hospi-
talized, he maintained contact with Josh, especially about his homework, and
telephone contacts and visits to the hospital on weekends became the routine.

In contrast to Allan, Rita was extremely anxious and was having a difficult
time coping with the uncertainty of Allan’s illness. Her detailed, methodical
mind was a crucial element in her success as an administrator, and she contin-
ued to work part time. Her employer regarded her work as so valuable, he gave
her maximum flexibility regarding her schedule. She plagued herself and the
interviewer with endless questions and preoccupations in an obsessive search
for definite answers to questions such as “What is the best way to handle Josh?
Will this experience irrevocably injure him? Will growing up without a father
make him a homosexual?” and on and on. Her anxiety was palpable.

Limiting Discussion Around Illness and Death

Rita wanted to be with Allan in the hospital and with Josh at home. When
she came home, she wanted to share every minute detail of Allan’s disease and
the laboratory findings with Josh. Finding this situation intolerable, Josh han-
dled it by insisting, “I need to concentrate on my homework, and hearing about
Dad’s medical problems makes me lose my concentration.” Rita suspected that
he worried at night and had difficulty falling asleep. She also said that he
devised mental games to keep from thinking and worrying about his father.

Josh finally set a limit on his mother: He would not allow her to discuss his
father’s current medical status unless there was a dramatic change and, even
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then, she could talk about that no more than twice a week. Whenever she was
about to begin talking about Allan’s condition, Josh reminded her about their
agreement by asking, “Is this really a dramatic change, Mother?” Because he was
able to criticize her in a humorous way, his criticisms were acceptable to her.

Negotiating a New Relationship with the Surviving Parent as 
Death is Anticipated

Because of Allan’s many months in the hospital, Josh began to mourn his
loss before his father’s death. He also began to work out a new relationship with
his mother as a single parent without his father’s influence. When Allan was no
longer able to help Josh with his homework, Josh wanted more help from his
mother, but her style was different and, somehow, it did not work out as well.
Josh wrote the following poem for school during this time. It illustrates so
clearly the adolescent’s need for optimism and certainty.

Things are bad, Things are good
My Dad is always sick.
What would be best?
If someone would tell me
My Dad’s going to be O.K.

Josh was doing well in private school, both academically and in sports.
Although he had friends, his mother thought he was not gregarious enough
because he had one special friend and a couple of acquaintances. She also was
concerned because he was not discussing his feelings about Allan’s illness with
her. During a session with the interviewer, however, he gave a clear, accurate,
and sophisticated description of the illness and expressed concern that his
father would die. He hoped for another miracle like the one that had occurred
after the hemorrhage, when his father had nearly died, and he reminisced about
playing basketball with his father just before Allan had been rehospitalized.
Josh vaguely wondered whether the game had caused his father’s relapse. Rita
reassured him successfully by providing facts, which she always did well.

Josh had mild asthma, and Rita worried it was getting worse. Her anxiety
about Allan’s gradual deterioration and how she would survive when he died
made it progressively more difficult to know when her concerns about Josh
were realistic and when they reflected her own anxiety. During a family session,
Josh reassured her that he was sure she could handle things if his father were to
die. He did not want her to get sick, certainly not sick in the way his father was.
When Rita said that Josh seemed to be jealous of other boys whose fathers
attended their ball games, she began to cry. With his typical droll humor, Josh
said, “I cry too, but only when the computer disk with my homework on it
freezes up.” Clearly, he had learned how to handle his mother’s emotionalism.
Although she did not show it at this point, Rita also had a good sense of humor
and enjoyed Josh’s way of cajoling her. They were clearly beginning to negotiate
a relationship with each other that did not include Allan’s involvement.
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Death and Family Rituals

Muted Anticipatory Responses

After Allan had been hospitalized for several months, he was progressively
becoming weaker. Rita told the interviewer that Josh was making more
demands on her. He wanted her to help him more with his homework but was
angry when she didn’t provide the specific answers. She realized that she was in
a period of anticipatory mourning and was concerned that Josh was not because
he never mentioned that he was worried that Allan was dying and that he was
afraid of how life would be without his father. However, she knew that Josh was
having more trouble sleeping at night and then getting up in the morning on
time. She thought he was having difficulty concentrating on his homework. He
also was becoming a perfectionist regarding what he expected of himself: 
His recent report card was excellent, containing comments such as “He is
happy,” “He is a good writer,” “He is unusually gifted.” He also won a tennis
tournament.

Privately, Rita began making funeral plans and wondered whether Josh
should participate in the funeral. Some family members had urged her to send
him to stay with close friends, but, agreeing with the interviewer’s counseling,
she decided against doing that. Her concern then shifted to money; she was
uncertain about how she should negotiate with Allan’s firm to insure access to
the funds she believed were part of his partnership.

Active and Limited Participation in Funeral and Burial Rituals

Allan suddenly suffered another severe hemorrhage and died. Josh had vis-
ited him earlier that day and was surprised by all the tubes Allan had in him.
Rita was alone with Allan when he died. Later, she picked up Josh at school, and
they had a quiet half hour at home before friends and neighbors arrived. When
Allan was buried two days later, many people attended the funeral. A family
friend spoke during the service, and Josh was grateful to him because he said all
the things Josh wanted to say. Rita had arranged for Josh and his cousins to
return home from the cemetery before the casket was lowered, but then she
changed her mind. Josh threw a handful of dirt on the casket after it was low-
ered. Rita sat Shiva for five days, and although she and Josh felt a great sense of
support from friends and relatives who sat with them, the sheer number of peo-
ple overwhelmed them at times. Josh returned to school after the first day, as did
most adolescents his age.

Anxiety About His Own and the Family’s Survival

Josh was uncharacteristically “clingy” for two days after Allan died. He did
not want Rita to go out at night or to leave him alone in the house. He wanted to
know why the doctors could not save his father—why they could not do some-
thing extraordinary as they had done after his first hemorrhage. But he began to
go out with his friends and gradually became more autonomous.
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Rita decided to go back to work full time. Because the family finances were
unclear, the extra money would be helpful. Josh’s after-school activities fit well
with her new schedule, and she enrolled him in other activities twice a week so
she would be home when he got there.

Rita was surprised when Josh expressed concern about how much money
they had. She said he tried to figure out their monthly expenses and wanted to
be more involved with her investments. She thought he wanted to take over his
father’s role as the family’s money manager. This immediate emulation of the
patient was quite typical of early adolescents in our studies. Josh also worried
about who would teach him advanced math so that he would maintain the edge
he had over his classmates. Then he remembered that he had an older cousin
who “knows even more math than Dad did.”

Bouncing Back and Initial Efforts to Avoid Grief

Rita had letters from Allan and audiotapes of books Allan and Josh had
written together, but Josh did not want to look at or listen to them. She was wor-
ried because he did not seem to be mourning enough and was only partially
reassured when the interviewer explained that adults mourn continuously,
whereas children mourn gradually and sporadically.

Josh confided to the interviewer that he wanted to cry but could not. He
missed his father most intensely at night before he fell asleep because he remem-
bered things they used to do together. As a result, he liked to stay up until he
was so sleepy he would not have to think about his father too much.

Bereavement and Reconstitution

Apparent Differences Between Adult and Adolescent Mourning

According to Rita, Josh showed evidence of developing new interests: He
was combing his hair carefully, showing a new interest in clothes, negotiating
with her for more spending money, and showing increased interest in being
accepted by peers. Rita also noticed that he was seeking, appropriately and suc-
cessfully, men’s attention and affection, and the fathers of his sports buddies
were responding and reaching out to him. It took Josh approximately two
months before he felt comfortable talking with Rita about Allan, although she
had to initiate these discussions.

During a family session, Josh’s eyes teared a bit when he and his mother
reminisced about Allan, but he quickly blamed his tears on his allergies. In
school and sports, he continued to do extremely well, and he was getting caught
up in the social world. He had two double dates brewing, and his mother was
relieved. She observed that his greater feeling of acceptance followed his peers
attending the funeral and the Shiva.

Rita had difficulty talking about her own mourning, focusing instead on the
many tasks that needed to be done. Only occasionally did she describe her pain.
She focused more on how to deal with Josh’s possible inherited vulnerability to
cancer, not only from Allan’s side of the family but from hers. Several women
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had been successfully treated for cancers in her family as well. She felt that Josh
was doing so well at this point that it was not the time to bring up a bone mar-
row harvesting procedure, which Allan’s oncologist had recommended because
he predicted that Josh had a 10 percent chance of developing leukemia during
his lifetime. Rita believed that the oncologist’s estimate was probably opti-
mistic—there was simply too much cancer on both sides of the family.

Anger and the Search for a Replacement Mentor

About four months after Allan’s funeral, Josh’s math teacher said Josh had
become argumentative in class, but his other teachers said that, although chal-
lenging, Josh was not a behavior problem. According to Josh, his greatest con-
cern was losing the two latest baseball games because his pitching arm was
below par. Rita talked to two men whose sons were on the same team as Josh.
They then talked to Josh, man-to-man, pointing out that although his pitching
was not as good as it usually was, his batting was better. Rita hesitated to tell
Josh that missing his father might have something to do with his recent slump
because, during previous discussions, he had denied missing his father. With
typical 12-year-old finesse and insensitivity, Josh talked to his mother about
marrying Jim. Jim had been a family acquaintance for many years. Because Jim
had been a semi-professional baseball player, Josh thought Jim could give him
good tips and perhaps help him solve his pitching problem. What better choice
of a stepfather? Rita told Josh that Jim was a nice person, but she was not inter-
ested in marriage at this time.

Rita also worried about how Josh would in fact react if she began dating and
how he would react if she did not. Recently, Josh had come home agitated and
told Rita that Jim had a girlfriend. He worried that Jim might marry the woman
before Rita had a chance.

Challenge of Setting Limits as a Single Parent

Rita worried about how to set appropriate limits on Josh’s social life. He
planned to invite a group of friends to a graduation party at their house.
Because she was afraid that some of the boys would become rowdy, she insisted
on being at home during the party, which made Josh grumpy. When the parents
of the girls Josh had invited called Rita to ask whether the party would be ade-
quately supervised, she was pleased and reassured regarding her own good
sense.

When Josh went to summer camp for two months, Rita was annoyed
because he did not help her get his clothes ready. When the interviewer pointed
out that his behavior might represent a mild regression, a reaction to separation
so soon after his father’s death, Rita understood. Four weeks later, she drove to
the camp for Family Day, and the camp director told her that Josh was doing
well. Rita said she should have known that he was doing well because she had
received only two postcards from him. She was angry because people kept ask-
ing whether she missed Josh. “I don’t miss him, I miss Allan!” She was mourn-
ing her husband deeply at this point.
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Talking About the Parent Who Died, But with Sparse Emotion: 
the Parent Misunderstands

During an interview about seven months after the funeral, Rita said that
Josh had entered eighth grade and was doing well. He had enjoyed camp and
shortly after returning home, he asked to see his father’s letters and listen to the
tapes he and Allan had made together. Although Rita was reassured by the fact
that Josh talked so freely about Allan, the fact that he did not talk about being
sad or about missing his father concerned her. Although she knew he was sad
and missed Allan, she wondered whether his mourning was inadequate and, if
so, whether he would have severe problems as an older adolescent. “He might
even join some religious sect!”

Josh had many friends, and the extended family was a good support sys-
tem. The research psychologist described him as a pleasant young adolescent
who related warmly and thoughtfully to her. In her opinion, Josh was adjusting
well to his father’s death. Like Josh, Rita was functioning well but was not dat-
ing. During the interview, she cried; her feelings about Allan were still raw.

Continued Dis-synchrony Between the Adolescent’s and the Adult’s Grief

At the time of the final interview, approximately 14 months after the
funeral, Josh was functioning well both academically and in sports and was
popular with the students at his new junior high school. Although he expressed
some fears about developing cancer, he seemed to have an easier time talking
with strangers about the matter than with his mother. He had no difficulty talk-
ing with the research psychologist about his father’s illness and death or about
missing his father, but the content of these discussions was thoughtful rather
than emotional.

Rita was having problems with her daily social adjustment: She was lonely,
she missed Allan, and found it difficult to be single in social situations. She had
not dated yet and was not sure whether the reason was that she had not met any
appropriate men or whether she simply was not ready.

She felt that because Josh was entering adolescence, she was in for a stormy
time, more so because she was a single parent. Although he was doing well, he
was not visibly grieving, and she worried about the future.

Rita had been working full time for a year when she was offered a promo-
tion. Her employer had encouraged her to take his own job. Although the pro-
motion would lead to a significant career, she decided not to take the job because
she would lose the flexible work schedule she currently had, and she believed
that Josh was not ready for that. He still did not like to be left alone at home, and
she needed to prepare herself for what she was afraid would be a stormy ado-
lescence, like the one she and her brothers had.

Summary

Because a parent’s long illness is stressful, it is not unusual for children to show
signs of distress under those circumstances. Why did Josh do so well? He did
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well for a number of reasons. He had important attributes—he was intelligent
and did well in school and in sports, and he was well liked by peers and teach-
ers. But perhaps more importantly, his father handled his double cancer and
progressive disease maturely, and he left an important legacy of grace and
courage in the face of adversity. He was a role model for acknowledging the
tragedies in life without becoming overwhelmed by them, valuing and invest-
ing in those relationships that are important, using humor, and achieving per-
sonal growth through life’s trials.

Josh thought he had an “edge,” especially in mathematics, but also in base-
ball, because his father had helped him. When his father died, Josh looked for
and found replacements. Should the adolescent look for a mentor replacement
or should he internalize his father’s attributes? Should he believe in his own abil-
ity to develop his own edge? No, not yet. Josh’s need for a mentor replacement
was quite typical of 12- to 14-year-old adolescents. It was in the well-function-
ing 15- to 17-year-old adolescents where the emphasis began to shift, and the
replacement mentor was less urgently needed.

Was Rita correct? Should we be concerned about Josh’s future because he
seemed unable to mourn his father as she thought he should? No. We learned
that the quiet way Josh mourned was not uncommon, especially in boys and
especially during early adolescence. Young adolescents still have significantly
different patterns of mourning than do adults.

Setting appropriate limits, appreciating and fostering the child’s skills and
abilities, and walking that fine line between nurturing and allowing and
encouraging appropriate moves towards independence were parenting factors
that were associated with a better outcome in this age group. Despite her anxi-
ety, Rita contributed to her son’s good adjustment. Like Allan, she appreciated
and fostered Josh’s abilities.

What of Josh’s developmental task—to reduce his emotional investment in
his parents? Rita was emotionally intense and found the history of family ill-
nesses threatening to her sense of control. However, Rita was able to respond to
Josh’s needs. It was perhaps fortuitous that she could channel her energies into
her work. This seemed to allow Josh his necessary distance.

The real specter in Josh’s life was his inherited risk for cancer. Both mother
and son have to live with this reality, as did several of the men in his father’s
family. Not until the next developmental stage will Josh begin to comprehend
fully its meaning for him.

Outcomes

By the final assessment, 8 to 14 months after the parent’s death, 21 of the 39 ado-
lescents had achieved their previous levels of functioning in all of the major
areas: psychological state, relationships at home, academics, athletics and after-
school activities, and developmentally appropriate peer relationships. Eleven
had a delayed reconstitution, four a compromised reconstitution, and three a
symptomatic reconstitution.
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Characteristics of Early Adolescents with a 
Timely Reconstitution

The 21 adolescents who had the most timely reconstitution experienced tran-
sient declines in functioning in a number of areas, most often before, sometimes
after the parent’s death, but regained their equilibrium in all major domains at
the time of their last evaluation. Their level of productivity in school and in
after-school activities returned to previous levels. They dealt appropriately with
parents and other significant adults, and related well to peers. Their mood and
the range of their emotional expression was normal. Syntonic with the develop-
mental tasks of this age group, they were less emotionally involved with their
parents and withheld their thoughts and feelings about the death in ways that
were worrisome to many parents. They demanded that the tragedy be confined
to a limited place in their lives. They tended to accept “reasonable” added
chores required by the reality of the changed situation. At times they enjoyed
being able to help out. On occasion they even expressed emotions other than
anger and criticism to the parent. However, if they believed their chores were
excessive and removed them too much from peers, they complained. Their grief
occurred episodically, but the parent often needed to initiate opportunities for
mourning at times, such as anniversaries and other marker events. It was diffi-
cult to engage young adolescents in therapy relationships, although some were
responsive to the intervention. Parents of well-functioning adolescents readily
accessed whatever therapies were available for their children, most often using
school guidance counselors, school bereavement and rap groups, and other
community groups.

Characteristics of Early Adolescents with a 
Delayed Reconstitution

Eleven adolescents, those with a delayed reconstitution, were also adapting rel-
atively well to the parent’s death. However, they were still struggling to regain
their equilibrium in at least one major domain. Some had not returned to their
previous levels of academic proficiency, some were depressed or expressed
intense, persistent anger at parents, siblings, and peers; others exhibited regres-
sive behaviors such as withdrawal, separation anxiety, or impulsiveness.

The factors that characterized the adolescents and families in which the
adolescent had a slower reconstitution included: (1) pre-existing adjustment
problems in the adolescent and/or, (2) persistent adolescent-parent-family
conflicts.

Pre-existing Adjustment Problems

About half of these adolescents with a delayed reconstitution had pre-exist-
ing learning or social problems that were exacerbated by the parent’s illness and
death. The problems included bouts of depression, severe learning problems,
and significant problems with impulse control.
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Persistent Adolescent-Parent-Family Conflicts

The other half had severe and unresolved parent-child conflicts. It is note-
worthy that in all but one of these families there were siblings, mostly younger,
who had a timely reconstitution. In some family situations the conflicts were
exacerbated by the child’s entrance into adolescence. Their parents seemed less
tolerant of their emotional withdrawal, of their anger and criticism, and of their
coexistent needs for dependence and independence. In short, these parents
seemed less tolerant of the adolescent’s separation process. In other families,
there was a more complicated pattern: Some adolescents had elicited a stronger
relationship with one than with the other parent based on abilities, interests,
gender, temperament, and/or early behavior problems. Not uncommonly, a sib-
ling developed a stronger relationship with the other parent. When this prefer-
ence locked into a cross-generational coalition, and the adolescent’s coalition
parent died, spiraling conflicts with the surviving parent often resulted. Some of
the adolescents were scapegoated by the surviving parent. More often, the sur-
viving parent was the recipient of displaced anger that really belonged to the
deceased patient. These patterns also led to spiraling conflicts. In these more
conflicted families, the parent’s death seemed to upset a fragile equilibrium that
had been established. This suggests that whether an adolescent had a timely or
delayed reconstitution was, with some, a matter of “fit” or “lack of fit” between
the surviving parent and the adolescent.

There were also characteristics of the surviving parent that contributed to
the delayed reconstitution. When the deceased patient was one on whom the
surviving parent had been highly dependent, the parent often became quite
depressed and withdrawn, and, not uncommonly with fathers, very quickly
started dating. This constellation of events often aroused strong and persistent
resentment in adolescents. Another pattern was evident in which the surviving
parent was unable to structure and direct the household. In such situations there
was a good deal of household chaos. In short, where the surviving parent was
less able to provide the support, structure, and direction that were needed, it
took longer for the parent to gain control, to restructure without the day-to-day
intervention of the deceased parent; it also took longer for the adolescent to
reconstitute. An important distinction between parents of adolescents who had
a delayed reconstitution and those with a compromised or symptomatic recon-
stitution was that the surviving parent in the delayed group tried and eventu-
ally succeeded in changing the patterns. The parent also readily used available
resources within and outside the family that might help the adolescent.

Characteristics of Compromised Reconstitution

Four adolescents girls had a more compromised reconstitution and did not
experience the improvement in mood and functioning after the parent’s death
that was observed in the timely and delayed reconstitution. During the final
assessment, they exhibited continuing serious symptoms of depression, of
school failure, major weight gain, and/or alcohol abuse. All four came from
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families that became much more chaotic and disorganized following the death
of the primary caregiving parent. The surviving parents had been almost totally
uninvolved in the day-to-day parenting prior to the parent’s death. They did not
assume a warm, caring, effective parenting role before or after the death. All
four girls expressed profound longing for the warmth and engagement they
had with the parent who died and that was no longer available.

There were additional stressors in these families, ranging from substance
abuse in older siblings to a history of domestic violence. In addition, all of these
families had three or more children, and all were struggling with financial prob-
lems. The surviving parents assigned primary care taking and housekeeping
responsibilities to these girls. The young adolescents were angry with the sur-
viving parent for what they perceived as excessive demands. The parents with-
drew even further or retaliated angrily. A destructive interactive spiral ensued.

Characteristics of Symptomatic Reconstitution

After the patient’s death, three adolescent boys developed psychiatric symp-
toms that were severe and qualitatively different from symptoms they had
exhibited before the death. These included one or more of the following: severe
phobias, major clinical depression, acute homosexual panic, stealing, and phys-
ical assaults on peers that resulted in repeated school dismissal. In two families,
what distinguished these situations from those with a better outcome was the
presence of mental illness in the surviving parent, which seriously affected par-
enting ability. While serious mental illness occurred in the families of adoles-
cents with better outcomes, either the illness did not significantly affect parent-
ing skills or there were moderating factors present, such as closely involved
extended family members who supplemented the parenting and reduced the
family isolation so common in single-parent families, in which the parent is seri-
ously mentally ill. A second constellation of factors included the presence of
severe behavior problems in the adolescent from an early age. One tempera-
mentally difficult child was also adopted. Only the father seemed able to exert
some measure of control as the boy grew older. When the father died, the ado-
lescent’s behavior seriously deteriorated. The family had also adopted a girl
who had a timely reconstitution. This mid-adolescent girl was able to negotiate
a new satisfactory relationship with her mother.

Discussion

Puberty and adolescence disrupted the relatively smooth adjustment seen in the
9- to 11-year-old group. Clashes between the emotional developmental tasks of
this age group and the tasks of meeting the family needs during the terminal ill-
ness and death were ubiquitous. What was surprising was that 31 of the 38 ado-
lescents and their families collaborated enough to result in a timely (21) or
delayed (10) reconstitution. The developmental tasks included the start of emo-
tional withdrawal from the family, beginning to negotiate a different, more
adult relationship with the parent, and learning to become more emotionally
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involved with peers. These are daunting challenges for adolescents that often
exacerbate pre-existing vulnerabilities. Equally daunting were the family tasks
that began to fall more directly on these adolescents who were confronting
parental death: meeting a new set of responsibilities and maintaining an appro-
priate level of involvement with the family during the illness, death, and recon-
stitution stages.

These adolescents retained the intolerance of strong emotions seen in the
younger group, but now added intolerance for information, especially for bad
news. While the younger group used intellectualization as a defense, seeking
explanations and information, the emerging formal operational stage of devel-
opment of the early adolescents forced a clearer awareness of the implications of
information. The adolescent was not able to deal with both emotional with-
drawal and the guilty reunification that they feared was required by their par-
ent’s illness. The usual difficult behavior of early adolescence was exaggerated,
compounding the problem unless the parent was quite skillful at de-escalating
conflictual interactions.

The terminal stage of the illness, with its attendant uncertainty yet with
increasingly clear signs of the impending death, was, for this group, as it had
been for the younger children, the most difficult period. More unique was the
extent of their self centered, egocentric perspective, or, as many parents decried,
‘their callous, unfeeling selfishness’. The parents had to set appropriate limits on
the behavior of the adolescent; this was critical but was generally more complex
and difficult with adolescents than with younger children. Adolescents were
bigger, and at times quite adult in their thinking and deportment. Their behav-
ior was not only confusing, but also more provocative, especially in their chal-
lenges of authority and in their “eye rolling,” barely hidden contempt of the par-
ent. Toward the end, most adolescents changed this behavior and showed a
greater empathy for the patient and parent, and they became more helpful.

The early adolescents thought of the dead parent as being ‘out there’, per-
haps watching, an interested listener to their monologues, certainly interested
in their achievements. Like their younger peers, they mourned the parent as a
mentor and supporter, but now also as gender and social role model, limit setter
and de-escalator of conflicts. This age group was the oldest that often placed
objects in the coffin. These objects were more practical, and focused on special
interests of the parent—the parent’s favorite book, a little liquor, a picture of
good times—objects to take on a long, one-way trip.

Like their younger peers, these adolescents sought control of their grief
through outside activities. The ecological system of the early adolescent is more
complex than that of their younger peers. Religion, bereavement counseling
with peer groups, finding replacements for supports previously supplied by the
deceased parent, cultural and subcultural values, all were more important and
more personally relevant to this age group. Still, the family, especially the rela-
tionship with the surviving parent, remained crucial, as was particularly appar-
ent in youngsters whose outcome was more compromised.
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Children 15–17 Years of Age
Themes

This chapter describes the impact of terminal cancer on the lives of 35 mid-ado-
lescents–20 boys and 15 girls—aged 15 to 17. They come from 31 families, and
their surviving parents were 16 fathers and 15 mothers. (In this and the next
chapter, when the word adolescent is used, it means 15- to 17-year-old mid-ado-
lescents.) This chapter surveys the important developmental themes observed
in this age group, the responses of the adolescents and their families to the par-
ent’s terminal illness, preparation for the death and family rituals, and the
period of family reconstitution. Chapter 14 describes the experiences of two
families and ends with a summary of the characteristics of the children and fam-
ilies that constitute the four possible outcomes when last interviewed, 8 to 14
months after the parent died.

Developmental Themes of Middle Adolescence

In the analysis of the data, five areas of development emerged as important in
understanding the way middle adolescents coped with the death of a parent.
These included the maturing of cognitive abilities, the change in mourning, gen-
der differences in parental relationship deepening and changing peer relation-
ships, and a significant increase in the capacity for empathy. Each of these is
described below.

Advancing Cognitive Abilities: “He Gets It!”

The solid abilities of middle adolescents to use abstract ideas and to intercon-
nect the various aspects of the illness and death more comprehensively than
their younger peers were striking. These abilities were observed in their clear
capacity to anticipate the death and simultaneously to project its impact on
them not only in the present but in the future as well. In the mid-adolescent, the
early adolescent’s adamant optimism was replaced with more flexible and prag-
matic thinking about the disease, the symptoms, and the probability of death, all
of which led naturally to a more profound anticipatory mourning.

192
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Fifteen-year-old Scott’s mother said that she thought Scott “got it,” whereas his
12-year-old sister remained optimistic, despite her father’s advancing symp-
toms of colon cancer. Scott hugged his father more often than he had done
before and asked his mother, “How long does Daddy have to live?” He hoped
there was time for one more fishing trip. Scott talked about the injustice of his
father having cancer and expressed his feeling that life was not fair. At the same
time, he received excellent grades in school. Scott wrote a report on colon can-
cer for school, interviewed his father’s physician, and learned about a new
drug. His early adolescent sister did not want to read his report.

Mourning in a More Adult Manner

The adolescents’ advanced cognitive abilities also resulted in their experiencing
a more complex mourning process. They automatically thought about and inte-
grated their past relationship to the parent who had died, what the parent had
expected of them, and how they might live up to those expectations in the
future. However, their advanced cognitive abilities also led to more painful grief
because they were able to comprehend the enduring consequences of the loss
more fully than could younger children.

The mourning of adolescents differed from the mourning of early adoles-
cents in two major ways. First, they experienced anticipatory mourning more
consistently during the parent’s terminal illness because they understood that
the death was imminent. Second, the adolescents experienced more persistent
and prolonged periods of mourning after the death than did younger children,
whose grief was more episodic. In quality and timing, their mourning
approached the mourning of adults, and their strong grief responses after the
parent’s death affected their concentration and functioning.

Gender Differences

For adolescent girls, a parent’s death interfered profoundly with their devel-
opmental task of changing their relationship with the surviving parent rather
than only withdrawing emotional investment from the relationship. Some
current theories about adolescent development suggest that males and females
have different relationships with their parents. Girls emphasize a change in 
the relationships with their parents, especially the relationship with their
mother. Boys, on the other hand, are usually engaged in more fully separating
from both parents (Blos, 1962; Gilligan, 1982; Kaplan, Gleason, & Klein, 1991;
Miller, 1991).

Empathy, Allocentrism, and Altruism

The capacity for a more allocentric perspective—that is, the ability to see a situ-
ation from another person’s perspective—replaced the characteristic egocen-
trism of the early adolescent. The adolescents were more aware of and more
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empathic with their parents’ feelings and concerns. They were more comfort-
able with a broader range of emotions and were able to express and analyze
their thoughts and feelings better. They could talk about sadness and fears of
vulnerability; this was evidenced in many comments expressing concern and
caring for both the patient and the surviving parent. They also perceived and
were more apprehensive about the parents’ vulnerabilities. At times, they tried
to help with the family tasks left undone because of the patient’s illness and
death. This extended to caring for and supporting younger siblings, sometimes
in a touching and effective way.

Diane, age 15, and her younger brother were home with an older cousin when
a nurse called from the hospital, told them their father had died and said that
their mother was on her way home. Diane’s brother became extremely upset,
and Diane was pleased that she was able to comfort him.

Seventeen-year-old Brian was considerate of his mother after his father died.
He asked her if she wanted him to stay home so that she would not be alone in
the house. He offered to cancel an activity to do this.

Fifteen-year-old John took care of his mother while his father worked at a night
job. An excellent athlete, John gave up all his after-school sports activities to
help. Sometimes he worried that he couldn’t help his mother as much as he
should because of his schoolwork. When his mother broke her hip, he was
afraid she would lose a leg and tried to reassure her by saying, “It really doesn’t
matter if you are disabled or not because I will always love you.”

What sometimes confused parents was how their adolescent fluctuated
between allocentric and self-centered thinking. Their ability to be concerned
about the needs of others was a gradually evolving perspective rather than a
solidly established capacity.

Deepening Personal Relationships

Aided by increased social understanding, adolescents were more selective in
the choice of people outside the family with whom they shared their grief. They
formed more intimate and mutual relationships than their younger peers. Many
sought a classmate whose parent also had cancer. Several had girlfriends or
boyfriends who helped them cope with stressful periods both before and after
the parent’s death. The group friendships of early adolescence were giving way
to more intimate, deeper, and more enduring relationships with individual
peers. The deeper trust in their friends seemed related to greater trust in them-
selves and in their emerging capacity to function independently.

When 15-year-old Heather’s father told her that her mother had died, he
hugged her and then let her go to her friend for comforting. The fact that the
friend had lost her mother to cancer made her more understanding about
Heather’s feelings. Heather also knew two other people whose mothers had
died and another person whose father had died.
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Some adolescents had difficulty finding friends in whom they could con-
fide. The unavailability of friends or the withdrawal of friends was a significant
stressor for these adolescents. Often, problems were encountered if the adoles-
cents transferred to a new school or moved to a different school district. They
were reluctant to share tragic news about their family with peers they did not
know and distrusted.

Social-ecological Development

Although the more personal and intimate factors in the life of the adoles-
cents are emphasized in these chapters, other factors—planning for college and
thinking about moving away from home, getting a drivers license, their chang-
ing dependence on a significant friend—all moved them into a different
involvement with the world outside the home. Sports and school continued to
be important, but their ecological world became wider, with greater and more
direct and indirect influences on their development.

Patterns of Responses in Middle Adolescence 

Terminal Illness

Four areas reflected the changes in the way adolescents experienced the parent’s
terminal illness: (1) their ability to comprehend the realities of the terminal ill-
ness, (2) their ability to experience anticipatory grief, (3) their constrained reac-
tions, behaviors, and symptoms, and (4) their increasingly stabilized relation-
ships with parents, siblings, and friends.

Comprehension of the Realities of the Parent’s Terminal Illness

Adolescents were more realistic, practical, and flexible in their thinking
about the parent’s terminal illness than were their younger peers, and they usu-
ally received more facts about the parent’s illness at an earlier point in its course.
They also were more likely to understand the facts and to grasp the implications
associated with them, and they did not need to maintain an unrealistic opti-
mism in the face of the parent’s advancing symptoms.

Seventeen-year-old Jesse said that his father did not want to talk with the
younger children in the family about his illness, but he did want Jesse to know
more. Because he had difficulty talking about his personal feelings, Jesse’s
father gave him a book about a cancer survivor. The fact that a number of his
father’s relatives had died recently from cancer contributed to a high level of
apprehension in the family. At the mother’s urging, his father gradually shared
more facts, but few feelings, with Jesse. Jesse had a sophisticated understanding
of the disease and its treatment. He worried that because his father had been
hospitalized on an emergency basis several times recently, he might not be eli-
gible for an experimental treatment that had been scheduled for him. Jesse
explained that the emergency hospitalizations might mean that his father was
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too sick to receive that treatment. This explanation reflected Jesse’s understand-
ing of the realistic problems associated with being eligible for experimental
treatment.

When it became clear that the chemotherapy her father was receiving for stom-
ach cancer was ineffective, Diane was told that he would die. Diane was close to
her father, and they had a mutually enjoyable, teasing relationship. When she
learned of his poor prognosis, she scheduled an appointment with her school
principal and had a long talk with him about the situation. She also talked
directly with her friends about her father’s imminent death.

Most parents were able to discuss the facts and feelings associated with the
illness with their adolescents with less fear and apprehension than they experi-
enced when talking with younger children. Avoiding such discussions inter-
fered with the adolescents’ ability to engage in anticipatory grief, which was
important in preparing them for the intense, more adult mourning they would
experience after the death.

Todd’s father avoided giving his 15-year-old son information about his
mother’s prognosis, fearing that the information would overwhelm Todd and
cause him to perform even more poorly at school. The father’s avoidance may
have been related to his own depression, which had been treated for a number
of years. Although Todd refused to discuss his mother’s illness with the inter-
viewer, saying, “I understand perfectly fine,” the interviewer noted that he had
many distorted and unclear ideas. He said his mother had an infection in her
stomach, although what was actually wrong with her was an intestinal tumor.

When his mother died, Todd was angry with his father for not telling him
about the seriousness of his mother’s illness sooner, especially shortly before
her death. When last seen, Todd was angry and defiant and was struggling with
family and peer relationships.

Anticipatory Grief

Although adolescents articulated a broader range of feelings than their
younger peers did, they were more likely to explore these feelings after the
death than during the terminal illness. Before the death, they tended to be
thoughtful and realistic and expressed some anger and defiance and, less often,
sadness. They thought about what life would be like without the parent. Help-
ing out with household tasks and caring sometimes for the patient helped them
contain their anxiety.

Seventeen-year-old Jimmie understood what was happening to his father. He
said that they had often gone to baseball games together, and he imagined it
would be difficult when baseball season came and his father wouldn’t be there.
His father had progressively withdrawn from Jimmie and his younger brother,
and had recently become impatient when the boys made noise in the small
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apartment. Although this was annoying, Jimmie knew that his father’s irritabil-
ity was part of the disease.

Jimmie was aware that his mother was tense, but he felt that she was avail-
able to him. He resented his grandparents because he felt they were trying to
“take over” and “baby” him. He said that when his father died, he made a point
of not crying or showing excessive emotion in front of his brother, although he
was worried because his brother was not expressing his feelings enough.

Fifteen-year-old Brendan, the oldest of four boys, prayed that his father would
get better, but he wondered what would happen if his father died. “I’m not
going to have a father. Mother will be alone and upset. If she gets remarried, I
don’t want another father; it will never be the same as it was before he had can-
cer.” His advice to other adolescents in this situation was to “Look on the bright
side, don’t get down, and have faith. Try not to be a pessimist, try to help out
your parents as best you can, and stay out of trouble.”

Like Brendan, Diane wondered what life would be like when her father died. “It
will be hard to believe it is final.” Her advice was to “understand that it is a hard
situation, but knowing someone who is going through the same thing can
help.” Because her household responsibilities had increased, she was resentful,
but she also understood.

What was apparent in the recommendations of the adolescents was the per-
sonalized thoughtfulness rather than the more egocentric platitudes so typical
of early adolescents.

Reactions, Behaviors, and Symptoms

During the parents’ terminal illness, the adolescents’ reactions, behaviors,
and symptoms were more constrained than those of the early adolescents,
unless they had pre-existing emotional problems or the illness situation
involved unusual stresses. They were able to confront the reality of the parent’s
terminal condition cognitively and often emotionally. Although maintaining
their grades, activities, and peer relationships were their highest priorities, they
were more understanding than younger adolescents when the demands of the
illness interfered with their activities. Although resentful, they accepted the
need for their help. They also were not angry when their parents’ attention
shifted as a consequence of the ill parent’s deteriorating condition. As one ado-
lescent put it: “So much has changed. . . . Things will never be as they were.”
This statement characterized the adolescents’ comprehension of what was hap-
pening. They did not personalize the situation; they did not feel responsible for
the parent’s illness. They were more inclined to express sadness and a sense of
awe about the loss rather than look for a scapegoat.

Although the adolescents were more helpful than their younger peers, they
struggled to balance their own wants and needs with those of the family:

When his father’s disease became worse, Jesse drove him to work. He also
enjoyed taking his younger brother and sister out to dinner when his mother
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was with her husband in the hospital. His mother told the interviewer that 
it was difficult for Jesse to accept his father’s fatigue and inability to participate
in activities the two had planned together. She also said that Jesse argued with
her about his interest in going to Europe for the summer. She thought that 
was too far away, given his father’s medical condition. However, during his
father’s most recent hospitalization, she observed Jesse taking his father in his
arms and letting him spit out phlegm. She was surprised that her son could
handle that.

School performance. Maintaining their competence in school was important to
the middle adolescents, because they and their parents believed that their
grades would have a crucial impact on their future opportunities. The adoles-
cents complained about the problems they were having with concentration and
welcomed efforts to help them develop skills in this area. Although concentrat-
ing was a struggle, most of them experienced only transient problems with
schoolwork before the death. In addition, they worried about “falling off” and
“losing my edge” in sports, especially when the father had been heavily
involved with them in these activities. For girls, asserting leadership in activities
and maintaining relationships with friends also were areas in which they could
continue to achieve and to feel effectual and normal. Some adolescents
improved their school functioning and general behavior as a way of giving a gift
to their dying parent.

Fears, Anger, and Guilt. Fear about the future was a prominent theme in the
adolescent’s thinking. Sometimes the fear was practical: “Will I have enough
money for college? Will I be able to get all the things my friends have? Will we
be able to keep the house?” Eldest sons, especially, were worried about living up
to the dying parent’s dreams. Many of the adolescents were afraid that they
would lose an entire stage of their development, that their futures would be
compromised by what they would be missing: Some said, “I will lose my ado-
lescence.” They understood the concept of limited time and opportunity.

Although the adolescents’ anger was generally muted during the parent’s
terminal illness, most of them were irritable. They usually focused their anger
on their inability to be with friends and to maintain their mastery in sports and
academics. Girls were often angry because their responsibilities at home greatly
exceeded those of their brothers. When guilt was present, it focused on regret
about their misbehavior, their anger at the patient, or their desire to separate
and be independent at a time when the family needed them to be closer.

The father of 16-year-old Donald was concerned about some dangerous behav-
iors his son had engaged in on a dare from a classmate. He noticed that Donald
had been angrier and had received lower grades since his mother was hospital-
ized for several months with recurrent cancer. Donald said he had been
extremely upset about all the changes that had occurred since his mother’s can-
cer had progressed because he was afraid she would die.

When his mother began having seizures, his father was afraid that some-
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thing would happen to her if she were alone and insisted that Donald stay with
her every afternoon after school. This upset Donald because it meant that he
had to give up after-school sports and had little time to see his friends. He said
his grades were going down because he couldn’t concentrate. Furthermore, he
felt guilty because he was angry with his mother because of all the changes her
illness had made in their lives.

When the interviewer confronted his father about Donald’s inability to
manage all these demands, he made alternative arrangements for his wife’s care
three afternoons a week. As a result, Donald’s school performance and feelings
about himself improved: “I’m trying to put my life back together and help my
mother and hope she gets better. I’m trying to deal with two things at once—
help my mom and help myself. It’s hard, but I’m toughing it out.”

Adolescents tended to be intolerant if their ill parent engaged in clinging
behavior. When the patient, usually the mother, became excessively controlling
during the terminal phase of the illness, wanting the adolescent to remain close
to home or becoming afraid or angry when the adolescent came home late, the
patient’s behavior provoked the adolescent’s resentment, anger, and guilt. At
the same time, the adolescent was sad about these changes in the relationship
with the ill parent.

Externalizing Behaviors. Several boys reported having problems with alcohol
after the parent’s diagnosis but before the parent’s terminal illness. When they
entered counseling or were confronted by family members about the connection
between their behavior and the parent’s illness, some were able to see the con-
nection and to change their behavior. One 15-year-old stopped skipping school
and improved his attitude about completing his homework when he elected to
switch from a public to a Catholic high school that was far more structured. A
17-year-old and the older sibling of another adolescent had serious problems
with drugs and alcohol at an earlier point in their mothers’ illness. They entered
a drug treatment center and had recovered by the time the mother’s illness
became terminal.

Severe school problems, aggressive behaviors, severe regression, and suici-
dal preoccupations seldom occurred. Most of the adolescents who acted out had
experienced problems before their parent’s terminal illness, the relationship
with the well parent was troubled, and/or there were multiple stresses in the
family.

Relationships with Parents, Siblings, and Friends

Previous conflicts between the adolescent and parents, siblings, grandpar-
ents, and other extended family members often intensified during the terminal
illness. Because the adolescents had the capacity to maintain control, they were
likely to become self-critical and contain their anger rather than express it
openly at this time. They understood what was happening and tried to help the
family.
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The conflict between 16-year-old Gayle and her father increased when he
returned home after his cancer diagnosis. Although her parents had separated
the previous year, her mother agreed to care for her husband when he became
ill. Gayle viewed her father as difficult and demanding. She clearly had not
resolved the anger she had felt after her parents’ separation, but she did not
express her feelings openly until after his death.

What was different in this age group was how the adolescents reached out
for help from friends and adults—some even reached out to parents. They
sought out individuals who had gone through similar experiences. Although
some participated in counseling groups, they were more likely to engage in
individual counseling relationships, formally or informally.

Death and Family Rituals

The adolescents’ more adult reactions and responses were evident at each stage
of the parent’s illness. As they prepared for the death, they demonstrated
advanced cognitive abilities. They were less self-preoccupied than their
younger peers were. Helping them to describe their intense emotions in words
helped them achieve a measure of relief. They automatically took an active role
in the funeral and burial rituals. Although most of them returned to school
quickly, they were unable to distract themselves with schoolwork and contacts
with peers the way early adolescents were able to do, they could not escape their
sorrow.

Impending Death

Most adolescents were told about the parent’s probable death in a timely
way. Being prepared for the death and undergoing anticipatory grief helped
them cope with the period of sustained, intense mourning after the death. Those
who were not informed in a timely way tended to experience more difficult
mourning.

Discussing the impending death was so expected that failing to do so
reflected strong denial on the patient’s or surviving parent’s part, the parents’
complete self-absorption, or the parents’ unrealistic thinking about the devel-
opmental needs of 15- to 17-year-olds. Parents who were struggling with such
avoidance were often undergoing a pathological grief process related to their
own earlier losses. In most situations, only after the patient died was the sur-
viving parent able to understand fully the impact of the earlier loss on their own
ability to communicate with their children.

Heather’s father struggled with telling her about her mother’s advancing can-
cer for a number of reasons. His wife couldn’t accept her own impending death:
She worked full time until five weeks before she died, and adamantly refused to
go to a hospice. She also refused to obtain a handicap sign for her car and was
reluctant to use the word cancer when talking with Heather until the inter-
viewer challenged her denial.
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In addition, Heather’s father had lost his own mother when he was 18
years old and said, “A lot of questions were unanswered at that time.” Although
he had been with his mother when she died and was the family member who
informed relatives about her death, he didn’t know the cause of her death. This
experience had been extremely difficult and painful for him; thus, he uncon-
sciously treated Heather the way he had been treated.

Although Heather’s father’s failure to inform her in a timely way created
conflict, his ability to recognize his problem and change his pattern of commu-
nicating with her after his wife died contributed to Heather’s improved school
performance and reduced her intense sibling rivalry. She and her father devel-
oped open communication and a more satisfactory parent-child relationship.

Saying Good-bye

Adolescents visited the patient in the hospital or hospice more consistently
than early adolescents did. They were able to deal with the patient’s symptoms
and assumed responsibility for maintaining contact. However, parents still
needed to let the adolescent know when it was time to say good bye. Most par-
ents appropriately did not protect the adolescent from the reality that the death
was imminent.

Sixteen-year-old Greg knew that his mother’s cancer had spread to her brain
and spine. He visited her four times a week when she was in the hospice. The
night before she died, his brother paged him at work and said she would not
make it through the night. “We were up most of the night. The next morning she
was gone. My father woke me up. He was crying. It was a hard way to wake up,
and I was in shock. I just sat there and thought for awhile about the good and
bad times we had had. The good times were when I was small and we went to
the park, bowling, or to the movies. The bad times were when she had to get me
out of trouble.” Greg’s father, Greg, and Greg’s two older brothers went to the
hospice to view the body and say their good byes. Then they left to make
funeral and burial arrangements.

Brendan was devastated when his father died. As the eldest child in the family,
he also struggled with feelings of responsibility for his siblings. All the children
had visited their father, who was conscious and aware of them, to say good bye.
Brendan and one brother remained at the hospice until late at night. Brendan’s
mother and his father’s sister then took over the vigil and were with his father
when he died.

Scott, his mother, and his sister made an audiotape with his father the night
before his father died. His mother asked the questions prepared by the two ado-
lescents. She later said she believed that her husband had expressed all the feel-
ings he wanted to express before he died.

Telling adolescents about their parent’s death was easier because they
understood the situation better than younger adolescents did and were able to
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control their emotions better. Most of them cried and a few screamed, but very
few claimed to be surprised. Some adolescents participated in the patient’s care
during the final days. They struggled most with appropriate ways of expressing
their emotions and were more comfortable helping plan the funeral and decid-
ing how they would participate. It was helpful to talk with their surviving par-
ent and other adults about what had happened and how they felt. Many had
already made contact during the terminal illness with a friend’s parent or
another adult who had had cancer or whose parent had died of cancer, and they
returned to this person for solace. In addition, most spoke with a close friend or
a girlfriend or boyfriend.

Adolescents’ ambivalence about new chores and their anger about all the
changes in family life diminished considerably as their parent’s deteriorating
condition became clear. Although they expressed anger and irritation, they
rarely engaged in intense sibling rivalry or in conflicts with parents because
they recognized the patient’s fragility.

Brian had endured an abusive relationship with his father. His mother and two
siblings had acknowledged that his father was a different person at work and at
home, which confirmed the father’s abusive behavior at home and alleviated
any guilt Brian may have felt after the death. Brian felt he said his good-byes to
his father and was at peace with him when he died. His father was given a
hero’s funeral by his colleagues, and Brian asked his mother if he was expected
to cry during the funeral. However, he felt good about the public recognition of
his father’s positive attributes and was pleased when his mother gave him a
special gift his father had left for him.

Funeral and Burial Rituals

All the adolescents attended their parents’ funerals. Many played an active
role, and most went to the cemetery for the burial. They felt a keen sense of
responsibility to honor the parent’s life and a keen sense of responsibility for the
surviving parent, the family, and themselves. They tried to convey what the par-
ent had meant to them and to express their sorrow. Unlike their younger peers,
most of them remained at the wake or sat Shiva as long as it lasted. Whereas
many early adolescents avoided the intense sadness of the burial, their older
peers looked for ways to control or express their feelings by participating in that
ritual. Many parents helped their adolescent compose a eulogy and they
described details of the funeral. One mother asked her two sons whether the
burial should be delayed so that it would not occur on the younger son’s birth-
day. They mutually agreed to postpone the burial. Some adolescents wrote
poems to be read or to be printed in the program. Most adolescent boys were
pallbearers.

Most of the adolescents were automatically included as an important part of
the proceedings. If they were not, the usual reason was that the surviving par-
ents were too overwhelmed by or involved in their own feelings to consider the
adolescents’ need to express their grief actively in this way.

The funerals for many parents were large, elaborate affairs that included
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many tributes to the young parent’s life. This was extremely important to ado-
lescents, who valued the idealization of their parent. When the relationship
between the adolescent and the dead parent had been a severely conflicted or
abusive one, the adolescent felt that the homage paid to their parent helped
them remember the public image of the “good” parent more powerfully than
the personal image of the painful and destructive parent. The outpouring of
support from the community also was reassuring because the adolescents
appreciated the fact that people cared for the family and wanted to help.

Support During the Early Mourning Period

The adolescents’ more adult mourning process began soon after the par-
ent’s death, and the intensity of their grief often overwhelmed them. As Scott
said: “The first week wasn’t that bad, but the second and the third week, I began
to realize he was really gone for good.” This timing seemed to reflect what many
adolescents experienced—an initial brief period of numbness followed by
intense mourning. Unlike early adolescents, these adolescents were generally
not interested in placing objects in the coffin to accompany the parent on his or
her journey. Although they received some of the parent’s possessions, most of
them did not feel an urgent need for these transitional objects. Instead, they
were preoccupied with mourning the internalized parent.

They thought about what the parent had meant to them and how difficult it
would be to replace some of the parent’s functions now and in the future. Their
mourning included integrating past, present, and future.

Greg said that his family got mad at his girlfriend during the funeral because
she would not leave him alone. However, he said he had asked her, “When my
mother dies, I don’t want you to leave me. I ignored their anger.” When he
thought about drinking (a previous problem), she kept him on track. “I miss my
mother bossing me around, telling me to get my act together. My father does
that some now.” Greg described how his father and his older brother got him to
stop drinking so much. He thought that some of his drinking may have
reflected his anger toward his mother because she had been ill for so many
years: “a revenge.” He was clearly looking for people who could help him
“keep my act together.”

At his father’s funeral, Scott said that although his father was his buddy, he was
his Dad first. He was glad he saw his father’s body at the wake because he
thought his father looked perfect. About 200 people came to the wake, and there
was a lot of crying. Scott was pleased to see that his entire family was present;
he had not seen many of the family members for a long time. He did not know
what to say to people or exactly how to react. But his best friend was there
because Scott had asked him to come. “That helped—a lot.”

Fifteen-year-old Lisa felt good about her father’s funeral service. Old family
friends spoke. She felt the loss of her father most intensely when she had argu-
ments with her brother because her father had come to her aid at such times.
Her family was bi-racial and conflicts arose with her father’s relatives about 
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the funeral and the religious differences. She remembered that her father 
used to handle these conflicts well. She said she had become more cautious
about choosing friends since his death. Although she participated in activities,
she felt shy and private. She did have one special teacher who, as an assign-
ment, asked the class to write down questions for which there were no answers.
He made this assignment the week after Lisa’s father died. He praised her
response, which made her feel good. Her father had made her feel special, 
and she missed his advocacy and was having a difficult time finding another
advocate.

Bereavement and Reconstitution

Adolescents had three major tasks during the period of bereavement and recon-
stitution: working through the pain of mourning, renegotiating a relationship
with both the dead parent and the surviving parent, and establishing relation-
ships outside the family in preparation for greater independence and leaving
home. Accomplishing all three at the same time presented a formidable chal-
lenge to the adolescent and the surviving parent.

Mourning

The adolescent’s mourning continued well into the bereavement and recon-
stitution stage. Although more brief than the surviving parent’s mourning, the
intensity, persistence, and the more adult, uncontrollable quality of the adoles-
cent’s grief made this the period during which the adolescent’s productivity
and emotional equilibrium were affected the most.

The adolescents demonstrated a broader range of affects and behaviors as
part of their mourning than did their younger peers. Their affects included sus-
tained and profound sadness, crying, anger, bitterness, depressed mood with
sleep disturbances, and a sense of helplessness and of being overwhelmed.

Scott described how he watched through his tears as they wrapped his father’s
body after the death. Everyone on the block where they lived came to their
house. Scott went to bed early that night and remembers waking up exhausted
about 1 A.M. He looked into his father’s room and kept looking in whenever he
woke up for the next three weeks. In retrospect, he thought that the first week
wasn’t that bad, but his grief kept increasing over the next several weeks.

Six months after her father’s death, 15-year-old Jennifer said she had crying jags
at home and even at school. She also was having some difficulty falling asleep
at night because she could not stop thinking about her father. She asked her
school to say a special mass for him. She also wanted to go to the cemetery more
often.

Because most adolescents were unable to distract themselves with school,
sports, and other activities, they tended to experience a decline in all these areas
after the parent’s death.
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Jimmie was worried about his pitching in baseball. Pitching had always come
naturally to him. Since his father’s death, however, he was having more trouble
with it and was no longer on the team’s starting roster. However, he maintained
his functioning at school and in other areas. His mother believed that his dis-
tress might be related to his close involvement with his father concerning base-
ball and that Jimmie missed his father, especially now that he couldn’t consult
his father about his pitching.

Typically, surviving parents worried about their adolescent’s intense, per-
sistent grief. Whereas many surviving parents of early adolescents complained
about their child’s apparent callousness and lack of concern, the parents of mid-
dle adolescents rarely expressed such complaints. Many of these parents helped
their adolescents by encouraging them to express troubling emotions in words
as a way of attaining some relief. They also turned to trusted friends, other
adults, and, occasionally, siblings for support. Some parents also suggested pro-
fessional counseling for the adolescents at this time.

The adolescents also demonstrated other behaviors that were less clearly
recognizable as grief. These included externalizing behaviors such as transient
episodes of drinking, bouts of anger, arguments with parents, and testing limits
by demanding more time away from home with friends, girlfriends, or
boyfriends. These behaviors seemed to be a mixture of mourning, reactions to
the turmoil involved in reconstituting the family, and the process of establishing
independence and separation under adverse circumstances. Although the ado-
lescents demonstrated a basic sense of responsibility and empathy, they disre-
garded their parent’s needs on occasion and refused to do chores. Another con-
fusing dynamic was that they sometimes displaced their anger at the dead
parent on the surviving parent.

Visiting the Grave

Most of the adolescents visited the gravesite, sometimes with the surviving
parent but often alone. They described wanting to be alone, to think about and
talk with the dead parent, and grieve in their own way. This behavior differed
from the behavior of early adolescents, who were usually reluctant to visit the
cemetery for some time and then usually visited it with the surviving parent.
For the adolescent, visiting the grave provided a sense of closeness to the dead
parent and some solace for their grief.

Sixteen-year-old Brendan made an urgent call to his mother during her session
with the interviewer a few weeks after his father’s death. He was in tears and
wanted her to take him to the cemetery because he wanted to ‘see’ his father.
Brendan was so distressed that she complied with his request. Subsequent grief
counseling on an individual basis helped Brendan understand his mourning
process better and develop ways of feeling more in control.

Dreams

Adolescents’ dreams were more complex than those of early adolescents.
Whereas the dreams of younger adolescents reflected fulfillment of the wish
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that the parent was still alive, the dreams of middle adolescents concerned sep-
aration, ambivalence toward the dead parent, and feelings of guilt.

Heather dreamed a lot about her mother after she died. Her mother had become
controlling of Heather as she was dying. She seemed to be desperately trying to
hold on to her own life through holding on to Heather. She clung by asking
repetitive, intrusive questions. Although her husband tried to intervene, her
fear was so great that she couldn’t hear him. After her mother died, Heather
was relieved that her mother was no longer in pain and realized that her mother
had hidden the extent of her distress from the family while she was dying. The
last time Heather had gone shopping with her mother, just two weeks before
her death, her mother had to sit down in every store they were in. In one dream,
Heather was standing in a theater line with her friend and her mother, and her
mother said the embalming fluid made her feel better. However, Heather was
unable to get a ticket for her mother, who became angry with her about this. In
another dream, Heather had a birthday party with all her friends. Although her
mother was there, her friends didn’t know who her mother was, so her mother
got up and left. “I feel guilty because I had an attitude problem at the end,”
Heather said. “I don’t know why, but I think she would understand.” Heather
said she had a lot of confidence in her father. He was much less intrusive than
her mother had been and supported her growing independence.

Bill, age 17, integrated the experience of his father’s illness and death into the
personal statement on his college application in an inventive way. He ended the
application by writing about his determination to grow from the experience
and to move on the way his father would have wanted him to. A few days after
his father died, Bill dreamed that he heard his father in bed moaning, then get-
ting up and going into the kitchen to make pancakes (as he had done on week-
ends). Then Bill woke up and thought, “Somehow, I knew my father was dead
and it was just so sad to have to accept that.”

Meaning of the Loss

Although by the time of the final interview most adolescents remained too
involved in a sense of the tragedy, injustice, and unfairness to derive a positive
meaning from their parent’s death, a few did.

As John said: “The disease has helped me understand what it’s like to help
someone go through this. I don’t think it’s a good idea to rebel at this time. It
feels good to help somebody. What’s the use of fighting or doing something
bad? It just causes more problems. What you are trying to do throughout life is
get rid of your problems or control your problems.”

Bill described his grief as follows: “Inside, I feel so much pain that I can’t 
come to terms with my dad’s death. I think: he’s gone; he won’t see me gradu-
ate, go to college, get my first job, get married.” Then he added: “Dad would be
disappointed in me if I ruined the rest of my life by not living my own life.”
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Many adolescents left for college within a year or two after their parent
died. This transition reawakened many of their feelings about the death. They
were ambivalent, glad to be moving on to a new stage in their lives and to a
place that did not have the negative reminders of the death, but feeling guilty
about leaving their grieving parent and, sometimes, about leaving younger sib-
lings. Primarily, however, they seemed apprehensive about their ability to suc-
ceed. They had more self-doubt than other graduating seniors who were not
bereaved, and experienced renewed questions about the meaning of the par-
ent’s life and death in their future.

Reactivated mourning, although common, was not universal. For some
adolescents, leaving home for college seemed to be an effective reprieve and a
distraction.

Jessica described a more adult mourning after her father died. She had sleeping
difficulties, often cried, and her thoughts raced. She prayed for her father and
attended a bereavement group. Her mother’s preoccupation with the fear that
Jessica would get married too young (as the mother had done after her own
father died) also was difficult for Jessica. As Jessica prepared to leave for college,
her functioning and sleeping problems improved, and she said she was feeling
better and not thinking as much about her father’s death. Although her mother
was ambivalent about the fact that Jessica was going away to college, Jessica
looked forward to it as an important step toward independence. She and her
mother had often talked about their relationship, and her mother understood
that her own experience made her less objective about Jessica. As a result, her
mother sought counseling to understand the impact of her own father’s death.

Factors that Complicated the Mourning Process

Extraneous factors complicated, or even derailed, the normal mourning
process. Events that affected the adolescent’s self-esteem were especially diffi-
cult during the process of early mourning.

Diane was overwhelmed by the fact that her father had died only four months
after the diagnosis. Their relationship had been a close one. They had played
tennis regularly, and he was a lot of fun. Her mother, a chronic worrier, was
especially apprehensive about Diane’s adjustment to the death because a rela-
tive’s two children were recently hospitalized for depression after their parents’
divorce, and she was afraid that Diane would become depressed.

Diane’s mourning appeared to be proceeding normally. After her grades
declined briefly, they improved. Although her feelings were relatively guarded,
they did not appear to interfere with her functioning. Diane wondered what it
would be like growing up without her father. She missed him, dreamed about
him, and worried about celebrating holidays without him.

Shortly after her father died, Diane’s boyfriend and her best girlfriend
began dating, and Diane felt terribly betrayed. She began to sleep regularly
with her mother, attributing this to her need for the air conditioner in her
mother’s room because of her allergies. She worried about her grandfather’s
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health and cried when reminded of her father. She said she felt that she was less
acceptable without her father. Although her mother was worried and support-
ive, she didn’t urge her daughter to function more independently. When Diane
was evaluated 14 months after the death, she was suffering from increasingly
disruptive phobias. She was afraid of heights, of her mother becoming ill, of
being alone in the house at night, of being alone with no one to take care of her.
She also had lost a considerable amount of weight.

The confluence of ‘small stressors’ such as these on top of the ‘large stressor’ (the
parent’s death) was especially difficult.

Renegotiating the Relationship with the Parents

After their parent’s death, the adolescents renegotiated their relationship,
not only with the surviving parent, but, through the bereavement experience,
with the dead parent as well.

The adolescents needed to renegotiate a relationship with the surviving
parent as a single parent. This process was different for boys and for girls and
with fathers and mothers.

The process of renegotiation seemed to be less complicated for boys than for
girls. After the worst period of grief ended, boys negotiated their independence,
autonomy, and pursuit of schoolwork, activities, and friendships. When the
mother was the surviving parent, she was likely to have arguments with her son
about his not being home enough or about her being too intrusive, curbing his
independence too much, or setting new limits on his use of the family car. When
the father was the surviving parent, sons often tested limits. They also displaced
anger onto the surviving parent.

After his mother died, 16-year-old John went shopping for school clothes with
his father Roberto. Roberto looked forward to this event as a pleasant time to be
together with his son. However, it did not turn out that way. John became frus-
trated and angry with his father because his father did not understand current
fashions and could not help him select colors and styles that helped him fit with
the group and made him look good the way his mother had done.

More difficult in father-son dyads was the fathers’ limited understanding of
the sons’ dependency needs and the intensity of the sons’ mourning. The com-
petitive nature of their relationship also interfered with emotional sharing and
often required negotiation, especially regarding father’s dating.

Although issues of control, of limit setting, and curbing excessive inde-
pendence were important factors with girls, other, more muted issues, emerged.
Many parents had come to rely on their older daughters during the patient’s ter-
minal illness. As single parents who were struggling with their own grief, they
tended to turn to these daughters for comfort and support. As a result, the par-
ent-child boundaries and roles became blurred at times. This pattern was more
typical when mother-daughter dyads were involved. In some situations, the
surviving parent, usually the father, was unable or unwilling to establish an
empathic and caring relationship with his adolescent daughter. These fathers
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either had been emotionally distant before the death or became so in reaction to
the death, and buried themselves in their work or remarried quickly.

Changing the Relationship With the Dead Parent

Adolescents automatically thought about and continued to internalize their
past relationship with the dead parent, what the parent had expected of them,
and how they might live up to those expectations in the future. Because they
were better able than early adolescents to comprehend the enduring conse-
quences of the loss over time, their grief was more painful.

Adolescents also mourned a broader range of the parent’s roles and charac-
teristics than did early adolescents. Adolescents talked about the parent as their
“buddy”—the one who set limits, “helped me keep my act together,” knew how
to mediate conflicts; who provided the “lightness” and humor in the family; the
strong one, the calm one, “the one who makes me feel special.” Unique to ado-
lescents this age was their yearning for the parent as “believer” in their inde-
pendence, in their capacity to succeed on their own.

Unlike early adolescents, who desperately wanted to wear the dead par-
ent’s clothing, the adolescents did not. Rather than emulate the dead parent,
they appeared to be more concerned about becoming the person the parent
wanted them to be, about living up to the parent’s expectations—expectations
that were overwhelming at times. Rather than look for a substitute for the dead
parent, as early adolescents tended to do, mid-adolescents seemed to need time
to mourn. Then they turned their attention to becoming the person they
believed their parent valued.

Understanding the dead parent’s legacy and expectations for the adolescent
was an important task.

Seventeen-year-old Louis was extremely pleased when he and his younger
brother played in a baseball game as pitcher and catcher because his father had
told him that having his sons play baseball together was his dream.

William spoke of his father’s legacy as follows: “Dad gave me his talent and
love for sports, music, reading, writing; he gave me his sense of humor.” He
explained that although his father’s death was the worst thing that had ever
happened to him, he found that it helped him define his most important
value—to live his own life rather than reach for goals just to please others.

Even when the adolescent’s relationship with the dead parent had been a
hostile one, it was still possible to construct a positive legacy. For example,
although Brian’s father had been extremely abusive, the fact that his mother
acknowledged this and blamed his father was helpful.

For a few adolescents, a positive outcome such as Brian’s was more difficult
because the reality of the relationship with the surviving parent was so prob-
lematic they could not fulfill the dead parent’s dream.

Susan, age 16, desperately wanted to graduate from high school as her mother
had requested. Her mother had been Susan’s strong advocate with her father, a
distant, hostile man. After her mother died, Susan’s father became increasingly
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distant and verbally abusive. Susan began dating a divorced man who was 10
years older than she was and eventually ran away with him.

After the parent’s death, adolescents also became concerned about their
genetic vulnerability to cancer. This was especially true when several family
members had the same disease. Discussing the matter with an expert was
extremely helpful in clarifying facts and in identifying possible preventive care.
Failing to discuss this problem, which families often did, left adolescents alone
with their questions and anxieties.

As she was preparing for college, 17-year-old Carolyn, the eldest child in the
family, began to worry about her own vulnerability to cancer, which had killed
her mother and grandmother. She began feeling profound sadness, had diffi-
culty sleeping, and wished she could be with her mother.

For a number of children, the burden of high expectations was sometimes
overwhelming in the context of the parent’s death. Two boys with strong, suc-
cessful fathers were overwhelmed by the sense of responsibility and the fear that
they could not succeed in the way their father had wanted or expected them to.

Preparation for Independent Living

Separation is another developmental task that presents its own problems to
adolescents who have lost a parent to cancer. Because they understood the sur-
viving parent’s loneliness and need for closeness, they often felt guilty about
wanting to separate. They worried about how the surviving parent would man-
age when they were out on their own. They revealed their worry and guilt in
their muted discussion about going to college and their lack of visible excite-
ment, expectation, and enthusiasm. Boys, in particular, went through a period
of exaggerated independence and conflicts with their surviving parent over the
time they spent away from home. A few adolescents, such as Diane, went
through a period of greater dependence and fear of separation. The conflict
between these different needs resulted in a cauldron of emotions, including
frustration, disappointment, anger, and sadness.

Recommendations for Professionals 
and Caregivers

Terminal Illness

1. Provide the adolescent with information about the patient’s illness and progno-
sis as soon as possible. It is especially helpful if the patient can speak directly to the
adolescent about the illness.

2. Anticipate some temporary reduction in the adolescent’s ability to function well.
This situation may occur regarding school, athletics, or after-school activities.

3. Recognize additional stressors, such as a change of school or conflict with peers.
Although adolescents can cope with many stresses, they can be overwhelmed
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by an accumulation of stresses, which prevent them from being able to deal with
each stressor, one at a time.

4. Keep in mind that adolescents are able think about the future in relation to the
present Initiate a discussion about how their future plans will be affected by the
present situation and provide realistic reassurance.

5. Be alert to adolescents’ fears about their own vulnerability to cancer. If several
family members have had cancer, adolescents may wonder whether they are
genetically vulnerable to the disease. (They usually express this concern after
the parent’s death.) Thus, surviving parents should discuss the matter with their
adolescent if they feel knowledgeable about the subject. If they do not feel
knowledgeable, they can ask the patient’s oncologist or another trained profes-
sional to discuss hereditary and other sources of cancer. Adolescents find that
these discussions reduce their anxiety enormously.

6. Discuss specific ways that the adolescent can be helpful during the parent’s ter-
minal illness. Adolescents are more likely to engage in forms of help that are con-
sistent with their own interests and proclivities.

7. Consider counseling for the adolescent who exhibits troubling behavior. Such
behavior may include serve or prolonged anger, sadness, or depression, poten-
tially destructive acting-out such as substance abuse, physical aggression, or
extreme changes in weight; or severe problems with peers. In addition, a pre-
existing learning disability, physical illness, or mental illness is likely to be exac-
erbated by severe psychological stress. Some of these problems may occur
before, some after the death. Early therapeutic interventions can be extended
into the even more stressful period of mourning after the death. Adolescents
who have had previous counseling may welcome opportunities to reengage
with a counselor concerning the stress of the parent’s illness.

8. Parents may benefit from professional evaluation if they are experiencing diffi-
culty in discussing the parent’s probable death with their adolescent. Such inhibition
may be related to more recent illnesses and stresses, early childhood losses of
their own, pre-existing psychological problems, or intense fears of not being
able to manage after the patient dies.

Death and Family Rituals

1. Inform the adolescent about the parent’s impending death soon enough and in
enough detail to permit them to prepare to say good bye.

2. Identify an active role for the adolescent during the funeral and burial. Active
participation in the funeral and burial rituals was often helpful for adolescents.
Roles they commonly assume include writing a poem for someone else to read
at the funeral, writing and delivering a eulogy, playing music, or being a pall-
bearer.

3. Recognize the importance of the adolescent’s need to idealize the dead parent.
This need was as important to adolescents as it was to younger children. The
surviving parent’s confirmation of the dead parent’s negative characteristics
was also important, especially if the dead parent was abusive or if the relation-
ship was severely conflictual, because it facilitated the adolescent’s expressing
both negative and positive feelings with reduced guilt.
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4. Communicate with the school. Acknowledgment of the death and expres-
sions of sorrow by friends, peers, and school personnel are enormously sup-
portive to adolescents. The surviving parent should make certain that these peo-
ple are informed appropriately after discussing the matter with the adolescent.
Adolescents easily misinterpret lack of participation by peers as a rejection.

5. Anticipate the adolescent’s intense mourning and facilitate expression of these
feelings. Encouraging them to express their feelings; explaining the nature of the
grief process can be helpful.

6. Select appropriate mementos and clothing belonging to the dead parent.
Although the adolescent’s need to have possessions that belonged to the dead
parent is less urgent than that of early adolescents, they should have the option
of selecting possessions that are meaningful to them. When one 16-year-old
refused to take any of her dead mother’s jewelry, her father told her that he
would put it away for her until she had had more time to consider what she
wanted to do.

7. Use available peer group and individual professional counseling. Adolescents
benefited from participating in peer, informal, and formal counseling experi-
ences.

Bereavement and Reconstitution

1. Normalize the mourning process. Because their grief is more adult, adoles-
cents need specific education about the nature of their mourning process to cope
more effectively with the work of mourning. Although most adolescents wel-
comed talking with the surviving parent, another trusted adult, or friends, they
especially appreciated receiving bereavement counseling and educational ser-
vices. Keep in mind that adolescents who don’t recognize the symptoms of grief
may become extremely frightened about what they are experiencing.

2. Communicate with the adolescent’s teachers and other school personnel.
Although most schools are now better informed about children’s mourning, the
surviving parent should ensure that school personnel have been notified about
the death and are aware of the adolescent’s need to mourn. School personnel
may need to be reminded that a marked temporary change in performance can
occur.

3. Discuss the adolescent’s plans for the future. Adolescents may have miscon-
ceptions of how their future plans and opportunities will be affected by the par-
ent’s death.

4. Anticipate conflict regarding family responsibilities and independence. Parents
are often provoked by their adolescent’s anger and withdrawal, especially if the
adolescent refuses to help with household chores or to be supportive of the sur-
viving parent’s grief. These behaviors reflect the adolescent’s mourning process
and ambivalence about separation. Such conflicts were alleviated by negotia-
tion of clearer limits and clarification of future plans.

5. Support the adolescent’s need for independence and separation. Although sur-
viving parents often have difficulty encouraging their adolescent’s continued
movement away from the family at a time when they themselves feel the need



Children 15–17 Years of Age 213

for support, they need to recognize the necessity for such encouragement. Pro-
vide unqualified support for the adolescent’s ability to function independently.

6. Recognize the adolescent’s potential for anger if the surviving parent begins dat-
ing early. Discussing the desire to date with adolescents ahead of time helps to
prepare them for that actuality and encourages them to express their thoughts
and feelings about this change in the family’s composition.

7. Surviving parents should seek therapy if they have unresolved previous losses or
are encountering unusual conflict with their adolescent. Supporting the adolescent’s
independence under these adverse circumstances can be especially challenging.

8. Identify positive aspects of the parent’s legacy to the adolescent. This can
include a broad array of attributes of the dead parent that the adolescent
admired, gifts left for them, and their dreams for the adolescent. Clarify positive
outcomes such as a deepening understanding of self and others and strength-
ened capacity for coping

9. Refer the adolescent with severe symptoms for evaluation. Adolescents who
have symptoms such as the following should be referred for professional evalu-
ation: problems functioning in school; phobias; eating problems; severe with-
drawal from peers, teachers, and family; symptoms of depression, including
suicidal thinking; potentially destructive acting out such as abuse of alcohol or
other substances; accidents; and severe aggression. In the context of a parent’s
death, such symptoms are potentially more threatening to the adolescent’s well
being.
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Children 15–17 Years of Age
Narratives

The two narratives in this chapter illustrate how adolescents experience more
adult mourning. In the first, a 15-year-old boy and his 16-year-old sister con-
front the death of their mother. They have a 13-year-old sister as well. What can
be observed are differences between the early and the mid-adolescents in 
the timing of their most intense mourning, differences in their symptoms, and
their ability to recover after a few months of intense grief. In the second nar-
rative, a 16-year-old girl loses her beloved father and tries to negotiate a new
relationship with her mother, who was herself in the midst of her own troubled
mourning.

Both stories illustrate major features of adolescents who face a parent’s
death: allocentric thinking fluctuating with self-centeredness, the presence of
anticipatory grief, the evolution of adult mourning, elaboration of thinking
made possible by cognitive advances, the crucial role of supportive peers, the
role of the legacy, the renegotiation of the relationship with the surviving parent,
and the struggle to separate in the midst of loss. The intention of these narra-
tives is to complement the previous chapter, which described the range of
responses of the 36 15- to 17-year-old adolescents, with a more detailed descrip-
tion of the complexity of the interactions within the family system, which also
provides a clearer perspective of change over time. The characteristics that
define the different outcomes when the adolescents were last seen 8 to 14
months after the parent’s death are discussed at the end of this chapter.

Father,  16-  and 13-Year-Old Daughters 
and a 15-Year-Old Son

“Your Mother Never Gave Up, and You Can’t Either!”

Background

It seemed natural that Vincent and Elizabeth would marry. Both came from
large, working-class Catholic families; both excelled at athletics in high school,

214
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where they met, and both worked to support their families. Both had large
extended families in the neighborhood who dominated the local construction
trade and the police and fire departments. Construction was a natural job for
Vincent. He worked for one construction company during the week, and was
able to do freelance work on weekends for his cousin’s company. Elizabeth was
the administrator-bookkeeper at another cousin’s company.

Savings from their combined salaries made it possible for them to buy 
their own home before their first child, Lisa, was born. Bruce came a year later,
then Megan three years after that. Elizabeth remained home with the children
until Megan entered first grade. Then she began working as an administrative
assistant. Both Vincent and Elizabeth advanced in their positions, in part
because of their natural intelligence and high energy, in part because of their
outgoing, social dispositions. Vincent’s great sense of humor was an asset not
only on the job and in contacts with customers but also at home with his
children. The Romanos were viewed as strict but caring parents who knew 
what their children were doing and where they were. Family life was good 
and evolved around work, school, church, child-care, and constant contact 
with many members of the extended family who lived in the surrounding
neighborhoods.

Vincent’s and Elizabeth’s approaches to parenting were complementary.
Elizabeth tended to be strict, particularly with Lisa, with whom she had some
conflict. If the truth be told, Lisa’s disposition was very much like her mother’s:
assertive, responsible, independent, and determined to do the best she could,
but she was also stubborn. Vincent deferred to Elizabeth “in order to keep the
peace.” He thought he could be more effective by reaching out to Lisa and
developing his own relationship with her rather than arguing with his wife over
the rules. It was a well-known family secret that he often bent the rules in the
children’s direction.

Illness

Two years before her death, Elizabeth found a small lump in her breast that the
doctor initially believed was a cyst, but the biopsy proved otherwise. Elizabeth
was stunned and terrified by the cancer diagnosis but was not completely sur-
prised. Her mother had been diagnosed with breast cancer a year before, and
her grandmother had died of the disease. Her physician said a good treatment
was available, and she should be optimistic about her prognosis. Her initial
approach to her illness was characteristic of her: “Give me the facts and begin
the treatment so that we can get on with normal living.”

Vincent and Elizabeth told the children about the diagnosis and the upcom-
ing treatment in a matter-of-fact and optimistic way because both believed that
all three children were old enough to know. Treatment would begin, and they
would all be hopeful that it would be effective. Life would proceed as if nothing
had changed. What was uncharacteristic was that both Elizabeth and Bruce,
who was then 13 years old, felt strongly that the family should keep her diag-
nosis and treatment to themselves. Elizabeth did not want a lot of sympathetic
telephone calls. Although Vincent did not agree, he felt that the decision was
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“Elizabeth’s call.” Thus, the family maintained the secret for two years. This
became a problem, however, as Elizabeth’s symptoms progressed.

Terminal Illness

When Elizabeth began seeing the interviewer, she was receiving experimental
treatment in a neighboring state, where she remained one out of four weeks
each month. She had high hopes for its success, although her disease had metas-
tasized to her lymph nodes and brain. She cooked food ahead for the week she
was away and chatted regularly with the children on the telephone. Vincent
called her every evening when all the children were home to hear about her cur-
rent condition. The children increasingly asked: “Why isn’t the medicine work-
ing? Why is Mom coming home later than she planned?” When interviewed,
the children described their mother as increasingly moody, contentious, and
tearful. Because they thought she was upset with them, they responded by feel-
ing angry, hurt, and guilty. They were unaware that her brain metastases could
cause such symptoms.

Lisa was 16 years old and was steeped in her academic work. She received
As and Bs in her honors classes, yet she worried unnecessarily that she was not
doing well enough. Neither her mother’s nor her teachers’ reassurance allevi-
ated her strong need to achieve. She ran track, was a cheerleader, and had many
friends who often appeared at the house on weekends. Lisa felt that her rela-
tionship with her mother had always been strained. The usual renegotiation of
the mother-daughter relationship in adolescence had not really taken place
because Elizabeth’s anxiety about her disease and her efforts to keep things nor-
mal and deal with her treatment had made her more distant and less emotion-
ally available. In response, Lisa had become more independent. Now they
argued over her messiness and her curfew hour. Lisa thought her mother
tended to “take out her moods” on her, and she was distressed about this. Her
father described her as stubborn sometimes but socially skilled, capable, and
responsible. Elizabeth was annoyed about Lisa’s unwillingness to help with the
housework. Vincent was annoyed about both Lisa’s and Bruce’s failure to offer
to help their mother when she was so sick: “I don’t think the kids realize that
things are not status quo.” However, the parents were desperately trying to act
as if nothing was different. The interviewer asked them if they had told the chil-
dren that things were not “status quo.” Clearly, they had not.

Lisa had two best friends and desperately wanted to talk with them about
what was happening to her mother. She also thought that her brother needed to
talk with his friends. Lisa felt close to her father, but she worried about him. She
also worried about her younger sister, who was close to her mother. “How will
Megan and Dad manage if Mom dies?” Clearly, Lisa had anticipated her
mother’s death and was feeling sad and worried.

Bruce was an engaging, well-liked, bright 15-year-old who was far more
interested in athletics than academics. He was a champion wrestler, but he also
played soccer, football, and basketball. He maintained his grades, but did so,
according to his mother, with a limited amount of studying. Vincent and Eliza-
beth usually attended his sports events. Bruce had Vincent’s sense of humor,
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and they often engaged in entertaining banter. A neighbor commented to Eliza-
beth that “Bruce loves Vincent. I watch how he follows him around in the yard.”
Because Bruce tended to keep his feelings to himself, he sometimes thought he
was going crazy over his mother’s illness. He wanted to stay away from her
because of her moodiness, but felt guilty about avoiding her. Elizabeth found a
book about cancer and the family, gave it to him, and noticed that he read it
frequently.

Megan, the 13-year-old, was everyone’s “good child.” She received good
grades, had many friends, was neat and kept her room clean, and did not chal-
lenge limits. As Vincent put it, “Megan always got a lot more yes’s than Lisa
did.” Megan also was close to her mother’s sister, Donna, whom she saw several
times a week. Megan said she felt bad about her mother’s moods and was afraid
that she might be responsible for them in some way. She felt guilty about her
mother’s illness and worried about what was going to happen next. She thought
maybe she wasn’t good enough or wasn’t helping enough. Rather than express-
ing her anger about her mother’s inevitable withdrawal, Megan seemed to be
turning the anger inward.

After their first meeting with the interviewer, Elizabeth and Vincent gave
the children permission to talk with their friends about her cancer. Vincent led
the way by talking with his colleagues at work about her illness and reported 
to the family that no longer having to make up excuses for some of his absences
from work was a big relief. Lisa and Bruce immediately begin talking about the
illness with their best friends. Elizabeth reported that they both seemed
relieved. Megan, however, was hesitant: “I just don’t know how to start.” Bruce
tried to help her by explaining that it was not easy to tell your friends until you
“got into it. Starting is the hardest part.” Megan’s friends were a little hurt
because she had not told them sooner, since Lisa had already told her friends
and the news had spread. Elizabeth told the interviewer that after Megan began
discussing the disease with her friends, it was easier for her to talk about it in the
family.

During the summer, the children helped more around the house in response
to Elizabeth’s severe exhaustion after her last treatment. To Vincent’s relief, Eliz-
abeth finally quit working and went on disability. Lisa continued to test her
father’s limit setting concerning her curfew. When Vincent grounded her for a
couple of days, she seemed to respond. When Bruce tested his father by leaving
things lying around the house, Vincent blew up and Bruce improved—for a
while. Vincent explained his strategy as follows: “I try not to let things get out of
control, but I also laugh with the kids. Sometimes I realize I am being grumpy.
They make me realize I have to lighten up a little.” Elizabeth also tried to tem-
porize and maintain her perspective by saying that their children tested limits in
small ways compared with other children she knew about. Both parents clearly
enjoyed their adolescent children and listened to them.

The children’s almost frenetic schedules continued throughout the summer.
Even Megan was gone a lot, and Elizabeth missed her. She was taking track and
was being a social butterfly. The extent of the children’s activities seemed to
reflect an effort to avoid the worrisome sight of their mother sleeping on the
couch, her fatigue, her cough, and her discomfort. As summer continued, the
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children helped out even more when they came home. Opening up communi-
cation with the children seemed to have helped them to perceive their mother’s
frailty. However, Bruce did not want his friends to see her without her wig,
which she often took off in the house because it was hot and hard to wear when
she was cooking. With good humor, he and his mother worked out a system: He
would ring the front doorbell three times when he brought friends home so she
could put on her wig. Elizabeth understood his age-appropriate concerns about
the importance of appearances.

Death and Family Rituals

The end of the summer was complicated further by the advancing breast cancer
of Elizabeth’s mother, who finally died after a few weeks of hospitalization.
Although her death was expected, the timing was traumatic for the entire fam-
ily. The family held a wake for her, and Vincent tried to help his father-in-law
make arrangements for his wife’s funeral and burial.

At this point, Elizabeth was obviously in a great deal of pain and her cough
had become worse. When she was admitted to the hospital for treatment of
what she believed was pneumonia, Vincent realized that she was dying. He
stayed with her during the day and had the children visit her at different times.
One nurse urged him to get some rest. He looked exhausted and admitted that
he was not sleeping. One Saturday morning, he and all three children visited
Elizabeth. When they went home, Vincent fell asleep, Megan stayed around the
house, and Bruce and Lisa visited friends. At 2 o’clock in the afternoon, the hos-
pital called, and Megan and Vincent went to the hospital. Fifteen minutes after
they arrived, Elizabeth died. Bruce and Lisa, Elizabeth’s father, and her two sis-
ters arrived about 20 minutes later. Lisa went in to view the body with one aunt,
and Bruce went in with his other aunt.

Vincent was in shock and only six months later was he able to reflect on how
he had handled the children during those difficult early moments. “Was enough
done or was enough said to them in the hospital? Did I do the right thing? I hope
I didn’t ignore them. You think: Did you have your arm around the shoulder at
the right time? Lisa and Bruce were with their aunts. I just felt so bad. That must
have been such a terrible thing for them to go through. I don’t even remember
what happened on the car ride home.”

The children attended the two-day wake and felt supported by the huge
crowd of people that included many of their friends. Megan was pleased that
her mother’s face was made up and that she looked so much better than she had
looked in the hospital. Because Elizabeth had been careful not to talk about the
pain and discomfort she experienced, the children had not expected her to die
when she did.

When the children returned to school, their lives began to have some sem-
blance of normalcy and order again. Vincent was occupied with burial, finan-
cial, and other death-related arrangements. His biggest support was Elizabeth’s
younger sister, Donna. He called her several times each day to share feelings
and obtain information and advice on how to handle the children. He felt numb
and yet was able to organize, an ability that rarely failed him.
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Bereavement and Reconstitution

Communicating their feelings presented special challenges to this action-ori-
ented family. They organized, they discussed facts and events, and the children
continued to demonstrate their developmental achievements. But the family
members struggled to find ways to talk about the overwhelming feelings evoked
by the deaths of Elizabeth and her mother. They used activity to avoid and deny
feelings—a strategy that was protective during the period immediately after the
death but was less helpful during the period of mourning and reconstitution.

Lisa initially denied the impact of her mother’s death, saying that nothing
much had changed at home because her mother was gone a lot before she died.
The traumatic impact of both mother and grandmother dying of the same dis-
ease, of an illness that she might be vulnerable to herself, can only be imagined.
Lisa was not ready to acknowledge this, let alone discuss it. She acknowledged
that she thought about her mother all the time. She was able to concentrate at
school, however, and that remained a source of gratification. Although Lisa
became even more responsible at home, she stayed busy and was away from
home as much as possible.

Bruce was quiet and withdrawn at home, and his grades began to drop
immediately. He stayed involved with sports, but seemed more distant. Vincent
seemed to be communicating his fear of additional loss indirectly to the chil-
dren, who experienced his fearfulness as clinging, which exacerbated their own
vague worries.

Megan remained helpful at home, but she clearly demonstrated the ability
of early adolescents (described in Chapters 12 and 13) to distract themselves
with school and friends. Although her grades declined a bit, her teachers said
this was because she was overly social, talking a lot with her friends. She also
was becoming interested in athletics. She said she thought about her mother a
lot, especially about the things they did together.

Just before Elizabeth died, Vincent was playing football with some friends
when he reactivated an old knee injury. The doctor insisted on crutches and
daily physical therapy, so he took sick leave. After he was home a couple of
months, the children, only partly in humor, told him he needed to return to
work “so he won’t be on us all the time!” However, all of them appreciated the
fact that he took over some of the housework, while limping around on
crutches, which reduced the number of their chores.

Mourning

Once his initial numbness wore off, Vincent described the power of his feel-
ings. Six weeks after the wake, Megan asked him to go to the cemetery with her.
“When I saw her grave, I was a wreck. I must have walked at least half a mile. It
was raining, so Megan waited for me in the car. I couldn’t stand it. I just don’t
feel like I’m ready to go to the cemetery yet.” He was completely unprepared for
the overwhelming emotion he experienced. At another time, he was ironing
when he heard a song on the radio and began to cry “Just out of the blue!” He
was afraid of losing control in front of the children and was unaware that men
also often have such surges of emotion.
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Vincent handled single parenting by trying to involve the children in plan-
ning how family life would proceed. He called a family meeting and asked: “Do
you want to have Christmas dinner here (for the whole family) as we always
have? Christmas is going to be very different this year because Mom’s not going
to be here, but I think we should have Christmas dinner anyway.” They agreed,
and he talked with them about how they would decorate the house. He noticed
that Megan “got a little blue and very quiet, but then she came around a couple
of hours later. I think what hit her was that I said that Christmas is going to be
very different because Mom’s not going to be here. That hit her very hard.”
Once that was settled, he told them he had been negotiating about their
mother’s tombstone and had tentatively picked pink granite. They preferred
black granite instead, so that is what he ordered. His conversations with the
children were characteristically direct, even blunt.

Vincent tried to do things the way Elizabeth had done them. Christmas dec-
orations were one such example. Elizabeth had always decorated the inside of
the house while he put the lights on the outside. The children brought the boxes
of decorations down from the attic; then all of them looked at the family picture
albums to see where Elizabeth had put the decorations in previous years. Every-
one pitched in, a bit sadly, but the end result was good.

After the children went to bed, he put the gifts under the tree, “and then I let
go; it was too much. I just had it. The kids were upstairs, and I said this is it. I just
let go.” Although such bursts of emotion alarmed him, Vincent did recognize
that he was much better the next day and was able to be in a festive mood. He
woke the children in the morning and entertained family and friends all day:
“The only thing that keeps me going is keeping busy.”

Vincent noticed that no one wanted to take pictures on Christmas Day. “I
think it was because we wanted to have the holiday, but it wasn’t a great day.
Not a holiday you want to cherish in your mind. I was determined to do it
because I wanted things to go on. People came over, but we didn’t play games.
We just stayed in the living room and talked.”

Setting Limits as a Single Parent

By Christmas, both girls were having some minor problems at school.
Bruce’s school problems, on the other hand, were quite severe. His grades wor-
ried Vincent because they might prevent Bruce from being accepted by the col-
lege of his choice. Vincent was stymied by Bruce because he felt that nothing he
said seemed to be getting through. Bruce procrastinated on his assignments,
had to be reminded about them, and sometimes had to be grounded.

Vincent also was annoyed with Bruce and Lisa for failing to keep their
rooms clean. “I say to Bruce, ‘You have to clean your room. You’re doing noth-
ing tonight, so why don’t you just do it?’ But he doesn’t. I just close the door. I’m
thinking about taking the doorknobs off his door because he hangs so many
things on the knobs.” Megan maintained her previous pattern of helping with
housework and picking up her clothes.

Vincent kept thinking: “What would Elizabeth do about this?” But then he
realized that because she was not there, he had to make the decisions alone.
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Because he had always been more liberal than Elizabeth about setting limits, he
decided to give them all an extra half hour on their curfew. However, he fol-
lowed Elizabeth’s pattern of checking with their friends’ parents about “current
standards.” Lisa wanted to go away for 12 days with a friend and her family
over Easter vacation. He spoke with the parents, then said O.K., even though he
believed that Elizabeth might have said no. He reasoned that she was 17 now
and would be going away to college. He made a package of Easter eggs and
candy for her to take with her. When Bruce asked if he could go on a ski trip with
friends, Vincent called the father of one of Bruce’s friends whose parenting skills
he admired and asked him if he approved of the trip. He did; therefore, Vincent
let Bruce go.

Fear of Other Losses

Vincent was surprised by how much he worried about the children. For
example, he gave Lisa a 1:30 A.M. curfew on weekends. At 1:30 one night, she
called to tell him she would be five minutes late. It was an hour later when he
found her friend’s telephone number and called. He was told that she had just
left the house. Vincent was frightened and angered by her lack of consideration
and grounded her for two nights for creating a situation in which he had to stay
up an extra hour and worry. Later, he relented and said she could go out until
11:30 P.M., but she decided to stay home anyway.

Six Months After the Funeral

Vincent wondered why the children did not talk much about their mother
anymore. Lisa had gone to the cemetery with a cousin. On another occasion,
Megan and Lisa visited their grandfather, who showed them some pictures he
had found of their mother. They were excited and wanted to keep the pictures.
They talked about the fact that the pictures were “exactly like Mommy. Remem-
ber how she use to get so excited?” At times such as these, conversation about
Elizabeth flowed more freely.

Vincent finally overcame his reluctance to visit the cemetery and went there
with his sister-in-law, father-in-law, and the three children. “It was nice. Bruce
liked it. They walked around the cemetery. It wasn’t somber; there was humor.
We were joking about the fact that some people had the date of birth but not the
date of death, indicating that they were ready and waiting! It was a nice day—a
positive approach. It has to get easier every time. It’s like you’re approaching
something unknown, then someone begins to talk and it’s O.K.”

Mourning Becomes Depression

Megan’s and Lisa’s grades went up in all their classes, whereas Bruce’s
grades kept going down; his situation was now extremely serious. Vincent
spent hours on the telephone with his teachers and coaches. The English teacher
said that Bruce behaved as if he simply did not care and did not hand in his
assignments. Vincent’s first reaction to Bruce’s report card was to keep him from
playing soccer. But after speaking with the coach, he decided that would be
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counterproductive. The coach said he had great ideas for Bruce this year; he was
going to be captain of the team. So they decided a better approach was to require
him to write down his assignments every week, with the teachers signing when
they gave him the assignment and when he returned it. He also had “responsi-
bility sheets” to be signed by the coaches concerning punctuality, effort, and so
forth. If Bruce failed to submit work that was appropriate and on time, he would
be kept out of soccer.

Vincent talked with Bruce about his discussions with the teachers. He
reminded Bruce about his mother’s legacy and challenged him to live up to her
expectations. “You’re just quitting on yourself. You’re only letting yourself
down. Your mother gave you strength and all this courage, and you’re giving
up. You have to make her happy, not just me. You have to continue to strive and
not give up; continue to fight, not quit. She left a nice legacy for you, and you
have to be as good as she was, if not better. You are quitting. You are so capable
and you are just throwing it away.” Vincent pointed out: “Your mother never
gave up. Even when she knew she was dying, she never gave up, and you can’t
either. The teachers really care about you. They really put in a lot of time trying
to get you to do well. They think you can do well. Show them you can do well.”

Bruce told the interviewer that his father’s plan made him feel relieved. He
knew his grades had been going down for a couple of months, but he didn’t
know how to tell his father or how to reverse the situation. Because he was
afraid his father would keep him off the wrestling team, he could not tell him.
However, he knew he was having trouble even in wrestling, a sport he loved: “I
wasn’t really into it, my heart wasn’t in it.” When the interviewer asked him if
he minded his father’s plan, he said, “No choice really, but I would have done
the same thing.” He said he was thinking about the past a lot, about vacations
with his mother. He longed for the happiness again. He was indeed mourning.

One Year Later

Twelve months after the death, Bruce’s English teacher and his coach wrote
the following note:

For the second 10-week marking period of the year, Bruce received a 65 in my
class, and that was a gift. Nothing I would say or do would move him. When
challenged on why he refused to hand in work, he would sit stone faced and not
answer. Perhaps a little shrug of the shoulders. When I offered every bit of my
time for him, asked if I could help with the work, sit with him, give him extra
time to complete the work, come and talk to me as a confidant, the response was
always the same. Both his Dad and the gym teacher required him to have a daily
responsibility sheet to be signed by all his teachers regarding attendance, work,
attitude, and grades. At the end of each class, Bruce faithfully came to me and I
would write the appropriate comments. During all of this time and the time pre-
vious, he was never surly or disrespectful, just uncommunicative.

About two months ago, he started doing all of his work again. He was still
getting his responsibility sheet signed, but there was a silent though dramatic
change. It was as if he had found his will to live again. Since that time (and we
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have not discussed the whys or wherefores) Bruce has become the student he
can be. His work is very good. It shows study and care. In short, he is a terrific
kid who has had a most unfortunate twist of fate in his life. Here’s hoping for
the best.

Fourteen Months After Elizabeth’s Death

Vincent reported that all the children were doing well in school, sports, and
social activities. All of them spent a large amount of time with their friends. Vin-
cent had begun to date, and discussed the matter with his children. Because
Bruce seemed a little concerned that “she” might move in before he finished
high school, and Megan was upset about what she viewed as the replacement of
her mother, Vincent decided to slow down his relationship with this woman in
deference to their feelings.

Bruce showed no more evidence of depression. He felt that his relationship
with his father was a good one. Occasionally, he feared that someone else would
die. On the whole, however, Bruce maintained a positive and hopeful outlook.
On the other hand, Lisa was more depressed, probably because of her upcom-
ing separation from the family when she would go away to college. She was not
sure that things would work out for her. She cried every day, privately, and had
trouble sleeping many nights. However, she went frequently to the cemetery by
herself, integrating this easily with other activities. Her father was pleased to
hear her say, “I’ll be home a little late after Mass, I’m going to stop by the ceme-
tery to see Mommie.” She maintained an active, positive social life and had a
good relationship with her father. At times, she wished that she had died with
her mother. She was surprised that her Easter trip with another family had been
difficult for her. It had highlighted how different her own family was now and
would be in the future. It was so different from what she had come to expect and
hope for. Although she was concerned about whether she would “make it”
away from home, these concerns did not seem to be interfering with her plans.
She had been accepted by a college some distance from home and experienced
renewed mourning as she prepared to make the transition.

Summary

Lisa’s grief was delayed, perhaps in part because of the trauma of losing
both her mother and grandmother in such a short time and because of the com-
plexity of her relationship with her mother. The experience of mourning in the
face of losing her mother, the secondary stress of losing her grandmother, and
the obvious threat to her own survival were overwhelming. In addition, she
faced two major life transitions: leaving home for college and the possibility that
her father would remarry. Rather than feel excited about going to college as her
friends were, she was filled with self-doubts and fear about her own vulnerabil-
ity. Her concern about whether she would make it away from home the follow-
ing year was realistic. Lisa’s ability to share her feelings with her family was lim-
ited, in part because she may have been afraid of awakening their own fears, but
especially because she was afraid of reawakening her father’s grief.
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Bruce began his mourning relatively soon after the death. His mother’s
death gave him no sense of relief, and his period of numbness was brief, if it
happened at all. He and his mother had had a close bond, and he felt a great loss.
His mourning was intense and much like adult mourning—full of a sense of
helplessness and hopelessness. He was not certain he could go on without her,
and his poor grades and lack of enthusiasm for athletics reflected his retreat.

All three children functioned well, at least in the three important domains of
school, home, and peers. It was only in the stillness of their souls that we see
sadness, apprehension, and perhaps fear. However when last seen, all the chil-
dren remained within the boundaries of mourning rather than sinking into
depression. Even Bruce’s short-lived depression was reactive; it did not have
persistent overtones. Lisa’s depression was likely to be transient as well,
although one would have liked to see her implement a counseling referral.

Mother and 16-Year-Old Daughter

“You Can’t Just Go on with Your Life!”

Robert met Ellen while consulting at her place of employment. He was recently
divorced and was attracted to her competence and obvious managerial skills,
and she was attracted to his artistic sensitivity. He was a well-known architect
who worked for a large corporation. Ellen found his way of staging events irre-
sistible: For example, he proposed to her on Christmas Eve “in a most romantic
and beautiful setting.” They married, and their daughter Shelby was born four
years later. Ellen was a private person who had been raised by her mother to
respect privacy and secrecy; Ellen’s father had been an alcoholic. There was a
rigid coldness in her parent’s home that was also part of her upbringing.
“Robert was the first person I was ever hugged by.”

Marriage and the first years of Shelby’s life were blissful for Ellen. To meet
the recurring deadlines his growing success imposed, Robert was seldom home
before 8 or 9 P.M. Ellen liked and respected his obvious success.

When Shelby entered school, problems soon surfaced. In fact, she never was
successful in school, which gradually became a battleground. In the early
grades, she had occasional bouts of refusing to go to school. By the time she was
in sixth grade, there were battles over homework. In junior high school, she
skipped school on occasion. At this point, she was found to have a specific learn-
ing disability and received some remedial education.

When she entered high school, Shelby liked school for the first time because
she had discovered boys and social life and obviously was popular. As Ellen
pointed out, “She has a lot of girlfriends and a boyfriend, who also adore
Robert. Shelby and I have a good relationship, but we have a normal relation-
ship. She is, after all, a teen-ager, and she goes through all the terrible things that
teen-agers experience—smoking, sex, alcohol. We fight all the time: She wants
to stay out, I want her home. But we know that we love one another.” Ellen was
the disciplinarian in the family, whereas Robert thought Ellen should praise first
and discipline later. Although her father worked long hours, Shelby felt close to
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him and thought he understood her. For example, she said that if she begged, he
would let her go to an important party for a couple of hours even if her activi-
ties had been restricted. “Dad’s on my good side.”

Illness

Robert’s first symptom was blood in the urine. Ellen read everything she could
get her hands on and found that painless hematuria is often the first symptom
of bladder cancer. However, the diagnosis was not established until four months
later because all the tests, including biopsies, were negative at first. Once the
diagnosis was made, the doctors removed his bladder and also discovered 
that one lymph node was affected. Because Robert was not a candidate for 
a “new bladder,” he wore a bag hidden by baggy pants. He had chemo-
therapy for four months, was extremely ill, lost what little hair he had left, but
then made an excellent recovery. He had maintained an optimistic attitude
throughout.

One month after his final treatment, Robert returned to work. In looking
back on the period of Robert’s diagnosis and treatment, Ellen felt that she had
concentrated all her energy and concern on him and had more or less with-
drawn from Shelby.

Both parents kept Shelby well informed and tried to maintain an atmos-
phere of normalcy. “Dad told me all the gory details. He knew I was interested
in going into medicine.” Shelby had a birthday party the day after Robert came
home from the hospital. The illness had no effect on her grades. Ellen had sent
Shelby for counseling before Robert’s first symptom appeared because Shelby
was dealing with her first relationship with a boy, and there was some smoking
and drinking. Shelby went to the counselor twice, saying to Ellen: “I’ll go if you
want me to, but because I have my friends I can talk to, I feel I have nothing to
say to him.” Shelby believed that all her conflicts with her mother concerned
school. “I did my homework, Ma.” “No you didn’t.” Then she added: “We get
along great much of the time, but when we have trouble, we fight hard.” She
thought the fighting had started before her father became ill, but had gotten
worse afterward.

Terminal Illness

Six months after Robert went back to work, his doctors found that his disease
had metastasized to lung and bone. The greatest problem was bone pain. He
could no longer work. Although he participated in a number of clinical trials
with experimental drugs, his disease progressed rapidly. When the metastases
were discovered, Ellen decided not to talk to the doctors anymore because she
could not face hearing about what she knew was happening. Robert remained
optimistic to the end, so she tried to hide her own despair, which was fueled by
her mother’s recent death from cancer. Her mother had been terminally ill for
three years and, until the end, preferred to suffer excruciating pain rather than
experience the mental side effects of pain medications.

Robert’s parents were devastated by his illness. Robert did not want them to
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visit him because he was afraid of their reaction to his changed state. When he
stopped working, the family finances became extremely tight. His parents
insisted on paying half of the family’s monthly mortgage payments, and Ellen
worked both a full-time and a part-time job. Seeing Robert at home all the time
made Ellen feel sad. He was lonely, bored, and tired of being sick.

Shelby told the interviewer that she believed that her parents kept her well
informed about her father’s illness and its progression. She was aware of the
changes not only in her father but in her mother as well. Although the conflicts
with her mother about school and household chores continued, Shelby
empathized with her mother’s increasing sense of helplessness. “She does so
much, but after a while she doesn’t know what else to do.” Shelby was more
defensive when describing her interaction with her father, and reflected the fluc-
tuation of empathy, self-centeredness, but also the worry about the passing of
time. “Just because my dad has cancer, I’m not going to hide in a closet. I’m not
going to ruin my teen-age years! I know that is pretty mean. But we spend time
together. I sit there and watch the TV with him. All he does is watch TV. My dad
and I never fight. He’s always on my side.”

Shelby said that she recently received a poor grade and her father had
decided to ground her. She thought the mark her teacher had given her was
unfair. Although he had grounded her, she persuaded him to let her go to a spe-
cial party for a couple of hours. The next day he called the teacher and found out
that her grade was a mistake; her actual grade was much better.

Shelby told the interviewer that her father’s intervention made a big differ-
ence in how the teacher treated her and in how she felt about herself. In fact, she
thought that his help had inspired her to work harder. Her father told the
teacher that Shelby loved the class, was interested in medicine, and was upset
about the grade. Her teacher was surprised because all he had observed was
Shelby’s anger and unhappiness, and he was unaware of her interest.

When the interviewer asked Shelby if she had any advice for other kids in a
situation like hers, she said: “I’d tell them, first of all, don’t jump to conclusions.
Things you think are real bad or crazy won’t really happen. Think of the good
things, the bad things, but also think of yourself. I didn’t dedicate 24 hours a day
to Dad, because your friends are important too. You have to describe and
explain the illness to your friends. Sometimes when I talk about it, it gets me
scared, but now I’m used to it. My Dad’s great. Just because he’s going to be
away for another week in the hospital doesn’t mean he’s never going to come
back. He may not come back, but you never know. You have to be prepared; you
have to know everything. All the time I ask questions. My Mom will tell me
everything. My Dad will tell me everything, even the grossest things, and I go
“Oh, my God!” He tells me because he knows I want to do something in medi-
cine and he wants me to know what it’s really like. You just ask a lot of ques-
tions. If my Dad dies, it will be like we did everything we could.”

Shelby anticipated the future without her father. She had gotten to know
him so much better since he was sick and stayed at home. “If I live with my
Mom I’m in a jail cell. If I’m with my Dad, he’ll let me do whatever I want. He
was like a stranger, before he was sick; I felt strange around him. Now I’m
around him a lot. He wants me to bring my friends in, but then he might get
sick, and he understands that.”
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Death and Family Rituals

Six weeks before Robert died, he was hospitalized again because he needed pain
management. He was unable to sleep, his temperament changed, and he
seemed to be a different person. He was so heavily medicated that he halluci-
nated at times. Ellen explained to Shelby that her father’s demanding and angry
behavior was caused by the pain, the debility, and the drugs. She called her in-
laws to tell them their son was dying. When they came she was careful to let
them have time alone with their son.

Robert and Ellen had been married for 23 years when he died. The private
viewing of his body by members of the immediate family, the funeral, and the
burial seemed like a blur to Ellen. Typical of children her age, Shelby insisted on
taking an active role in the rituals. She wanted to view the body, to be alone with
her father, to pray, talk to him, cry a bit, touch him—all of which were helpful to
her. Ellen was surprised by the number of Shelby’s friends who came to her
daughter’s aid. Shelby even received telephone calls from friends she had not
heard from since elementary school. Four days after Robert’s death, Shelby
went with her school team to a national cheerleading competition. She called
home a few times, but otherwise did well.

Ellen needed to return to work quickly. Her only apprehension was that she
might be overwhelmed by her colleagues’ condolences. Six weeks after Robert’s
death, all she felt was numbness, although she expected to break down at some
point. What surprised her was the strong fear that she would never again have
a close physical relationship with a man she had come to need and appreciate so
much.

Bereavement and Reconstitution

Shelby was beginning to establish a more mutual relationship with her mother.
She showed a new sense of empathy for her mother’s changed reality, and both
of them noted a marked shift in their relationship toward greater intimacy and
mutual respect. Shelby also explored age-appropriate existential questions con-
cerning the value of religion: “If religion is so powerful, then why did he die?”
She thought she might want to be a social worker because her friends and her
mother were able to confide in her and enjoyed talking with her. She wanted her
mother to be happy, even to date, so she would feel less guilty about being with
her own boyfriend.

In health class we talk about death a lot. I can’t stand the kids in my class. The
kids said you just go on with your lives, and I said: “You try! It doesn’t work
that way. I wish you could be in my house for a while and see how really hard
it is; you can’t just go on with your life! One kid was talking about his mother,
who left her kids. She never came back; they don’t know where she is. He and I
are the only ones that understand how things are never really the same as they
were before.

One subject that Shelby did not talk to her mother about or mention in the
health class was her concern that she might be at risk for cancer herself. Her
father also had been concerned about her for that reason.
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The full impact of single parenthood emerged during the first several
months after Robert died. With the interviewer, Ellen examined several factors
that added to her difficulty. First, her own dysfunctional family, especially her
cold mother and alcoholic father, resulted in a joyless adolescence that did not
yield useful memories or guidelines for handling Shelby. Second, before Robert
became ill, she had been thoroughly involved with Shelby, but all her daugh-
ter’s school problems had made the relationship a conflicted one. Afterward,
she had become extremely fearful of his dying and had therefore devoted her-
self fully to her husband for two years. She could always count on Robert to
soften her disciplinarian approach and to support Shelby. That balance was no
longer available, and it frightened Ellen.

An example of this complex balance was how to handle the whole issue of
dating and sex—for herself as well as Shelby. As her numbness thawed, she was
aware of an emerging need for closeness. Symbolically, this centered on wearing
her wedding ring: “I feel like the longer I wear it, I’ll never be able to take it off.”
Ellen’s relationship with Shelby wavered between a sibling and a parent rela-
tionship. For example, Shelby invited her mother to come to her high-school
prom, and Ellen, only partly in jest, warned her that if she came, she might show
up with a date. At another point, Ellen asked Shelby if it was O.K. if she had a
date, and Shelby said she would not mind. Privately, Ellen often thought about
the issue of dating.

Ellen’s mourning process deepened: During an interview, she said: “I’m
coping very well and it frightens me. I go from listening to very sad, sensuous
music to feeling good to feeling bad. Today, I heard some music that was upbeat
and started to feel good. Then I thought, It’s only been a few months, and I feel
like a traitor to Robert.” During the next interview, she said she was feeling real
rage at Robert, and this finally made it possible for her to remove her wedding
ring.

As was characteristic of so many adolescent girls, Shelby wanted to talk
with Ellen about how much she missed her father and how, at times, she felt as
if she were going crazy dealing with those feelings. Talking with Shelby about
this was not easy for Ellen. Being confronted with the intensity of Shelby’s feel-
ings at a time when she herself was in such turmoil about her own feelings made
it extremely difficult for her to listen. Ellen decided she needed to encourage
Shelby to enter counseling.

Mid-Year Mark

Various factors coalesced that might have contributed to Shelby’s spate of
serious acting out over the next few months. First, she may have been partly
responding to the depth of sadness often seen in adults and in older adolescents
between four and eight months after the death of a loved one. Her discussions
with her mother certainly seemed to reflect this more adult mourning process.
Second, her mother worked at two jobs to maintain the family finances, which
left Shelby without much supervision, and Shelby had always been an adoles-
cent who needed supervision. Third, Shelby was 17 years old and beginning to
think about the end of high school. Finally, Ellen had begun to date and had an
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active social life—a new experience that delighted her. Shelby’s negative
response to the fact that her mother was dating surprised Ellen. Having initially
assented to the idea of Ellen’s dating, Shelby now resented her mother going out
all the time, and thought it was too soon after her father’s death.

Shelby broke up with her boyfriend of several years and joined a new social
group that was involved in drinking, drugs, and smoking. She cut school sev-
eral times, received flunking grades, became defiant, and stayed out late. Ellen
felt that the closeness they had developed was gone: “She no longer has any
concern about me.” When Ellen gave Shelby permission to invite a few friends
to the house, 15 arrived and refused to leave when Shelby asked them to do so.
Angry conflicts between Ellen and Shelby ensued, and the man Ellen was dat-
ing broke off his relationship with her as a consequence. Much of Shelby’s mis-
behavior changed toward the end of the summer, when she broke up with her
new boyfriend and distanced herself from the new social group.

Fourteen Months After the Death

Both Ellen and Shelby began to see a therapist on a weekly basis. They
agreed that Shelby’s plans for college after graduation should not be discussed
until they had worked out the conflicts in their relationship that had defeated
any reasonable planning. Neither one was ready to begin thinking about college
and separation. Ellen believed that her relationship with Shelby was now on the
mend. The love they felt for each other, although not freely expressed, seemed
evident.

Summary

Shelby’s mourning was complicated by her own pre-existing vulnerabilities
and by secondary stressors related to her mother’s troubled mourning and the
deprivations her mother had experienced in her own youth. Shelby lost the par-
ent who had been in her corner, had understood her problems with self-esteem,
and had been patient with her. Although Ellen struggled to compensate for
Shelby’s loss, her own grief and lack of experience in being a parent of an ado-
lescent led her to withdraw from Shelby and to violate mother-daughter bound-
aries in ways that reduced Shelby’s self-esteem even more and made her feel
more alone. Shelby also had a pre-existing problem, her academic difficulties,
which fortunately hadn’t stigmatized her with her peers (as such difficulties
stigmatize so many adolescents). She had many good friends, both male and
female—an important source of self-esteem for adolescent girls.

In retrospect, Shelby’s two months of angry rebellion seemed to be an
equivalent of mourning. The depth of her mourning overwhelmed her capacity
to cope. Because her mother paid a price for her dysfunctional upbringing, she
was at best an awkward filter for Shelby. However, the strength in their rela-
tionship was Ellen’s commitment to her daughter, her persistence and self-
reflection, and therapy that helped them to renegotiate a more mutually sup-
portive and appropriate relationship.

Finally, mother and daughter shared a love for Robert and wanted to fulfill
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his legacy of commitment to Shelby’s growth. Their effort to work out a differ-
ent relationship shortly after his death also seemed to have helped. Finally, by
seeking therapy for herself as well as Shelby, Ellen confronted her own troubled
past. She supported, protected, and informed her daughter, and persisted in
negotiating a better relationship with her.

Outcomes

By the final assessment, 8 to 14 months after the parent’s death, 21 of the 36 ado-
lescents had achieved their previous levels of functioning in all of the major
areas: psychological state, relationships at home, academics, athletics and after-
school activities, and developmentally appropriate peer relationships. Nine had
a delayed reconstitution, three a compromised reconstitution, and three a symp-
tomatic reconstitution.

Characteristics of Timely Reconstitution

The 21 adolescents who had a timely reconstitution had a history of consider-
able competence in at least one area of functioning that predated the parent’s ill-
ness. Their accumulated successes, coupled with years of satisfactory parenting
by either or both parents, seemed to have given them the security to cope with
the loss of the parent. What was surprising were adolescents who adapted well
after the death despite having relatively serious pre-existing personal problems
or having parents whose problems affected their competence as parents.

Pre-existing Problems in Functioning

Among the 21 adolescents who did well, two became addicted to alcohol or
drugs shortly after their parent’s diagnosis, but responded well to intensive
treatment. While the parent was dying, these two adolescents used therapy 
and were able to function well throughout the period of bereavement and
reconstitution. Apparently, they had learned about how they functioned under
stress and used this knowledge to master the stress of the death and their own
mourning.

The previously diagnosed mental illness of another adolescent was briefly
exacerbated. With therapy, and with his surviving mother’s ability to set firm
limits and his own considerable abilities, he was able to regain his previous level
of functioning. Another child resolved her chronic and severe learning problem
by embarking on a career as the housekeeper for her father and younger sisters.
Rather than resenting this role, she was proud of her competence, and her father
appreciated and supported her.

Serious Problems in Parenting

Surprisingly, serious family conflicts and parenting problems that might
have been associated with a poorer outcome among children in earlier develop-
mental stages did not have such an effect on these adolescents. It seemed like
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they were more reliant on their integrated sense of self and significant peer rela-
tionships and less affected by home conflicts. One father who died had a history
of alcoholism; another had been severely mentally ill; and still another, although
abusive to all family members, was particularly abusive to the adolescent. In
these situations, the surviving parent functioned competently, acknowledged
the dead parent’s behavior and the negative feelings it provoked, but also
encouraged realistic idealization of the dead parent. As described in earlier
chapters, that approach was very successful with younger age groups as well.
Among the surviving fathers, one was a recovered alcoholic and another had a
history of severe mental illness. Both acknowledged their illness and their vul-
nerability as parents and sought additional help and support for themselves
and their children.

Characteristics of Delayed Reconstitution

The nine adolescents who recovered more slowly were adapting relatively well
to their parent’s death but were still struggling to regain their equilibrium in at
least one major area 14 months after the death of the parent. In all nine adoles-
cents, the parents were less successful in discussing details of the patient’s ill-
ness and probable death than were the parents of the timely reconstitution
group. More specific factors associated with their slower reconstitution
included a broad range of additional stressors.

Pre-existing Problems

Three girls and one boy had mild to moderate learning problems, health
problems, or a severe previously diagnosed mental illness that predated the
parent’s illness. The surviving parents struggled with assuming the role of a sin-
gle parent to a vulnerable adolescent. A common pattern became mutual
provocative interactions. In these cases, the patient had been more successful in
helping the adolescent and in defusing problematic interactions.

Marked Limitations of the Surviving Parent’s Skills

In three families, the surviving father’s parenting skills were markedly lim-
ited. These fathers were overwhelmed by the loss of their wife’s crucial support,
and their efforts to assume the role of single parent with their sons floundered.

Grief or Depression

The grief reactions of one boy and one girl were unusually strong and pro-
longed. This may have reflected an emerging depressive illness. Although nei-
ther adolescent had experienced previous episodes of depression, there was a
history of depression in both families. The parenting skills of both surviving
mothers were adequate, but both adolescents had always been less comfortable
with the surviving parent. There were additional stressors in both. The boy was
the eldest of four siblings and felt overwhelmed by his sense of responsibility.
He had just entered a highly competitive private school where the faculty were
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not supportive, and he had difficulty confiding in newly made friends. Finally,
his father died within six months of diagnosis, giving all a limited time to pre-
pare. The girl felt betrayed by her boyfriend and a girlfriend who withdrew
from her, and they began to date each other after her father died. In addition, her
mother permitted regressive behaviors such as allowing her daughter to sleep
with her for several months.

Characteristics of Compromised Reconstitution

Three girls showed no signs of improvement in internalizing and externalizing
symptoms 14 months after the death. In all three, the patient, two mothers and
one father, had had a close, supportive relationship with the girls. Both surviv-
ing fathers were distant, angry men. One girl began to sneak out of the house at
night and became sexually involved with a divorced man many years her sen-
ior. Her father, an immigrant from a Mediterranean country, became enraged
and refused to allow her ever to return home. Another adolescent had a series of
additional stressors: She had a history of severe learning disabilities. Her
favorite older brother left home and married after quarreling with his father,
and an aunt the girl felt close to moved to a different state. When last seen, her
behavior in school and with her peers continued to decline markedly. The third
girl had progressive symptoms of depression. She had felt especially close to
and supported by the patient, her father, who had a history of severe depression
that had been controlled with medication. Despite ongoing therapy that began
shortly after her father’s death, her depression was unrelieved when she was
last seen.

Characteristics of Symptomatic Reconstitution

After their parent’s death, two boys and one girl developed new psychiatric
symptoms that were severe and qualitatively different from the symptoms they
had exhibited before. These symptoms included severe and dangerous aggres-
sive behavior with peers, severe phobias that interfered with normal function-
ing, self-mutilation, clinical depression with suicidal behavior, and abuse of
drugs and alcohol. Both parents of one adolescent had severe psychopathology:
depression and constricting phobias. In another, the surviving parent tried hard
to respond effectively to the adolescent’s escalating pathological behaviors 
but became locked into negative, mutually provocative cycles. In the third, psy-
chiatric treatment was delayed until the symptoms became blatantly self-
destructive.

Discussion

Three features stand out in this group of 36 adolescents: their mourning, their
formal operational cognitive understanding, and their emotional development.
They mourned more like adults. Although with most the period of mourning
was shorter then that of the parents, it had other characteristics that were simi-
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lar: the grief was intense and at times overwhelming, it could not be controlled
by immersion in other activities, sadness permeated their lives, some responded
with externalizing symptoms, and their functioning level in most areas was at
least temporarily affected. This is a contrast to the mourning of their younger
peers—the youngest mourned more with joy and pleasure in the memories of
their parent, the older ones with clear boundaries between mourning and activ-
ities that allowed an escape from the grief. The grief seemed to be a different
level of stress for these adolescents, perhaps contributing to some of the less
optimal outcomes.

Another feature emerged in their cognitive development. Although formal
operational thinking was present in some early adolescents, the automatic per-
spective on the past-present-future features of the illness and death, on the more
comprehensive understanding of the death’s effect on everyone’s life without
the parent were more evident in middle adolescence. These cognitive abilities
made the reality of anticipatory grief more frequent in this group of adolescents.

Boys’ emotional development continued the withdrawal of investment
from the parents. Girls gave evidence of starting or continuing to change the
relationship, rather than only detach. This, coupled with the new emphasis on
loving friendships with peers, opened up an important avenue for support,
which may have contributed to the relative independence from the need for
more permeating parental support in some of the adolescents with a timely
reconstitution. On the other hand, with several children we also saw that prob-
lems with loving friendships, including sexual acting out, was a greater poten-
tial source of stress. Two related areas, a reduction in their egocentrism and an
increase in their ability to empathize, made the task of parenting them some-
what easier.

Finally, for many, thoughts about leaving home, often to go to college, pre-
sented a different set of stressors. Even in many of the youngsters with a timely
reconstitution, the joy of the adventure of leaving home, seen in many nonbe-
reaved children, was not there. With many, there was a level of apprehension
about another separation; with some, a reawakening of the mourning. Their
ecological world was expanding rapidly. Confronting the probability of a differ-
ent type of independence was affected by their recent loss.
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Conclusion

The findings presented in this book rest on the foundations of development and
the continuum of reconstitution of the family after a parent’s death. Effective
healing processes that were identified included: understanding children’s
developmental needs; preparing, informing and guiding them through the
experience; supporting and resonating with their unique expressions of grief;
helping them construct a positive legacy; and reconstituting relationships with-
out the day to day presence of the parent who died.

Increasing developmental specificity in studies of children’s reactions to the
death of a parent has been identified as an important direction for research
(Clark et al., 1994; Roosa et al., 1997; Rutter, 1994; Tremblay & Israel, 1998). How-
ever, creating a methodology for incorporating developmental specificity has
been a major challenge. The research presented here used a qualitative method,
grounded in the data, to identify five groups of children with similar cognitive,
emotional and social-ecological characteristics. These characteristics were
drawn from theories of development that provided useful, comprehensive and
pertinent attributes of development in these bereaved children.

Beginning the research during the parent’s terminal illness emerged as an
important design feature, because this period proved to be the time when most
of the children and adolescents experienced the highest levels of depression and
anxiety; levels that were higher than they experienced after the death (Siegel et
al., 1996). The qualitative analysis allowed an exploration of children’s anticipa-
tory responses as well as their reactions after the death, thus providing a more
complete understanding of how children experienced an anticipated death.

The developmental approach also made it possible to identify outcomes
within each age-development group that described how children adapted more
or less effectively to the parent’s terminal illness and death. Both positive and
negative mediating and moderating factors (different factors in each stage of
development, during the periods before the death and during the reconstitu-
tion) were related to each outcome category. A four-dimensional bereavement
outcome model, described in chapter 4, emerged that depicted the complex
interactions among development, stages of a parent’s illness, the structural-
dynamic-interactive dimension, and the resulting outcome. Two findings, the
differences in the mourning processes as children matured and the children’s
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outcome category when last seen, illustrate the role of mourning in the process
of healing children’s grief and clarify factors that contributed to better and
worse adaptation.

Mourning

Mourning is the process by which children adapt to the death of their parent.
Much was learned about the different manifestations of mourning in the five
development derived age groups. It is perhaps this variation in the way children
communicate their grief that has made it difficult for adults to respond to them
in ways that acknowledge the reality of their grief, honor their varying expres-
sions of it, and provide the resonance, empathy, solace, guidance, education,
and support that promotes healing. The quest to understand the mourning
process itself can be traced through most of this century, but the way children’s
development influences its manifestations has been elusive. It was a goal of this
study.

Developmental Differences in Mourning

Ages 3 to 5 Years

Children in this age group expressed their grief in ways that were difficult
to recognize. They certainly did not exhibit any signs of anticipatory mourning.
Indeed, even after the death, their mourning became apparent only when they
finally understood and accepted the fact that the parent would never come back,
a realization that sometimes took several months. The children’s manifestations
of mourning included sleeping with the surviving parent, thumb sucking, bed
wetting, clinging behavior, night terrors, whining, stomachaches, other physical
symptoms, and worries about their own health. When these symptoms lasted
too long, all was not well with the child.

Some young children asked questions and talked about the dead parent;
others did so only rarely. One clear expression of the protest of the loss by chil-
dren this age was their demand that the surviving parent find a replacement for
the lost parent. They mourned the loss of the whole family as they had come to
know it and their play was often replete with themes of restoration.

These young children reacted negatively to separations from the primary
caregiver as well as to major mood changes in the caregiver. Healing interac-
tions included providing a language and an emotional context they could use to
communicate about the parent who died. This structure relieved their anxiety
and improved their ability to talk about remembered positive interactions.

Ages 6 to 8 Years

The children in this age group experienced anticipatory anxiety rather than
anticipatory grief; they feared the awesome event they knew was likely to occur.
However, unlike their younger peers, as soon as they were told about the death,
they knew that the dead parent was gone forever. Furthermore, they “knew”
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that the parent was in heaven looking down on them; they just could not see the
parent. They felt the parent’s presence and could talk to the parent. Unlike the
older children, these children loved to talk about the parent, surround them-
selves with photographs of the parent, and incorporate the parent’s clothing or
other belongings into their play. Although they experienced moments of grief,
anger, and sadness, sometimes connected with thoughts about the parent, the
predominant affect of their mourning was pleasure in telling and retelling sto-
ries about what they and the parent had done together. The image of the dead
parent they retained was usually that of a loving caregiver, protector, the
provider of good things, of a strong, much admired hero or heroine.

Interactions that were healing to children of this age included consistent
involvement with a primary caregiver who could support their self-esteem. The
caregiver needed to provide continuous clarification of logical errors the chil-
dren made that were based on magical thinking processes and excessive self ref-
erence leading to self blame and disturbing guilt. They needed warm empathic
resonance to their disappointments and sadness, but also respect for their joy-
ous remembrance which was the unique way of grieving for children this age.

Ages 9 to 11 Years

Older school aged children seemed to be so overwhelmed by their grief that
they could not tolerate such feelings. Unlike the 6- to 8-year-olds, they did not
like to talk about the dead parent. Instead, they compartmentalized their feel-
ings, refused to express or experience their sadness by resorting to intellectual-
ization. The children who were voracious learners sought information about the
disease and wrote papers about it for school. Most of them also compartmental-
ized by escaping into school and after-school activities that would not remind
them of, or force them to think about the dead parent.

Because of the age-related advances in their cognitive abilities, they were
capable of experiencing anticipatory mourning during the parent’s terminal ill-
ness. However, they worried about the surviving parent’s health as a result.
Like their 6- to 8-year-old counterparts, they described having a sense of the
dead parent’s presence. They felt that the dead parent was watching them and
was pleased when they succeeded at school or in sports. They dreamed of doing
things they had wanted to do with the parent while the parent was alive. The
image of the parent retained by children this age emphasized the parent as the
conveyor of knowledge and skills they needed for independence and achieve-
ment. They mourned the parent as a coach, advocate, “cheerleader,” friend, and
buddy.

Healing interactions required adults to provide a continuous flow of
detailed information that gave them a sense of mastery, but permitted avoid-
ance of emotional expression except on infrequent occasions. This more intel-
lectual, non-emotional grieving needed to be honored as such. These children
productively used opportunities to assist the patient and the family as long as
the tasks were reasonable. Creating formal opportunities for remembering the
parent who died helped them to give expression to feelings they often found too
frightening to discuss.
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Ages 12 to 14 Years

Children in this age group not only compartmentalized and avoided their
feelings but avoided information about the parent’s illness as well. The mani-
festations of their mourning merged with the emotional and behavioral
upheavals associated with puberty and early adolescence. Although it seems
paradoxical, what was very upsetting for them was the withdrawal and preoc-
cupation of their parents during the terminal illness and after the death at the
very time these children were themselves withdrawing and moving toward
independence. Like the 9- to 11-year-olds, they worried about the surviving par-
ent’s health and escaped into school, after-school activities, and being with their
friends. They grieved, but alone, in their room because they were preoccupied
with controlling powerful emotions that threatened to overwhelm them in pub-
lic places. The sense of the dead parent’s presence was more prevalent and pow-
erful to these early adolescents than it was for their younger counterparts.
Although most of them said that they talked with the dead parent, they never
doubted that the parent was in fact dead. This behavior seemed to reflect the
process of internalizing the parent rather than avoiding the reality of the loss.

They grieved for a different parent than their younger peers did. They
grieved for the loss of the parent’s specific characteristics and his or her special
functions in the family. The early adolescents mourned the parent as their men-
tor who would give them an “edge” in some important area. Girls mourned the
loss of the mother who had begun to share with them and had enjoyed being
with them during shopping excursions or slightly guilty ice cream splurges
rather than the mother who only provided care. Importantly, the parent was
mourned by children of this age as their gender and social role model. Both boys
and girls missed the mother who had organized the family, had made it possi-
ble for them to spend time with their friends, had mediated conflicts, and had
helped them cope with their volatile emotions. They mourned the parent who
set limits on their outrageous behavior.

Young adolescents often needed more information about what was occur-
ring than they wanted. Healing interactions included providing structure for
limit setting, help with de-escalating conflicts, substitute social and gender role
models, and understanding their need for time with peers. They also needed
adults to express empathy for the conflict they confronted between the demands
of their developmental level for emotional withdrawal from parents and the
demands of the situation for greater emotional closeness. Formal opportunities
for remembering helped early adolescents as well since expression of sad and
lonely feelings was generally threatening.

Ages 15 to 17 Years

The mourning of middle adolescents differed markedly from the mourning
of their younger peers. Because they received more preparatory information
and understood the long-term implications of what was about to happen, their
anticipatory grief was more focused and complex. What distinguished them
most from younger children, however, was the intensity of their mourning after
the death. They could become overwhelmed by their grief, and were unable to
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control it by immersing themselves in school and other activities. Because feel-
ings of sadness, longing, despair, helplessness, and hopelessness permeated
their lives, their functioning in most areas was temporarily seriously affected. In
short, their mourning was more like that of an adult, but it did not last as long.

The aspects of the parent they mourned and wanted to retain included some
of the parent’s abstract characteristics. They spoke of the parent’s sense of humor,
and mourned the loss of their confidant and wise counselor. When they thought
about the disease, they mourned the courageous fighter. Because they were in the
process of separating from parent figures they mourned the parent as “believer”
in their ability to succeed on their own. Their descriptions suggested that they
already had a more internalized image of the parent than younger children did
because they seemed less occupied with creating this image. Having internalized
the parent’s image, they also experienced a sense of losing a part of themselves.
They thought about what the parent expected of them and how they would ful-
fill those expectations. They worried about the implications of the parent’s illness
and death on their own and the family’s future.

Adults tended to underestimate the depth and intensity of the mourning of
middle adolescents, especially when it was expressed by acting out, stubborn-
ness, passivity, or anger. The mourning process itself needed to be explained to
adolescents with opportunities to express their unique experience of it. They
sometimes needed help with limit setting and conflict resolution, but they also
responded to help with their increased fears of independence, separation from
family, and their possible vulnerability to illness themselves. As they said often,
“So much has changed, things will never be the same again”.

The Legacy

Constructing a legacy is an important part of a child’s mourning (Normand et
al., 1996; Silverman et al., 1995). The legacy the ill parents left their children was
generally much more than they had hoped for. They, and we, did not know just
how much children collaborated in the final creation of the legacies. We learned
that they worked consciously and unconsciously to construct a good ‘memory,’
a comforting representation of their dead parent. They were influenced by the
memories of others as well as their own. We suspect that this representation will
undergo revision as they mature. A longer term revision can be inferred from
the 15-year follow-up of Rachel in Chapter 1, the changes we began to observe
in the children in the sample, and the findings from other studies (Rizzuto, 1979;
Shapiro, 1994; Silverman et al., 1995). Becoming like the dead parent, incorpo-
rating the parent as part of themselves, and living out the parent’s dreams for
them as they forged identities of their own shaped the children’s evolving rela-
tionship with the parent. This process was an integral part of their mourning.

Many ill parents wanted to leave a positive legacy for their children. One
father went on a final hunting trip to fill the freezer with venison for his family,
another remodeled the house and created a beautiful stained-glass window 
for his young daughters. Other ill parents dedicated their final months to being
with their children, teaching them, giving them an ‘edge’ in sports or school-
work, or taking them on special trips as long as they were able. Still others wrote
letters, made audiotapes, and told the children how much they loved them.
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Because the ill parents worried that their children would remember them in
their undignified decline, they struggled with the impact of their changed
appearance. I wish we had known earlier what we learned subsequently. The
legacy the parents left for their children—or more accurately, the legacy their
children constructed—generally did not include memories of the ill and disfig-
ured parent. Frightening reminders and negative images of the parent are more
frequent when a parent has suffered a traumatic death (Pynoos, 1992). For the
children and adolescents described in this book, negative images tended to
occur when their relationship with the dead parent had been a negative one or
when the relationship with the surviving parent was unsatisfactory. Dealing
with the painful memories of the terminal illness was likely to characterize the
mourning of the surviving spouses, but this was not the case for most children.

Outcome

Quantitative studies have used some combination of child, parent and teacher
standardized measures to organize the outcome of children’s adaptive effort
along a meaningful continuum (Gray, 1987; Kranzler et al., 1990; Raveis et al.,
1999; Sandler et al., 1992; Siegel et al., 1996; Silverman & Worden, 1993; Van
Eerdewegh et al., 1985; Weller et al., 1991; Worden, 1996). Their relationship to a
host of predictor variables yielded important findings that have been summa-
rized in Chapter 2. Unfortunately, the relative weakness of the relationships
between these outcome measures and the predictor variables limits the applica-
bility of such findings at the individual case level (Rutter, 1983; Rutter, 1994).

Four categories of outcome provided a way to organize information about
the children who were able to return to their previous level of functioning in a
timely manner, those whose reconstitution was delayed to some extent, those
whose reconstitution was compromised, and those who developed new symp-
toms compatible with a DSM-IV diagnosis after the death (symptomatic recon-
stitution) when seen at the time of the final evaluation. When last seen, 116 (83%)
of the 139 children aged 6 to 17 years gave evidence of timely or delayed recon-
stitution. (These terms have been defined in Chapter 4 and are summarized in
Table 4.3.) I interpret these two categories of outcome as variations in the more
‘normal’ outcomes among children who experience their parent’s death.

The 23 children whose reconstitution was either compromised or sympto-
matic reflected situations in which the parent’s death, although important,
played a secondary role to the cascade of other stressors related to the death and
the presence of unrelated but significant additional stressors, or both. What was
apparent in most of these families was the multiplicity of stressful situations
and events that added to the compromised or symptomatic outcomes: For
example, the surviving parent’s parenting skills were minimal or absent; other
family members were ill or had recently died; the family was impoverished, had
recently immigrated, or both; or the child had pre-existing problems. In short,
the entire ecological system of the child and family conspired to add stresses
and reduce supports.

It was not unusual for families to have one child who had a timely reconsti-
tution and other children whose reconstitution was delayed or compromised.
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Clearly, the parent’s death had a different meaning and impact on different chil-
dren within each family system.

Timely Reconstitution

The 84 children and adolescents whose reconstitution was timely experi-
enced transient symptoms not only before the death but sometimes after the
death as well. The specific symptoms varied by age and pre-existing problems,
as has been reported in the chapters about the different age groups. Six months
after the parent’s death, many issues of reconstitution in the family had been
settled, issues such as where the family would live, how the family would be
supported financially, and how the roles and functions of the dead parent
would be filled and by whom. What remained unclear six months after the
death was how the young surviving parents would cope with their intense grief.
Most of them were still unable to see, at this point, how they would reconstitute
their lives in a satisfying and effective way.

The surviving parents of children who had a timely reconstitution had good
problem-solving skills and were able to use a broad range of individuals and
resources consistently to obtain help, and their children had many pre-existing
strengths and abilities. Many of these parents had educational and economic
assets. Others struggled effectively with the multiple stresses of poverty, immi-
gration, and the illness or death of other family members. Surprisingly, several
surviving parents who had histories of relatively severe psychiatric problems,
such as clinical depression, schizophrenia, or alcoholism, coped well with their
parenting role, and their children had either a timely or delayed outcome rather
than a compromised or symptomatic one. These parents recognized their vul-
nerability, obtained timely and appropriate treatment for their own problems,
reached out for additional resources and assistance, and sought substitute par-
enting when they believed that would help. In this way, they were able to pro-
vide adequate support for their children.

Another interesting finding was the parenting ability of some of the surviv-
ing fathers, an ability several learned while taking a half year leave from work
to care for their children after the death of their spouse. Most of these men had
minimal previous experience with the care-taking tasks traditionally provided
by mothers, not only with the physical tasks but with the psychologically sup-
portive and nurturing roles as well. Although some fathers never learned to ful-
fill these roles, a number of other fathers did learn to do so, even with their
young daughters.

Although no divorced families were included in the intervention, several
participating families were in the midst of separating when the patient was
diagnosed. These families reunited during the terminal illness so that the ill
spouse would receive adequate care. Most of such families had experienced
considerable conflict before the diagnosis, and some even experienced domestic
violence. However, many, but not all, of the children in these ‘divorcing’ fami-
lies were able to cope without having a delayed or compromised outcome. The
surviving spouses in these families apparently had resolved the marital conflict
during the decision to divorce and therefore were able to support their children
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well during the family emergency. They appeared to be flexible and pragmatic
people who were able to shift to a caregiving role after the acrimony of the
planned divorce.

Delayed Reconstitution

On the whole, the 32 children whose reconstitution was delayed had more
stresses and fewer protective factors than did the children whose reconstitution
was timely. Underlying temperament, psychological problems, chronic learning
problems or other vulnerabilities were sometimes apparent in these children as
well. Some had an especially strong relationship with the parent who died and
a less satisfactory relationship with the surviving parent. Added to this were
other stresses, such as a lack of financial resources or large families with more
than three children whose care overwhelmed the surviving parent’s capacity to
cope in a more satisfactory way.

The children whose reconstitution was delayed appeared to have the prob-
lem of a less “good fit” between their own vulnerabilities and their surviving
parent’s needs and abilities. However, the parents of these children, unlike the
parents of children whose reconstitution was compromised or symptomatic,
were generally able to change their dysfunctional patterns and correct their
communication problems. Even if their children took longer to return to their
previous level of functioning, the parents persisted in solving their problems. In
addition, the children or adolescents themselves were beginning to mobilize
their own strengths to make constructive changes.

Compromised Reconstitution

The 13 children whose reconstitution was compromised had not returned to
their previous level of functioning by the final evaluation. Most were depressed
and exhibited low self-esteem. The pre-existing problems of a few children were
exacerbated after the parent’s death, and their surviving parents had a more
profound struggle regarding their competence as a parent.

The parents of the children in our study whose reconstitution was compro-
mised confirmed findings of recent quantitative studies cited above which
report that the parenting competence of the surviving parent has a significant
impact on the child’s ability to cope with the experience of the other parent’s
death. They either were overcome by their own grief or were unable to relate to
the child in a way that provided support for the child’s mourning, ongoing
development, or both. They could neither filter the child’s stress appropriately
nor provide substitutes who could. Many were unable to moderate spiraling
conflicts with their children. Thus, the children and the surviving parents in
these families needed to be engaged in ongoing counseling or therapy.

Symptomatic Reconstitution

The 10 children who had a symptomatic reconstitution had far more difficult
experiences than the children in the other three groups. In fact, they developed
psychiatric symptoms that had not been present before the parent’s death. This
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outcome was associated with one of two conditions. In the first condition, the
surviving parents had severe psychopathology that seriously affected their func-
tion as a parent. In these situations, the children had lost the parent who had pro-
tected them from a detached, neglectful and/or psychologically abusive parent
whose problems affected them directly. The second condition occurred when the
child was reported to have preexisting problems that were severely affected and
exacerbated by the stress of the parent’s death which resulted in new symptoms.

Summary

These analyses showed that most surviving parents, both fathers and mothers,
could be helpful, supportive, and encouraging to their children in many dif-
ferent ways that contributed to the children’s timely or delayed reconstitution.
On the other hand, the more deleterious interactions between surviving parent
and child—interactions that probably contributed to the child’s compromised
or symptomatic reconstitution—were relatively few. The qualitative analyses
yielded an equally important finding concerning surviving parents: even par-
ents with major psychiatric disorders could deal with their difficulties so that
their children experienced a timely or delayed reconstitution.

In some situations, the parent’s illness and death released a cascade of stres-
sors; in other situations, stressors unrelated to the death seemed to be more inju-
rious to a child because of the death. However, the most striking finding was
that the many factors that were different in each child’s environment, rather
than the death alone, seemed to be most powerfully associated with these out-
comes. Despite the fact that many children were experiencing extraordinarily
painful grief and mourning, most of them reconstituted in a timely way.

The Untold Stories

Perhaps the most important finding, but one that cannot be summarized, are the
narratives the families shared with all of us. They showed that surviving par-
ents can grieve deeply but can still be available to their children, can support
them and make it possible for them to continue with the tasks of ongoing devel-
opment. I chose to speak about reconstitution rather than resilience in defining
the post-death period. Neither the children nor the surviving parent will bounce
back to the way they were before the death, as resilience implies. Rather, both
must transform their relationship to the parent/spouse who died and work to
build a life that incorporates the painful reality of the loss. Both can find a satis-
fying way of doing this. These stories show how reconstitution was possible for
families and how they achieved personal growth through the process. Reconsti-
tution implies this.

These stories also make clear that there is no one way to reconstitute: The
parents described in this book show us that there are many different “roads to
Rome.” Parents reading these narratives should not view them or the recom-
mendations listed in the cross sectional chapters as offering a formula for help-
ing children. Instead, the untold stories should be viewed as offering support to
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parents in finding their own way of dealing with their children that is syntonic
with their family’s situation and background, using the provided material as a
source of ideas, not of methods.

Combining Qualitative and 
Quantitative Approaches

This report of findings generated by the qualitative analyses of the data
obtained from a parent guidance intervention complements the findings from
quantitative analyses (Siegel et al, 1992, 1995, 1996). Together they provide a
more comprehensive understanding of a life event as complex as the effect of a
parent’s death on the lives of surviving family members. The analysis of the pre-
viously untold stories are humbling as reminders of the complexity of the lives
of the families, the multiplicity of influential variables that emerge, and the pres-
ence of surprising and unexpected factors.

Subjective interpretation and judgment are required to reduce the data and
to interpret its meaning in qualitative analyses. The provision of the detailed
information provided in this book was my effort to permit the reader to make an
independent judgment. Replication of findings is another challenge for qualita-
tive analyses. Triangulation, that is, the presence of results from different
sources may strengthen confidence in research outcomes. For example, both the
qualitative and the quantitative analyses of these data found that from 14 per-
cent to 17 percent of children fell outside the range of the normal outcome.
Along with other prospective quantitative studies, this study found the rela-
tionship to the surviving parent was closely related to better or worse outcome.

Although our ultimate goal is to generate information that has application
to a much wider population, that goal may be premature in the study of chil-
dren’s bereavement. The description of the range of responses of a fairly homog-
enous population such as the one presented in this book with very few con-
founding variables like serious psychopathology in the children; a fairly
constricted social class variance which reduces the confounding problems of
poverty; the death of one of two parents rather than the cauldron of issues so
common following the death of a single parent, begins to clarify the impact of
the death of a parent even in an otherwise fairly idealized situation. The pro-
portion of less favorable outcomes, the effectiveness of positive and negative
mediators and moderators, may present a different picture of bereavement in
situations that included these other variables. Yet some of the similarities and
differences, so critical in planning interventions, could be lost if samples of
bereaved populations were not fairly homogenous, at least during the early
stages of research into such a complex area.

Future Directions

The findings from this study, together with those from studies of traumatic
stress, suggest the need to compare and contrast at least five groups of bereaved
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children: (1) children whose single parent dies, (2) children of poverty, (3) chil-
dren whose parent dies unexpectedly from natural causes, such as stroke or
heart disease, (4) children whose parent dies unexpectedly and traumatically
from an accident or from suicide or homicide, and (5) children whose parent
dies of an anticipated death, such as the deaths that occurred in our study pop-
ulation. One purpose for these distinctions is to document the presence or
absence of a traumatic stress response in each population because the interven-
tion required for children with a traumatic stress reaction is indeed different. A
more systematically derived understanding of the effect of poverty on the
bereavement process and the differing needs of children whose only parent dies
is required. Only longitudinal studies will determine whether the problems are
doubled after two years as reported by one study (Worden, 1996), or whether
symptoms that persist five years after a traumatic stress may be the fate of some
children whose parent died from an unexpected cause (Terr, 1990).

Finally, it may be useful to include a qualitative component, not just as a
pilot to generate a workable hypothesis to be tested quantitatively, but as a seri-
ous partner to quantitative studies. These can be complementary approaches
each of whose findings enriches the other. To understand complex life issues
such as the effect of the death of a parent, the previously untold stories that
describe these intricate interactions can make quantitative outcomes more
meaningful and understandable.
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