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Abstract The serious illness or death of a caregiver are
two of the most distressing events that can befall a child,
and are often temporally linked. Although both adversities
may impact children’s mental health, studies have not yet
attempted to disentangle the effects of parental illness
versus those of parental death with regard to children’s
psychological functioning. Further, there has been little
empirical investigation of potential factors that may di-
minish risk for psychopathology following either of these
adversities. The current study evaluated levels of anxiety,
depression, and posttraumatic stress symptoms (PTSS) in
youth age 7-13 grappling with either parental cancer
(N = 31) or parental death (N = 32) and examined po-
tential predictors of these mental health outcomes across
both groups of children. Youth contending with parental
cancer exhibited lower levels of PTSS than children who
had experienced the death of a parent, but both groups
exhibited similar levels of anxiety and depression.
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Expressive coping was associated with lower levels of
PTSS, anxiety, and depression across both groups. An in-
teraction effect revealed that for the bereaved group only,
positive parental reinforcement and supportive caregiver
communication were inversely associated with PTSS.
These findings provide a foundation for future work de-
signed to identify factors associated with distinct mental
health outcomes among children facing parental cancer
and/or parental death.

Keywords Parent—child communication - Childhood
bereavement - Coping - Parental illness - Parental death -
Attachment

Introduction

It is the misfortune of many children to face a barrage of
hardships early in life. Two of the most stressful events that
can befall a child are the serious illness, or death, of a
caregiver. With respect to parental cancer, breast cancer is
among the most common types of cancer experienced, with
an estimated 235,000 new cases in the United States in
2014 (American Cancer Society 2014). Approximately
35 % of women diagnosed with breast cancer each year are
under the age of 55 and are likely to have at least one child
living at home (Howlader et al. 2013). With regard to
parental death, roughly 2.5 million American children ex-
perience the death of a parent before the age of 18 (US
Bureau of the Census 2001). The worldwide lifetime
prevalence of children bereaved by the death of one or both
parents was a staggering 151 million in 2011 (UNICEF
2013). These statistics suggest that understanding the ex-
tremely stressful and potentially traumatic experiences
linked to parental cancer or death, as well as the
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consequent needs of youth contending with these adversi-
ties, is a significant public health issue. Although both
children facing parental cancer and children facing parental
death must grapple with significant family upheaval, these
two groups have not been systematically compared to
assess their potentially distinct (or shared) psychological
profiles. Such research could begin to disentangle the im-
pact of parental serious illness (which often precedes par-
ental death) from the impact of the death itself.

Attachment theory can provide a guiding framework for
comparing these two groups. This theory postulates that
parent—child attachment constitutes a biological need for
love and caregiving that is hardwired and essential for
survival (Bowlby 1982). Attachment theory proposes that
threats to, or permanent breaks in, the attachment system
serve as distressing and potentially traumatic events for
children. Serious parental illness can be viewed as a threat
to the attachment system, whereas the death of a parent is
characterized as a permanent physical separation from the
attachment figure.

Attachment theory suggests that although both types of
events are challenging to children, permanent physical
separation from the attachment figure constitutes a more
difficult adversity to overcome because bereaved children
have lost their “secure base” and must fortify other ex-
isting attachment relationships in response to that loss
(Bowlby 1980). Shear and Shair (2005) propose that the
death of an attachment figure produces a cascade of sec-
ondary losses, including loss of the assumptive world, loss
of essential caregiving behaviors, loss of proximity and
comfort from the attachment figure, and loss of biobe-
havioral regulation furnished by the attachment figure. It is
thus logical to propose that, compared to challenges pro-
duced by parental cancer, the death of a parent likely yields
more disruptions—including secondary loss-related ad-
versities—in the lives of bereaved youth.

Nevertheless, children contending with a parent’s cancer
illness must also grapple with significant attachment-re-
lated challenges. These challenges may especially arise
from the dawning realization, upon witnessing their care-
giver in the throes of a life-threatening illness, that their
parent is vulnerable and may die. It is thus possible that the
chronic anticipation and accompanying anxiety over the
loss of a parent may strain children’s attachment system
and increase their risk for impaired psychological func-
tioning. The few extant studies of youth bereaved by the
anticipated death of a parent shed valuable light on a va-
riety of stressful features associated with a parent’s serious
illness. Saldinger et al. (1999) found that children aged
6-16 who anticipated the death of their parent showed
worse outcomes on measures of internalizing and exter-
nalizing problems compared to youth bereaved by the
sudden death of a parent. More recently, Kaplow et al.

(2014b) found that children aged 7—12 who lost a caregiver
due to a prolonged illness (e.g., cancer) exhibited higher
levels of both maladaptive grief and posttraumatic stress
symptoms (PTSS) than children who lost a caregiver due to
a sudden natural death (e.g., heart attack). Such findings
suggest that a parent’s illness may stifle the parent—child
attachment system as children contend with separations
from their ill parent during extended hospital visits or
parental unavailability during periods of physical illness.

The psychological functioning of youth facing parental
cancer or parental death has received some recent research
attention. Evidence regarding the effects of parental breast
cancer on youth functioning is, to date, relatively incon-
clusive. Some studies report that, compared to children
with healthy parents, children of women with breast cancer
experience higher rates of stress and internalizing symp-
toms, with symptoms more prevalent among girls (Brown
et al. 2007; Osborn 2007). In contrast, other studies found
no significant differences in mood, behavior, social func-
tioning, or adjustment problems between children facing
maternal breast cancer versus non-cancer control par-
ticipants. Some studies found that children of women with
breast cancer exhibited better adjustment compared to non-
cancer groups (Howes et al. 2008; Osborn 2007). These
inconsistent results may be attributable to differences in
design characteristics, including assessment methods (i.e.,
child vs. parent report of child functioning), sample
heterogeneity, child age and gender, or small sample size
(Birenbaum et al. 1999; Krattenmacher et al. 2013).

Despite the significant number of children contending
with the death of a loved one, little is known about the
psychological functioning of bereaved youth given that the
field of childhood grief largely remains in its infancy
(Kaplow et al. 2012, 2014c). Recent studies suggest that
bereaved children are at increased risk for psychological
difficulties including maladaptive grief, posttraumatic
stress, anxiety, and depressed mood (Kaplow et al. 2010,
2012; Layne et al. 2001; Melhem et al. 2007). Neverthe-
less, although parental death places some children at
elevated risk for maladaptive outcomes, bereavement per
se does not appear to significantly increase risk for clinical-
level psychiatric problems (Kaplow et al. 2010); an esti-
mated 10 % experience clinically significant psy-
chopathology (Dowdney 2000).

A growing body of research suggests that attachment-
related parent—child factors may be particularly promising
predictors of children’s psychological functioning when
faced with adverse events. These factors describe positive
features of the parent—child relationship that may directly
affect child psychopathology during the course of parental
illness or in the wake of parental death. They include how
children express emotions to their caregivers (i.e., expres-
sive coping), how children and parents communicate with
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each other about parental loss or the parent’s cancer di-
agnosis, and children’s perceptions of “positive parenting”
behaviors (i.e., parent’s reinforcement of children’s posi-
tive behavior).

Studies of youth facing adversity report that cognitive
suppression and avoidance are linked to problems in multiple
domains of functioning, including PTSD and depression
(e.g., Kaplow et al. 2005, 2014a). In contrast, expressive
coping strategies, which are characterized by children’s
provision of clear and accurate representations of their
emotional states to others, are linked to positive outcomes. A
study of coping in youth facing parental cancer found that
emotion-focused coping (e.g., acceptance, cognitive re-
structuring) was associated with better functioning, whereas
coping strategies such as avoidance and distraction were
linked to worse psychological outcomes (Krattenmacher
et al. 2013). Similarly, a study of bereaved children found
that avoidant coping was linked to higher levels of anxiety,
posttraumatic stress, depression, maladaptive grief, and
dysregulated HPA-axis functioning (Kaplow et al. 2013).

Communication and positive parenting are additional
beneficial factors that may play a central role in promoting
healthy parent—child attachment following adversity. Unfor-
tunately, for many bereaved families, avoiding parent—child
discussions regarding a death is common, often because sur-
viving parents are unsure how to discuss the topic or doubt
children’s ability to understand the consequences of such
experiences (Kaplow et al. 2012). The surviving caregiver’s
role in facilitating the child’s grieving appears to be critical in
promoting adaptive post-loss adjustment (Kaplow et al. 2012,
2014d; Shapiro et al. 2014). Attentive and sensitive parenting
practices during parent—child communication are also linked
to less psychopathology following the death (Saldinger et al.
2004; Shapiro et al. 2014). Bereaved children who perceive
that their family environment encourages open sharing and
expression of thoughts and feelings about the deceased care-
giver are more likely to adjust positively to the death (Raveis
et al. 1999; Saldinger et al. 2004).

Studies of parents with a cancer diagnosis and their chil-
dren have also identified links between communication re-
garding the parent’s diagnosis and better psychosocial
adjustment in the child (e.g., Shands et al. 2000). Ill parents
who openly communicate about their illness and continue to
provide stable and consistent parenting practices are more
likely to have children who display healthy adjustment
(Thastum et al. 2008). Few studies, however, have examined
the quality or type of parental communication or parenting
practices, such as positive reinforcement. Further, some youth
outcomes were measured using broad-spectrum tests of gen-
eral psychological functioning rather than specific symptom
profiles (e.g., depression, anxiety, posttraumatic stress).

Notwithstanding the capacity of both parental cancer and
parental death to generate life-altering consequences for
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youth and families, no published studies have directly
compared these two at-risk groups—either with respect to
exploring specific mental health outcomes or candidate at-
tachment-based factors that may contribute to the capacity
of children and families to adjust following adversity. The
extant literature suggests that the attachment-based factors
of emotionally expressive coping and positive parent—child
interactions (e.g., open communication, positive reinforce-
ment) may provide benefit by reducing the risk for chil-
dren’s psychopathology in the wake of their parent’s death
or cancer diagnosis. To our knowledge, no previous study
has systematically examined and compared the psychiatric
profiles—as well as constellations of candidate positive at-
tachment-based factors—in demographically similar sam-
ples of youth facing either a parent’s cancer diagnosis or
parental death.

Accordingly, our first study aim was to explore potential
between-group differences in children facing parental
cancer versus children recently bereaved by the death of a
parent, in relation to their levels of reported mental health
problems (depression, anxiety, and posttraumatic stress).
Of particular interest was whether bereaved children ex-
perience more symptoms of depression, anxiety, and
posttraumatic stress (PTSS) given the permanent physical
separation from the attachment figure as a result of the
death, compared to youth facing parental cancer in which
the attachment relationship may be weakened (Exploratory
Question 1). Our second study aim was to examine the
potential predictive effects of children’s emotional ex-
pression and positive parent—child behaviors (e.g., positive
reinforcement, supportive parent—child communication) on
children’s mental health. We thus explored associations
between each of these attachment-based predictors and
measures of depression, anxiety, and PTSS across both
parentally bereaved children and parentally diagnosed
children (Exploratory Question 2). Last, we assessed
whether the predictive effects of emotional expression and
positive parent—child behaviors on child mental health
outcomes interact with group membership (parental cancer
or parental death). Of particular interest was whether these
factors exert a differentially more potent predictive effect
for bereaved children, given their potentially greater risk
for psychopathology (and by extension, greater likelihood
of benefitting from the attachment-based factors) (Ex-
ploratory Question 3).

Method
Participants

This study involves secondary data analysis from two
sources: (1) a longitudinal study, termed the Coping In
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Response to Childhood Loss Experiences (CIRCLE) Pro-
ject, which assesses psychological and behavioral effects of
parental death on children, and (2) a cross-sectional study,
termed the Facing Maternal Illness in Latency Years
(FAMILY) Study, which examines the psychological and
behavioral impact of parental cancer on children.

Parental Death Sub-sample

Bereaved children were recruited from bereavement sup-
port organizations in Southeast Michigan. During study
recruitment, 56 families were approached and, of those, 41
agreed to participate. Inclusion criteria were: (1) the child
experienced the death of a caregiver within the last
6 months; (2) he/she was between the ages of 3 and 12 at
the time of the caregiver’s death; (3) the child and sur-
viving caregiver spoke English; and (4) the child did not
have cognitive deficits severe enough to interfere with
comprehension of assessment measures. The current study
was limited to children aged 7 and older due to their ca-
pacity to complete the self-report measures used in the
study. Given this age restriction, participants in the present
study included 32 recently bereaved children (50 % fe-
male) aged 7-13 (M = 9.56, SD = 2.02) and their 32
surviving caregivers aged 28-64 (M = 42.03, SD = 8.04).
Racial/ethnic composition was 71.9 % Caucasian, 12.5 %
African American, 6.3 % Asian, and 9.4 % other. Of sur-
viving caregivers, 78.1 % were female and 88.9 % were a
biological caregiver of the bereaved child. Average elapsed
time since the deceased caregiver’s death was 108 days
(SD = 55.42).

Parental Cancer Sub-sample

Children facing maternal cancer were recruited from can-
cer support organizations and hospitals in Southeast
Michigan. All 47 families approached during recruitment
agreed to participate. Inclusion criteria were: (1) the child
had a mother diagnosed with breast cancer within the last
6 months; (2) the child was between the ages of 3 and 12 at
the time of diagnosis; (3) the child and mother spoke
English; and (4) the child did not have cognitive deficits
severe enough to interfere with comprehension of study
measures. The average elapsed time since diagnosis was
116 days (SD = 45.39). Caregiver’s stage of cancer ranged
from 0 to 4 (9.7 % Stage 0, 32.3 % Stage 1, 16.1 % Stage
2,32.3 % Stage 3, 6.5 % Stage 4). The sample was limited
to children aged 7 and older due to their capacity to
complete the self-report measures. Participants included 31
children (54.8 % female) aged 7-13 with a mean age of
10.0 (SD = 1.97). Caregiver’s age ranged between 34 and
59 (M = 44.13, SD = 6.05). Race/ethnicity was 77.4 %
Caucasian, 9.7 % African American, 3.2 % Asian, and

9.7 % other. Nearly all caregivers (96.8 %) were the
child’s biological mother.

Procedures

Procedures for the CIRCLE Project and the FAMILY
Study were essentially identical. All caregivers and chil-
dren completed a battery of self-report standardized ques-
tionnaires during separate interviews conducted by
master’s-level clinicians. Caregivers provided informed
consent and children gave verbal assent. Interviewers read
aloud all questions from the standardized assessment
measures and recorded responses to each item. The PI
(J.K.), a licensed clinical child psychologist, trained and
supervised all study interviewers. To ensure fidelity, the PI
held formal trainings on measure administration, reviewed
videotapes of interviews, and provided direct feedback in
regular meetings with study interviewers. All participants
received monetary compensation.

Measures

We gathered demographic information and family history
(e.g., age, ethnicity) during semi-structured interviews with
the primary caregiver (the surviving parent in the CIRCLE
Project or the parent recently diagnosed with cancer in the
FAMILY Study).

We administered the Adverse Life Events section of the
Infant Toddler Social and Emotional Assessment (ITSEA;
Briggs-Gowan and Carter 1998) to assess the incidence of
various stressful events throughout the child’s life. This
14-item checklist was administered only to caregivers.
Items included events considered stressful to children in-
cluding witnessing violence and being in an accident. En-
dorsed items (rated as yes = 1, no = 0) are summed to
create a total stress score.

We used the 13-item Short Mood and Feelings Ques-
tionnaire (SMFQ; Angold et al. 1995) to assess child de-
pressive symptoms. Frequency of depressive symptoms
(e.g., “I felt miserable or unhappy”) experienced during
the last 2 weeks is rated on a 3-point scale with options of 0
(not true), 1 (sometimes true), and 2 (true). Responses are
summed to create a total score (o« = .86 across both study
samples).

We administered the Multidimensional Anxiety Scale
for Children (MASC; March et al. 1997), a 39-item self-
report measure, to evaluate children’s symptoms of anxi-
ety. Each item (e.g., “I feel tense or uptight”) is rated on a
4-point scale ranging from 0 (never true about me) to 3
(often true about me). A Total Anxiety score is created by
summing items that assess Harm Avoidance, Physical
Symptoms, Separation Anxiety and Panic, and Social
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Anxiety (a0 = .91 for the Total Anxiety score across both
study samples). The total score is then converted to a
standardized T score.

We used the 35-item UCLA PTSD Reaction Index
(Elhai et al. 2013; Steinberg et al. 2004) to assess child
PTSS in the context of learning either (1) that a parent had
cancer, or (2) that a parent had died. Symptoms (e.g., “I
have upsetting thoughts, pictures, or sounds of what hap-
pened come into my mind when I do not want them to”)
are rated on a 5-point scale ranging from O (never happens)
to 4 (happens most of the time). Items are summed to
create a total frequency score (o0 = .90 across both study
samples).

We used the Active Inhibition Scale (AI; Ayers et al.
1998) to assess children’s coping responses. This 11-item
self-report measure taps into avoidant coping patterns
employed in the context of potentially challenging emo-
tions, including anger and sadness (e.g., “when you’ve
been upset, you’ve acted like nothing was wrong”). Re-
sponses are recorded on a 5-point scale ranging from 0
(never) to 4 (a lot), with higher scores indicating more
inhibited expression of emotion. For this study, all items
were reverse scored and summed to create a total score,
with higher scores reflecting more frequent use of expres-
sive (non-avoidant) coping strategies (o0 = .89 across both
study samples).

We administered the Parent Perception Inventory (PPI;
Hazzard et al. 1983), an 18-item self-report measure, to
evaluate children’s perceptions of parental behaviors (be-
haviors of the surviving parent in the CIRCLE Project or
the parent recently diagnosed with cancer in the FAMILY
Study). Consistent with prior studies (e.g., Sandler et al.
2003), we administered 8 items associated with positive
reinforcement. Each item (e.g., “How often has your
caregiver complimented you?”) is designed to reflect the
child’s view of parenting practices. Items are rated on a
5-point scale ranging from 0 (never) to 4 (a lot) and
summed to create a total score; higher scores reflect more
frequent caregiver positive reinforcement (o0 = .84 across
both study samples).

We used the Sharing Emotions Inventory (Ayers et al.
1998) to examine children’s perception of their caregiver’s
ability to engage in supportive parent—child communica-
tion (the surviving parent in the CIRCLE Project or the
parent diagnosed with cancer in the FAMILY Study). The
measure has been used with bereaved youth in previous
studies (Sandler et al. 2003) and includes 10 items (“it
really makes things better when you talk to your caregiver
about your problems”). Responses range from 0 (never) to
4 (a lot). Items are summed to create a total score (ot = .75
across both study samples); higher scores indicate more
positive perceptions of the parent’s communication style.

@ Springer

Data Analytic Plan

All analyses were completed using SPSS 22.0. After ex-
amining potentially influential covariates using Chi square
analysis and independent samples 7 tests, we used analysis
of covariance (ANCOVA) to evaluate statistically sig-
nificant differences between the parental cancer versus
parental death groups on measures of depression, anxiety,
and posttraumatic stress. We then ran nine linear regres-
sions (three regression models for each of the three mental
health outcome variables) following the procedure de-
scribed by Holmbeck (2002). Three effects were tested in
each regression: two direct effects: group membership and
one of the attachment-based factors (emotion expression or
positive parental reinforcement or supportive communica-
tion); and one interaction (group membership x attach-
ment-based factor). The moderating effect of group
membership was tested using this interaction term. All
predictors were centered to reduce multicollinearity, and
dichotomous variables were dummy coded using a 0 versus
1 scheme for ease of interpretation. To examine the nature
of the moderation, significant interactions were probed
using the simple slopes method (Holmbeck 2002).

Results

Table 1 depicts descriptive statistics for each group (par-
ental cancer and parental death) and Table 2 includes
correlations between continuous study variables. We con-
ducted independent-samples ¢ tests and Chi square analyses
to evaluate potential differences in demographic variables
between groups. We found no significant between-group
differences (p > 0.05) between bereaved children and
children whose caregiver was diagnosed with cancer on
any demographic variable (ethnicity, gender, age) or prior
trauma history, as measured by the Adverse Life Events
section of the ITSEA. We found no significant between-
group differences on any demographic variables (ethnicity,
gender, age) or mental health outcomes among caregivers.
The parental cancer group included only female caregivers,
and the parental death group included both male and fe-
male surviving caregivers; the number of male surviving
caregivers (n = 6) was small and did not contribute to any
significant between-group differences. Both time elapsed
since the death and time since receiving the cancer diag-
nosis did not differ significantly between the groups.

We also examined relations between demographic
variables and child mental health outcome variables. We
found no significant differences based on caregiver age,
gender, or ethnicity, child gender or ethnicity, caregiver
mental health, child’s prior trauma history, or time elapsed
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Table 1 Descriptive statistics

for demographic variables Demographic variables

Parental death

Parental cancer

separated by parental death or N % N %
parental cancer groups
Child gender 32 50.0 (% female) 31 54.8 (% female)
Child race
Caucasian 23 71.9 24 77.4
African American 4 12.5 3 9.7
Asian 2 6.3 1 3.2
Hispanic 0 0 0 0
Other 3 9.4 3 9.7
Mean Standard deviation Mean Standard deviation
Child age 9.56 2.02 10.00 1.97
Surviving caregiver age 42.03 8.04 44.13 6.05
Days since death or diagnosis 108.14 55.42 115.70 45.39
il 2 Comsions v | I R
1. Anxiety 1.00
2. Depression 0.67** 1.00
3. Posttraumatic stress 0.52%%* 0.48%* 1.00
4. Al —0.58%* —0.59%%* —0.59%%* 1.00
5. PPI —0.32%* —0.23" —0.26" 0.29* 1.00
6. SEI —0.11%* —0.15 —0.04 0.07 0.57** 1.00

Al child emotional expression; PPI, positive parental reinforcement; SEI, supportive caregiving

* p<.10; ¥ p < .05; ** p < .01

since the death or cancer diagnosis. We found a significant
inverse correlation between all three child mental health
measures and child age. Given this finding, we controlled
for child age in subsequent analyses.

Exploratory Question 1: Between-Group
Differences in Levels of Psychiatric Symptoms

We used ANCOVAs to examine whether recently bereaved
children showed different psychiatric profiles than children
whose parent was recently diagnosed with cancer, controlling
for child age. We found no significant between-group differ-
ences with regard to children’s depressive symptoms (parental
death: M = 590, SD = 5.28; parental cancer: M = 4.53,
SD = 4.71) or anxiety symptoms (parental death: M =
52.69, SD = 13.30; parental cancer: M = 51.67, SD =
9.41). In contrast, we found a significant effect for group
membership (parental cancer or parental death) on PTSS after
controlling for child age, F(1, 53) = 9.10, p = .004. Follow-
up pairwise comparisons revealed that bereaved children had
significantly higher PTSS levels (M = 23.83, SD = 16.22)
compared to children whose parent was diagnosed with breast
cancer (M = 12.15, SD = 11.15), controlling for child age.
Child age was significantly related to children’s PTSS across

both groups, F(1, 53) = 4.15, p = .047. Despite substantial
variability, mean scores on all mental health outcomes fell
below their respective clinical thresholds in both groups.
Thus, with regard to exploratory question 1, we found that
recently bereaved children exhibited higher levels of PTSS,
but levels of depression and anxiety were not statistically
different between the two groups.

Exploratory Questions 2 and 3: Predictive Effects
of Attachment-Based Factors on Children’s Mental
Health and the Moderating Effect of Group
Membership

In a series of nine regression models, we examined the
direct predictive effects of group membership and the
theorized attachment-based factors (emotional expression,
positive parental reinforcement, and supportive parent—
child communication) on symptoms of depression, anxiety,
and PTSS; as well as the moderating effect of group
membership (parental cancer or parental death). We in-
cluded child age as a covariate in each regression and
corresponding post hoc probe. We removed non-significant
interactions from the full models and then re-fit models to
estimate effects (see Table 3). Given the number of
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regressions, we used the Holm—Bonferroni adjustment for
multiple comparisons (Abdi 2010; Holm 1979).

Depressive Symptoms

The first model evaluated the main effects of group mem-
bership and the coping strategy of emotional expression, in
addition to the interaction between group membership and
emotional expression, on depressive symptoms. The inter-
action was non-significant in the full model; after removing
the interaction term, the final model showed a significant
direct predictive effect for emotional expression (B = —.26,
p < .001), but not group membership. This finding indicates
that, for children across both groups, higher levels of emo-
tional expression were associated with lower levels of de-
pression. A second regression model examined the direct
effects of group membership and positive parental rein-
forcement, as well as their interaction, in relation to de-
pression. We found no significant direct or interactive
effects. We found no significant effects in our third regres-
sion model testing the direct predictive effects of group
membership, supportive communication, and their interac-
tion on depressive symptoms. Taken together, these results
suggest that with respect to exploratory questions two and
three, only emotional expression exerted a direct effect on
symptoms of depression. Furthermore, group membership
did not moderate the relationship between emotional ex-
pression and youths’ depressive symptoms.

Anxiety Symptoms

We conducted an identical series of analyses to evaluate the
study variables’ associations with symptoms of anxiety. The
first model assessed the direct predictive effects of group
membership (parental cancer or parental death) and emo-
tional expression, as well as their interaction, on anxiety
symptoms. The interaction was not significant in the full
model; the regression was rerun with direct effects only. We
found a significant direct predictive effect for emotional
expression (B = —.62, p < .001), but not group member-
ship. These findings illustrate that for both samples of
children, greater emotional expression was associated with
lower levels of anxiety. We conducted a second regression
to examine the predictive effects of group membership and
positive parental reinforcement, as well as their interaction,
on anxiety. We found no significant direct or interactive
effects. A third regression model testing the direct predictive
effects of group membership, supportive communication,
and their interaction on anxiety symptoms also yielded no
significant effects. With regard to exploratory questions two
and three, consistent with the depression findings, only
emotional expression directly predicted anxiety symptoms
and group membership did not moderate any effects.

Posttraumatic Stress Symptoms

We conducted the same series of analyses to examine the
study variables’ effects on symptoms of posttraumatic stress.
The first model evaluated the direct predictive effects of
group membership, emotional expression, and their inter-
action. The interaction did not reach significance in the full
model; it was dropped and the regression rerun testing only
direct effects. The predictive effect for emotional expression
was significant (B = —.68, p = .002), indicating that ex-
pressive coping was inversely associated with PTSS for both
groups. Consistent with findings from exploratory question
one, group membership was also significantly associated
with PTSS, such that death of a parent was uniquely related
to PTSS above and beyond the direct predictive effect of
emotional expression (B = —8.25, p = .014).

A second regression model examined the predictive
effects of group membership, positive parental reinforce-
ment, and their interaction on PTSS. The direct effect for
positive parental reinforcement was significant (B = —.84,
p = .020), as was the direct effect for group membership
(B = —10.97, p = .009). The positive parental reinforce-
ment by group membership interaction also reached sig-
nificance (B = 1.53, p = .020), which indicates that group
membership moderated the relationship between positive
parental reinforcement and PTSS. This interaction was then
probed following Holmbeck’s (2002) simple slope proce-
dures. Analyses revealed that parental reinforcement was
inversely associated with PTSS for bereaved children
(B = —.99, p = .014), but not for children coping with
parental cancer (B = .32, p = .498) (see Fig. 1).

A third regression model tested the direct effects of group
membership, supportive caregiver communication, and their
interaction on PTSS. The predictive effect of supportive
communication approached significance (B = —.75, p =
.072), whereas the main effect for group membership (B =
—10.96, p = .009) and the interaction between supportive
communication and group membership reached sig-
nificance (B = 1.56, p = .036). This suggests that group
membership also moderates the relationship between sup-
portive communication and PTSS. Post hoc probes of this
interaction revealed a pattern of results for supportive
communication similar to the positive parental reinforce-
ment model. Specifically, supportive communication was
(marginally) inversely associated with PTSS in bereaved
children (B = —.74, p = .085), but not in children facing
parental cancer (B = .81,p = .115) (see Fig. 2). Asrelated
to exploratory questions two and three, we found that ex-
pressive coping was a significant predictor for both groups
of children, as it was associated with lower levels of PTSS,
anxiety, and depression for recently bereaved children and
children who had a parent diagnosed with cancer. For only
the bereaved children, higher levels of positive parental
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Fig. 2 The simple slopes for interactions between supportive care-
giving and caregiver group membership predicting posttraumatic
stress levels

reinforcement and supportive caregiver communication
were associated with lower levels of PTSS, providing evi-
dence for differential relations across the two groups.

Discussion

The serious illness or death of a caregiver are two major
attachment-related hardships encountered by millions of
children and adolescents worldwide. To date, exploring the
potentially differential impact of threats to the attachment
system (secondary to parental cancer diagnosis) versus
permanent physical separation from the attachment figure
(secondary to parental death) has received little empirical
attention. Although exploratory, our results shed light on
the particular challenges these two child populations
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death groups in the form of significantly higher PTSS levels
in the parental death group than in the parental cancer group.
In contrast, the two groups did not significantly differ in
their respective levels of depression and anxiety symptoms.
Of particular note, mean levels of PTSS, depression, and
anxiety in both groups did not exceed the clinical threshold,
suggesting that, on average, members of both groups ap-
peared to be generally manifesting stress-resistant trajecto-
ries (Layne et al. 2009).

Our finding of sub-clinical elevations on all outcome
measures (PTSS, depression, and anxiety) in both groups
may be attributable to at least three factors. First, the low-
risk demographic profiles of the samples (in that most
families were financially secure and had few prior traumatic
events) may have contributed to their reduced symptom
manifestations. Second, most families were recruited from a
large cancer and bereavement support community, which
may have buffered the stress associated with both types of
life adversities. And third, the young age of our sample
(mean = 10 years old) may also have mitigated against the
development of mental health difficulties given that the base
rate of psychiatric diagnoses tends to increase as children
move into adolescence (Merikangas et al. 2010).

Although the group mean fell within the subclinical
range, the finding of significantly higher PTSS scores in the
Parental Death group merits further exploration. Several
factors may account for why parentally bereaved children
exhibited higher levels of PTSS. First, the stage of cancer
for caregivers in this sample spanned a wide range, and
given the overall small sample size, only a small number of
caregivers represented each of the five cancer stages. If
stage of cancer were more homogeneously severe (i.e., if
caregivers were diagnosed with advanced stage cancer),
caregivers would likely have undergone more intrusive
treatments, in turn increasing the risk that their children
would be exposed to traumatogenic images (invasive
medical procedures, physical deterioration of the parent,
etc.) and consequently show higher levels of PTSS. Se-
cond, children may understand and experience the meaning
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of a parent’s death—in contrast to a parent’s cancer ill-
ness—in different ways. The concept of cancer may be
ambiguous or unclear to children (compared to adoles-
cents), for whom learning of a parent’s cancer diagnosis,
although distressing, may not be traumatic as defined by
the DSM-5 (Pynoos et al. 2009). Additionally, children
facing early stage parental cancer may not grasp the im-
plications of a more serious cancer diagnosis, including
such potential consequences as permanent separation from
the parent, disrupted family routines, protracted treatments,
and persisting uncertainty regarding prognosis. Indeed,
during the period initially following an early stage cancer
diagnosis, children are often exposed to messages of hope
and recovery, which may function as a protective factor in
relation to their psychological functioning.

In contrast, parentally bereaved children must not only
contend with the permanent physical absence of their loved
one and loss of one of their main attachment figures, but
may also have been exposed to traumatogenic images and
situations associated with the end of the parent’s life,
thereby increasing the likelihood of developing PTSS
(Kaplow et al. 2014b). According to attachment theory, the
permanent physical separation from an attachment figure
poses significant challenges and may be potentially trau-
matic for children (Bowlby 1980). Last, for parentally
bereaved children, people, places, or situations that may
have once been perceived as comforting or neutral prior to
the death (e.g., the caregiver’s bed, photos of the caregiver)
could become painful and serve as potent trauma or loss
reminders (Layne et al. 2006).

The second and third exploratory questions of this study
involved a systematic exploration for candidate predictors
of depression, anxiety, and PTSS, as well as for the po-
tentially moderating role of group membership. We found a
direct predictive effect for expressive coping, in that (re-
gardless of group status) emotional expression was in-
versely associated with all psychological outcomes. This
finding is consistent with prior research linking avoidant
coping with difficulties in multiple domains of functioning
(Kaplow et al. 2005), as well as evidence that acceptance
and expression of emotions is associated with decreased
negative affect in depressed and/or anxious individuals
(Campbell-Sills et al. 2006). However, with few exceptions
(e.g., Compas et al. 1996; Kaplow et al. 2013), almost no
studies to date have examined avoidance—or conversely,
expressive coping—in youth contending with parental
cancer or parental death.

With regard to parental cancer and parental death group
membership, we identified both direct predictive effects
and moderating effects (evidenced by significant interac-
tions) in observed relations between attachment-based
factors and PTSS. The direct effects indicated that mem-
bership in the bereaved group was associated with

significantly higher PTSS. Interactive effects revealed that
for bereaved children only (not children coping with par-
ental cancer), both positive parental reinforcement and
supportive communication were inversely associated with
PTSS. These findings suggest that, in the wake of parental
death, positive reinforcement and supportive communica-
tion with the surviving caregiver are potent protective
markers of children’s positive adjustment, possibly by fa-
cilitating a sense of routine and consistency and strength-
ening children’s relationship with the surviving caregiver.
Consistent with an attachment-based model of bereave-
ment (e.g., Shear and Shair 2005), these findings point to
the promise of strengthening aspects of the attachment
relationship between the child and surviving caregiver as a
candidate mechanism for facilitating positive coping in the
wake of significant loss (Kaplow et al. 2014d). Our results
are also consistent with conclusions of other studies that
both consistent routine and positive parent—child relations
may promote caregivers’ ability to co-facilitate their chil-
dren’s grief (Kaplow et al. 2012, 2014d) and reduce PTSS
(Cohen et al. 2006). Parents’ supportive communication
may also provide their children with empathy and social
support regarding the death and model appropriate emo-
tional expression, both of which may promote adaptive
coping and decrease the likelihood of PTSS (Trickey et al.
2012).

Clinical Implications

These study findings carry promise for informing work
with children facing parental cancer and/or parental death.
First, most child participants exhibited adaptive function-
ing across multiple mental health domains, underscoring
the importance of refraining from pathologizing children
exposed to parental death or parental illness on the basis of
the inherent stressfulness of these experiences. Second,
findings highlight the potential utility of appropriate
screening tools and psychoeducational materials that clin-
icians could provide to families, particularly those that help
to support and build attachment relationships in the face of
adversity. Such materials might assess children’s adaptive
coping strategies, the parent—child relationship, and po-
tentially offer strategies to enhance children’s emotional
expression, parent—child communication, and strengthen
bonds between caregivers and their children. Support
groups for caregivers may involve the discussion of par-
enting challenges, communication strategies, and ways to
employ positive reinforcement techniques. Given that be-
reaved youth may be at greater risk for posttraumatic stress
and/or maladaptive grief reactions (see Kaplow et al.
2012), psychoeducational materials for bereaved families
may also include information about these specific signs and
symptoms that would indicate a need for intervention.
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Study Limitations

Study limitations included: (1) Small sample sizes in the two
groups, and a lack of a non-affected (i.e., children who are
not facing parental cancer or death) comparison group,
which limited statistical power and the ability to use ad-
vanced statistical procedures that could detect more subtle or
nuanced effects and between-group differences. The small
sample size further prohibited the examination of some
potential covariates, such as the stage of cancer. The lack of
a non-exposed control group prevented rigorous evaluation
of the roles played by theorized beneficial factors, including
the roles of promotive factors (which exert direct beneficial
effects regardless of the presence or absence of a focal risk
factor), protective factors (which manifest beneficial effects
only in the presence of the focal risk factor), or combined
promotive/protective factors (Layne et al. 2009, 2014). (2)
The sample lacked variability in ethnicity, income, and
education, and included mostly younger children who may
have been at lower risk for mental health difficulties. Fur-
ther, given that most participants were “help-seeking” in
that they were recruited from cancer or bereavement support
organizations, it is possible that findings do not generalize to
the larger population of individuals unaffiliated with such
service organizations. (3) Our cross-sectional study design
precludes causal inference and lacks a longitudinal per-
spective, limiting exploration of questions concerning whe-
ther psychological distress in both groups worsen or improve
over time, as well as whether theorized beneficial factors
change over time as children develop. (4) Our assessment
battery lacked measures of such mental health outcomes as
externalizing behaviors and more specific indicators of grief-
related psychopathology. Notably, recent work suggests that
maladaptive grief reactions are meaningfully distinct from
symptoms of posttraumatic stress and may include separa-
tion distress, identity distress, and circumstance-related
distress reactions (Kaplow et al. 2014a; Layne et al. 2013).
(5) We did not have access to a measure that directly
assessed expressive coping strategies. And (6) the study
utilized children’s self-reports of their symptoms and did not
include symptom ratings completed by other important life
figures, including their caregivers. Nevertheless, our study
results can be used to construct basic conceptual models of
candidate factors that show promise for influencing child
adjustment. Such models can then be empirically tested and
refined over time (Layne et al. 2014).

Future Research Directions
Future studies should include a larger, more demo-
graphically diverse sample, such as children across a wider

age range, parents of both genders, and caregivers at dif-
ferent stages of illness who can be followed over time.
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Covariates such as demographic variables and stage of ill-
ness also merit closer examination in these larger samples.
Second, studies are needed that assess a broader spectrum of
potential outcomes, including a more diverse array of psy-
chological outcomes (e.g., grief reactions; externalizing
symptoms), functioning (e.g., peer relations, school perfor-
mance), and developmental progress or limits (e.g., mile-
stones, risky behavior). Third, longitudinal studies can shed
light on developmentally-linked differences in child-care-
giver relationship features as children transition into ado-
lescence and as parents continue to grapple with their cancer
illness. For example, studies that follow youth across a
parent’s illness trajectory can elucidate specific mechanisms
that may be active at different points in time (at diagnosis,
during treatment, during remission, etc.). These studies
would also permit examination of children who had a parent
recover following cancer as compared to children whose
parent died following an illness. Last, longitudinal study
designs that contrast the adjustment trajectories of youth
facing parental cancer versus death can identify critical pe-
riods of symptom fluctuation over the course of develop-
ment and during life transitions (Kaplow and Layne 2014).
For example, bereaved children may exhibit increased
symptoms of depression with the realization that their at-
tachment figure will be absent for important life milestones.
Similarly, children who have a parent diagnosed with cancer
may display increased anxiety as the parent progresses
through invasive treatments. Such studies will be especially
beneficial for the many providers who strive to meet the
diverse needs of children and their families who are grap-
pling with some of life’s most challenging adversities.
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