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Previous research had indicated that siblings of deceased chil-

dren developed a variety of behavioral problems as a result of the

death (Binger et al., 1969; Cain et al., 1964; Martinson et al., 1980;

Stehbens, & Lascari, 1974). The purpose of this study was to determine

the relationship of selected factors and children's behavior during the

first year following the sibling's death.

The subjects included 33 boys and 32 girls ages 4-16 years who

were siblings of deceased children. The deaths resulted from congeni-

tal, acquired or accidental conditions. Data on the behavior of the

bereaved children was obtained by an interview with the mothers using a

standardized tool, the Child Behavior Checklist developed by Achenbach

and Edelbrock (1977). Ratings from the mothers were obtained for all

the subjects; ratings from both mothers and fathers were obtained for

25 of the subjects. There were no significant differences between the

parents' ratings; thus, only mothers' observations were used for analy-

sis in the study.

The results indicated that the children in this study displayed

significantly more behavior problems when compared to a standardized

theoretically normal population. Analysis by t tests showed the vari-

ables of sex, length of illness, parent-child communication, marital

status, maternal employment, funeral attendance, and time since death

were not related to the child's behavior following the death. The var-

iables of the child's age, place of death, number of children in the

family, sibling's diagnosis, and sex and age of the deceased were sig-

nificantly related to behavior problems in the surviving child.
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SELECTED FACTORS RELATED TO CHILDREN'S

ADJUSTMENT FOLLOWING SIBLING DEATH

INTRODUCTION AND PURPOSE

In the past fifty years thinking and writing about death has

moved beyond the realms of poetry, philosophy and religion into the

arenas of scientific investigation and popular discussion. A number of

research studies and books have been published on the process of death

and dying (Feifel, 1959; Kubler-Ross, 1969, 1975; Kastenbaum, &

Aisenberg, 1976). Medical personnel and social scientists have begun

to study seriously the implications of death from their professional

perspectives.

Problem

Some work in the area of thanatology has focused on children

and death. This work can be divided into eight major areas of concern:

1. Childhood mourning or bereavement (Bowlby, 1961, 1963; Maurer,

1961; Nagera, 1970; von Hug-Hellmuth, 1965).

2. Children's reactions to death (Alexander, & Alderstein, 1958).

3. Children's reactions to parent's death (Arthur, & Kemme, 1964;

Birtchnell, 1970).

4. Children's concepts of death (Anthony, 1940; Koocher, 1973, 1974;

Nagy, 1948; Schilder, & Wechsler, 1934; White, Elsom, & Prawat,

1978).

5. Parental reaction to a child's death (Cobb, 1956; Friedman,

Chodoff, Mason, & Hamburg, 1963; Lascari, & Stehbens, 1973; Lewis,

1967).

6. The dying child (Morrisey, 1963, 1965; Natterson, & Knudson, 1960;

Spinetta, & Maloney, 1975; Spinetta, Rigler, & Karon, 1974).

7. Home care for the dying child (Martinson, Armstrong, Geis, Anglim,

Gronseth, Maclnnis, Nesbit, & Kersey, 1978a, 1978b; Martinson, &

Henry, 1980).

8. Sibling reaction to a child's death (Binger, Ablin, Feuerstein,

Kushner, Zoger, & Mikkelsen, 1969; Cain, Fast, & Erickson, 1964;

Tietz, McSherry, & Britt, 1977).
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The previous research in this last area has indicated that

behavior problems may follow the death of a sibling. In reviewing

mental health case records of 58 children ages 2I-14 years, Cain, Fast,

and Erickson (1964) reported a majority of the children's mental

symptoms were related to the death of a sibling. Tietz, McSherry, and

Britt (1977) studied surviving siblings from nine disadvantaged fam-

ilies. They found behavior problems in their sample. In a retrospec-

tive study, Binger and his co-workers (1969) found that in 11 of the 20

families studied, one or more previously well-behaved siblings showed

significant behavior problems following a sibling death. Another

writer indicated that the problems resulting from a sibling's death

even extended into adulthood in the form of adult depression (Blinder,

1972).

Townes and Wold (1977) reported on their work with 22 siblings

of children with leukemia. They found that following the death of a

child, the sibling was likely to have academic and interpersonal prob-

lems. In a related study, Kaplan and others (1976) surveyed siblings

from 40 families of children ill with leukemia and found that almost

half of the siblings developed problems related to school, parent-child

relationships and surrogate care during the illness.

Spinetta, Swarner and Sheposh (1981) studied 23 families of

children who died of cancer. They found families had difficulty in

adjusting to tasks dealing with sibling issues and concerns relative to

the illness. This difficulty persisted despite the fact that the fam-

ilies had returned to normal activities and "zesftul living." Spinetta

et al. (1981) further reported some unresolved feelings occurred in the

majority of families. The following manifestations were observed in

the children: crying spells, health fears, feelings of guilt, and

refusal to discuss the deceased child.

On the other hand, some studies found no increase in problems

among surviving siblings. Martinson and co-workers (1980) reported no

problems in 76% of the 139 siblings of children who died of cancer

after receiving home care. They reported only 2% of the surviving

children had serious problems such as school failure, drug problems and

talk of suicide and 22% experienced "mild" or "moderate" problems.

They acknowledged that surviving children experienced short-term
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disruptions in schooling, conflicts over feelings toward dead siblings

and a need for reassurance that they themselves would not die. None of

the children in their study needed professional psychiatric help.

Another study by Lascari and Stehbens (1973) indicated that 70% of the

well children were judged "back to normal" by parents within a week

following a sibling death. By the end of one year all but one of 64

siblings were reported "back to normal." Since both of these studies

attempted to measure the effectiveness of family support programs, but

failed to use comparison groups, their results may be influenced by

experimenter bias in an attempt to demonstrate the vaules of the support

programs.

A related study by Gogan, Koocher, Foster, and O'Malley (1977)

studied siblings of cancer victims within a mean period of 13.5 years

after the diagnosis of cancer. The authors discovered many siblings

did not remember the period as upsetting or traumatic. A main dis-

tinctive of this study was the obtaining of the child's own view of

his/her reaction to a sibling death. This may explain the different

findings when compared to adult reports of behavior problems in surviv-

ing children. Only one study (Nixon, & Pearn,1977) examined sibling

response following the unexpected, traumatic death of a child. The

parents reported that 32% of siblings were significantly affected by

the drowning death of a brother or sister. For these children, sleep

disorders and feelings of guilt were common problems.

The cumulative data generally supported the conclusion that

problems do occur in siblings following a child's death. The problems

most frequently identified included the following somatic and behavioral

difficulties: school problems (Binger et al., 1969; Lascari, &

Stehbens, 1973; Martinson et al., 1978a, 1978b; Tietz et al., 1977;

Townes, & Wold, 1977); somatic complaints (Binger et al., 1969;

Fischhoff, & O'Brien, 1976; Geiger, 1973; Lascari, & Stehbens, 1973;

Tietz et al., 1977); fears for own health (Binger et al., 1969; Burton,

1975; Gogan et al., 1977; Spinetta et al., 1981); enuresis (Binger et

al., 1969; Cain et al., 1964; Stehbens, & Lascari, 1974); sleep dis-

turbances (Cain et al., 1964; Lascari, & Stehbens, 1973); jealousy and

guilt (Burton, 1975; Cain et al., 1964; Gogan et al., 1977; Spinetta et

al., 1981); depression (Binger et al., 1969; Stehbens, & Lascari, 1974);
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and antisocial behavior (Cain et al., 1964; Tietz et al., 1977). These

are serious problems which may interfere with the ongoing life of the

surviving child.

These studies described the behavior problems displayed by a

child after a sibling death. However, several methodological problems

with these studies limited their usefulness in understanding the exact

nature of sibling problems which may occur and the relationship of

these problems to other characteristics such as the sibling's age and

sex. One methodological problem was the variation in definition of

sibling adjustment. The studies relied on anecdotal and descriptive

observations of the parents. As a consequence, the extent and severity

of the sibling's problems remained ambiguous. No valid standardized

tools or comparison groups were used to view the sibling's behavior as

compared to specified norms. Further, most of the children studied had

been restricted to siblings of cancer victims which generally repre-

sented extended terminal illnesses. The sample sizes were small (8-40

families), a fact which was further complicated by a wide range in the

time lapse since death ranging from six months to 13.5 years.

Thus far, the studies were exploratory and descriptive in nature

and sought to discover whether the surviving children showed behavior

problems. With few exceptions (Spinetta et al., 1981; Townes, & Wold,

1977), the available studies had not controlled for the impact of sig-

nificant variables such as age and sex on the child's behavior after a

sibling death. In addition, other factors such as religion, funeral

attendance, length of illness, and parent-child communication (which

potentially influenced the child) had not been investigated in relation

to the bereaved child's behavior. Further, it had not yet been deter-

mined which siblings were most likely to develop problem behaviors.

Finally, some studies indicated the surviving children had many prob-

lems while others reported few problems. And none of the studies had

been replicated.

A study was needed that reflected these methodological concerns.

Specifically, the current study focused on the adjustment of surviving

siblings in relation to selected variables and compared to standardized

norms of behavior for children.
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Purpose

The purpose of this study was to determine the relation of the

variables of age, sex, length of illness, and parent-child communica-

tion to a child's behavior within one year after a sibling death. This

study identified the surviving child's behavioral adjustment using a

standardized behavior checklist. The use of such a tool represented a

major contribution in the field by providing a consistent, quantifiable

and standard measure of behavior which enabled a comparison of the

bereaved sibling's behavior with established norms. The present study

also extended the population previously studied to include siblings of

children who died from a variety of causes including long and short

term illnesses, and accidents. The study also examined the relation-

ship between behavioral adjustment and the variables of family size,

age and sex of the deceased sibling's diagnosis, maternal marital stat-

us, maternal employment, time since death, place of death, and funeral

attendance.

Justification

In Oregon approximately 800 children from birth to 19 years die

annually (Oregon State Health Division, 1979). It is estimated these

children have an average of 1.5 siblings. If so, about 1200 Oregon

children each year suffer the loss of a brother or sister. Available

research and clinical literature suggested that one third to one half

of these siblings would develop problem behaviors related to the death.

The present study should increase the understanding of parents

and child care professionals regarding children's reactions to sibling

death and the variables related to their behavior. It should enable

professionals to identify and predict children at risk for behavioral

problems and thus contribute to the delivery of existing services

available to help surviving siblings. This study could provide a

rationale for developing intervention strategies to assist these chil-

dren in coping with sibling death.
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Definition of Terms

Behavioral adjustment was defined using the subjects' behavior

problem scores on the Child Behavior Checklist (CBCL) developed by

Achenbach (1978, 1979).

Length of terminal illness was the amount of time from when the

parent was told of the terminal diagnosis of the child to the death.

Parent-child communication was defined as the exchange of

information and messages between parent and child (Bienvenu, 1969).

Specifically, parent-child communication occurring during the sibling

illness and after the death was of primary concern. The frequency and

nature of communication about the diagnosis, prognosis and death, and

feelings regarding the illness and death were the communication patterns

that were measured by a questionnaire revised from Spinetta et al.

(1981).

Siblings were defined as brothers or sisters living in the same

home. Deceased siblings were children who died while living at home.

Surviving siblings were children between ages 4-16 years whose brother

or sister had died within the previous year.
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REVIEW OF LITERATURE

This review of literature discussed the selected factors of

age, sex, length of terminal illness, and parent-child communication

regarding the terminal illness and death as variables which related to

the surviving child's adjustment to a sibling's death.

Age

The literature generally affirmed that the child's understand-

ing of death develops in a sequence of stages which become progres-

sively mature with increasing age (Anthony, 1940; Gartley, &

Bernasconi, 1967; Kastenbaum, 1977; Koocher, 1973; Melear, 1973;

Menig-Peterson, & McCabe, 1977-1978; Nagy, 1948; Safier, 1964;

Schilder, & Wechsler, 1934; Tallmer et al., 1974). The development of

children's death concepts have been related to cognitive ability which

correspond closely with chronological age (Lonetto, 1980). It has been

found that children's conceptualizations of death fell into three main

age groupings: (a) under five years, (b) 5-10 years, and (c) above 10

years.

Early researchers, Schilder and Wechsler (1934), studied 76

children ages 5-15. They elicited children's ideas about death by ask-

ing direct questions and showing pictures to which the child described

his/her thoughts. Based on their studies, they formulated some general

principles regarding children's conceptions of death:

1. Children deal with death matter-of-factly.

2. Children look at death as a deprivation.

3. Children do not believe in their own death, but they do believe in

the death of others.

4. To young children death seems reversible.

5. Children often perceive death as associated with disease or vio-

lence.

Anthony (1940) studied reactions to death on the part of 3-13

year old children. She used parents' written accounts, a story comple-

tion test, and an intelligence test in which material relevant to death

appeared. This study again revealed that most children did think about

death. Approximately half of the children brought up the topic of
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death in the story completion test. But children's thoughts of death

ranged from lack of awareness of the word (at a young age) to precise

definitions (at older ages). Anthony found that by nine years of age,

reasonable explanations regarding death were given by almost all chil-

dren.

Others supported the conclusion that children over nine years

had a developed understanding of death, while those under five years

were lacking in awareness (Childers, & Wimmer, 1971; Nagy, 1948).

Menig-Peterson and McCabe (1977-1978) substantiated the lack of aware-

ness of death in young children under five years in their study. Young

children did not develop story narratives about death despite prompting

references to doctors, hospitals and car wrecks, while older children

spontaneously related stories about death.

Nagy's (1948) research refined the work of Schilder and

Wechsler (1934) and Anthony (1948). She studied 378 Hungarian children

3-10 years old regarding their concept of death. Based on data from

written compositions, drawings and verbal discussions, Nagy concluded

that there were three stages of death awareness related to children's

ages:

1. Stage One (3-5 years): Death was not definitive.

The child denied death as a regular and final process, and saw it

as departure or sleep. Death was reversible. It was gradual and

temporary.

2. Stage Two (5-9 years): Death was a man.

The child accepted the death of others, but did not relate it to

himself. Death was personified or identified with the dead person.

3. Stage Three (9-10 years): Death was cessation of bodily activity.

The child viewed death as inevitable and universal.

A study (Gartley, & Bernasconi, 1967) of 60 Catholic children

ages 5-14 years showed a pattern similar to that identified in other

studies. However, this study differed from Nagy (1948) in that the

children did not view death as a person as had the children in Nagy's

sample. This finding by Nagy may have reflected a Hungarian cultural

bias (Feifel, 1977). Another difference was that Gartley and Bernasconi's

subjects did not perceive death as reversible. Their subjects also

tended to exhibit more religious symbolism in connection with death,
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which may have reflected their Catholic orientation. These differences

may be explained by methodological considerations. In contrast to

Nagy's open projective methods, Gartley and Bernasconi utilized struc-

tured interview questions which asked specifically about heaven and

hell in relation to death. This technique may have biased the chil-

dren's answers.

Melear (1973) interviewed 41 boys and girls ages 3-12 years

regarding death. He did not find that children's death concepts follow

rigidly the specific age ranges given by Nagy (1948), but he did find a

similar progression of the death concept with age. Research by Safier

(1964) also provided evidence related to age and the child's thinking

about death. Safier found that as boys ages 4-11 years increased in

age their tendency to attribute life and death to inanimate objects

decreased. This represented a maturation in their concept of death

with age. Peck's (1966) work demonstrated that chronological age was a

stronger determinant of children's death concept than mental age.

Swain's (1979) research also showed children differed in death concepts

along an age continuum. She found the greatest change in concept

occurred between 5-7 years of age when children began to exhibit more

reliance on biological and social reality.

Koocher (1973, 1974) investigated children's understanding of

death related to cognitive level using 75 normal children ages 6-15

years. Utilizing interview techniques, he discovered that death under-

standing was clearly related to cognitive level. Other researchers

working with siblings of chronically ill and dying children have demon-

strated that the child's cognitive understanding of death was not the

factor which determined adjustment or reaction to a sibling death.

Further evidence came from a study (Caradang, Folkins, Hines, & Steward,

1979) of cognitive level and illness understanding which showed dis-

crepancies between general cognitive level and illness conceptualiza-

tion levels. Orbach and Glaubman (1979) also showed that children's

distortions in death concept were specific and unrelated to abstract

thinking levels.

Age had been suggested by the theorist Anthony (1978) as an

important factor in vulnerability to stress. He concluded that the

younger the child the greater the upheaval a child experienced. In
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concurrence with this observation, several investigators showed that

the death of a sibling was particularly difficult for a young child

under six. For example, a study by Rosensweig (1943) of 356 male sub-

jects discovered sibling death occurred more frequently in male schizo-

phrenics' histories compared to the normal population. It is of par-

ticular importance to note that the majority of the sibling deaths

occurred before the schizophrenic subjects' sixth birthday. Additional

research by Lavigne and Ryan (1979) showed 3-6 year old siblings of

chronically or terminally ill children showed an elevated incidence of

psychopathology when measured by a standardized behavior checklist.

By contrast, a study by Townes and Wold (1977) suggested that a

male sibling over six years old had the most difficulty adjusting after

the death of a brother or sister. A different view also was represented

by Tietz and co-workers (1977) who identified early adolescence as the

most difficult age when a sibling died. Martinson's (1980) research

supported both views and demonstrated that siblings ages 6-17 were more

likely than those younger or older to have problems in adjustment after

the child's death. A related study of children's adjustment following

the death of their father offered no evidence of adjustment differences

associated with age (Lifshitz, Berman, & Gilad, 1977).

Previous research generally suggested that the child over nine

years old was more likely to have a realistic concept of death. He/she

knew the finality of the event and could begin the emotional process of

adjusting to the loss. Based upon research on cognitive level and death

understanding, the younger child may have fantasized about the sibling

and expected the return of the lost brother or sister. The young child's

tendency to view death as reversible may affect that child's ability to

deal with the actual loss of a sibling. The young child associated

death with sleep or departure which made him/her vulnerable to certain

problems such as sleep disturbances and separation anxiety. The young

child has been identified in other research as more vulnerable to stress-

ful experiences. Therefore, the majority of evidence indicated that age

would be related to children's behavioral adjustment and that younger

children would have more adjustment problems following the death of a

brother or sister.



Sex

Sex is a demographic variable suspected to have an effect on

the child's reaction to a sibling's death (Blinder, 1972). Only one

investigation (Townes, & Wold, 1977) of children's reactions to sibling

death directly addressed the issue of sex difference. This longitud-

inal study of 22 siblings indicated that surviving boys showed more

problems as rated on a symptom checklist developed by Wimberger and

Gregory (1968). Lifshitz (1977) also showed that boys were more

affected than girls by the loss of their father. Bender (1954)

reported on seven clinical cases of psychopathology after the death of

a sibling. Though not conclusive, it is interesting that six of the

seven children were males.

Koocher (1973), however, found no sex differences in chil-

dren's cognitive understanding of death. In an interview study using

170 children ages 5-10 years, more males understood the concept of

cessation of life than females (White, Elsom, & Prawat, 1978). Lester

(1971) found college age males were more likely to think about death

than females, but expressed fewer negative feelings about death.

Further, a study by Lavigne and Ryan (1979) of behavioral

adjustment (as measured by the Louisville Behavior Checklist) of 3-13

year old siblings of chronically ill children showed significant sex

differences. Sex differences on the total psychopathology scale were

noted at the p_ c 0.06 level. Boys demonstrated significantly more

problem behaviors than girls. Problems occurred on scales of hyperac-

tivity, total aggression, and irritability.

It has been shown that girls have greater language and verbal

ability than males (Maccoby, & Jacklin, 1974). These increased verbal

abilities may enable girls to formulate the meaning of death and allow

expression of feelings and facilitate adjustment following the death of

a sibling. Therefore, in the present study it seemed reasonable to

expect that boys would have more adjustment problems following a sib-

ling death.



12

Length of Terminal Illness

Family crisis theory indicated that the suddenness of the

stressful event influenced the individual's reaction to the event

(Hansen, & Johnson, 1979). The more sudden or unanticipated the

event, the greater disruption it caused (Burr, 1973; Hansen, & Hill,

1964).

Spinetta, Swarner and Sheposh (1981) included length of termi-

nal illness as a variable relating to parental adaptation following the

death of a child. A trend toward better adjustment with the longer

illnesses was identified. More families "did poorly" when the child's

illness was of short duration. A related study by Natterson and

Knudson (1960) looked at mothers who were anticipating the loss of a

child from leukemia. They found that mothers who were aware of the fa-

tal diagnosis for at least four months prior to the child's death made

better adjustments following the death. Parental emotions could have

been communicated to their children. This concept often is referred to

as the emotional contagion hypothesis (Wolfer, & Vistainer, 1975).

Using this concept of emotional contagion it could be expected that if

parental adjustment improved with time, the parents' attitude would be

communicated to the children and they too would be better adjusted.

Time before the death allows for a period of anticipatory

grief. It has been stated that anticipatory grief lessens the shock of

death and facilitates subsequent adjustment to the death (Futterman,

Hoffman, & Sabshin, 1972; Blank, 1974; Gerber, 1974). Higgins (1977,

p. 693) stated:

When death is expected, as in the case of malignant disease, its
intensity may be reduced by preparatory grief, a process in which
separation and loss are anticipated before the death of a signifi-
cant person, whether parent or child.

Interviews with dying people by Kubler-Ross (1969) showed that

persons passed through certain distinguishable patterns of grief in

anticipation of death. These stages were: denial and isolation,

anger, bargaining, depression, and acceptance. Kubler-Ross (1969) and

Engle (1964) indicated that family members also passed through similar

reactions to death of a loved one. It took time to resolve feelings of

loss; Engle (1964) stated it took up to one year or more. Based on

clinical case studies of siblings of dying children, Blinder (1972,

p. 173) concluded:
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Mastery of anticipated loss requires time to test both the external
reality of impending termination and the internal state of invest-
ments, attachments, and modulation of affects connected with the
dying person. Sudden loss by accident leads to rather pronounced
protective maneuvers such as withdrawal, denial and repetitions in
fantasy. Further manifestations of guilt, self-depreciation, and
attempts to allocate blame are most often intense . . . when a more
prolonged illness is involved, anticipatory grief is possible for
both the parents and remaining siblings.

Other related studies demonstrated that the longer the duration

in anticipation of stress, the less severe the reaction. Parkes and

Brown (1972) found more emotional disturbance following death among

widows who had little time to prepare. Similar conclusions were made

regarding family adjustment to the stress of serious illness (Davis,

1963). Kerner, Harvey and Lewiston (1979) reported that families of

children with cystic fibrosis were less devastated upon death of the

child than families with leukemic children. They attributed this

partially to the greater amount of time cystic fibrosis families had to

prepare for the loss. Battle (1975) also identified early knowledge of

diagnosis as a factor which helped families cope with long-term illness.

In the case of sudden loss, Furman (1970) indicated it was particularly

important to give the child opportunity to talk about his/her feelings

about the event for which the child could not prepare.

Based on this research, it was concluded that subsequent adjust-

ments after death may be related to the length of time the child knew

of a sibling's terminal illness prior to death. It was proposed that

the more time the child anticipated the death of a sibling, the fewer

adjustment problems he/she would manifest after the death.

Communication About Illness and Death

Generally, the clinical literature suggested that children

should have been told the truth regarding the terminal diagnosis of a

sibling (Feinberg, 1970; Hardgrove, 1974; Lascari, 1978; Macon, 1979;

Share, 1972). The basic assumption behind this belief was that the

child would benefit from an awareness of the prognosis. This was

related to the fact that the child then would be able to anticipate and

prepare for the eventual death and loss. This idea was similar to the

concept of psychological immunization discussed by KLiman (1968).
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Many authors stressed the importance of communication about

death with children (Benoliel, 1972; Furman, 1970; Grollman, 1974;

Kastenbaum, 1977; Spinetta, 1977; Wiener, 1970; Willis, 1974). Gyulay

(1975) concluded that lack of communication about illness and death in

the family was detrimental to the family members. Fischhoff and

O'Brien (1976) stressed the importance of verbal communication: verbal

communication between the well child and parents should be encouraged

as this allows opportunities for normal resolution.

Sometimes parents and children do not talk about the fatal ill-

ness. This has been described as an attempt to protect each other

(Binger et al., 1969; Gogan et al., 1979; Morrisey, 1965; Wold, &

Townes, 1969). There was evidence that parents were reluctant to tell

children about the approaching death (Binger et al., 1969; Waechter,

1971). In fact, Stehbens and Lascari (1974) reported that only a

minority of 64 children they studied were informed of the near death of

their sibling. Spinetta (1977) supported this finding; only half of

the families in his study reported they had talked openly with their

dying child about death. None of the parents who talked freely of

death to their children regretted these discussions.

Additional work by Turk (1964) substantiated the difficulty of

parent-child communication during serious illness. Turk's investiga-

tion of 25 families having a child with cystic fibrosis revealed poor

communication between the parents and well siblings. Burton (1975)

also reported that 53% of mothers of cystic fibrosis children did not

discuss the illness with siblings.

Despite a tendency not to discuss death with children, research

(Waechter, 1971) had shown that doing so did not increase their anxi-

ety. Karon and Vernich (1968) reported on a program for 51 children

with leukemia which included open conversation in regard to their ill-

ness. They wrote: "maintaining good communication was so central to

these children's sense of well-being . . ." (Karon, & Vernich, 1968,

p. 276). Feinberg (1970) also developed a program of preventive ther-

apy for sibling loss which included forthrightness, encouragement of 4'

discussions about death and sharing of thoughts.

Further support for communication as a variable related to sib-

ling adjustment came from related studies with ill children. Taylor
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(1980) interviewed 25 families with well siblings of chronically ill

children. She found open, full communication regarding the ill sibling

to be associated with positive dimensions of development (e.g., cooper-

ation, empathy, and self-esteem) in the well child.

Spinetta and Maloney (1978) reported on a study of 16 leukemic

children. In the first instance, they found a correlation between lev-

els of communication about the illness and the adjustment of the child

who was ill. Families with high illness communication had children

who: (a) exhibited nondefensive personal posture, (b) expressed a con-

sistently close relationship to the parent, and (c) expressed satisfac-

tion with self (Spinetta, & Maloney, 1978). Spinetta, Swarner and

Sheposh (1981) further showed that the parent's post-death level of

adjustment was related to open and responsive communication with the

child during the illness. Those with more open communication demon-

strated a higher level of adjustment. The effect of openly discussing

sibling death had positive effects for the surviving children as well

as for the parents (Spinetta, & Maloney, 1978). The siblings appreci-

ated having time to say goodbye, resolve differences and help the dying

child. By contrast, in families where the death was not openly dis-

cussed, siblings expressed regrets over not having said goodbye ade-

quately.

Another study (Townes, & Wold, 1977) looked specifically at the

nature of the well sibling-parent communication. They found in the

first ten months of the illness parents directed more communication

concerning the disease to males over age nine years. As time passed,

there was no difference in communication with children five years and

older. Children under five years consistently received less informa-

tion about the ill child. A more recent study (Spinetta, Swarner, &

Sheposh, 1981) showed parents were as likely to share information with

a young child as an older one within the age range of 6-10 years.

Townes and Wold (1977) concluded that poor communication between parent

and child prior to and during a cancer illness was related to disturbed

behavior after a sibling death: the amount of parental communication

was "the one central factor" determining the well sibling's adjustment.

Two related studies, however, failed to show a relationship

between family communication about sibling illness and death to the
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well children's reactions. Tallmer and co-workers (1974) studied the

death conception of 199 normal children in relation to the variable of

parental explanation about death. They found no significant relation-

ship between parental explanation and the child's concept of death. In

the same year, using control groups, Farkas (1974) investigated 12 sib-

lings of children with terminal cystic fibrosis and found no clear

relation between the degree of family openness and sibling anxiety

and depression as measured by psychological tests. However, Farkas

acknowledged that the level of guilt in the children was less in the

more communicative families.

Overall, the literature supported the idea that communication

between parent and child about terminal illness and death enhanced the

adjustment of the surviving sibling following death. Consequently it

was proposed by the present study, that children experiencing low com-

munication levels about sibling illness and death would experience more

behavior problems after the sibling's death.

Summary

The review of literature aided in developing the conceptual

basis for this study. Literature on children's reactions to sibling

death was scarce and exploratory. Though clinical case studies abound,

carefully controlled research focusing on siblings and examining spe-

cific variables was nonexistent. Related studies, however, were avail-

able, e.g., studies of children's understanding of death, chronic ill-

ness, family adaptation to terminal illness, and the dying child. Four

propositions concerning sibling behavior following a child's death were

derived from the exploratory and descriptive research on death as well

as sibling related studies. These four propositions were:

1. Boys would have more behavior problems than girls following a sib-
ling death.

2. Younger children would have more behavior problems following a sib-

ling death.

3. Children whose siblings had short illnesses would have more behav-

ior problems.

4. Children experiencing low communication with the parent about the
sibling illness and death would have more behavior problems.

Ok,
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METHOD

This study examined the relationship between age, sex, length

of illness, and parent-child communication and children's behavioral

adjustment following a sibling death. It also examined the relation-

ship between behavioral adjustment and the variables of family size,

age and sex of deceased, diagnosis, maternal marital status, maternal

employment, time since death, place of death, and funeral attendance.

Subjects

The subjects were 65 boys and girls ages 4-16 years and were

drawn from 44 families of deceased children. The mean age of the chil-

dren was 9.5 years. Two children had turned 17 shortly before the

interview but were 16 years old at the time of the death. There were

33 male and 32 female subjects in the study. The children represented

the demographic, religious, and racial distributions shown in Table 1.

The majority of the subjects (86.2%, n = 56) were Caucasian. This

racial breakdown indicated a slightly lower percentage of Whites and a

higher percentage of other races when compared with Oregon's general

population as reported in the Oregon Family Profile (Gravatt, & Hunt,

1979).

The majority of the subjects were identified through the med-

ical records of children who had died at the Oregon Health Sciences

University. Subjects were also identified through the Sudden Infant

Death Syndrome (SIDS) Program, Compassionate Friends, and Candle-

lighters, all of which are community support groups for bereaved

parents. Some subjects were referred'to the study by a funeral

director, a social worker, nurses, physicians, and friends.

All of the subjects' deceased siblings were living at home

prior to the illness and death. Three of the deceased were foster

children in the home. The children died from a variety of causes

(Appendix A). The largest percentage of children (32%, n = 14) died of

cancer. The death of the sibling had occurred between two and 13

months prior to the interview. The two-month period allowed time for

the initial reactions to the loss to be resolved. Of the 44 deceased
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Table 1

Number, Percentage, Mean, Standard Deviation, and Range
of Demographic Characteristics of Subjects (N = 65)

Variables N Mean SD Range

Age of Subject
4-5

6-11

12-16

16

31

18

24.6

47.6

27.6

Total 65 100.0 9.5 4.0 4-17.3 years

Sex of Subject
Boys 33 51.0

Girls 32 49.0

Total 65 100.0

Surviving Siblings
1 23 35.0

2 25 38.0

3 5 8.o

4 8 12.0

7 4 6.o

Total 65 100.0 2.3 1.6 1-7 years

Race
Caucasian 56 86.0

Mexican/Spanish 4 6.0

Black 2 3.0

Amer/Indian 2 3.0

Asian 1 1.5

Total 65 100.0

Religion
Protestant 40 61.5

Catholic 12 18.5

Jehovah Witness 3 4.6

Buddhist 2 3.1

Scientology 2 3.1

Mormon 1 1.5

None 7.7

Total 65 100.0
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children, 29 were boys and 15 were girls. Their average age was 6.3

years and ranged from 0.1-20.8 years.

The subjects lived in both urban and rural areas. Most sub-

jects were drawn from the Willamette Valley; however, others came from

the larger region extending from Klamath Falls, Oregon to Kelso,

Washington, and from Winston, Oregon, to Bend, Oregon. Eight of the

subjects lived in single parent homes. About half (n = 34) of the

children had mothers who worked, including 37% (n = 24) whose mothers

worked full-time. Almost 90% of the fathers worked full-time. The

fathers' ages ranged from 22-61 years. The fathers' average age was

37 years. The mothers' ages ranged from 20-51 years. The average

maternal age was 33.5 years. Approximately three-fourths of the chil-

dren lived in homes with yearly incomes over $15,000. Three children

lived in homes supported by welfare and received less than $5,000 in

annual income.

Procedure

The parents of the surviving children were contacted initially

by mail (Appendix B). A follow-up phone call was made to answer ques-

tions and gain verbal consent for an interview about their child's

reactions to the sibling death. All but four families with surviving

siblings who met the criteria for age and time since death agreed to

participate. Two families refused directly. One family agreed to par-

ticipate after the completion of a lawsuit. One family agreed ini-

tially, but declined to participate on the day of the interview. These

figures represented a 9% refusal rate. A similar refual rate was

reported by Farkas (1974) in her study of families of dying children.

Interviews were conducted with the parents in their homes.

Written consent was obtained at the time of the interview (Appendix C).

Both fathers and mothers participated when possible. In all instances

the mother was interviewed. Seventeen fathers were included in the

study. Consequently, 25 subjects had responses from both mothers and

fathers on the CBCL. The mothers were first asked questions related to

family background (Appendix D) and parent-child communication (Appendix

E).
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The parents independently completed the Child Behavior Check-

list indicating behaviors observed in the child since the death (Appen

dix F). It took about 15 minutes to complete the checklist. Next, a

measure of behavior problems existing prior to the sibling illness and

death was obtained (Appendix G). A final open-ended question allowed

for parental expression regarding sibling adjustment and concluded the

interview. In some instances the surviving children were present but

did not answer any of the research questions or complete any forms.

Parents whose children scored more than two standard deviations above

the mean on the CBCL were notified of the results so that they could

seek help for their children if they so desired.

Independent Variables

The independent variables examined were age, sex, length of

illness, and parent-child communication. The age of the subject at the

time of the death was recorded and was between 4-16 years. Sex of the

surviving sibling was recorded. The length of the illness was computed

from the interval between the date of diagnosis and the date of death.

Communication Tool

The information exchange and expression of feelings between the

parents and the surviving child concerning the sibling's illness and

death was measured utilizing a communication tool developed by Spinetta

(Spinetta, Swarner, & Sheposh, 1981) and revised slightly for the cur-

rent study. This tool (Appendix H) was developed as a part of an ongo-

ing Childhood Adaptation Project at San Diego State University studying

children with cancer and their families. The project was sponsored by

the National Cancer Institute. The communication tool was devised for

interviewing parents of terminally ill children. In using the tool,

the interviewer recorded the parent's responses to questions about the

child's awareness of the illness and prognosis, and the nature of con-

versations between parents and child about the illness and diagnosis.

Spinetta and Maloney (1978) first used the communication tool

in a study of 16 leukemic children and their parents. They found
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families in which communication about the illness was high were fami-

lies where the ill child: (a) exhibited a nondefensive personal pos-

ture, (b) expressed a long-range close relationship with the parents,

and (c) expressed basic satisfaction with self. It seemed logical that

in families with high levels of parent-child communication the children

would be nondefensive, close to parents and self-satisfied. Several

other researchers, working independently, had included similar ques-

tions about death in questionnaires designed to measure parent-child

interaction (Bales, 1978; Birenbaum, McCown, Robinson, & Semradek,

1981; Martinson, 1980). The purpose of the Spinetta tool was to deter-

mine the child's awareness of the sibling's terminal illness and how

this was communicated between parent and child. The communication tool

posed questions directly related to these topics.

The original Spinetta tool was designed to measure communica-

tion between parents and the ill child (Spinetta, & Maloney, 1978). It

consisted of eight open-ended questions. These questions and criteria

for scoring them were age and sex independent. The items were scored

on a scale of 0-2. A revised version was developed for use with sib-

lings (Spinetta, Swarner, & Sheposh, 1981) and was the basis for the

adapted tool used in the present study. The Spinetta tool was altered

for this study by redirecting the questions to apply to the surviving

siblings and changing verb tense where appropriate. Three questions

concerning parent-child communication after the sibling death were

added and scored in a manner consistent with Spinetta's scoring method

(Appendix E). The scores on the adapted communication measure ranged

from 0-12. The highest score indicated the greater amount of parent-

child communication about the sibling illness and death. Questions 1-5

reflected communication prior to the death; questions 6-11 referred to

communication after the death. Question 11 provided additional infor-

mation for scoring questions 4 and 10.

Child Behavior Checklist

The dependent variable, the child's behavioral adjustment fol-

lowing a sibling death, was measured by the Achenbach (1979) Child

Behavior Checklist (CBCL). The CBCL contained a list of 118 behaviors
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commonly observed in children (Appendix F). The behavioral problems

reported in the literature which may occur after a sibling death were

all included in the checklist.

The CBCL consisted of four major categories: (a) Total Behavior

scores, (b) Internalizing Behaviors, (c) Externalizing Behaviors, and

(d) Social Competence. Nine subscales made up the broad categories. The

broad categories and subscales differed according to sex and age groups

and some sex and age groups did not include subscale nine, delinquent.

The CBCL was designed to be completed by parents because they

usually provided a more reliable picture of their child's behavior than

other observers (Achenbach, 1979). Items on the CBCL were scaled from

0-2. If the item was not true of the child it was scored zero; one

indicated that it was somewhat or sometimes true, and two meant that

the behavior was often or very often true. A higher score indicated a

greater degree of the attribute being measured. The CBCL provided

normalized T scores (mean = 50, SD = 10) for age and sex groups which

allowed for comparisons across scales and for an overall behavioral

profile.

The CBCL was standardized for each sex at each age group for

4-5 years, 6-11 years, and 12-16 years. An empirically based profile

of behavior problems was derived through factor analysis of CBCL forms

completed by parents of children who were referred for mental health

services. There were 450 children in each age and sex group. Norms

for age and sex were established from a nonclinical sample of 50 sub-

jects in each sex and age group (Achenbach, & Edelbrock, 1979;

Edelbrock, & Achenbach, 1980).

In developing the scale, Achenbach and Edelbrock made compari-

sons of clinical and nonclinical samples of children matched for age,

sex, race, and socioeconomic status. They found significantly (2 .001

for all comparisons) lower scores on all social competence scales and

higher scores on all behavior-problem scales for clinical groups

(Achenbach, 1979). In addition, the total raw scores for behavior

problems were generally two to three times higher in the clinical group

(Achenbach, 1979). The checklist also was found to detect behavioral

changes in children receiving treatment. The present study used the

Total, Internalizing, and Externalizing scores on the CBCL for the



INTERNALIZING SCALES

I. Schizoid
Auditory hallucination
Visual hallucination
Fears
Fears school
Clings to adults
Anxious
Nightmares
Public masturbation V.

Shy, timid

II. Depressed
Feels worthless
Feels guilty
Needs to be perfect
Feels unloved
Worrying
Sad

Fears own impulses
Suicidal talk
Lonely
Cries much
Anxious
Self-conscious
Feels persecuted
Sulks
Nervous
Suspicious
Harms self

III. Uncommunicative
Won't talk
Secretive
Shy, timid
Sad
Stares blankly
Self-conscious
Confused
Stubborn

IV. Obsessive-Compulsive
Strange ideas
Can't sleep
Sleeps little
Strange behavior
Obsessions
Walks, talks in

sleep
Stares blankly

Daydreams
Twitches
Hoarding
Compulsions
Overtired
Confused
Excess talk
Nightmares
Anxious

Somatic Complaints
Stomach problems
Pains
Headaches
Nausea
Vomits
Constipated
Dizziness
Sleeps much
Overtired

MIXED SCALE

VI. Social Withdrawal
Unliked
Poor peer rela-
tions

Withdrawn
Likes to be alone
Is teased
Prefers younger

children
Feels persecuted
Slow moving

EXTERNALIZING SCALES

VII. Hyperactive
Can't concentrate
Acts too young
Poor school work
Clumsy
Confused
Daydreams
Impulsive
Prefers younger

children
Hyperactive
Speech problems
Destroys own

things

VIII.

IX.
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Aggressive
Argues
Disobedient at

home
Temper tantrums
Stubborn
Fighting
Cruel to others
Threatens

people
Teases
Shows off
Loud
Disobedient at

school
Attacks people
Screams
Swears
Poor peer rela-

tions
Sulks
Brags
Lies, cheats
Jealous
Moody
Demands atten-

tion
Excess talk
Unliked

Delinquent
Steals outside
home

Steals at home
Destroys things
belonging to
others

Vandalism
Sets fires
Truant
Runs away
Bad friends
Lies, cheats
Destroys own

things
Swears
Disobedient at

school

Figure 1. Child Behavior Checklist broad categories and subscales.
Adapted from Achenbach (1979, P. 30).
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dependent variable measure as recommended in personal communication

with Achenbach (January 19, 1981).

To provide a measure of test-retest reliability, Achenbach

asked mothers of normal children to rate them twice within an interval

of about a week. Mean Pearson Correlations between the two interval

scores on all scales were 0.89 for 6-11 year old boys, 0.82 for 12-16

year old boys, 0.88 for 6-11 year old girls, and 0.90 for 12-16 year

old girls (Achenbach, 1979). Achenbach (1979) reported that, as with

similar tests, parents showed a tendency for reporting fewer problem

behaviors on a second run. Correlations between mothers' and fathers'

ratings averaged 0.74 for 6-11 year old boys, 0.79 for 12-16 year old

boys, 0.63 for 6-11 year old girls, and 0.54 for 12-16 year old girls.

The only significant difference between mothers' and fathers' ratings

was on the scores for school for 6-11 year old boys.

Data Analysis

The data collected were analyzed to determine the relationship

of age, sex, length of terminal illness and parent-child communication

to the child's behavioral adjustment following a sibling death. Other

selected variables of number of children in the home, age and sex of

deceased, diagnosis, maternal employment, marital status, place of

death, time since death, and funeral attendance were studied to deter-

mine their relationship to sibling adjustment.

For each subject, scores were obtained for all the scales on

the CBCL. T scores were calculated for the Total Behavior, Internaliz-

ing, and Externalizing Problem scores on the checklist. These scores

represented the dependent variable or criterion measure of the child's

behavioral adjustment. Stepwise multiple regression techniques were

utilized to determine the relationship between surviving children's

behavioral adjustment and their age, sex, length of illness and commun-

ication with the parent.

Multiple regression was a method of analyzing effects of two or

more independent variables to one dependent variable (Kerlinger, 1973).

Multiple regression has been used to evaluate the overall contribution

of the independent variables as well as the individual contribution of
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a particular variable with the influence of the other variables con-

trolled (Cohen, 1968; Darlington, 1968). Meyers (1979) stated that

when the independent variables were attributes of people (as was the

case with this study) rather than manipulable treatment conditions, the

regression approach was appropriate. In addition, multiple regression

had the flexibility of being able to handle data with unequal cell fre-

quencies (Meyers, 1979). It also treated continuous variables as con-

tinuous. Such treatment avoided categorization of data and loss of

information about the relationship between variables.

In addition t tests were used to determine the significant dif-

ferences in behavior problems between the following groups: funeral

and non-funeral attenders, married and single mothers, hospital and

home death, boys and girls, diagnostic groups, employed and unemployed

mothers, sex of deceased, deceased age under two years and over two

years, and subjects' CBCL scores with standardized norms. Pearson's

Product Moment Correlation Coefficients were calculated to identify the

relationships between the variables being studied, particularly the

mothers' and fathers' ratings, number of children in the family, time

since death, and length of illness.
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RESULTS

The data gathered in the study were presented in three major

sections. First, the CBCL scores were reported, followed by the data

regarding the mothers' and fathers' behavioral observations. Finally,

information concerning the relationship of the selected variables to

behavioral adjustment were presented.

CBCL Scores

Each subject was rated by the mother on the CBCL. The number

of problem behaviors were transformed to normalized T scores for Total

Behavior, Internalizing and Externalizing problems. The mean normal T

score on the CBCL was 50 with a standard deviation of 10. The mean

Total Behavior score for subjects in this study as reported by mothers

was 54.8 with a SD of 12.3. The mean Internalizing score was 55.7 with

a SD of 12.8. The mean Externalizing score was 54.2 with a SD of 11.6.

Twenty-five subjects were rated by both mothers and fathers.

The CBCL mean scores for the mothers' and fathers' ratings were all

within two points of each other (Table 2). Paired t tests were com-

puted for the mothers' and fathers' CBCL ratings on the same children

and no significant differences were found at the .05 probability level

(Table 2). In addition, the fathers' scores were significantly corre-

lated with the mothers' scores (n S .05; Table 2). Hereafter, only the

mothers' observations were used for data analysis.

Of the 65 subjects, 29% (n = 19) were found to have Total

Behavior Problem scores two or more SD above the mean. On the Inter-

nalizing scales, 33% (n = 22) had scores two or more SD above the mean.

Twenty-nine percent (n = 19) of the subjects had Externalizing scores

two or more SD above the mean. Analysis by t tests indicated children

who had lost a sibling demonstrated significantly (a .01) more behav-

ior problems when compared to the standardized CBCL norms (T = 50,

SD = 10; Table 3).
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Table 2

Means, Standard Deviations, t Tests, and Pearson's Product Moment
Correlation Coefficients, for Mothers' and Fathers' CBCL

Ratings on the Same Child (N = 25)

Group Mean SD

Total CBCL Scores
Mothers 54.2 14.1

-.12 .50**
Fathers 54.5 11.5

Internalizing Scores
Mothers 55.0 14.1

.50 .42*
Fathers 54.6 11.7

Externalizing Scores
Mothers 53.4 10.4

-.84 .57**
Fathers 55.2 12.9

*per .05
** p .01

Table 3

Means, Standard Deviations, and t Tests Between Mothers'
CBCL Ratings for All Subjects and Standardized CBCL

Scores (i = 65)

Group Mean SD

Total CBCL Scores
Subjects 54.8 12.3

3.15**
Standardized 50.0 10.0

Internalizing Scores
Subjects 55.7 12.8

3.59**
Standardized 50.0 10.0

Externalizing Scores
Subjects 54.2 11.6

2.92**
Standardized 50.0 10. 0

** p .01
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Age, Sex, Length of Illness, Communication

The four variables of age, sex, length of illness, and parent-

child communication were the independent variables placed in a stepwise

multiple regression analysis. The CBCL scores were the dependent cri-

terion measure. Correlation coefficients between the CBCL scores and

age, length of illness and communication were all nonsignificant at

probability level of .05 (Appendix I). For the stepwise multiple

regression analysis, none of the separate predictors nor the weighted

combination of all four predictors were significantly related to any of

the three dependent variables. The overall F values (df = 4, 60) for

the three regression analyses were .380 (Total Behavior), .638 (Inter-

nalizing Behavior), and .202 (Externalizing Behavior) all of which were

nonsignificant using significance levels of 2 .05 (Appendix T). Fur-

ther tests for linearity of data used in the multiple regression showed

no significant departure from linearity for the CBCL Total scores and

the variables of age, communication, and length of illness.

Age. The subjects ranged in age from 4.0 to 17.3 years. Their

CBCL scores were grouped according to CBCL age groups. Mean scores

were shown by Table 4.

Also t tests were calculated between subject's mean scores on

the CBCL by age groups and standardized means. The 6-11 age group had

significantly more (2 c.01) behavior problems than the norm. Subjects

ages 4-5 years and 12-16 years old, however, did not deviate signifi-

cantly from the norm (Table 5). When the subjects' mean CBCL scores

were compared to each other by age groups, t tests showed significantly

higher Externalizing problems in the 6-11 year group (Table 6). Fur-

ther analysis of CBCL scores by each year of age showed that children

six years old obtained the highest mean scores in comparison to other

children (Figure 2).

Because the 6-11 year age group had higher scores, they were

analyzed separately for a relationship between age, length of illness

and communication using Pearson's Correlation Coefficients. The data

showed a significant, negative correlation (r = -.33, 2 .05) with the

subjects' age on both the Total Behavior score and the Internalizing
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Table 4

Means and Standard Deviations for CBCL Scores by Subjects' Age and Sex

Groupa

CBCL Scores

Total Behavior
Mean SD

Internalizing
Mean SD

Externalizing
Mean SD

4-5 years 16 50.8 11.7 51.8 13.2 50.8 11.6

Boys 9 52.0 9.6 52.0 10.7 52.3 11.0

Girls 7 49.3 14.6 51.6 16.9 48.7 12.9

6-11 years 31 57.8 11.8 59.2 12.8 57.9 11.7

Boys 16 56.4 9.9 56.6 10.2 57.0 10.3

Girls 15 59.3 13.6 61.9 14.9 58.8 13.4

12-16 years 18 52.9 13.0 53.1 11.5 51.0 9.8

Boys 8 51.3 18.0 52.4 15.3 51.1 13.7

Girls 10 54.3 7.9 53.7 8.1 51.0 6.0

All ages 65 54.8 12.3 55.7 12.8 54.2 11.6

Boys 33 54.0 12.1 54.3 11.5 54.3 11.3

Girls 32 55.6 12.6 57.1 14.0 54.1 12.0

a
Age groups followed CBCL age groups.
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Table 5

t Tests Between Subjects' Means and Standardized
Norms by Age Groups on CBCL Total Scores

Group

CBCL Total Behavior Scores

n Mean SD

4-5 years
Subjects 16 50.8 11.7

.27
Standardized
norm

50.0 10.0

6-11 years
Subjects 31 57.8 11.8

3.68**
Standardized
norm

50.0 10.0

12-16 years
Subjects 18 52.9 13.0

.95
Standardized
norm

50.0 10.0

-x-x. 2 c .01
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Table 6

t Tests Between CBCL Mean Scores for Subjects
Ages 4-5, 6-11, and 12-16

Group n Mean SD t

Total CBCL Scores
4-5 years

6-11 years

6-11 years

16

31

31

50.8

57.8

57.8

11.7

11.8

11.8

-1.94

1.35
12-16 years 18 52.9 13.0

4-5 years 16 50.8 11.7

.49
12-16 years 18 52.9 13.0

Internalizing Scores
4-5 years 16 51.8 13.2

-1.85
6-11 years 31 59.2 12.8

6-11 years 31 59.2 12.8
1.66

12-16 years 18 53.1 11.5

4-5 years 16 51.8 13.2
- .30

12-16 years 18 53.1 11.5

Externalizing Scores
4-5 years 16 50.8 11.6

-1.98*
6-11 years 31 57.9 11.7

6-11 years 31 57.9 11.7

2.08*
12-16 years 18 51.1 9.8

4-5 years 16 50.8 11.6
- .08

12-16 years 18 51.1 9.8

*pc .05
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score (r = -.36, 2. .05). Within this age group, the younger the sub-

ject, the more behavior problems exhibited after the death. The other

variables of length of illness and communication were not significantly

related to CBCL scores for 6-11 year olds.

Sex. The CBCL Total scores for boys ranged from T = 30-86 with

a mean of 54, SD = 12.1. The CBCL Total scores for girls ranged from

T = 33-79 with a mean score of 55.6, SD = 12.6. A comparison of the

subjects' Total CBCL scores by sex with the standardized mean of T = 50

and SD = 10 showed significantly higher than normal scores for both the

girls and boys (Table 7). Comparison of the subjects' CBCL mean scores

within the sample failed to show any significant differences between

the sexes (Table 7).

Eight subjects obtained CBCL Total Behavior Problem scores

exceeding two SD (T = 70-100). Five of the eight were girls. However,

when Total CBCL scores exceeded three SD (T = 80-100) both subjects

were boys who had shown behavior problems prior to the sibling illness

and death. Seven children received Internalizing scores exceeding two

SD above the mean (T = 70-100); five of them were girls. Nine subjects

obtained Externalizing scores exceeding two SD above the mean (T =

70-100); six of them were girls. The data showed that 6-11 year old

girls obtained the highest (T = 61.9) mean score of all CBCL scores on

the Internalizing Scale.

The data also indicated that for girls there existed a

significantly negative correlation between the number of surviving

children in the family and Total Behavior and Internalizing problem

scales (Table 8). The male subjects' scores did not show a significant

relationship between number of surviving siblings and CBCL scores.

Length of illness. Length of illness for the siblings ranged

from 0-4,927 days. The average length was 419 days with a median of 18

days. Eighteen subjects experienced a sudden unexpected death of their

sibling. Pearson's Correlation Coefficients showed no significant

relationship between the Total CBCL scores and length of illness (r

-.08, df = 63, 2 .05). When the length of illness was regrouped into

0-60 days versus 61-4,927 days and into 0-19 versus 20-4,927 days again



Table 7

t Tests Between Subjects' CBCL Means and Standardized Norms by Sex

Variable n
Mean

Total
SD t

Internalizing
Mean SD t

Externalizing
Mean SD t

Male
Subjects 33 54.0 12.1 54.3 11.6 54.3 11.3

1.91* 2.26* 2.18*

Norms 50.0 10.0 50.0 10.0 50.0 10.0

Female
Subjects 32 55.6 12.6 57.1 14.0 54.1 12.0

2.49** 2.84** 1.89*

Norms 50.0 10.0 50.0 10.0 50.0 10.0

Subjects
Male 33 54.0 12.1 54.3 11.6 54.3 11.3

-.52 -.86 .05

Female 32 55.6 12.6 57.1 14.0 54.1 12.0

* p .05 (one-tailed test)
**p c .01 (one-tailed test)

Table 8

Pearson's Product Moment Correlation Coefficients for Number
of Children in Home and CBCL Scores by Sex

Group

Correlation Coefficients

Total Internalizing Eternalizing

Females -.35* -.45** -.26

Males -.05 -.09 .02

*2 .05

**p .01
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no differences were revealed at the .05 or less probability level.

However, length of illness was positively correlated with the CBCL

Social Competence scale (r = .25, df = 63, 2 c .05). The longer the

illness the more the parent viewed the subject as socially competent.

Communication. Communication scores on the revised Spinetta

Communication tool for the 65 subjects ranged from 3-12 with a mean of

7.2 and SD of 3.9. The obtained Pearson's Correlation Coefficients were

r = -.10, r = -.09, r = -.08 (df = 63) respectively for the Total,

Internalizing and Externalizing scores. None of the correlations were

significant at .05 probability. The data also revealed that the amount

of communication between parents and children ages 4-16 years was not

correlated with age (r = .06, df = 63, p y .05). Despite a lack of

statistical evidence showing a significant relationship between behavior

scores and communication levels, communication was identified by 26% of

the parents as the most important factor influencing their children's

adjustment. It was the most frequently mentioned item.

Other Selected Variables

AEe and sex of deceased. The age of the deceased child was

related to behavior in the surviving child (Table 9). The results of t

tests showed siblings of deceased children who were over two years old

displayed significantly more behavior problems on the CBCL Total scale

.05) and the Internalizing scale (2 .05). In this study, approx-

imately three-fourths of the deceased siblings were male. Results of t

tests showed significant differences between CBCL scores and the sex of

the deceased sibling. Subjects whose deceased siblings were males had

a greater probability of exhibiting behavior problems (Table 9).

Place of death. If a child died in the hospital rather than at

home, the sibling displayed significantly (pc .05) more CBCL Total

Behavior and Internalizing problems (Table 9). It was thought that

length of illness might be related to the place of death. A t test of

the difference in mean length of illness for the place of death

revealed no significant differences (t = .42, df = 60, p .05). The



36

Table 9

t Tests of Differences Between Total Sample Means for CBCL Scores by
Age and Sex of Deceased and Place of Death

CBCL Scores

Total Internalizing Externalizing
Variable n Mean SD t Mean SD t Mean SD

Age of
Deceased

0-2.0
years 30 51.2 11.3 52.0 12.3 51.6 11.2

-2.24* -2.23* -1.75
2.1-20.8
years 35 57.8 12.4 58.9 12.5 56.5 11.5

Sex of
Deceased

male 52 56.9 11.4 57.5 11.9 56.3 10.8

3.01** 2.49** 3.08**

female 13 46.0 12.5 48.0 13.7 45.9 10.7

Place of
Death

Home 37 51.9 10.4 52.3 9.5 52.3 10.6

-2.10* -2.34* -1.63

Hospital 25 58.2 14.1 59.7 15.4 57.0 12.5

* 2 . 05
** 2 .01
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mean length of illness for hospitalized children was 369 days versus

488 days for those dying at home.

Diagnostic group. Three diagnostic groups had sufficient num-

bers of subjects to allow comparison of CBCL mean scores (Table 10).

These three groups included subjects whose siblings died of cancer,

cardiac conditions and sudden infant death. Siblings of children who

died from cancer showed significantly (p .05) more behavior problems

when compared to the cardiac group. However, differences on t tests

were not significant between the cancer and sudden infant death groups

or the cardiac and sudden infant death diagnostic groups. Subjects in

the cancer group received the higher mean scores on the Total Behavior

(T = 57.8), Internalizing (T = 57.6), and Externalizing (T = 56.9)

problem scales than did subjects in either the cardiac or sudden infant

death diagnostic groups.

Before Death Behavior

The parents were asked about their children's behavior problems

before the siblings' illnesses and deaths. They reported 1°788 . ,0

(n = 53) of the subjects had no problems before the death. After the

death, 56.6% (n = 34) of the children demonstrated a behavior change.

In 38.3% (n = 23) of the cases, behavior worsened. In 18.3% (n = 11)

of the cases, behavior improved; it remained the same for 43.3%

(n = 26) of the children. Data were missing on five subjects.

The data indicated over three-fourths of the children received

no professional counseling help either before or after the sibling's

illness and death. Eleven (18.3%) of the 65 subjects received profes-

sional help after the death. Data were missing on five subjects. Nine

subjects had received professional help before the death. Six of these

nine children continued to receive help after the death. Five children

received help for the first time following the death. Of the 19

children with CBCL Total Behavior problems two or more SD above mean,

four had received professional help before the death. Results of t

tests showed children who received professional help before the death

compared to children who had not, exhibited significantly higher Total



Table 10

t Tests Between CBCL Means by Diagnostic
Subgroups Cancer, SIDS, and Cardiac

Group Mean SD

Total Behavior

Cancer

Cardiac

SIDS

Cardiac

Cancer

SIDS

Internalizing

Cancer

Cardiac

SIDS

Cardiac

Cancer

SIDS

Externalizing

Cancer

Cardiac

SIDS

Cardiac

Cancer

SIDS

17

10

15

10

17

15

17

10

15

10

17

15

17

10

15

10

17

15

57.8

47.7

50.7

47.7

57.8

50.7

57.6

48.7

50.7

48.7

57.6

50.7

56.9

48.5

51.9

48.5

56.9

51.9

11.0

5.4

11.6

5.4

11.0

11.6

10.2

6.5

11.0

6.5

10.2

11.0

9.4

7.0

11.9

7.0

9.4

11.9

2.69*

.77

1.76

2.47*

.51

1.85

2.46*

.82

1.33

* p a.05
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Behavior (t = 2.04, df = 58, p .05) and Ekternalizing scores

(t = 2.11, df = 58, p .05). Internalizing scores were not statisti-

cally significant (t = .13, df = 58, p. .05).

The nine subjects who received professional help before their

siblings' illnesses were removed from the sample. And the data were

analyzed to determine if subjects not receiving professional help

before the sibling death would have high behavior problems after the

death. The results of t tests showed that the children (n = 51, miss-

ing data on five) not receiving professional help before the illness

were also significantly more likely to have Total Behavior problems

compared to a theoretically normal population (t = 2.36, df = 50,

Ps 05 )

Non-significant Findings

Maternal status. Most of the subjects (n = 57) had mothers who

were married. Eight subjects lived in single mother homes. Children

of married mothers did not differ significantly on t tests from chil-

dren of divorced or separated mothers (Table 11). The employment

status of the mother was also analyzed by t tests for behavior problem

differences between employed and unemployed mothers. No significant

differences in behavior problems were found for the subjects due to

maternal employment status (Table 11).

Funeral attendance. The majority (n = 47) of the bereaved

children attended some type of funeral or memorial service for the

deceased sibling. Attendance at these services did not significantly

(2 .05) relate to subsequent behavior problems on the CBCL (Table 11).

Time since death. The amount of time since the sibling's death

ranged from 2-13 months. Pearson's Correlation Coefficients for the

CBCL Total Behavior (r = .10, df = 63), Internalizing (r = .07,

df = 63), and for the Externalizing scale (r = .05, df = 63) were all

nonsignificant (p. .05). Descriptive data revealed eight of the 19

children with high CBCL Total scores of two or more SD 60) were

within a few weeks of the first anniversary of the death.
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Table 11

t Tests for Differences Between CBCL Means by Maternal Marital
Status, Maternal Employment Status and Funeral Attendance

Groups
(n)

CBCL Scores

Total
Mean SD t

Internalizing
Mean SD t

Externalizing
Mean SD t

Marital
Married 54.5 12.1 55.5 12.3 53.9 11.5

(57) -.36 -.28 -.52

Single 56.3 14.4 56.9 16.6 56.3 12.7
(8)

Employment
Employed 52.9 12.5 53.7 12.9 53.0 11.8

(34) 1.31 1.29 .83

Unemployed 56.8 11.9 57.8 12.5 55.5 11.3
(31)

Funeral
Attendance

Attended 56.1 12.7 57.0 13.0 55.6 11.6
(47) 1.44 1.45 1.50

Not 51.2 10.9 52.0 11.8 50.8 11.1
Attended

(18)
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Summary

The results were presented for the CBCL scores on 65 subjects

rated by 44 mothers and 17 fathers. Interparent correlations showed no

differences in their ratings, consequently, only mothers' scores were

used for data analysis. The relationships between CBCL Total Behavior,

Internalizing and Externalizing scores and selected variables were ana-

lyzed by t tests, Pearson's Correlation Coefficients, and stepwise

multiple regression techniques.

The results of the data can be summarized as follows:

1. Children whose siblings had died demonstrated significantly more
behavior problems on the CBCL than a standardized normal popula-
tion.

2. Mothers' and fathers' ratings of behavior problems of surviving
children were not statistically different.

3. There were no overall sex differences on CBCL behavior problem
scores between boys and girls. However, girls' scores were signif-
icantly related to the number of children in the family; the fewer
children in the family, the more behavior problems observed in the
girls.

4. Children in the 6-11 year old group demonstrated significantly more
behavior problems than the 4-5 or 12-16 year olds when compared to
a standardized norm and to each other. Six year olds showed the

highest behavior problem scores.

5. Length of illness was not significantly related to CBCL behavior
problem scores for the children in this study.

6. Parent-child communication when measured by the revised Spinetta
communication tool was not significantly related to CBCL behavior
problem scores for the children in this study.

7. Children who received professional help prior to the sibling death,
displayed significantly higher CBCL scores than those bereaved
children who did not receive professional help.

8. Neither the marital nor the employment status of the mother was
related to the child's CBCL scores after the death of a sibling.

9. Children whose siblings died in the hospital showed significantly
higher CBCL behavior problem scores.

10. The amount of time since the death was unrelated to the children's
CBCL behavior problem scores.

11. Funeral attendance was unrelated to the children's CBCL behavior
problem scores.

12. Children whose siblings died of cancer demonstrated higher CBCL
behavior problem scores than the cardiac diagnostic group subjects.

13. Siblings of deceased males were more likely to demonstrate behavior
problems after the death.
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14. Subjects whose deceased sibling was two years or older showed more
behavior problems than when the deceased child was younger than two
years.



DISCUSSION

The purpose of this study was to determine the relationship of

age, sex, length of illness, and parent-child communication to a

child's behavior within one year after a sibling death. The study

utilized the Child Behavior Checklist developed by Achenbach and

Edelbrock to measure the child's behavioral adjustment. A discussion

of the results was presented along with conclusions and recommendations

for further study.

Behavior Problems Following Sibling Death

This study demonstrated the existence of behavior problems in

the sample of 65 children ages 4-16 years within a year of the death of

a sibling. Compared to the CBCL standardized norms, the subjects

clearly manifested more behavior problems than a theoretically normal

population. When subjects with behavior problems prior to the death

were removed from the sample, the remaining subjects' CBCL scores were

still significantly higher than the normal used for comparison. The

present study confirmed the findings of previous exploratory and

descriptive studies of siblings of dying children (Binger et al., 1969;

Cain et al., 1964; Martinson, 1980; Townes, & Wold, 1977).

Specifically, the data showed 29% (n = 19) of the subjects had

Total Behavioral scores two or more SD above the mean (T y 60) adjust-

ment after the sibling death. The highest percentage, one third (n =

22) of siblings demonstrated poor behavior (T y 60) on the Internaliz-

ing scale. Conceptually, the idea of increased Internalizing behavior

problems was reasonable. The CBCL Internalizing scale consisted of the

subscale items of "depression," "uncommunicative," and "somatic com-

plaints." These were items closely related to grief responses and have

been frequently described in the literature (Lindemann, 1944; Engle,

1964; Kubler-Ross, 1969). Twenty-nine percent (n = 19) showed behavior

problems two SD or more above the mean on the CBCL Externalizing scale.

These figures are similar to the percentages of surviving children hav-

ing problems as reported by Binger and co-workers (50% of sample, 1969)

and Martinson (24% of sample, 1980). The current study was also similar
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to Lascari and Stehbens (1973) who reported a 30% rate of behavior

problems for the children they studied. Each of these studies, how-

ever, had used anecdotal parental reporting and focused on deaths from

cancer. Nixon and Pearn (1977) who studied unexpected deaths also

found a problem rate of 32% in their sample of surviving siblings. The

similarity of findings lended credence to the CBCL as a tool for measur-

ing behavior problems of this type and confirmed those earlier explor-

atory studies.

The data also demonstrated that both mothers and fathers viewed

the subjects' behavior in a similar way. The correlation coefficients

between the parents' ratings were all significant (2 .05). This

finding gave objectivity to the behavioral ratings. It also supported

the practice of using either parent for rating behaviors in subsequent

research using the CBCL tool.

Subjects' Characteristics Related to Behavior Problems

Age. The current research viewed age as an important variable

influencing a child's adjustment following a sibling death. A proposi-

tion was set forth that younger children would demonstrate more behav-

ior problems than older ones. The findings in this study showed, how-

ever, that children in the middle age group, 6-11 years, developed more

behavior problems. When comparisons were made between the subjects in

different age groups, the mean Externalizing CBCL scores for the 6-11

age group were significantly higher than the mean scores for the 4-5

year olds and the 12-16 year olds. Also a comparison of the subjects'

behavior scores to the standardized norm indicated 6-11 year olds

exhibited significantly more behavior problems.

A few studies reported collaborating findings. Townes and Wold

(1977) identified males over six as most problematic. Martinson (1980)

reported a broad age range of children with problems from 6-17 years.

Another study by Alexander and Alderstein (1958) demonstrated boys ages

5-8 years showed significantly greater galvanic skin responses to death

words than children directly younger or older.

Several potential explanations for this finding were possible.

First, the 6-11 year age group is within the Psychosocial Stage
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described by Erikson (1963) as Industry versus Inferiority. The loss

of a sibling may lead the child to experience a sense of self-vulnera-

bility and inferiority. Increased Externalizing problem behaviors dis-

tinguished the 6-11 age group from the others. These externalizing

behaviors may have represented attempts to overcome that sense of

inferiority.

A second potential explanation for the 6-11 year olds higher

number of behavior problems may have been found in their conceptualiza-

tion of death. It was within the 6-11 year group (between 9 and 10

years old) that the critical conceptualization of death as universal

and personal took place in the child's understanding (Anthony, 1940;

Childers, & Wimmer, 1971; Gartley, & Bernasconi, 1967; Nagy, 1948).

Younger children in this age group retained the notion of death as

related to an external object and something that happened only to older

people (Lonetto, 1980). The current data showed that within this 6-11

year age group the younger children had more behavior problems. Per-

haps, when a sibling died the younger children were forced to accept a

challenge to their notion of death. This may have caused an emotional

upheaval manifesting itself in behavior problems.

Children in the 6-11 year age group also made the transition

from Piagetian preoperational to concrete operational modes of thought.

According to Piaget, the child in the middle years found death bewil-

dering and was concerned about the cause. The child of this age

searched for a logical explanation of death. Swain's (1979) research

supported this idea and the findings of this study and showed children

made the greatest change in death conceptualization between 5-7 years.

For the child who was making the transition to concrete thought, the

event and cause of a sibling death may have evoked confusion. The

behavior problems may have been a reflection of that confusion and con-

cern.

Of course, it was possible that the findings for age group dif-

ferences may be an artifact resulting from the sensitivity of the CBCL

tool. The tool may have been more sensitive in measurement within the

6-11 year age group than children younger than six years or older than

11 years. The 6-11 age group covered a larger age span than the 4-5

year group or the 12-16 year old group. Also the larger sample size

(n = 31) obtained in the 6-11 year old group may have facilitated the
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measurement of differences. A replication of the study with equal

number of subjects for each age would provide further evidence regard-

ing the age variable.

Sex. The proposition that boys showed more behavior problems

than girls was not supported. There were no overall differences in

behavior problem scores between the two groups as a whole. Certain

secondary differences were detectable. Male subjects showed a greater

variation in behavior scores and they obtained the most extreme individ-

ual Total scores, both high (T = 86) and low (T = 30). However, mean

scores for the males as a group indicated a consistency (mean = 54)

across the three CBCL scales (Total, Internalizing, Externalizing).

Females reacted somewhat differently; compared to males, they

received a higher mean score on the Internalizing scale (mean = 57.1).

Internalizing scores were particularly high for the 6-11 year old girls

(mean = 62). It could be concluded for this sample that both sexes

manifested behavior problems following the sibling death and females

showed a greater tendency toward Internalizing problems.

Behavior problems before the death. Children who received pro-

fessional help for behavior problems before the sibling illness and

death also demonstrated more problem behaviors after the death than

children who had not received professional help. Both groups, however,

had significantly more behavior problems than a normal population.

Unfortunately, the frequency, timing, and value of the professional

help was not determined in this study. For children receiving such

help, this study could not clearly relate the after-death behavior

problems to the sibling death. It must also be noted that parents

reported a minority (18%) of the subjects demonstrated improved behavior

after the death. It can be concluded that although the subjects'

responses to the death varied, a sibling death was related to behavior

problems in surviving children with preexisting problems as well as

those children not previously considered to have behavior problems.

Funeral attendance. The majority of the subjects in this study

attended some type of funeral or memorial service for the deceased
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child. There was no statistical evidence showing that the child's fun-

eral attendance was related to subsequent behavior problems. This

finding suggested that funeral attendance may not be of critical impor-

tance to the child's adjustment. An unexpected difference regarding

burial versus cremation was suggested by parents' accounts of the serv-

ices. Parents reported difficulty in explaining cremation to their

surviving children. Further research in this area is needed for clari-

fication of the issue.

Family Characteristics Related to Behavior Problems

Communication. This study did not give evidence of a relation-

ship between communication and behavioral adjustment following a sib-

ling death. The correlations between parent-child communication as

measured by a Spinetta tool and behavior problem scores as measured by

the CBCL were not significant. Another related study by Farkas (1974)

also found no relation between family communication and sibling reac-

tion. The data also showed that age was not a factor which altered

levels of communication between the parent and the child ages 4-16.

The parents interviewed for the study all tended toward discus-

sing the sibling's illness with their children. In almost all of the

families the deceased child was mentioned in the course of normal day

to day conversation. In depth discussions of reasons for the death or

feelings and fears about death seldom occurred. Most parents felt

enough had been said and that the topic would come up again when the

child got older. The surviving sibling often controlled the amount of

communication which occurred after the death. Parents frequently

reported that they wanted to talk about the death but the child did not

want to. It appeared that in general parents were very sensitive about

not forcing the child to talk about the death.

The differences in communication between families were often

ones of timing as to when the child was told, the depth of discussion,

and how much the child understood about the illness. The Spinetta tool

did not accurately measure these important variations in communication.

Further research might include questions directed to the well child

concerning his/her understanding of the illness. These weaknesses
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might also be overcome by asking the parents to recall the critical

discussions about the sibling death. The Spinetta tool was useful for

gathering data from families with long-term illnesses. When the death

was sudden and unexpected, the tool was difficult to use. In those

cases thp subjects' scores were lower because they received no before-

death co unication points. This weakness biased the data for those

subjects. There is a need for a parent-child communication tool which

can meas e the quantity as well as quality of interchange between par-

ents and children for both long and short terminal illnesses.

Despite the fact that communication did not appear statisti-

cally related to behavior in the surviving child, parents more often

cited open communication as the most important factor influencing their

child's adjustment. This intuitive belief on the part of parents and

others s well and the weaknesses of the Spinetta tool leave the topic

of comm ication open for more definitive research.

Family size. Another family feature which was related to the

subject-' behavioral adjustment was the number of surviving children in

the families. The number of children living in the home was negatively

related to the behavioral reaction in females. The more surviving

childre in the family, the fewer behavior problems in the female sib-

lings. The number of surviving children in the family most influenced

the gir s' Internalizing Behavior Problems scale which contained items

charact ristic of the grief response (i.e., sad, lonely, anxious,

cries, slings to adults, cannot sleep, stares blankly). This finding

may re ect the fact that children with fewer siblings lost not only

the per on of the brother or sister but also the sibling relationship.

This ch'ld experienced a double loss. Children with more surviving

sibling- continued to have sibling relationships despite the loss of

one bro her or sister. It was also possible that when there were fewer

children in the family the loss of one may be perceived as greater and

survivi g children may have more difficulty adjusting.

Marital status. Maternal marital status was another family

variabl potentially related to the subjects' behavior responses to

sibling ' deaths. The results of the study provided no evidence of
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differences between the two groups. Compared to children with married

mothers, the children of single mothers were at no greater risk of

behavior problems following a sibling death. Not a single family in

this study was divorced in the year following the child's death.

Others have reported similar findings of no divorces or very low (1%)

divorce rate (Lansky et al., 1978; Oakley, & Patterson, 1966; Stehbens,

& Lascari, 1974). These findings seemed to indicate that the maternal

marital status had no influence on the child's adjustment following the

death of a sibling.

Maternal employment. The mothers' employment status was also

investigated for its relationship to the subjects' behavior problems

and no relationship was found. There was no evidence showing that the

children of working mothers had more problems following a siblings'

death. This finding also holds true in other related studies of the

effect of maternal employment on children (Farel, 1980; Gold, & Andres,

1978; Juneja, 1979; Rallings, & Nye, 1979).

Characteristics of the Deceased Child
Related to Behavior Problems

Length of illness. The proposition that children with short

illnesses would have more behavior problems was not supported by the

data. The results showed no significant relationship between length of

illness and CBCL scores. Further support for no relationship of length

of illness and behavior problems was indicated by the lack of signifi-

cant differences in mean CBCL scores between the short, unexpected sud-

den infant death group of subjects and the longer terminal illness rep-

resented by the cancer group. Descriptive evidence, however, indicated

that seven of the eight children with Total Behavior Problem scores

three or more SD (T :=-70) had siblings who died after short illnesses

lasting less than 20 days. This finding was suggestive of the projected

trend of more behavior problems when illness was brief especially for

children with high behavior problem scores. The overall finding of no

significant behavior problem differences between long and short ill-

nesses may have indicated that children in the 4-16 year age range do

not benefit from a period of anticipatory grief.
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Another issue may have influenced the results. The date of

diagnosis may have been an inaccurate measure of the length of illness

from the perspective of the well child. A more accurate measure might

be obtained by directly asking the child how long he/she knew the ill

sibling was not going to get well and would die or by determining when

the parent told them.

A significant, positive relationship between length of illness

and CBCL Social Competence scores was clearly shown by the study. When

the illness was long, care for the sick child demanded an increased

workload on the family. It was likely that less parental time and

energy were available for other siblings. The well children may have

assumed a share of the work and may have become less dependent on the

parent. The families reported that frequently friends and neighbors

aided the well children by inviting them on special outings and visits.

These experiences of independence could have contributed to overall

social competence for the child.

Sex of deceased. In addition to the other variables, the sex

of the deceased child was related to the subjects' behavior after the

death. Subjects whose deceased siblings were males had significantly

more behavior problems in the first year after the death. This finding

could possibly be attributed to the high value of males in our society.

The research literature showed that prospective parents preferred a

male child if given a choice (Fidell, 1979). Maccoby and Jacklin (1974)

also speculated regarding societies' preferential value of males. If

males are more valued than females, the death of a male child might be

perceived as a greater loss and result in more behavior problems in

surviving children. This study did not control for the perceived

degree of loss represented by the child's death and further studies may

further investigate this relationship. To help clarify the issue,

review of the descriptive data indicated that eight of the 19 children

with CBCL Total Behavior scores two or more SD above the mean (T > 60)

were of the same sex as the deceased child and eleven of the bereaved

children were of the opposite sex. Identification with the deceased

child due to sex did not appear to be an issue influencing behavioral

adjustment.
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Age of deceased. The age of the deceased child proved to be an

important variable related to the child's behavior after the death. If

the deceased child was over two years old the surviving siblings were

more likely to have behavior problems. This finding was not affected

by whether the subject was older or younger than the deceased. For the

subject to be younger than the deceased child, the deceased must have

been at least 4.9 years old at the time of death. When the siblings

have lived together at least two years there is an opportunity for

establishing a close sibling relationship. The death of one child is

likely to disrupt that relationship and represent a significant loss

for the surviving child.

Place of death. The place of death appeared to be an important

factor in the sibling's behavioral adjustment following a child's

death. Children whose siblings died in the hospital showed signifi-

cantly more behavior problems than when the siblings died at home.

Where a child dies is based on many factors such as the attitude of the

parents, their ability to cope with the physical and emotional demands

of the dying process and the willingness of the medical community to

support at-home deaths. In fact, some parents in this study reported

they were unable to allow the dying child to come home to die even when

the child asked. However, in this study the decision about where the

child died was most often the result of the circumstance of death. The

child who died in the home usually died there unexpectedly. In only

three cases was the decision deliberately made to have the child die at

home. When the children died in the hospital they were usually in

intensive care units which permit little interaction between siblings.

The surviving children were often isolated from the actual experience

of death as well as from their parents who typically were with the

dying child.

Regardless of the various reasons why a child died in a certain

place, in this study hospital deaths were significantly related to

higher behavior problems in the siblings. This finding challenges hos-

pital personnel to investigate the dynamics within that setting which

contribute to behavior problems and to develop programs such as hospice

and home care for dying children, extended sibling visiting and sibling
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support groups to assist these at risk children.

Time since death. The length of time since the death was not

significantly related to subsequent behavior problems in the surviving

child. However, there appeared to be a tendency for greater problem

scores in children near the one year date. This finding may be the

result of the longer amount of time the parent had to observe the

child's behavior and the cumulative nature of the items on the Child

Behavior Checklist. It may also reflect the fact that parents were

more able or willing to report behaviors that were still observed after

a year. It was also possible that behavioral reactions were delayed in

appearing. Or, it may be related to the "anniversary" period which is

frequently a stressful time (Gyulay, 1978). A longitudinal follow-up

of subjects past the one-year period could address these issues.

Diagnosis. There were some significant differences in behavioral

problems (p.. .05) related to diagnoses of the deceased child. Children

of siblings who died of cancer had the most problems when compared to

deaths from cardiac problems. Cancer is a disease which comes as an

external agent which could strike anyone. The children may have been

reacting to their own sense of personal vulnerability. Cancer often

entailed complicated treatment of an obvious nature to children includ-

ing loss of hair, vomiting, frequently bleeding, and open wounds. In

cases of death from cardiac problems or SIDS, surviving children may

have felt less personally vulnerable to death. SIDS deaths occurred

only with babies and the surviving children may have felt safe as they

were beyond that phase. None of the surviving siblings themselves had

a cardiac defect which might have decreased their own sense of vulner-

ability and fear of personal death. Not a single sibling (n = 10) of

children with cardiac problems had poor behavior (T c 60) after the

death. This might be related to the fact that children understood the

importance of the heart to the body and life. Children often described

death as "when the heart stopped beating" (McCown, unpublished inter-

views, 1970). When they knew a sibling had a heart problem (which was

the case with all the subjects), they may have realized the seriousness

and possibility of death.
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Limitations of the Study

Certain limitations restricted the findings of this study. The

subjects selected for the study were randomly chosen to the extent that

death could be considered a random event. The study depended upon the

accuracy of the grieving parents' observations of their children. The

comparisons to normal populations were accurate only to the degree the

CBCL standardized norms represented normal children. The Spinetta com-

munication tool did not allow for accurate measurement of communication

levels for subjects whose siblings had sudden, unexpected deaths.

Therefore, findings regarding the communication variable were tenuous.

Finally, the results of the study only represented relationships

between the selected variables and CBCL scores. They did not indicate

a cause and effect.

Recommendations for Further Study

Several suggestions for extending research on bereaved siblings

can be given. There is a need for research instrumentation in the

area. Specifically, an instrument is needed that focuses on the assess-

ment of the child's own perception of his or her behavior in addition

to the parents' observations. A tool is also needed which measures the

parents' grief. Then, the parent's grief response could be related to

the child's behavioral response. This study clearly demonstrated the

difficulty involved in obtaining valid measures of parent-child commun-

ication in this area. A tool which accurately measures quality and

quantity of parent-child communication is desirable.

This study was able to categorize the variables identified into

groups such as subject, family and deceased child. A future study

might utilize these categories and test for relationships to behavioral

adjustment. The finding of this study regarding place of death suggests

that future investigations could identify the factors within the hos-

pital environment which influence behavior problems in siblings of

terminally ill children. Programs directed toward prevention of

behavior problems in siblings need to be developed and tested for

effectiveness.



A future study might utilize death conceptualization as a var-

iable related to the behavior of the bereaved child and would address a

dimension not covered by this study. The present study could be

repeated using a matched control group of children who had not exper-

ienced a sibling death. Future investigations might include a longi-

tudinal measurement of behavior at specific time intervals (e.g., two

months, six months, one year and two years). A final suggestion for

further research using the CBCL is to develop behavior problem profiles

of the surviving children's behavior. Such a profile could assist

parents, teachers, social workers, counselors, and medical personnel

who work with bereaved children.

Stuamaxy

This study investigated the relationship of selected variables

to the behavioral adjustment of children ages 4-16 years in the first

year after a sibling death. The results indicated that siblings of

dying children were a high risk group for behavior problems. They

showed significantly more behavior problems when compared to the

standardized norms on the Child Behavior Checklist. Both mothers and

fathers rated the children on the CBCL and there were no significant

differences in their ratings. In future research either parent could

be utilized as a source of information on the child's behavior. This

study also demonstrated it was possible to measure behavior of bereaved

children using the CBCL. The tool could be useful to nurses and other

professionals for identifying children with behavior problems above the

normal so that mental health referrals can be made. The study also

showed that limited supportive services available to bereaved children

might be directed toward both sexes in the 6-11 year old middle age

group, siblings of terminally ill males, children with dying siblings

over two years old and children whose siblings died in the hospital.
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Child
(yearsAge )

Sex Race
Number of
Sibs in
Study

Cause of
Death

Length
Illness
Days

Place of
Death

1 4.8 F Caucasian 1 Murder 0 Other

2 .3 F Caucasian 2 SIDS 0 Home

3 20.8 M Caucasian 2 MVA 1 Hospital

4 18.1 F Caucasian 2 Anorexia 1 Home

5 .3 M Chinese 1 SIDS 0 Home

6 14.4 M Caucasian 2 Cancer 235 Home

7 .2 M Caucasian 1 SIDS 0 Home

8 2.3 M Caucasian 1 Aspiration
of foreign
object

1 Hospital

9 13.8 m Caucasian 3 Cystic 4927 Home
Fibrosis

10 .1 F Caucasian 1 SIDS 0 Home

11 .8 M Caucasian 1 SIDS 0 Home

12 3.5 F Caucasian 1 Cancer 18 Hospital

13 .9 M Caucasian 1 Cardiac 60 Hospital

14 .2 F Caucasian 1 SIDS 0 Home

15 .2 M Caucasian 1 SIDS 0 Home

16 3.0 M Caucasian 1 Cancer 209 Home

17 .4 M Spanish/ 4 Cardiac 100 Hospital
Mexican

18 1.0 M Caucasian 1 Cancer 27 Hospital

19 3.7 m Caucasian 1 Cancer 128 Hospital

20 16.8 M Caucasian 1 Cancer 163 Hospital

21 1.4 F Caucasian 2 Cardiac 506 Hospital

22 12.6 M American/ 1 Cancer 1230 Hospital
Indian

23 .6 F Caucasian 1 Cardiac 200 Home

24 .5 M Caucasian 1 SIDS 0 Home

25 4.0 M Black 1 Cancer 42 Hospital

26 5.5 M Caucasian 2 Reye's 1 Hospital

27 18.1 M Caucasian 2 Hanging/ 0 Home

Suicide
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Appendix A--continued

Child
Age

(years)
Sex Race

Number of
Sibs in
Study

Cause of
Death

LengthLeng
-

Illness
Days

Place of
Death

28 12.8 M American/ 1 Cancer 698 Hospital
Indian

29 .3 M Caucasian 1 SIDS 0 Home

30 .8 M Caucasian 1 Meningitis 4 Hospital

31 1.8 F Caucasian 1 Encephali-
tis

19 Hospital

32 8.1 M Caucasian 2 Cancer 1819 Hospital

33 9.6 M Caucasian 2 Cancer 330 Home

34 .5 m Caucasian 3 SIDS 0 Home

35 13.2 F Caucasian 2 Cancer 293 Hospital

36 .1 F Caucasian 1 Meningitis 2 Hospital

37 1.2 F Caucasian 1 Cancer 122 Hospital

38 3.1 M Caucasian 1 Cardiac 1133 Hospital

39 .2 M Caucasian 1 SIDS 0 Home

40 12.2 M Spanish/ 2 Hanging/ 5 Hospital
Mexican Suicide

41 10.3 M Caucasian 1 Head 1 Hospital

Injury

42 1.7 F Caucasian 2 Failure to 621 Hospital

Thrive

43 10.8 M Black 1 Cancer 418 Hospital

44 10.4 M Caucasian 2 Diabetes 4 Hospital
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APPENDIX B

LETTER OF REQUEST TO PARTICIPATE

Dear Parent,

I realize you have recently experienced a very difficult time
for your family in the loss of a child. As a pediatric nurse I am
searching for ways to make the situation easier for families. I am

particularly interested in finding ways to help the remaining brothers
and sisters.

There is very little research to provide nurses and parents
with answers about how to help the siblings. I would like to discover
what behavior the children display after the death and what things
influence their adjustment.

This study will focus on the child's behavior and specific
information which is thought to affect the child's adjustment such as
age, sex, communication and length of illness. It will take about one
hour of your time. It will involve filling out several forms and a
brief interview with the mother.

I hope you can share with me in this study so we can help
others during a similar stressful time. I will be calling you soon to
answer any questions regarding the study.

Sincerely,

Darlene E. McCown RN
Doctoral Student
Oregon State University
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APPENDIX C

PARENT CONSENT FORM

Sibling Response Study

Thank you for agreeing to participate in this study. Please
read the following material and sign this form below. The Human
Subjects Board at Oregon State University requires this signature to
protect you by insuring you are properly informed about the study.

I understand that our child's recent death has affected each
one in our family. I realize that very little is known about how
siblings adjust to the death of a brother or sister. I understand the
purpose of this research is to find out what things might affect their
adjustment so parents and professionals can help them in the future.

By participating in this study, one of the parents will be
answering a series of forms and participating in an interview. I agree
to allow about one hour to:

1) complete the child behavior checklist for each child ages
4-16 years.

2) complete a family information questionnaire form.

3) participate in a brief interview regarding the surviving
sibling's awareness of the illness.

I understand that all the information I give will be strictly
confidential and the data will not be identified by my name or any
other identifying system. I understand that I may ask questions about
the study, that my participation is voluntary, and I am free to with-
draw at any time or refuse to answer any question if I choose.

I recognize it is possible that answering some of the questions
may bring forth feelings of sadness and grief but that it is just as
possible that the chance to talk about our child's reaction to his or
her sibling's death will be useful to us. If the information gained
shows that one of our children is experiencing more than average
difficulty in adjustment, I understand I will be told so that a referral
can be made.

Date

I have read the above material and agree to the study.

Parent

Witness



APPENDIX D

FAMILY BACKGRCUND INTERVIEW

ID

Date

1. Family name

2. Current address: Street

City

County

Zip

Phone

66

(1)

(2)

(3)

3. Have you moved since the child's death?
1. Yes
2. No

4. Children (siblings of deceased) living in home. List from oldest

to youngest.

Name Age Birthdate Sex Race

5. Others living in home besides yourself, your spouse and your
children.

Name Relationship Age

6. Total number of people living in the home

7. Mother's: a. Age

b. Race

8. What is the mother's highest level of education?
1. 8th grade or less
2. 9-11 years (some high school)
3. 12 years (high school graduate)
4. 13-15 years (some college)
5. 16 years (finished college)
6. 17 or more (graduate work)



9. What is the mother's current employment status?
1. Unemployed
2. Part-time work
3. Full -time work

10. What is the mother's occupation?

11. a. What is the mother's current marital status?

1. Married date

2. Widowed date

3. Divorced/separated date

go to item 12

4. Never married

5. Other

b. Is there a father figure in the home?

1. Yes

2. No - go to item 16

12. Father's: a. Age

b. Race

13. What is the father's highest level of education?
1. 8th grade or less
2. 9-11 years (some high school)
3. 12 years (high school graduate)
4. 13-15 years (some college)
5. 16 years (finished college)
6. 17 or more (graduate work)

14. What is the father's current employment status?
1. Unemployed
2. Part-time work
3. Full -time work

15. What is the father's occupation?

16. What is the current family income?
1. 0 - 4,999
2. 5,000 - 7,999
3. 8,000 - 9,999
4. 10,000 - 14,999
5. 15,000 - 24,999
6. 25,000 - 49,999
7. 50,000 and over

17. What was the birthdate of (deceased)?

Birthdate

18. What was the sex of
1. Male
2. Female

(deceased)?

67



19. When did

Date

die?

20. What was the cause of death?

21. When was the diagnosis made?

Date

22. When were you first aware that might die?

Date

23. Has the death caused a financial strain on the family?

1. Yes

2. No

24. What is your family's religious preference?
1. No preference
2. Catholic
3. Protestant
4. Jewish
5. Mormon
6. Mixed (please specify
7. Other (please specify

25. How often does your family currently attend religious
services?
1. Not applicable
2. Do not attend
3. Infrequently (1-2 times a year)
4. Occasionally (6 times a year)
5. Frequently (once a month)
6. Weekly

26. Has your attendance at religious services changed since
the death?
1. Stayed the same
2. Increased
3. Decreased

27. Did the sibling attend services for
(deceased child)

1. No services (1)

2. Yes (2)

3. No (3)

Thank You.
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APPENDIX E

ADAPTED PARENT-CHILD COMMUNICATION MEASURE

* 1. How aware was your child of the sibling's illness?

69

* 2. At what point did become aware the sibling might
(well child)

die?

3. How did your child become aware?

Date

* 4. How did your child communicate awareness?

* 5. Before the death did you parents activate the communication or

wait for your child to ask?

6. In the first four months after the death how often did your child

talk with you about the deceased sibling?

7. Do you and now ever talk about
(well child) (deceased child)

* 8. Since the death do you parents activate such communication or

wait for to bring up the sibling?
(well child)

* 9. Since the death, do you feel you are saying enough to your child?

*10. Does your child ever talk openly and directly about death in

general?

*11. Can you give examples of the types of questions and comments made

by the well child regarding the sibling's illness and after the

death?

* Questions from Spinetta communication tool.
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Scoring System for Communication Measure

* 1. How aware was your child?

0 = not aware

1 = aware illness was serious
2 = aware illness was potentially fatal

* 2. At what point did he (she) become aware of the seriousness of the
illness?

0 = after one or more months
1 = within the first month

3. How did your child become aware?

0 = told by other than parent
1 = told by parent

* 4. How did your child communicate awareness?

0 = indirectly
1 = directly

* 5. Before the death did parents activate communication or wait for
child to ask?

0 = wait for child to ask
1 = activate communication

6. In the first four months after the death how often did your child
talk with you about the deceased sibling?

0 = never
1 = a little
2= a lot

7. Do you and (well child) now ever talk about

(dead child)?

0 = no
1 = yes

* 8. Did you parents activate communication or wait for child?

0 = wait
1 = activate

* 9. Since the death, do you feel you are saying enough to your child?

0 = no
1 = yes

*10. Does your child ever talk openly and directly about death in
general? (See also # 11)

0 = no
1 = yes

*11. Examples of types of questions and comments made by well child
regarding sibling's illness and death are used to score questions
4 and 10.

* Method established by Spinetta, 1980.



APPENDIX F

CHILD BEHAVIOR CHECKLIST FM AGES 4-16

CHILD'S NAME

Six AGE RACE

Boy

c,rt
TODAY'S OAT

Mo. _Oar -Yr -
CHILD'S OtRTHOATE

_Day _Yr _

PARENTS TYPE OF Wow Mean be speCdoc hie example auto mechane 111,1
KW& flecnor. tionternaner. Noon., *Me eaeletiff. Noe emetman, army seapeart
Oven rt parent does not He win VW)

FATHERS
TYPE OF WOW:

MOTHERS
TYPE OF WORM:

THIS FORM FILLED OUT SY

Sto.trisr

Father

Other (SHOW

I. Mast list the sports your child most likes Compered to o her children of the Compared to other children of the

to take part in. For example: swimming, same ago. *bout how much tints same age, how well does halshe do

baseball, skating, skate boarding, bike does berths spend In each? Ideal on*?
riding, fishing, etc.

ThanNone Eteni Then
Ws,

Aware Thin Dail Nlew At on
Kew ve it "Imes Ammo*Arage Average Knew

L

b.

c.

Q. Please list your child's favorite hobbies, Compered to other children of the Compared lo other children of the
activities, and games, other than sports. Um* age, about how much time same no, how won does he/she do

For example stamps. dolls, books. piano, does hehhe spend in each? each one?
crafts, singing, etc. (Do not include T.V.)

Less More
None ball Than Aeareos Than Dee') eiloie ,...,,,,,, above

K new Ammo' Average Knew Average ---.'" Averse,

a

b.

c

RI. Pleas* list any organizations, clubs,
teams, or groups your child belongs to.

None

Compared to other children of the
BUM 49*, how active is harsh* In
each?

Don't
Knee

Lab
A:We Avenge ApIM

b.

IV. Pieesti Net any lobs or chorea your child
has. For example: paper route, babysitting,
Making WO, etc.

None

Compared to other Children of the
Mme ego, how welt does Mash'
tarry MOM out?

DWI Seim
K now Awed*ed* Anwa

Name
Avenge

a

T. IchraborMAIMmelly r Vamem.Surarepex. VT NOS Peat I
NM GM..

71
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V. 1. About how many glom Blends does your child ham? Norm 1 2 or 3 a or more

2. About how many Shots a wok does your child do things with thorn? sea then 1 1 or 2 3 or MOM

VI. Cambered to other children of hisTher age, how well does your child:

Worse About Ws same Wetter

. a. Get along with his/her brothers & sisters?

b. Get along with other children?

C. Behave with his/her parents?

d. May and work by himself/herself?

WI. 1. Current school perlormancotor children aged and oldor:

Does not go to school Falling Below mirage Average Above average

a. Reading or English

b. Writing

c. Arithmetic or Malt

d. Spelling

Other academic sub-
iects: for exampie his-

0

tory, science, foreign f.

lahilvage. geography.
9

3. la your child in a special class?

No Yeswhat kind?

2. Has your child sear repeated grade

No red grads and reason

4. Has your child had any academic or other probloms in school?

NO Yes pleass describe

When did these problems Mart and end?

PAGE 2



VIIL Below isa list of Items that describe children. For each item that describes your child since the death.
please circle the 2 if the item is wry our or eon owe of your child. Circle the 1 If the Item is somewhat or sometimm
woe of your child. If the item is not true of your child, circle the 0.

0 1 2 1. Acts too young for his/her age 16
0 1 2 2. Allergy (describe):

0 1 2 3. Argues a lot
0 1 2 4. Asthma

0 1 2 5. Behaves like opposite sex 20
0 1 2 6. Bowel movements outside toilet

0 1 2 7. Bragging, boasting
0 1 2 8. Can't concentrate, can't pay attention for long

0 1 2 9. Can't get his/her mind off certain thoughts:
obsessions (describe);

0 1 2 10. Can't sit still, restless, or hyperactive 25

0 1 2 11. Clings to adults or too dependent
0 1 2 12. Complains of loneliness

0 1 2 13. Confused or seems to be in a fog
0 1 2 14. Cries a lot

0 1 2 15. Cruel to animals 30
0 1 2 16. Cruelty, bullying, or meanness to others

0 1 2 17. Daydreams or gets lost in his/her thoughts
0 1 2 18. Deliberately harms self or attempts suicide

0 1 2 19. Demands a lot of attention
0 1 2 20. Destroys his/her own things 35

0 1 2 21. Destroys things belonging to his/her family
or other children

0 1 2 22. Disobedient at home

0 1 2 23. Disobedient at school
0 1 2 24. Doesn't eat well

0 1 2 25. Doesn't get along with other children 40
0 1 2 26. Doesn't seem to feel guilty after misbehaving

0 1 2 27. Easily jealous
0 1 2 28. Eats or drinks things that are not food

(describe):

0 1 2 29. Fears certain animals, situations, or places,
other than school (describe)

0 1 2 30. Fears going to school 45

0 1 2 31. Fears he/she might think or do something
bad

0 1 2 32. Feels he/she has to be perfect
0 1 2 33. Feels or complains that no one loves him/her

0 1 2 31. Feels others are out to get him/her
0 1 2 35. Feels worthless or inferior 50

0 1 2 36. Gets hurt a lot, accidentprone
0 1 2 37. Gets in many fights

0 1 2 38. Gets teased a lot
0 1 2 39. Hangs around with children who get in

trouble

0 1 2 40. Hears things that aren't there (describe):

55

0 1 2 41. Impulsive or acts without thinking

0 1 2 42. Likes to be alone
0 1 2 43. Lying or cheating

0 1 2 44. Bites fingernails
0 1 2 45. Nervous, highstrung, or tense 60

0 1 2 46. Nervous movements or twitching (describe):

0 1 2 47. Nightmares

0 1 2 48. Not 'died by other children
0 1 2 49. Constipated, doesn't move bowels

0 1 2 50. Too fearful or anxious 65

0 1 2 51. Feels dizzy

0 1 2 52. Feels too guilty
0 1 2 53. Overeating

0 1 2 54. Overtired
0 1 2 55. Overweight 70

0 1 2 56. Physical problems without known medical
cause:

0 1 2 a. Aches or pains
0 1 2 b. Headaches
0 1 2 c. Nausea, feels sick
0 1 2 d. Problems with eyes (describe):

0 1 2 a. Hashes or other skin problems 75

0 1 2 f. Stomachaches or cramps
0 1 2 g. Vomiting, throwing up
0 1 2 It. Other (describe):

Please see ether side
ME 3
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0 1 2 57. Physically attacks people
0 1 2 58. Picks nose, skin, or other parts of body

(describe):

80

0 1 2 59. Plays with own Sex parts In public 16

0 1 2 60. Plays with own sex parts too much

0 1 2 61. Poor school work
0 I 2 62. Poorly coordinated or clumsy

0 1 2 63. Prefers playing with older children 20

0 1 2 64. Prefers playing with younger children

0 1 2 65. Refuses to talk
0 1 2 66. Repeats certain acts over and over;

compulsions (describe):

0 1 2 87. Runs.away from home
0 1 2 68. Screams a lot 25

0 1 2 69. Secretive, keeps things to self
0 1 2 70. Sees things that aren't there (describe):

0 1 2 71. Self-conscious or easily embarrassed
0 1 2 72. Sets fires

0 1 2 73. Sexual problems (describe):

30

0 1 2 74. Showing off or CI Owning

0 1 2 75. Shy or timid
0 1 2 76. Sleeps less than most children

0 1 2 77. Sleeps more than most children during day
and/or night (describe):

0 1 2 78. Smears or plays with bowel movements 35

0 1 2 79. Speech problem fdescribey

0 1 2 80. Stares blankly

0 1 2 81. Stoats at home
0 1 2 82. Steals outside the home

0 1 2 83. Stores up things he/she doesn't need
(describe):

40

PLEASE BE SURE YOU HAVE ANSWERED ALL ITEMS. IMG/

0 1 2 84. Strange behavior (descrlbe)

0 1 2 85. Strange ideas (describe):

0 1 2 86. Stubborn, sullen, or irritable

0 I 2 87. Sudden changes in mood or feelings

0 1 2 88. Sulks a lot 45

0 1 2
.89. Suspicious

0 1 2 90. Swearing or obscene language

0 I 2 91. Talks about killing self
0 1 2 92. Talks or walks in sleep (describe):

0 1 2 93. Talks too much 50

0 1 2 94. Teases a tot

0 1 2 95. Temper tantrums or hot temper
0 1 2 96. Thinks about sex too much

0 1 2 97. Threatens people
0 1 2 98. Thumb.sucking 55

0 1 2 99. Too concerned with neatness or cleanliness
0 1 2 100. Trouble sleeping (describe):

0 1 2 101. Truancy, skips school
0 1 2 102. Underactive, slow moving, or lacks energy

0 1 2 103. Unhappy, sad, or depressed 60

0 1 2 104. Unusually loud

0 1 2 105. Uses alcohol or drugs (describe):

0 1 2 106. Vandalism

0 1 2 107. Wets self during the day
0 1 2 108. Wets the bed 65

0 1 2 109. Whining
0 1 2 110. Wishes to be of opposite sex

0 1 2 111. Withdrawn, doesn't get involved with others
0 1 2 112. Worrying

0 1 2 113. Please write in any problems your child has
that were not listed above:

0 I 2
70

0 1 2

0 1 2

UNDERLINE ANY YOU ARE CONCERNED ABOUT.
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APPENDIX G

BEFORE DEATH BEHAVIOR

Please think back to the year before the sibling's death.

1. Did have any behavior problems before the illness
(subject)

and death? Yes No

If so, please specify.

2. Has behavior changed since the sibling's death?
(subject's)

Yes No

If so, please specify what and how.

3. Since the death has received any professional help
(subject)

for behavior problems?

Yes No

If so, please specify (why and who).

4. Before the death, did
(subject)

for any behavior problems?

Yes No

If so, please specify why and who.

receive professional help

5. What do you feel has most influenced your child's adjustment since

the death?



APPENDIX H

MEASURE OF COMMUNICATION REGARDING ILLNESS

Child

1. How aware is the child

76

2. At what point did he become aware of his illness

3. How does the child communicate awareness

4. Do you parents activate communication or wait for child to ask

5. Do you feel that you are saying enough to the child

6. Does the child ever talk directly and openly about death

7. Does the child ever talk directly about the seriousness of the

illness (feels he is "really sick")

8. Examples of the types of questions or comments made by the child

regarding his/her illness

Copyright @ 1980, John J. Spinetta
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Scoring System

1. How aware is the child?

0 = not aware of seriousness of illness
1 = aware illness is serious
2 = aware illness is potentially fatal

2. At what point did he (she) become aware of the seriousness of the
illness?

0 = after one or more months (or still not aware)
1 = within the first month

3. How does the child communicate awareness of the seriousness of the
illness? (See also question # 7. Score once only.)

0 = indirectly
1 = directly

4. Do parents activate communication or wait for the child to ask?

0 = wait for the child to ask
1 = activate communication

5. Do parents feel they are saying enough to the child?

0 = no
1 = yes

6. Does the child ever talk openly and directly about death? (See
also question # 8.)

0 = no
1 = yes

7. and 8. Use responses to questions 7 and 8 to help in scoring of
items 3 and 6. Questions 7 and 8 are not scored separately.

Copyright @ 1980, John J. Spinetta
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APPENDIX I

CORRELATION COEFFICIENTSa OF SUBJECT AGE, SEX, LENGTH OF

ILLNESS AND CBCL SCORES (N = 65)

Subject Subject Length of Parent-Child Total
Age Sex Illness Communication Behavior

Internaliz-
ing

Subject Sex

Length of
Illness

Parent-Child
Communication

Total Behavior

Internalizing

Externalizing

.11

.26

.06

-.03

-.08

-.07

-.06

.26

.07

.11

.01

.01

.08

.11

.06

.10

.09

.08

.95

.94 .86

allot significant
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APPENDIX J

STEPWISE MULTIPLE REGRESSION OF AGE, SEX, LENGTH OF ILLNESS,

AND PARENT-CHILD COMMUNICATION WITH CBCL SCORES (N = 65)

Independent
Variables

Total
Behavior Internalizing Externalizing

Standard Regression Coefficientsa

Age -.014 -.064 .056

Sex .093 .141 .019

Length Illness .074 .084 .042

Parent-Child
-.118 -.123 .084

Communication

F ratioa .370 .638 .202

R .155 .202 .115

R
2
x 100 2.4 4.1 1.3

Y 54.8 55.7 54.2

SD 12.3 12.8 11.6

ap > . 05




