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Introduction
Bereavement during childhood is a common 
experience but one that is frequently associated 
with a range of immediate and long-term risks 
related to social, emotional and physical wellbe-
ing. That children grieve is widely accepted and 
many children facing a bereavement will experi-
ence intense and confusing emotions that are 
associated with ‘normal’ grief, including sadness, 

anger and confusion.1 While the majority of chil-
dren do not need professional services,2 there is a 
body of research which argues that bereavement 
can make children vulnerable to a variety of risks, 
including anxiety, depression, prolonged grief 
disorder, self-harm, suicide, underachievement at 
school, offending and unemployment.2–7 
However, a significant issue in both understand-
ing and responding to children’s bereavement 
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experiences is that the data on the prevalence of 
bereavement is limited, particularly in relation to 
younger children. In Scotland, there are no prev-
alence studies but a recent survey of 185 children 
aged 11–17 estimated that 72% had experienced 
a bereavement.8 This reflects estimates across the 
United Kingdom more widely: in England, it is 
estimated that 78% of 11- to 16-year-olds have 
experienced the death of a family member or 
close friend.2 In Great Britain, it is estimated that 
4–7% of children will experience the death of a 
parent by the age of 16.5 These figures, although 
substantial, are based on smaller studies or drawn 
from mortality data and it is likely that the actual 
number of children experiencing bereavement is 
much higher. Moreover, little is known about 
when bereavement experiences start to occur over 
the life course and this poses a challenge in fully 
understanding how children are, and can be, sup-
ported over time including what supports are 
helpful and when.

The lack of baseline data on the prevalence of 
childhood bereavement is further challenged by 
the predominant emphasis within current research 
on problematizing the experience of bereavement, 
rather than focus on preventive care that recog-
nizes and promotes resilience in communities.9 
Thus, research on childhood bereavement tends 
to focus on risks, vulnerabilities and psychological 
adjustment to loss as opposed to the strengths 
and deficits of the wider social context. This is 
significant given that research would suggest that 
people experiencing multiple disadvantages 
encounter bereavement and loss at a dispropor-
tionate rate.10,11 Moreover, higher family socio-
economic status (SES) is associated with better 
outcomes for children experiencing bereave-
ment.12 This research study aimed to attend to 
this lack of baseline data by exploring the preva-
lence of bereavement in younger children in 
Scotland, exploring when bereavement experi-
ences occur over the life course and the relation-
ship between bereavement and SES. The findings 
suggest that the prevalence of bereavement in 
younger children is much higher than previous 
estimates and that children with a lower house-
hold SES were significantly more likely to experi-
ence the death of a parent or sibling. As such, this 
article seeks to reframe childhood bereavement as 
a universal issue that demands collective support 
and innovation, alongside specialist service provi-
sion, and in doing so position children more 
firmly within discourse related to public health 
approaches to death, dying and bereavement.

Childhood bereavement and the relevance of 
public health approaches to death, dying and 
bereavement
How a child engages with or copes with their 
bereavement is mediated by a variety of factors 
that relate not only to the bereavement itself (such 
as attachment to and relationship with the 
deceased, type of death and so on) but also to the 
child’s development (emotional, cognitive and 
social) and wider relational, social, educational 
and cultural environment.11,13–15 For some chil-
dren, appropriate and timely specialist bereave-
ment support is essential and in affluent societies 
a range of bereavement services exist. Yet, while 
there is a limited but growing evidence base on 
the strengths and weaknesses of such support,16,17 
the majority of children do not require specialist 
intervention18 and the indiscriminate use of 
bereavement services can be unhelpful.16 Children 
are more likely to seek support from family and 
friends19 and communication and support both 
within families and from the wider community 
have been found to play an important role in chil-
dren’s coping.20,21 However, a lack of social sup-
port (from schools, religious organizations, 
neighbours and friendship networks) has been 
found to contribute to feelings of isolation,22 
loneliness and social exclusion23 and some chil-
dren report bullying24 and difficult friend-
ships.25,26 Thus, the role of, and capacity within, a 
child’s wider social and cultural context to sup-
port bereavement experiences cannot be ignored.

The integral role that communities have in 
responding to, and supporting, death, dying and 
loss is a significant concern for palliative care. This 
concern recognizes that the dying or bereaved can-
not be (and are not being) supported by profes-
sionals alone and that care for these groups involves 
a multifaceted approach. As such, the relevance of 
public health for palliative care is well recognized 
for the contribution it can make to meaningful end 
of life care;27–29 yet, limited attention has been 
given to grief and loss as a public health issue. The 
recent work of Auon, Rumbold and colleagues has 
played an important role in addressing this gap.30–

33 They argue that the numerous adverse conse-
quences that are associated with bereavement, 
those that transcend emotional, cognitive and 
physical functioning, coupled with the disruptions 
of social relationships, firmly position bereavement 
as a public health issue. This argument is based on 
‘new’ public health approaches that move away 
from traditional biomedical approaches to public 
health to a broader understanding that recognizes 

http://journals.sagepub.com/home/pcr


S Paul and N Vaswani

journals.sagepub.com/home/pcr 3

the significance of individuals within the context of 
their environment.34 As such, Aoun and col-
leagues35 argue for a population-based model of 
bereavement support that identifies the integral 
role of community supports in addressing the 
social epidemiology of loss and grief. In doing so, 
they assert that family, friends and social networks 
are basic to all bereavement needs, with other (spe-
cialist) supports being additional for a minority of 
people who need them.35 While this public health 
discourse can be critiqued for potentially manag-
ing the deficits in bereavement service provision,36 
it also recognizes that most people live with and 
through bereavement. As such, emphasis is given 
to the types of supports that scaffold these experi-
ences to mobilize that which is absent from indi-
viduals’ personal and social networks.33

There is an absence of children in current debates 
about the relevance of public health approaches to 
bereavement, and this mirrors discussion on public 
health approaches to palliative care more broadly. 
However, the idea of bereavement as a public 
health issue is arguably not new to literature on 
childhood bereavement support. Support for chil-
dren experiencing bereavement is informed by 
research on the sociology of childhood which places 
emphasis on understanding the lives of children 
based on their own experiences, meanings and 
interpretations.37 As such, childhood is not viewed 
as natural or universal but is shaped by environ-
mental and social factors. Literature on childhood 
bereavement therefore places emphasis not only on 
the individual, such as in relation to age, gender, 
cognitive ability and so on, but also to the immedi-
ate and wider social context. Accordingly, there is a 
variety of literature and practice guidance that rec-
ognizes the significance of children being able to 
access informal support from within their existing 
communities, if and where possible, and specialist 
support when, and if, needed.18,20,38 Although this 
literature refers to the significance of a universal 
approach to bereavement, it does not specifically 
identify the relevance of public health, rather this is 
implicit within the different models offered. 
Furthermore, research focuses predominately on 
acute models of therapeutic intervention18 and as 
such the experiences of children who are known to 
professional services: less is known about the expe-
riences of children who do not receive professional 
support and this presents an important gap in theo-
retical and practice knowledge. Explicitly applying 
public health to childhood bereavement potentially 
offers an opportunity to address this gap. As a pop-
ulation-based approach, public health is concerned 

with how bereavement affects all children39 and 
focus is therefore given to prevention and equity of 
care whereby harm reduction and early interven-
tion are key principles.34 In Scotland, this focus 
aligns with current national public health priorities 
on positive early years and mental wellbeing.40 This 
article contends that through developing a better 
understanding of the prevalence of childhood 
bereavement in Scotland and the relationship with 
SES, childhood bereavement can be recognized as 
a majority experience that is influenced by the 
social conditions within which children become 
bereaved. Below, we present the research methods 
and findings, going on to discuss how these shape 
our understanding of childhood bereavement as a 
public health issue that necessarily calls for a wider 
recognition of, and response to, the broader eco-
nomic, social and cultural experiences of children.

Methods
Data were drawn from the Growing Up in 
Scotland (GUS) longitudinal study which tracks 
the lives of three nationally representative cohorts 
of around 14,000 children across Scotland. 
Through face-to-face computer-assisted inter-
views with parents or carers, GUS collects a range 
of information relating to the child’s health and 
development, family circumstances and experi-
ences, education and social characteristics. GUS 
is funded by the Scottish Government and admin-
istered by ScotCen Social Research in collabora-
tion with the University of Glasgow. Cohorts 
were sampled at random from universal Child 
Benefit records held by HMRC and more detailed 
information on sampling and methodology is 
available.41 Datasets are stored by the UK Data 
Service and are accessible upon application.

Ethics
Full ethical approval for the GUS study was given 
by the Scotland ‘A’ Multi-Centre Research Ethics 
Committee (application reference: 04/M RE 1 
0/59). To ensure both parents/carers and the 
cohort children themselves are well-informed of 
their rights in relation to the survey, extensive 
study materials are provided to participants both 
in advance and at the point of data collection. The 
exact nature of materials differs slightly at each 
sweep to reflect the specific content as well as the 
child’s age. Written consent for participation in 
the study was obtained from the main adult 
respondent at the study outset. Verbal consent 
from parents and cohort members is sought for 
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participation in the interview ahead of each study 
sweep and for each data collection element within 
a sweep. Consent to link survey data to health and 
education administrative records was obtained in 
writing from the main adult respondent. 
Participants are given the opportunity to reaffirm 
or withdraw data linkage consent at key intervals.

Sample
The data used in this study were Birth Cohort 1, 
which contains 5217 children born between June 
2004 and May 2005. Nine sweeps of data have 
been collected on this cohort, annually from 
between the ages of 10 months and 6 years, and 
every 2 years thereafter, with Sweep 10 currently 
underway. This cohort was selected as it provides 
the longest time span of data from which to calcu-
late the prevalence of childhood bereavement. At 
the time of writing, only data up to and including 
Sweep 8 were available for analysis in this study. 
This sweep focused on ‘stage’ rather than ‘age’, 
with interviews aimed at children entering their first 
term of Primary 6 and conducted over two school 
years in 2014 and 2015. Sweep 8 included 3150 
children, representing 60% of the original sample.

Only those children who had participated in each 
of the eight sweeps, and therefore had a complete 
dataset, were included in this analysis (n = 2815), 
which represents 54% of the original sample at 
Sweep 1, and 89% of Sweep 8 participants. Within 
the unweighted sample, 1436 children were male 
(51%) and 1379 were female (49%). The mean 
(unweighted) age at the time of Sweep 8 was 10.18 
years (SD = 0.30), with a range of 9.5–11.4 years. 
The majority of children were of a White ethnic 
background (n = 2693, 95.7%) and the mean 
(unweighted) Equivalised Household Income at 
Sweep 8 was £26,251.28 (SD = £12,405).

Variables
Bereavement Status was derived from the 
Significant Life Events variable. This variable was 
introduced in Sweep 2 and was worded ‘Can I 
check, has [childname] experienced any of the 
following since [the date of last interview]?’ In 
Sweep 2, the variable covered 11 significant life 
events. Only three items ‘death of a parent or par-
ent figure’, ‘death of a brother or sister’ and ‘death 
of a grandparent or other close relative’ related to 
bereavement and the responses to these formed 
the basis of the analysis. The wording of the ques-
tion did not materially change in subsequent 

sweeps, although additional items were included. 
The only new item of relevance to this study was 
‘death of a pet’: because this was introduced at 
Sweep 6, data from this item were not included in 
this study. Responses as to whether any of the 
three measured bereavements had occurred since 
the previous sweep were recorded dichotomously 
in the dataset as a ‘yes’ or ‘no’.

Socioeconomic status was derived from the varia-
ble Equivalised Annual Household Income at 
Sweep 1. In this variable, the household income is 
adjusted for family size and composition to pro-
duce a more comparable income across partici-
pants. In this adjustment, an adult couple without 
children is used as the benchmark. A single adult is 
assumed to attain a comparable standard of living 
to a couple without children at two-thirds of the 
income (i.e. an equivalence scale of 0.67). Each 
child aged below 14 in the household is afforded 
an equivalence scale of 0.2 and those aged 14–18 is 
afforded 0.33.42 For example, an adult couple with 
three children aged 3, 5 and 10 would have an 
equivalence scale of 1.6 (i.e. they are assumed to 
need 60% more income than a couple with no chil-
dren to attain a comparable standard of living).

Additional variables used as proxy indicators of 
family SES or family disadvantage/stressors were 
Household tenure type at Sweep 1 in which data 
were collapsed into two possible responses: 
owner occupied or rented (the latter including 
private rented, social rented and ‘other’ hous-
ing); and parents/carers in receipt of Disability 
Living Allowance (DLA) at Sweep 1. DLA was a 
benefit available to individuals who met the eligi-
bility requirements for care or mobility payments 
(or both) but was phased out from 2013 and 
replaced with the Personal Independence 
Payment. The criteria for the ‘care’ component 
of DLA included individuals who required help 
with everyday tasks such as cooking, washing or 
dressing. The mobility component was for indi-
viduals who experienced severe difficulties walk-
ing without assistance.43

Analysis
Data were analysed using SPSS Statistics, version 
25.44 Longitudinal weights for Sweep 8, as calculated 
by ScotCen, were applied to the data, which adjusts 
for unequal selection probabilities and bias in the 
sample, and allows for inferences to be made about 
the national population. No imputations were carried 
out for missing data. Data from each individual 
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sweep were linked to calculate the lifetime prevalence 
of childhood bereavement as at Sweep 8. Prevalence 
of childhood bereavement at Sweep 8 was deter-
mined by calculating whether each of the three cate-
gories of bereavement recorded had occurred in any 
of the preceding sweeps. An overarching prevalence 
of ‘any’ bereavement at sweep 8 was then derived, 
with bereaved participants defined as those with at 
least one ‘yes’ in any sweep against any of the bereave-
ment categories.

An independent samples t-test was used to com-
pare the mean household equivalised income at 
Sweep 1 of those children who had been bereaved 
by Sweep 8 and those children who had not. Chi-
square tests were used to test for differences in 
tenure and DLA status at Sweep 1 between 
bereaved and nonbereaved children. Relative risk 
ratios were used to compare the overall odds of 
being bereaved at Sweep 8 on two dichotomous 
variables at Sweep 1 (lowest household equiv-
alised income quintile versus highest quintile; and 
owned versus rented accommodation).

Methodological limitations
The dataset only records whether bereavement has 
been experienced and does not measure the impor-
tance of these relationships to the child, the close-
ness of the relationship, the circumstances of the 
death nor the impact of the bereavement. 

Furthermore, multiple bereavements in one sweep 
(e.g. the death of both grandparents) are not cap-
tured in this dataset, nor are bereavements that fall 
out with the parameters of the variable (friends, 
neighbours, teachers or distant relatives for exam-
ple). As such, it is a proxy measure of childhood 
bereavement.

The Significant Life Events variable was only 
captured from Sweep 2 onwards, and reflects 
events that have occurred since the previous 
Sweep. Thus, any bereavements that occurred 
between birth (or pre-birth) and Sweep 1 (con-
ducted approximately at the age of 10 months) 
will not have been captured by the survey. 
Preliminary analyses on unweighted data (Table 1) 
revealed that there were significant differences 
between those families who had participated in 
all eight sweeps, and those who had dropped out 
of the study or missed one or more sweeps. 
Participants who dropped out of the study were 
more significantly likely to be living in rented 
accommodation and to have had a lower equiv-
alised income at Sweep 1. There were no signifi-
cant gender differences in dropout rates.

As discussed previously, these significant differ-
ences have important implications for this study 
as it is known that children living in disadvan-
taged circumstances are more likely to have expe-
rienced serious and multiple losses.11 Bereavement 

Table 1. Sample characteristics (participants versus dropouts, unweighted data).

Complete data at  
Sweep 8 (n = 2815)

Incomplete data/
dropout at Sweep 8 
(n = 2402)

 

Gender

 Male (n = 2683) 53.5% 46.5%  

 Female (n = 2534) 54.4% 45.6% χ2(1, n = 5217) = 0.387,
p = 0.515 (ns)

Household tenure at Sweep 1

 Own (n = 3359) 63.4% 36.6%  

 Rent (n = 1851) 36.9% 63.1% χ2(1, n = 5210) = 337.408,
p < 0.001***

Mean equivalised household income

 Sweep 1 (n = 5217) £22,709
(SD = £12,510)

£17,570
(SD = £12,308)

t = 14.106, df = 4525.517,
p < 0.001***

SD, standard deviation. *** = p<0.001
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is also a family stressor that may increase likeli-
hood of dropout, either in a given sweep or from 
the study entirely. These limitations mean that, 
even with the application of longitudinal weights, 
bereavement experiences are likely to be under-
represented in the cohort members included in 
this sample.

Results

Prevalence of childhood bereavement
At the time of Sweep 8, 62.0% of children had 
experienced the death of a grandparent or other 
significant relative; parent or sibling (Table 2). 

The death of one or more grandparents or other 
close relative was the most common bereave-
ment experienced. Data indicated that by the 
time of Sweep 7 (mean age = 7.86, SD = 0.06), 
just over half of the children (50.8%) had expe-
rienced a bereavement (Figure 1). There were 
no significant differences in gender, with 61.4% 
of boys bereaved by Sweep 8, and 62.6% of girls, 
[χ2 (1, n = 2815) = 0.366, p = 0.545].

Bereavement and disadvantage
The prevalence data show that bereavement 
becomes a majority experience before the age of 8 
and analysis by SES (using the proxy measure of 
household equivalised income) indicates that 
bereavement cuts across income groups, with no sig-
nificant difference in income at Sweep 1 between 
those who had been bereaved and those who had not 
(Table 3). However, these findings were accounted 
for by the predominance of the death of a grandpar-
ent/other close relative, which comprised the major-
ity of bereavement experiences in the sample. 
Household income at Sweep 1 did not significantly 
differ between those children who had experienced 
the death of a grandparent/other close relative by the 
time of Sweep 8 and those who had not (Table 3). 
Yet, the burden for other types of bereavement did 
not fall equally across the sample. Household income 

Table 2. Prevalence of childhood bereavement in Scotland at Sweep 8 
(n = 2815, mean age = 10.18 years).

Weighted data

 n %

Any bereavement 1744 62.0

Death of parent 38 1.3

Death of sibling 40 1.4

Death of grandparent/other close relative 1703 60.5

Figure 1. Proportion of children bereaved at each sweep (n = 2815).
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Table 3. Prevalence of bereavement by household equivalised income, household tenure and Disability Living Allowance (n = 2815).

Bereaved by  
Sweep 8

Not bereaved by 
Sweep 8

p

Any bereavement

Mean equivalised income at Sweep 1 £19,389.50
(SD = £12,905)

£20,268.46
(SD = £12,345)

t = 1.716, df = 2548, 
p = 0.086

ns

Household tenure at Sweep 1 n % n % χ2(1, n = 2815) = 5.702, 
p = 0.017

*

 Owned (n = 1787) 1077 60.3 710 39.7

 Rented (n = 1028) 667 64.9 361 35.1

Disability Living Allowance at Sweep 1 n % n % χ2(1, n = 2808) = 4.037, 
p = 0.045

*

 Claimed (n = 79) 58 73.4 21 26.6

 Not claimed (n = 2729) 1682 61.6 1047 37.3

Death of a grandparent or other close relative

Mean equivalised income at Sweep 1 £19,575.63
(SD = £12,368)

£19,951.08
(SD = £12,866)

t = 0.738, df = 2548, 
p = 0.461

ns

Household tenure at Sweep 1 n % n % χ2(1, n = 2814) = 1.928, 
p = 0.165

ns

 Owned (n = 1787) 1063 59.5 724 40.5

 Rented (n = 1027) 639 62.2 388 37.8

Disability Living Allowance at Sweep 1 n % n % χ2(1, n = 2806) = 2.190, 
p = 0.139

ns

 Claimed (n = 78) 54 69.2 24 30.8

 Not claimed (n = 2728) 1644 60.3 1084 39.7

Death of a parent

Mean equivalised income at Sweep 1 £13,193.58
(SD = £11,301)

£19,813.68
(SD = £12,561)

t = 3.080, df = 2548, 
p = 0.002

**

Household tenure at Sweep 1 n % n % χ2(1, n = 2814) = 11.808, 
p = 0.0006

***

 Owned (n = 1787) 13 0.7 1774 99.3

 Rented (n = 1027) 24 2.3 1003 97.7

Disability Living Allowance at Sweep 1 n % n % χ2(1, n = 2807) = 11.713, 
p = 0.004

**

 Claimed (n = 78) 5 6.4 73 93.6

 Not claimed (n = 2729) 33 1.2 2696 98.8

Death of a sibling

Mean equivalised income at Sweep 1 £15,652.04
(SD = £8927)

£19,769.65
(SD = £12,591)

t = 2.635, df = 34.257, 
p = 0.013

*

Household tenure at Sweep 1 n % n % χ2 (1, n = 2813) = 4.398, 
p = 0.036

*

 Owned (n = 1786) 18 1.0 1768 99.0

 Rented (n = 1027) 21 2.0 1006 98.0

Disability Living Allowance at Sweep 1 n % n % χ2 (1, n = 2806) = 28.222, 
p = 0.000

***

 Claimed (n = 78) 7 9.0 71 91.0

 Not claimed (n = 2728) 32 1.2 2696 98.8

ns, non-significant; SD, standard deviation.
*p < 0.05 level; **p < 0.01; ***p < 0.001.
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at Sweep 1 was significantly lower for those children 
who had experienced the death of a parent or the 
death of a sibling (see Table 3).

Children whose families lived in rented accommo-
dation at Sweep 1 were significantly more likely to 
have experienced bereavement overall (64.9%), as 
well as the death of a parent or sibling (Table 3). 
The proportion of those living in rented accommo-
dation and experiencing the death of a grandparent/
other close relative did not differ significantly from 
those who lived in owner occupied accommodation. 
Children who had a parent or carer claiming 
Disability Living Allowance at Sweep 1 were signifi-
cantly more likely to have experienced a bereave-
ment by Sweep 8 (73.4%) than their peers (61.6%), 
as well as the death of a parent or sibling. There was 
no significant difference in the prevalence of the 
death of a grandparent/other close relative between 
families with a DLA claimant and families without 
(Table 3).

Relative risk ratios. To determine the magnitude of 
this increased risk, unadjusted relative risk ratios 
were calculated (Table 4) for equivalised household 
income (the lowest quintile versus the highest quin-
tile) and tenure type (owned versus rented accom-
modation). Analysis was not conducted for DLA 

due to the small number of claimants in the sample. 
A child born into a family in the lowest income band 
at Sweep 1 (less than £8410 per annum) had a five 
times greater risk of being bereaved of a parent by 
Sweep 8 than a child born into a family in the high-
est income band (more than £33,571 per annum). 
The risk of being bereaved of a sibling was 3.75 
times higher in the lowest income families as it was 
in the highest income families, although in this 
instance the confidence intervals indicate that there 
is insufficient evidence to draw firm conclusions. 
Limiting the analyses on polarized income groups 
focuses attention on the greatest inequality, but the 
reduced sample size (n = 1024) and the low preva-
lence of risk in the sample (fewer than five of the 
children in the highest income families had been 
bereaved of a sibling compared to nine in the lowest 
income families) may have affected the results. The 
increased risk of experiencing the death of a grand-
parent/other close relative was essentially nil, and 
there was only a very slight increase in risk of 
bereavement, although for these two relative risk 
calculations the confidence intervals also encom-
pass the null hypothesis value (1) and should be 
interpreted with caution.

While household tenure type was a crude and 
proxy measure for SES, analysis indicated that 

Table 4. Relative risk ratios.

Lowest equivalised income 
quintile at Sweep 1) 
(<£8410)

Highest equivalised income 
quintile at Sweep 1) 
(>£33,571)

Relative 
risk ratio

95% confidence 
intervals

 n % n % Lower Upper

Bereaved of a parent 18 3.2 - - 5.022 1.488 16.942

Bereaved of a sibling 9 1.6 - - 3.75 0.814 17.270

Bereaved of a grandparent/ 
other relative

332 59.5 276 59.1 1.007 0.909 1.115

Any bereavement 352 63.1 276 59.2 1.065 0.965 1.175

 Rented accommodation at 
Sweep 1

Owner occupied 
accommodation at Sweep 1

Relative 
risk ratio

95% confidence 
intervals

 n % n % Lower Upper

Bereaved of a parent 24 2.3 13 0.7 3.212 1.643 6.281

Bereaved of a sibling 21 2.0 18 1.0 2.029 1.086 3.790

Bereaved of a grandparent/ 
other relative

639 62.2 1063 59.5 1.046 0.984 1.112

Any bereavement 667 64.9 1077 60.3 1.077 1.015 1.142
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the variable did measure disadvantage that put 
children at increased risk of bereavement. For 
three of the bereavement types (death of a parent, 
sibling and overall bereavement), there was an 
increased risk of bereavement for children living 
in rented or other accommodation at Sweep 1, 
compared to those children living in owner occu-
pied accommodation (Table 4). For a child living 
in rented or other accommodation, the risk of a 
parent dying was three times greater, the risk of a 
sibling dying was approximately two times more 
likely but the increased risk of experiencing any 
bereavement overall was essentially nil, at just 
over one (equating to a 7.7% increase in risk).

Discussion
This article is the first published study of the prev-
alence of childhood bereavement in Scotland, 
drawing upon a large, nationally representative 
sample and collating children’s bereavement expe-
riences from 10 months until approximately 10 
years. It is also the first large-scale prevalence study 
undertaken in the United Kingdom for more than 
15 years and, unlike other published studies,2,45 it 
draws upon detailed longitudinal data in which the 
timing and extent of bereavement can be ascer-
tained. The findings presented here therefore rep-
resent an important touchstone for policymakers, 
practitioners, academics and wider civil society.

The findings reveal that by the age of 8, more chil-
dren will have experienced the death of a close 
family member (50.8%) than those who have not, 
and that almost two-thirds of children (62.0%) 
will have experienced a close family bereavement 
by the age of 10. Yet, the study limitations out-
lined in the methodology, including a narrow 
focus on bereavement experiences (limited to a 
parent or carer, sibling or grandparent/close rela-
tive); no available data about bereavements that 
occurred before the age of 10 months; bereave-
ment being a probable cause for some families to 
drop out of the study; an inability to measure mul-
tiple bereavements of the same type within an 
individual sweep (i.e. the death of two grandpar-
ents) and a data cut-off at a mean age of 10 years 
and 2 months, mean that the findings presented 
here are, without a doubt, an underestimate of the 
true extent of childhood bereavement in Scotland. 
Furthermore, the increase in the rate of exposure 
to bereavement throughout each of the sweeps in 
this longitudinal study signifies the potential for 
an overall prevalence of childhood bereavement 
(up until the age of 18) that far outstrips any 

previous estimates of childhood bereavement 
based on surveys with smaller school-based sam-
ples of adolescents.2,8 A number of reasons may 
account for this, particularly in relation to study 
design: in the GUS study, data are collected time-
ously (rather than retrospectively) from a nation-
ally representative sample of children which 
encompasses those who may not be engaged in 
school or participate in school surveys.

The high and widespread prevalence of bereave-
ment indicates that children’s bereavement needs 
are not being, and cannot be met, by professional 
services alone, indeed, as Breen and colleagues9 
argue, such an approach would be ‘neither effective 
nor economical’. It suggests that most children cope 
with bereavement and that there is a need to better 
understand and learn from these experiences to 
support what Aoun32 calls ‘everyday’ assets in the 
community, ‘without over-reach from professional 
services’ (p. 6). This supports the need to reframe 
bereavement as a public health issue, whereby focus 
is given to looking beyond individual experiences to 
the social conditions with which children become 
bereaved and the resources and deficits within com-
munities that support or inhibit these experiences. 
Current bereavement care predominantly attends 
to presenting issues; adopting public health 
approaches invites a range of stakeholders, includ-
ing service providers, education, community groups 
and lay people to consider bereavement issues 
before they are presented.46 As such, the relevance 
of a tiered model of support that recognizes and 
promotes the capacity of informal care networks as 
an equal partner in bereavement support is high-
lighted. For example, this may include developing 
death and grief literacy in children by adopting uni-
versal, age-appropriate, curriculum attention within 
early years and primary education; developing 
bereavement affirming policies and practices in the 
social spaces where children inhabit; and ensuring 
that all people (family members and professionals) 
involved with children feel ready to engage with 
them about these issues. This potentially requires 
significant culture change in society about the will-
ingness and ability to have open and honest conver-
sations with children, as well as implications for 
professional training and children’s services, includ-
ing those offering specialist bereavement support 
such as palliative care services.

The findings indicate that bereavement in childhood 
tends to be limited to what might be seen as more 
‘normative’ bereavement experiences, such as the 
death of a grandparent. This identifies the relevance 
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of low-level interventions which focus on normaliz-
ing bereavement and grief with children and further 
supports the need for a tiered approach to bereave-
ment.38 Such intervention may require developing 
and supporting the capacity of families, peers and 
community networks to facilitate such an approach, 
what Breen and colleagues9 view as supporting the 
resilience of communities. However, the findings 
also indicate that children who live in families that 
may already be at a disadvantage (by income, tenure 
or health status) are at increased risk of experiencing 
the death of a parent or sibling. While each child is 
an individual, and each bereavement will be experi-
enced differently, experiencing the death of a house-
hold member, or someone who has a caring role, 
may have a long-term or more severe impact than, 
for example, the death of an elderly grandparent 
who resides outside of the household. For children 
who are already more vulnerable, targeted policies 
and specialist support may be required to ensure that 
they receive timely and appropriate support and do 
not fall through cracks in the system. Furthermore, 
experiencing a bereavement may add to family 
stress, instability, inequality and disadvantage, with 
those who are already vulnerable shouldering the 
majority of the bereavement burden. Thus, identify-
ing vulnerable groups and working together to 
explore and develop meaningful support networks 
and services is essential. Situating childhood bereave-
ment within public health frameworks provides an 
opportunity to incorporate these experiences within 
a wider range of action and perspectives that aim to 
reduce social and health inequalities that are related 
to bereavement. While the relationship between 
childhood bereavement and public health requires 
further theoretical and practical engagement,47 it 
suggests a reorientation of current bereavement ser-
vice delivery to one that recognizes and promotes the 
role of community, educational and social networks.

There are some areas that are worthy of further 
exploration, and in which more research is required. 
One obvious limitation of this study is that it only 
documents bereavements experienced by the age of 
10 and long-term analysis using later sweeps of 
data will be essential. Unpicking the nature of the 
interaction between bereavement and disadvantage 
is complex, and was out of scope of this study, in 
which the overarching aim was to formally docu-
ment the prevalence of childhood bereavement. 
However, increasing health and mortality inequali-
ties48 are likely to be an important factor, and moni-
toring the long-term impact of bereavement on 
families and children in relation to family stress, 
disruption and disadvantage will also be important 

for both fully understanding children’s bereave-
ment experiences and improving outcomes.

Of note is that, in this study, responses about 
bereavement were completed by parents, whereas in 
other studies that estimate the prevalence of child-
hood bereavement, the responses tend to come 
directly from young people themselves.2,8 This is 
important given that it is widely recognized that it is 
the meaning that children give to bereavement that 
is key to how they understand and cope with their 
experience.20,49,50 While this methodological 
approach was, in part, necessitated by the age of the 
children participating in the early sweeps of the GUS 
research, it means that this study does not account 
for children’s relational experiences of bereavement 
but instead parent/carer recollection. The omission 
of children’s views is important given that a public 
health approach to childhood bereavement would 
place emphasis on keeping their views central to the 
process of contextualizing bereavement experiences 
and shaping support. Furthermore, more research is 
needed on how children who do not use specialist 
support adapt and cope with bereavement and what 
can be learnt from these experiences. Such research 
will have implications for understanding children’s 
experiences of loss more broadly.

To summarize, the findings identify that children 
are not protected from death by virtue of their age 
and that the extent of childhood bereavement in 
the sample means that it is not feasible, nor desir-
able, for children experiencing bereavement to be 
supported by professionals alone. Reframing 
childhood bereavement as a public health issue 
presents an opportunity for a significant change 
in childhood bereavement care by placing empha-
sis on a multifaceted approach that firmly situates 
children within the families and communities in 
which they live to better understand and respond 
to bereavement needs.
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