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Abstract 

Late life bereavement has been associated with psychological problems, mainly depression. A few 

studies indicated that Posttraumatic Stress Disorder (PTSD) was an important issue in late life 

bereavement reactions. This study aimed to assess the prevalence of PTSD in recently bereaved 

older people compared to married controls and to investigate whether the loss of a spouse in old 

age, in contrast with earlier assumptions, could lead to PTSD. Two hundred and ninety six Danish 

older bereaved people (mean age 73 years, 113 males) were chosen from national registers and 

assessed two months post-bereavement. They were compared with a control group of 276 married 

older people. The prevalence of PTSD and depression were measured through a self-report 

questionnaire. Results showed that 16% of the bereaved and 4% of the control group had a PTSD 

diagnosis (ES=.35; Cohen’s d=.74). Additionally, 37% of the bereaved and 22% of the control 

group had mild to severe depression (ES=.19; Cohen’s d=.37). The results suggested that late life 

spousal bereavement result in PTSD with equal frequency to general samples of bereaved persons. 

Furthermore, the prevalence of PTSD in the first months after bereavement was more elevated than 

the level of depression. This makes PTSD an important factor when studying late life bereavement 

reactions. 

Keywords: PTSD prevalence, late life bereavement, grief, depression. 
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Older people are exposed to a wide variety of losses, for example, a loss in physical functioning, 

close relatives, siblings and/or partners, changes in residence, and economic independence. Spousal 

bereavement has a wide range of physical and psychological consequences for the bereaved person 

(Carr, 2003; Carr, 2004; Silverman et al., 2000).  

Uncomplicated grief consists of painful but moderate disruptions to daily life within the first few 

months post loss and is characterized by disturbances of cognitive, emotional, physical or 

interpersonal functioning (Bonanno & Kaltman, 2001). Studies estimate that about 85% of the 

bereaved go through what is designated as a normative uncomplicated grief process post loss, while 

15% of the bereaved are likely to have complications in relation to the loss (Bonanno & Kaltman, 

1999). The complication may be expressed in terms of anxiety, depression, and/or PTSD (ibid.), or 

as Complicated Grief (Jacobs, Mazure & Prigerson, 2000). 

Older bereaved people and PTSD 

Losing a spouse in late life is often a very distressing event (Carr, 2004; Moss, Moss, & Hansson, 

2001). In a survey of older bereaved people 72 % indicated that losing their spouse was the most 

distressing event in their lifetime (Lund, Caserta, & Dimond, 1993).  

Approximately three out of every four people who die, in the United States, exceed 65 years 

of age (Moss et al., 2001), and within the realm of bereavement there has been some interest in 

older bereaved people (Stroebe, Hansson, Stroebe, & Schut, 2001), although the share of 

publications pertaining to old age bereavement in the bereavement literature appears far from 

proportional with that of publications pertaining to losses at younger ages. 

The Changing Lives of Older Couples study (CLOC) has made a great contribution to the 

knowledge of old age spousal bereavement. The CLOC has investigated a wide range of 

bereavement reactions, however investigation of PTSD has been omitted (Burton, Haley & Small, 

2006; Lee & Carr, 2007). 
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Also within the realm of trauma psychology, the interest in older bereaved people has been 

very limited. Findings from population based studies, not specifically on bereavement, generally 

indicate a prevalence rate of approximately 1 % PTSD among older people (age 55-90 years) 

(Schnurr, Spiro, Vielhauer, Findler, & Hamblen, 2002; van Zelst, de Beurs, Beekman, Deeg, & van 

Dyck, 2003). Studies of older people have mainly focused on reactions to events such as natural 

disasters and violent war experiences (Ruskin & Talbott, 1996; Weintraub & Ruskin, 1999). Recent 

studies of older people have found a PTSD prevalence ranging from 4-14% following traumatic 

experiences such as natural disasters, physical injuries, and threat of illness (Chung, Preveza, 

Papandreou, & Prevezas, 2006; Kohn, Levav, Garcia, Machuca, & Tamashiro, 2005; Lee, Chi, 

Chung, & Chou, 2006; Yang et al., 2003). Furthermore, it has been found that older people with 

PTSD or subclinical PTSD suffer great impairments in their daily lives and have a lower life 

satisfaction than older persons without such symptoms (Van Zelst et al., 2006).  

PTSD and bereavement. 

Despite the many age related losses and PTSD being a serious health threat, studies on PTSD in old 

age bereavement are uncommon. It seems that the main focus is on old age bereavement as an 

expected life event. It is even alleged that “Although these life events are clearly stressful, they do 

not approximate traumatic stressors” (Averill & Beck, 2000, p. 150). 

The A1 stressor criterion in the DSM-IV adds a subjective component to the PTSD 

diagnosis by stating that “the person experienced, witnessed, or was confronted with an event or 

events that involved actual death actual or threatened death…” (American Psychiatric Association, 

1994, p. 467). The A2 criterion of PTSD dictates that an individual must experience feelings of 

intense fear, helplessness, or horror in response to trauma (ibid.). Furthermore, the following 

symptoms must be present, B) one or more of five symptoms of persistent re-experiencing of the 

traumatic event (intrusion, dreams, flash backs, distress or physiological reactivity at exposure), C) 

three or more of seven symptoms of persistent avoidance (thoughts, feelings, conversations, 
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activities, places) or numbness (inability to recall, diminished interest, detachment from others, 

restricted affect, sense of foreshortened future), D) two or more of five symptoms of persistent 

increased arousal (sleep disturbances, irritability, concentration problems, hypervigilance, startle 

response). In addition, an individual must meet the requirements of criterion  E) the duration of the 

symptoms must exceed 1 month, and F) the disturbance must cause clinically significant distress or 

impairment in social, occupational, or other important areas of functioning (ibid.). 

If the death of a loved one is combined with a feeling of intense fear, helplessness, or horror, 

the event fulfills criteria A in the DSM-IV definition of PTSD, and can be considered a traumatic 

event. That is, the loss of a spouse in old age may be considered potentially traumatic if the 

bereaved person reacts with intense horror, helplessness or fear in relation to the death. The loss of 

a spouse can also be considered traumatic in the event of death by natural causes. 

Co-morbidity plays an important role in PTSD. Particularly in the case of depression and 

anxiety disorders as such are often strongly correlated with PTSD. It is possible that these disorders 

are secondary to PTSD following bereavement (McFarlane & Yehuda, 1996), and that focusing 

solely on depression, as many studies do, may result in overlooking PTSD as a significant problem. 

In addition, PTSD is related to serious physical and mental health problems and lower life 

satisfaction in older people, as well as great expenses for the health services (Van Zelst et al., 2006). 

Treatment of PTSD has been shown to reduce, for example, depressive symptoms and early 

identification and treatment of PTSD may help to prevent other psychiatric disorders (Bryant, 

Moulds, Guthrie, Dang, & Nixon, 2003). Untreated PTSD may cause chronic symptoms, which can 

result in disabilities in everyday activities, reduced quality of life, and social withdrawal. 

Some publications have addressed PTSD in relation to bereavement (Horowitz, Siegel, 

Holen, & Bonanno, 1997; Prigerson, Frank, Kasl, & Reynolds, 1995) and have noted that 

complicated bereavement reactions include symptoms clearly separate from those of depression, 
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such as intense intrusive thoughts, avoidance of activity relating to the deceased, yearning and 

searching for the deceased, loneliness etc. (ibid.). These symptoms appear to overlap with the 

symptoms of PTSD. In many cases PTSD after bereavement turns into a chronic condition, almost 

always in combination with depression (Zisook et al., 1998). Still, there is only a limited amount of 

research available which pertains to PTSD in older bereaved people, therefore further research of 

issues relating to this field has been requested (Busuttil, 2004). 

A few empirical studies addressed the subject. A recent review of associations between 

mood and anxiety disorders and widowhood found that 12% suffered from PTSD during the first 

year of bereavement. None of the reviewed articles targeted older widowed people specifically 

(Onrust & Cuijpers, 2006).  Brady, Acierno, Resnick, Kilpatrick, & Saunders (2004) obtained 157 

participants from a national women’s study and found a higher level of PTSD symptoms but found 

no difference in depression between widows compared to married older women who had all 

experienced one previous traumatic event. The type of traumatic event was not identified and the 

study did not specifically ask the participants about the experience of losing their spouse (ibid.). 

Melhem et al. (2001) found a concordance of 30% PTSD in older patients (n=23)  with traumatic 

grief. The participants were referred to the study by psychiatrists and psychologists who suspected 

unresolved grief. No response rate information was available on the two above studies. Zisook, 

Chentsova-Dutton, & Shuchter (1998) recruited 350 participants by inviting newly bereaved 

individuals from the local area to participate. .The study obtained a response rate of 14%. They 

found that 9-10% of the bereaved people (mean age=61 years) suffered from PTSD two months 

post loss, and that the disorder was chronic in 40% of the cases one year after bereavement. Almost 

all the bereaved participants with chronic PTSD had co-morbid depression (ibid.). 

Another study recruited 55 participants through a local home service for older people 

(response rate = 43%; Elklit & O’Connor, 2005). The results indicated that 27% of the bereaved 
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people had PTSD one month post bereavement and 17% experienced PTSD six months post 

bereavement (ibid.). However, the study lacked statistical power, especially due to the small sample 

size. Although the results of the studies pointed to PTSD as a possible reaction to spousal 

bereavement, further research into the area employing large, representative samples and including 

control groups is needed to ensure convincing evidence that old age spousal bereavement can be a 

traumatic experience. 

PTSD, Depression and Complicated Grief.  

Depression in relation to bereavement in general has been studied thoroughly (e.g. Boelen & 

Prigerson, 2007; Stroebe, Schut, & Stroebe, 2007). Two recent reviews found a prevalence of major 

depression of 15% and 22% within the first year of general bereavement (Hensley, 2006; Onrust & 

Cuijpers, 2006). Additionally, the prevalence of major depression in the recently bereaved was 

found to diminish across the first two years post bereavement (Rosenzweig, Prigerson, Miller, & 

Raynolds, 1997; Zisook, Paulus, Shuchter, & Judd, 1997). A number of studies on depression and 

bereavement in old age support the above findings (Harwood, 2001; Ott, Lueger, Kelber, & 

Prigerson, 2007; Rosenzweig et al., 1997). It should be emphasized that a major depressive episode 

according to DSM-IV-TR generally should not be diagnosed within the first two months post loss 

(Hensley, 2006), while PTSD can be diagnosed 1 month after the event (American Psychiatric 

Association, 1994). 

Lately a considerable amount of work has been conducted on developing the diagnostic 

criteria of Complicated Grief (CG), as a mental disorder specific to grief reactions complicated 

enough to be considered pathological (Prigerson et al., 1995; Jacobs et al., 2000). CG is argued to 

be clearly distinct from other disorders, such as PTSD and depression, and when untreated will be 

associated with enduring mental and physical health morbidity. CG can be assessed six months after 

the death of a significant other, and is classified by symptoms of separation distress (e.g. yearning, 

longing, searching for the deceased) and traumatic distress (e.g. re-experience, avoidance and hyper 
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arousal), the symptoms will have been present at least six months, and will have caused significant 

impairment in social, occupational, or other important areas of functioning (Prigerson et al., 1995; 

Jacobs et al., 2000). Recently the diagnosis has been further refined and renamed Prolonged Grief 

Disorder (Prigerson et al., submitted). It appears that PTSD and CG share many of the same 

symptoms, and some studies find a high correlation between CG and PTSD (e.g. Cohen, 2006; 

Ehlers, 2006; Lichtenthal, Creuss & Prigerson, 2004). While PTSD and CG share some of the same 

symptoms in relation to intrusion, avoidance, and numbness, CG is conceptually unique from PTSD 

in relation to separation distress (Lichtenthalet al., 2004), especially in relation to yearning, which is 

the most common symptom of CG (Prigerson et al., submitted). While CG sometimes involves 

feelings of helplessness, this is rarely the case with feelings of fear and horror as often seen in 

PTSD. Furthermore, PTSD often involves more pronounced anxiety, especially when confronted 

with the threat that is related to the traumatic event, on the other hand, the bereaved people 

experience separation anxiety with some elements of comfort when confronted with memories of 

the deceased (Lichtenthal et al., 2004). The findings were supported by two studies by Bonanno et 

al. (2007) who compared CG, depression and PTSD, and found that CG predicted functioning in the 

bereaved over and above PTSD and depression. They also found that both PTSD and CG predicted 

cardiovascular responsivity, however they concluded that PTSD four months post loss predicted 

increased heart rate when interviewed about the lost relationship, while CG predicted decreased 

heart rate (Bonanno et al., 2007). 

The fact that CG cannot be reliably identified until six months post bereavement (Prigerson 

et al., submitted), underlines the need for focusing on other, earlier opportunities for identifying 

pathological reactions to bereavement, making early intervention possible. It has been 

recommended that traumatic symptoms if present should be treated before depressive symptoms 

(Bonanno & Mancini, 2006). The first task, however, must be to identify the prevalence of PTSD in 



This is an Author's Accepted Manuscript of an article published in Aging & Mental Health, 14:6, 
670-678 (copyright Taylor & Francis), available online at: http://
www.tandfonline.com/10.1080/13607860903311725.   9 

older bereaved people. Further research in this area may shed light on an under-investigated subject 

and support the development of more efficient preventive initiatives directed towards improving the 

mental health of older bereaved people. 

The objective of this study was to assess the prevalence of PTSD and depression in bereaved 

older people two months post loss compared to married controls and to investigate whether the loss 

of a spouse in old age, in contrast with earlier assumptions, can lead to PTSD. Due to the inclusion 

criteria specifying that participants are two months post loss it was not possible to investigate CG at 

this point of the study. 

Method 

Study procedure 

The full population of persons, aged between 65-80 years, who lived in the county of Aarhus and 

lost their spouse during the year of 2006 were contacted via the Danish Central Person Register 

(CPR). Contact was initiated approximately eight weeks after the death of their spouse, at this point 

individuals were asked to participate in the study. The CPR is a registration system for Danish 

nationals that collate personal information regarding age, marital status, name of partner, place of 

residence etc. A matched control group of still married older people was also identified via the CPR 

for inclusion in the study. 

The participants were contacted via an information letter about the study offering either a 

visit by a trained M.A. student from the Department of Psychology or invited the participants to 

complete a self-report questionnaire. Participants were randomly allocated into the two groups. 

After the data collection the participants who received a home visit had the option of an informal, 

supportive talk with the visitor. The design of the study was longitudinal and conducted across four 

time points: 2, 6, 13, and 18 months post loss. The preliminary, cross-sectional results at baseline 

two months post loss will be presented here. 
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Respectful reminders were sent by mail. All participants had the option to contact the 

researcher by phone or by email if needed. Due to the sensitivity of this subject careful ethical 

considerations were given . The project was accepted by the regional ethics committee. 

Participants 

In total 839 older bereaved persons were contacted. Thirty nine were excluded from the study for 

various reasons, such as death, hospitalization, legal separation from their spouse, dementia etc. 

Three hundred and thirty (41%) agreed to participate, but 34 cases were deleted due to unsatisfying 

data quality (more than 15% missing items), leaving a total of 296 participants. Eight weeks post 

loss 169 persons (57%) received a personal visit and 127 persons (43%) completed a postal 

questionnaire. 

Of the participants, 113 (38%) were male and 183 (62%) were female with a mean age of 73 

years (SD=4.41; range 65-81). In the non-response group 117 (25%) were male and 352 (75%) 

female and the mean age 74 years (SD=4.55; range 65-81). This means that relatively more men 

than women chose to participate in the study.  A one-way between-groups ANOVA revealed 

significant demographic differences between participants and non-participants in gender 

(F(1,793)=12.18; p=0.001) and age (F(1,793)=13.33; p<0.0005). There were no significant 

demographic differences between those receiving personal visits or postal questionnaires. 

On average the participants had been married for 46 years (SD=10.47; range 3-62), and had 

an average of eight years of public schooling (SD=1.56; range 5-14), and three years (SD=2.55; 

range 0-13) further education. Ninety-five percent had children (mean=2.7; SD=1.24; range 1-9). 

Seventy persons (24%) lived in villages or rural settings, while 226 persons (76%) lived in urban 

settings. Two-hundred-and-fifty-eight persons (87%) experienced a period of spousal illness 

preceding the death, and 215 (83%) of these had participated in the daily care of the spouse. One-
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hundred-and-ninety (66%) experienced a forewarning of death immediately before the death of their 

spouse. 

Four-hundred-and-eighty-one married older people, who were also identified via the CPR, 

were included as a control group. The control group received a postal questionnaire. The response 

rate was 41%. A total of 205 participants were excluded due to unsatisfying data quality (more than 

15% missing items) or recent death of their spouse (41 persons), leaving a total of 276 participants, 

who completed the questionnaire based on the most significant loss in their lifetime. Sixty nine 

percent chose loss of a parent, 14% loss of a sibling, 8% loss of a previous spouse, 6% loss of a 

child, and 5% loss of a friend. On average 15 months had passed since the loss. Those who chose 

the loss of a parent as the most distressing loss had significantly lower levels of PTSD as measures 

by HTQ than those who chose other types of losses (F(2,275)=5.15, p<.01). No significant 

differences in PTSD were found between the other types of losses. No significant differences in age 

were found between responding and non-responding or excluded participants within the control 

group. Due to the selection of still married older people of who relatively more were male, a higher 

proportion of 138 persons (50%) of the participants in the control group compared to the bereaved 

were male. The mean age was 70 years (SD=4.02; range 60-81). 

Measures 

The first part of the baseline questionnaire contained a number of mainly Likert-scale type 

questions on education, years of marriage, social support, use of medication and alcohol, sense of 

forewarning before the death of the spouse, feelings of distress, death anxiety and helplessness in 

relation to the death situation, course of illness of the spouse, religious activities, experience of 

meaning, mental and physical problems and illnesses, place of the illness and death, and help 

received from public authorities etc. Data collection was based on self-report questionnaires. 
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The Harvard Trauma Questionnaire-Part IV (Mollica, Capsi-Yavin, Bollini, & Truong, 1992) was 

used to estimate the occurrence of PTSD. The HTQ consists of 30 items, rated on a four-point 

Likert scale (1 = not at all; 4 = very often). The first 16 items of the HTQ contain the three core 

clusters of PTSD in the DSM-IV: intrusion, avoidance, and arousal. The total HTQ score was based 

on the first 16 items. In the present study, participants rated the HTQ based on the loss of their 

spouse while the control group rated the HTQ based on the loss chosen as the most significant in 

their life-time. Both groups responded in relation to their symptoms during the last month. 

The Danish version of the HTQ has been found to be a reliable and valid measure (Bach, 

2003). HTQ ratings according to the DSM-III-R diagnostic criteria of PTSD showed an 88 % 

concordance with interview based estimates of PTSD (Mollica et al., 1992). The internal 

consistency of the PTSD scale and subscales in the present study were acceptable (Total score:  = 

.84; intrusion:  = .68; avoidance:  = .72; arousal:  = .66). 

The Beck Depression Inventory (BDI) is a 21-item self-report measure, which assesses 

cognitive, affective, and somatic symptoms of depression (Beck, Steer, and Garbin, 1988). Each 

item consists of a set of statements that describe the symptom in question at varying degrees of 

intensity (range 0-3). Respondents choose the sentence that best describes how they have felt during 

the past two weeks. The range of the scale is 0-63, with a higher score indicating higher levels of 

depression. Suggested cut-off scores are: 10-18 = mild depression, 19-29 = moderate depression, 

30-63 = severe depression (ibid.). A recent review indicated that the internal consistency of the 

scale is excellent, with α =.86 (range .76-.95) for psychiatric populations and α =.81 (range .73-.92) 

for non-psychiatric populations (Beck et al., 1988). In this study, due to ethical reasons, item 21 

which pertains to sexuality was omitted, leaving a total of 20 items with a very satisfying internal 

consistency (α=.85). Due to the exclusion of item 21 the cut-off point was set one point lower than 
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usually recommended (Beck et al. 1988) at 9-17 for mild depression, 18-28 for moderate 

depression, and 29-63 for severe depression. 

Data analysis 

After excluding cases with poor data quality which had more than 15% missing items on a scale, an 

Expectation Maximization (EM) Algorithm, using SPSS 13 for Windows, was performed. The EM 

Algorithm was employed to replace missing data on the scales described above. Descriptive 

statistics were conducted, and reliability measures of the subscales were analyzed. Possible 

associations between the independent and dependent variables were analyzed by means of the Chi2. 

Pearson’s correlations and cross-tabulations were used to explore relationships between dependent 

variables. Partial correlations were used to control for possible effects of other confounding 

variables. 

Results 

Based on the results reported on the HTQ, 47 persons (16%) of older bereaved people fulfilled the 

criteria for PTSD according to DSM-IV compared to 12 persons (4%) in the control group. Thirty-

seven percent (110 persons) scored 9+ on the BDI-total indicating mild to severe depression 

compared to 22% (65 persons) in the control group. An independent samples t-test confirmed that 

both PTSD (t(570) = 4.58; p .0005) and mild to severe depression (t(570) = 4.10; p .0005) were 

significantly more frequent among older bereaved people compared to married controls. There was 

a medium effect size for HTQ total scores in the older bereaved people compared to the control 

group (ES=.35; Cohen’s d=.74). The effect size for the BDI total scores in the bereaved compared 

to the controls was small (ES=.19; Cohen’s d=.37). 

A cross-tabulation analysis of the dichotomous variable of full PTSD vs. non PTSD combined with 

a dichotomous variable of no, mild, moderate, and severe depression was performed. Due to low 

expected cell frequency, cross-tabulations with severe depression were not reliable. This is why 

moderate and severe depression was merged into one category. 
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Two of the older bereaved people (5%) with PTSD had no depression, 27 persons (59%) also had 

mild depression, and 17 persons (37%) had moderate to severe depression (Table 1). 

The table also shows that more people with moderate to severe depression (65%) compared to 

people with mild depression (32%) also had PTSD. 

Insert table 1 

Inter-construct correlations 

Correlations between independent and dependent variables among the older bereaved people are 

described in Table 2a. Control group correlations are described in Table 2b. 

Insert table 2a and 2b 

When comparing the bereaved group and the control group, the same pattern of correlations 

was generally identified, though relatively fewer correlations and ones of weaker significance were 

found in the control group. Further education beyond public schooling, that may be considered an 

indirect measure of socio-economic status, only provided a significant correlation with years 

married in the bereaved group. A number of significant correlations were found (see Table 2a and 

2b). Strong, positive correlations between the HTQ and the BDI were found in both groups. The 

HTQ provided a strong, positive correlation with helplessness, and a medium, positive correlation 

with distress of death and death-anxiety, in the older bereaved people. The PTSD as measured by 

the HTQ provided a and a medium, positive correlation with helplessness, and small, positive 

correlations with distress of death and death-anxiety in the control group. 
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Depression as measured by the BDI provided medium, positive correlations with helplessness, 

distress of death and death-anxiety in the older bereaved people. It provided no significant 

correlations other than with HTQ in the control group. 

Small, negative correlations were found between length of illness in the spouse and both PTSD and 

depression in the bereaved. 

Discussion 

Very few studies investigating PTSD in old age bereavement exist. Therefore, this study is one of 

the first to look into the issue in detail, using a control group and a large sample size. The results 

indicate that older bereaved people in this sample are four times more likely to have PTSD than still 

married controls, demonstrating that late life bereavement is a traumatic experience for some. The 

correlation between distress in relation to the death situation and symptoms of PTSD (HTQ-total) 

was much higher for the bereaved (.43) than for the control group (.21), underlining the possible 

traumatic qualities of old age spousal loss. 

As displayed in Table 1 it appeared that a large proportion of individuals with PTSD also 

had mild depression while a much smaller proportion also had moderate to severe depression. The 

results indicate that it may be possible to discriminate PTSD from moderate to severe depression, 

but that the overlap between PTSD and mild depression is too large for a clear discrimination. One 

plausible explanation is that mild depression may be a common and expected reaction in the first 

months following bereavement, another possible explanation may be that the BDI due to somatic 

symptoms often seen in normal aging tends to overestimate depression in older people (Trentini et 

al. 2005), possibly making discrimination between mild to moderate depression difficult. 

The co-morbidity between depression and PTSD increased as depression got more severe, 

additionally the effect size between the bereaved and the control group was larger for the HTQ than 
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the BDI, underlining that the relative difference between PTSD in the older bereaved people and in 

the control group was larger than that of depression in the two groups. 

In contrast with earlier studies (e.g. Burton et al., 2006) unexpected death did not emerge as 

a risk factor, and no significant correlations were found between illness/no illness before death and 

PTSD or depression. The length of illness before death correlated negatively with PTSD and 

depression in the bereaved. One explanation for this finding may be that the grief reaction was 

already initiated at the time the terminal diagnosis was given, and that people bereaved after long 

terminal illness were further along in their grief process, and thus did not present with as many 

symptoms as bereaved persons who are still in an earlier stage of the grief process. 

Longitudinal investigation of the sample may help to understand the high initial PTSD 

frequency, and help to identify who suffers long-term consequences of old age spousal 

bereavement. Moreover, it is interesting to note that relatively more widowers than widows 

participated in the study. This is unusual, since most previous studies had relatively more females 

participating (Stroebe & Stroebe, 1989). One possible explanation may be that the cohort of the 

men in this study born 1925-1940 has different characteristics than cohorts in previous studies. 

They may have more faith in that results from this type of study can lead to useful knowledge about 

the topic in question, and respect psychology as a science to a higher degree than seen in other 

cohorts. Also the fact that the participants were recruited through CPR, a well known public 

institution, may appeal more to male participants. However, such is only speculative. 

The current study has some limitations. First, the response rate of 41% might be considered 

relatively low. However, bereaved samples usually have a relatively low response rate in 

psychological survey studies (Stroebe et al., 2001). At the same time the study targets older people, 

and response rate is known to decrease with increasing age (Ekwall, Sivberg & Hallberg, 2004; 

Kaldenberg, Koenig & Becker, 1994). Seen in this light the response rate can be considered 
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satisfying. Another explanation for the response rate may be found in the recruitment of participants 

through the Danish CPR register, which is also one of the major strengths of the study. This type of 

recruitment makes the sample representative and provides information about the non-participants. 

Most previous psychological research on late life bereavement and bereavement in general has been 

based on samples drawn from hospital records, memberships of certain associations, recruitment 

through obituaries, or active responses to newspaper ads (Stroebe et al., 2001). These types of 

recruitment may not provide a representative sample. 

Another limitation is the small but significant differences in gender and age between the older 

bereaved people and the control group. The control group contained significantly more males. A 

probable reason for the gender difference between the two groups is that more older men are 

married while more older women are widows. The age difference is most likely due to the fact that 

spousal bereavement usually happens late in life. Ideally, this should have been taken into 

consideration when sampling for the control group. However, it should be noted that a very 

significant share of previous studies on PTSD and old age bereavement, or on bereavement in 

general, do not include a control group (Stroebe et al., 2001). The fact that this study includes a 

control group must be considered one of its major strengths. A large proportion of the 

questionnaires received from participants not offered a home visit and especially from the 

participants in the control group, had to be excluded due to unsatisfying data quality. This finding 

indicates that home visits to older participants, is a more appropriate, although costly, way of 

obtaining responses of a satisfying data quality, therefore this study may have benefitted from 

paying for home visits to all participants both in the bereaved and the control group. The fact that 

all control group participants received postal questionnaires and therefore involved more exclusions 

due to unacceptable data quality may be another potential bias. In relation to the control group it 

may be considered unexpected that the loss chosen as the most significant loss in their lifetime on 
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average had occurred only 15 months ago. However, most interpersonal losses are concentrated in 

old age. Combined with the fact that bereavement related distress generally is more severe in the 

first year or two after the loss it is not surprising that relatively recent losses are more often selected 

as the most significant at the time of responding to the questionnaire. 

In addition, the use of the BDI in this sample could be questioned. Due to the many somatic 

problems in old age, the BDI may over estimate levels of depression when administered to older 

people (Trentini et al., 2005). Furthermore, item 21 had to be omitted due to the possible discomfort 

which may have been expressed by the participants if they had to answer an item pertaining to 

sexuality. Omitting an item may jeopardise the psychometric qualities of a scale. In retrospect, 

using an alternative scale, for example, the Geriatric Depression Scale, that is designed for older 

populations and does not include any items on sexuality, may have been a better choice with this 

type of sample. 

Even though the vast majority of older people manage their grief well, PTSD is clearly a 

possible reaction to the loss for a considerable minority of older bereaved people. With the 

recommendation in mind that traumatic symptoms if present should be treated before depressive 

symptoms (Bonanno & Mancini, 2006), that PTSD may be primary to depression and anxiety 

disorders following trauma, and that PTSD if untreated could cause serious health problems 

(McFarlane & Yehuda, 1996), the issue of PTSD following old age bereavement must be taken into 

consideration in future bereavement research and in clinical work with older people. The aim would 

be to generate further knowledge about the prevalence and development of post-bereavement 

PTSD, and the long-term consequences this may have for the bereaved. Screening based on this 

knowledge may help to identify who suffers more from PTSD and other disorders following old age 

spousal bereavement. The identification of such will facilitate disorder specific interventions where 

help is most needed. The relationship between bereavement-induced PTSD, depression and 
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Complicated Grief, and how the disorders interplay across time is another important issue in future 

research. With the overlap of symptoms between PTSD and CG in mind, it would be particularly 

interesting to investigate the relationship between early identified PTSD and later CG. 
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Table 1 

No depression Mild depression Moderate to severe 

depression 

Total 

No PTSD 

n=184 

74% 

n=57 

23% 

n=9 

4% 

n=250 (85%) 

Full PTSD 

n= 2 

4%  

n=27 

59% 

n=17 

37%  

n= 46 (16%) 

Total n=186 (63%) n=84 (28%) n=26 (9%) n=296 
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Table 2a 

Correlations Between Dependent Variables in the Bereaved. Pearson’s Correlations 

1 2 3 4 5 6 7 8 9 10 11 

1 Gender 

2 Further 

education 

.23* 

3 Years married -.12 -.20* 

4 Illness before 

death 

0.01 0.08 -.09 

5 Nursed the sick -.03 -.08 .06 .33** 

6 Length of 

illness 

.03 -.10 .10 .11 .11 

7 Forewarning .02 -.02 -.03 .46** .23** 0.04 

8 Distress of 

death 

.09 .01 -.17* -.18* -.10 -.18* -

.27** 

9 Death-anxiety -.09 -.07 .03 -.05 .08 -.15 .00 .24** 

10 Helplessness .00 .01 -.17* -.00 -.08 -.21* -.03 .52** .33** 

11 HTQ total -.11 -.07 .07 -.14 -.05 -.18* -.05 .43** .43** .57** 

12 BDI total -.12 -.11 .09 -.11 -.07 -.18* -.09 .31** .35** .44** .78** 

Note. *P<0.05 Bonferroni corrected ** P<0.01 Bonferroni corrected. 
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(Boneferroni cut-offs for correlations were set at  = 0.011 (p0.05), and  = 0.0002 (P<0.01), thus 

accounts for the number of tests performed) 
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Table 2b 

Correlations between Dependent Variables in the Control Group. Pearson’s Correlations 

1 2 3 4 5 6 7 8 9 10 11 

1 Gender 

2 Further 

education 

.00 

3 Years married -.17* -.02 

4 Illness before 

death 

-.03 .03 -.11 

5 Nursed the sick -.22* .08 -.01 .14 

6 Length of 

illness 

.01 .05 -.05 .04 .08 

7 Forewarning -.06 -.07 -.01 .40** .08 .05 

8 Distress of 

death 

-.05 .07 .04 -.16* -.02 -.16 -

.31** 

9 Death-anxiety -.01 .05 .04 .07 -.01 .05 .07 .19* 

10 Helplessness -.11 -.00 .01 .15* .09 -.05 -.02 .47** .38** 

11 HTQ total -.06 -.14 .09 .08 .07 .05 -.02 .21* .26** .39** 

12 BDI total .12 -.15 .07 .02 -.03 .05 -.05 .07 .15 .13 .51** 

Note. *P<0.05 Bonferroni corrected ** P<0.01 Bonferroni corrected. 

(Boneferroni cut-offs for correlations were set at  = 0.011 (p0.05), and  = 0.0002 (P<0.01), thus 

accounts for the number of tests performed) 




