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ABSTRACT
Purpose: Becoming widowed is a stressful health-threatening event causing major life 
changes. We explored how widowed people experience becoming widowed and examined 
if these experiences are quantitatively associated with widowhood.
Methods: A multi-methods study using an exploratory sequential mixed-methods approach 
including a qualitative descriptive study with widowed people from Denmark and a Swedish 
cohort study. Qualitative interviews (n = 9) were analysed using qualitative content analysis, 
describing experiences as explained by the widowed people. The quantitative association of 
the experiences was examined by identifying proxies for the qualitative experiences of 
widowhood in the cohort study and examining the occurrence in widowed people compared 
to married people (n = 1,095).
Results: Six categories of experiences emerged: the circumstances around spousal death, 
mental health and well-being, physical health, social relations, activities and practicalities. The 
quantitative examination showed a significant association with widowhood regarding mental 
and physical health problems.
Conclusion: The circumstances around spousal death and the time before spousal death, in 
general, were important to how participants felt being widowed. Being ill negatively affected 
mental health and well-being, partly because of the inability to participate in activities and 
social relations. This is important, as health problems are more common among widowed 
people than married people.
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Introduction

Losing a spouse to death is a common life event espe-
cially in old age (The Loomba Foundation, 2015). It is 
associated with grief—an emotional response which is 
normal and natural in relation to loss and major life 
alterations (Hardy-Bougere, 2008). Nonetheless, becom-
ing widowed is known to be one of the most painful and 
stressful life events, causing high levels of distress 
(Stroebe et al., 2017; Shear, 2015).

The normal process of grief is sometimes described 
as a five-stage process (Maciejewski et al., 2007), how-
ever, it is important to consider, that the spectrum for 
normal emotional response is wide, and varies on 
both a cultural as well as individual level (Hardy- 
Bougere, 2008; Zisook & Shear 2009). Whereas for 
most people the distressing symptoms of grief 
decrease over time, some people experience persist-
ing intense pain and yearning for the loved one, and 

the normal emotional response becomes disabling, 
resulting in prolonged or complicated grief disorder 
(Shear, 2015). Besides the emotional distress in terms 
of grief, losing a spouse is also associated with 
adverse effects on the health including increased risk 
of acquiring chronic and acute diseases (Stroebe et al., 
2017), such as cardiovascular diseases (Einiö & 
Martikainen, 2019), diabetes and arthritis (Van den 
Berg et al., 2011). Furthermore, mental health pro-
blems including depression and anxiety disorders are 
known to be common in widowed people (Kristiansen 
et al., 2019a, Kristiansen et al., 2019b).Ultimately, 
widowhood is associated with increased mortality 
(Moon et al., 2011; Shor et al., 2012).

Although old age is generally associated with func-
tional and sensory decline and an increasing occur-
rence of health problems (Jaul & Barron, 2017), the 
adverse effects on health and even mortality in 
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widowhood cannot be attributed to the natural 
course of ageing, as these problems are evident also 
when comparing widowed people to people who are 
married of the same age (Blanner et al., 2020; Einiö & 
Martikainen, 2019; Valdimarsdottir et al., 2003; Wilcox 
et al., 2003).

Though widowhood is associated with negative 
outcomes of health, it is important to consider that 
widowhood is not a disease itself (Stroebe et al., 2017) 
and neither is grieving (Hardy-Bougere, 2008; Shear, 
2015), and the uncomplicated process of grief does 
not require treatment or professional interventions 
(Zisook & Shear 2009). In fact, intervening especially 
in the early stages of the normal process of grief can 
be damaging (Zisook & Shear, 2009). Instead, preven-
tive interventions to improve mental health and well- 
being in widowhood must be designed specifically to 
those who are most at risk of developing adverse 
outcomes in relation to widowhood (Nseir & Larkey, 
2013; Schut & Stroebe, 2005). In order to do so, we 
need to understand possible pathways into the 
adverse outcomes of widowhood and identify who is 
at special risk of developing these.

Previous research has examined possible risk and 
protective factors regarding the adverse effects on 
health and their association with widowhood (Yaolin. 
et al., 2019) including coping strategies (Carr, 2018; 
O’Rourke, 2004), financial strain (DiGiacomo et al., 
2015) and the influence of social relations (Anusic & 
Lucas, 2014; De Vries et al., 2014) such as support 
from family members and co-residence with children 
(Jeon et al., 2013; Kyung Do & Malhotra, 2012; Zhou & 
Hearst, 2016). However, little is known on how these 
factors are associated with each other, and how they 
interact with the outcomes of widowhood (Stroebe 
et al., 2017). As widowhood alters several aspects in 
life simultaneously (Nseir & Larkey, 2013), studies on 
association analyses in widowhood are an important 
way to increase this understanding. Therefore, we 
conducted a qualitative descriptive study combined 
with a quantitative examination exploring experi-
ences of widowhood and their possible associations 
with each other, and how these are occurring in 
widowed people compared to married people.

The aims of the study were to 1) explore qualita-
tively how becoming widowed is experienced by the 
widowed person, 2) examine if the identified experi-
ences of widowhood are quantitatively associated 
with being widowed compared to being married.

Material and methods

Design

The study was a multi-method study conducted in 
two parts using an exploratory sequential mixed 
methods approach as described by Kettles et al. 

(2011). First, a qualitative descriptive study exploring 
experiences of widowhood was conducted. 
Subsequently, a longitudinal cohort study, based on 
a different sample, was used to quantitatively assess 
how the experiences described in the qualitative 
interviews occurred in widowed people compared to 
married people.

The combination of the two studies was enabled 
by identifying questions in the Lundby questionnaire 
that served as quantitative proxies for the experiences 
of widowhood expressed by the participants in the 
interviews.

Furthermore, the study used a cross-countries 
design using data from both Denmark and Sweden. 
This combination is meaningful, as the two countries 
are similar sociocultural and regarding the structure of 
the welfare system (Daatland, 1994; Iqbal & Todi, 
2015). Combining and comparing data from the two 
countries is therefore common practice in health 
research. The mixed methods design integrating the 
findings from Danish qualitative interviews, with pre- 
existing Swedish quantitative data enables us to 
address the transferability of the findings from the 
qualitative interviews, thus strengthening the trust-
worthiness of the study (Elo et al., 2014).

Ethics

The entire study, including both the qualitative and 
quantitative part, is approved by the Danish Data 
Protection Agency in the Region of Southern 
Denmark (Reference: 2008–58-0035, Journal number 
16/31735). Interview studies do not require formal 
approval from the National Committe on Health 
Research Ethics (2019).

The qualitative part of the study

Setting
The qualitative descriptive study was conducted in 
Denmark. Denmark is a Scandinavian country with 
a total population of 5.8 million people (Statistics 
Denmark—Statsbank, 2019). Denmark has a strong 
national welfare system, with universal access to 
health care, free from of up-front charge as it is paid 
over taxes (Pedersen et al., 2012). This includes access 
to general practitioners as well as more specialized 
treatment from office-based specialists and hospitals 
(Pedersen et al., 2012). Furthermore, services such as 
help with cleaning and personal care, home nursing 
and rehabilitation are provided free of charge via the 
municipalities for people who are referred to these 
services by a social worker. The municipalities further-
more offer services as transportation of citizens and 
delivery of precooked meals for people in the need 
for these services. These are not free of charge but 
must be paid for by the citizen; however, there are 
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national fixed maximum prices, and these are non- 
profit services. In general, the services available are 
equal across municipalities as well is the health care 
provided.

Most participants in the interviews were from 
Odense municipality and were living either in this 
city or in the suburbs (n = 5). Odense is the third 
largest city in Denmark, with about 180,000 citizens 
(Statistics Denmark—Statsbank, 2019). The remaining 
participants lived in minor cities in Jutland (n = 2) or 
Funen (n = 2), all with facilities such as grocery shop-
ping, a local senior citizen house, and a church in the 
nearby community.

Participants
Participants were sampled purposeful by recruiting 
participants from different settings in the healthcare 
system and the community to increase the likelihood 
of people having different experiences of widowhood 
(Bradshaw et al., 2017; Sandelowski, 2000). 
Recruitment was conducted by general practitioners 
who met eligible participants in their consultation. 
The general practitioners acted only as facilitators of 
the contact between the participant and the inter-
viewer and had no further involvement in the study. 
Furthermore, participants were recruited from the 
psychiatric facility where the primary and senior inves-
tigator were employed. The interviewer (the primary 
investigator) did not have any knowledge of or rela-
tionship with any of the participants prior to the 
interviews and did not engage in such afterwards. 
Finally, as public knowledge dissemination, the pri-
mary investigator gave public lectures about widow-
hood at the local library and similar places. The 
qualitative interview study was mentioned at the 
end of these presentations, and interested people 
were invited to participate.

The criteria for participation were: participants had 
to be about 60 years of age or older, speak Danish, 
and have been widowed for less than two years. The 
latter to ensure proximity to the experience of becom-
ing widowed. There were no predefined exclusion 
criteria, and no participants referred to the interviewer 
were deemed ineligible to participate.

Interviews
All interviews were conducted by the first author (CB), 
who had no prior relation to any of the participants. 
All interviews except one were conducted in the par-
ticipants’ homes. One interview was conducted at the 
interviewers’ research office, as this was preferred by 
the participant. The interviews were conducted as 
unstructured interviews. That is, there was no inter-
view-guide prepared prior to the interviews, except 
for the opening statement, which was the same in 
every interview: (translated from Danish): “What 
I would like to hear about, is how it has been for 

you since your spouse passed away”. After this state-
ment, the interviewer paused and let the participants 
talk. This method was chosen to gain the richest 
descriptions from the participants’ own perspectives 
(Kvale & Brinkmann, 2009). During the interviews, the 
interviewer asked for meaning clarifications, posed 
supplementary questions and redirected with struc-
turing questions if the participant went far from the 
topic (Kvale & Brinkmann, 2009), but generally fol-
lowed the story the participants decided to tell. As 
recommended by Elo et al. (2014) conducting inter-
views and analysis were partly iterative. After the first 
five interviews were conducted, two investigators 
made a preliminary discussion of themes in the inter-
views. During the remaining interviews, the inter-
viewer asked elaborately about these themes if they 
were mentioned by the participants or could be intro-
duced as a natural part of the conversation. Interviews 
were conducted until no new information seemed to 
emerge from conducting more interviews (Bradshaw 
et al., 2017). The interviews were audio recorded and 
transcribed verbatim by the first author. The accuracy 
of the transcripts was checked by another investigator 
(AE) by listening to the audio recordings and any 
discrepancies were corrected (Kvale & Brinkmann, 
2009).

Analysis
The analysis was conducted according to the induc-
tive qualitative content analysis as described in the 
guidelines by Elo and Kyngäs (2008).

Three investigators (CB, AE & PH) participated in 
the analysis. The analysis consisted of five steps. Table 
I shows the flow of the analysis with concrete exam-
ples from the analysis. Step 1) “Open coding”: Each 
investigator independently read the interviews. The 
investigator marked meaning units and assigned the 
meaning unit with a preliminary code, describing the 
content of the meaning unit. A meaning unit could be 
a longer passage or a sentence. Only manifest content 
was included to minimize interpretation. That is, only 
spoken words were used in the meaning units and 
laughing, crying or breaks, etc. were not considered 
(Elo et al., 2014). The preliminary codes used were 
defined by the investigator while reading the inter-
views. Each investigator reread each interview, until 
no new meaning units were found. Step 2) Each inter-
view was assessed by the three investigators in 
a discussion. Each marked meaning unit and the pre-
liminary code describing the content of the meaning 
unit were discussed, to ensure agreement upon the 
meaning of the content between the three investiga-
tors. It was decided prior to the analysis, that if dis-
agreement would occur, a fourth investigator would 
be asked; however, in no cases, did the three investi-
gators not agree upon the meaning of meaning units 
or use of certain preliminary codes describing them. 
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Step 3) The preliminary codes were assessed in 
a discussion by all three investigators, merging and 
condensing the preliminary codes into new codes. 
This was done until no further meaningful merging 
was possible. 4) The content and meaning of the 
codes were discussed and codes were organized 
into categories. The categories were defined as an 
overall description of the content of the codes and 
were defined during discussion by the three investi-
gators. 5) The primary investigator drafted the 
description of the categories, and this was revised 
until agreement by the two other investigators con-
ducting the analysis.

Although discussion of the meaning of the content was 
necessary during the analysis to ensure all investigators 
had the same understanding of the content, a strictly 
descriptive focus was maintained in the analysis, keeping 
interpretations to a possible minimum and referring to 
actual phrases used by participants (Chafe, 2017), thereby 
ensuring the conformability of the findings (Elo et al., 2014).

Considerations of trustworthiness
The primary investigator was a medical doctor (MD) 
and PhD student working within the field of psychia-
try. The primary investigator had concurrent with the 
present study examined common mental disorders 
(Kristiansen et al., 2019a, 2019b) and mortality in 
widowhood (Blanner et al., 2020) and thus had a pre- 
existing understanding of adverse effects of widow-
hood. The primary investigator had experience in 

conducting qualitative research from a previous 
study (Blanner Kristiansen et al., 2015). PH (associate 
professor) had participated in the aforementioned 
studies of common mental disorders in widowhood 
(Kristiansen et al., 2019a, 2019b) and was experienced 
in qualitative research (Juel et al., 2018; Blanner 
Kristiansen et al., 2015; Weiser et al., 2009). AE (MD) 
did not have academic experiences with widowhood 
and was not experienced in conducting qualitative 
research. This group of investigators for the qualita-
tive analysis was chosen to ensure different back-
grounds and preunderstandings of the phenomenon.

A “practice session” was held to ensure that the 
method of analysis was consistent by the three inves-
tigators as recommended by Elo et al. (2014) to 
ensure the credibility of the analysis. This was con-
ducted after all the interviews were conducted. The 
practice session consisted of a small part of one of the 
interviews, where the investigators performed step 1 
and 2 of the analysis. The purpose was discussing any 
difficulties or unclarities in the method of analysis, 
rather than discussing the content of the interviews. 
Subsequently, the investigators performed the analy-
sis according to the steps above on all interviews, 
including also a reassessment of the small part 
which had been used in the practice session.

Presentation of data was revised by two investiga-
tors referring to the original data material to ensure 
that the final presentation remained descriptive and 

Table I. Flow of the qualitative analysis with description of each step and concrete examples from the analysis.
Steps of analysis Description of example Example from the analysis

Step 1: Individual reading of interviews, 
conducting open coding: marking of 
meaning units and defining preliminary 
codes.

Example showing a piece of a transcribed interview 
with a marked meaning unit (underlined). The 
meaning unit was assigned the preliminary code 
“new tasks and responsibilities” by the investigator.

…sometimes you need to remind each other 
something “what am I going to wear to that 
funeral?”, you know? Both parts can help each 
other.. These small trivial things.. You are totally 
responsible for everything, whereas previously 
you literately had a division of the duties and 
responsibilities. That is hard to get used to….

Step 2: Assessment of interviews, 
reviewing meaning units and preliminary 
codes by the three investigators

– –

Step 3: Merging and condensation of 
preliminary codes into codes defined 
during discussion by the investigators

Example showing some of the preliminary codes 
which were defined individually by the 
investigators during step 1, which were condensed 
into the code “Loneliness” during discussion by all 
three investigators.

“the house is empty” 
“doing things alone” 
“the silence”

Step 4: Organizing codes into categories Example showing the codes which were defined by 
the three investigators during step 3, which were 
organized into the category “mental health and 
well-being”.

“Anxiety” 
“Loneliness” 
“Speculations” 
“Feeling tired” 
“Difficulties sleeping” 
“Suicidal thoughts” 
“Stress” 
“Grief”

Step 5: Written description of categories by 
the primary investigator, revised by the two 
other investigators until agreement

– –

Examples from the interviews are translated from Danish to English. To ensure confidentiality examples from the interviews are kept as short as 
possible to avoid reporting too many and too long passages from a single interview. It was not possible to exemplify step 2, as this was a step of 
discussion between the three investigators. Similarly, there is no example of step 5 as the outcome of step 5 is the written presentation of the 
qualitative findings as presented in the paper. 
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close to the actual words used by the participants 
(Bradshaw et al., 2017; Neergaard et al., 2009), ensur-
ing conformability of the findings (Elo et al., 2014).

Ethical considerations
Several ethical considerations were taken to accom-
modate with the sensitive nature of the research area, 
which bereavement research is known to be, as well 
as the vulnerability of the participants being of older 
age (Butler et al., 2019). The general practitioners, who 
had referred participants, were not informed on 
whether or not their patient chose to participate, 
and the participants were informed of this prior to 
participation, ensuring that they did not feel pres-
sured to participate to please their general practi-
tioner. Participants had time for changing their mind 
from agreeing to participate and until the interview, 
and this was mentioned to them in the telephone 
when arranging the interviews. The participants gave 
informed consent and were informed that they could 
withdraw this at any time during and after the inter-
view. Names and contact information were only used 
to arrange the interviews. The interviews were kept 
anonymous and all names and recognizable places 
were censored in the transcripts. As the interview 
could potentially evoke emotional distress, due to 
the sensitive nature of the topic discussed (Butler 
et al., 2019), it was ensured that all participants had 
a safety net after the interviews. Participants had the 
interviewer’s contact information and were encour-
aged to make contact, also outside working hours, if 
the interview had evoked any uncomfortable 
thoughts or emotions or if they felt they needed 
a follow-up talk. None of the participants made use 
of this opportunity.

Combining the qualitative findings with the 
quantitative data

The study used a sequential approach to integrate the 
qualitative and quantitative data (Kettles et al., 2011). 
That is, after conducting the qualitative analysis, the 
Lundby study was used to identify quantitative proxies 
for the experiences described in the qualitative analysis. 
To ensure independency within the two studies, and to 
minimize the risk of interviewer bias during the quali-
tative interviews and during the qualitative analysis, the 
assessment of the quantitative data was not conducted 
until the qualitative analysis was completely finished. 
Thus, the quantitative data material did not influence 
on the qualitative part of the study.

The quantitative part of the study

The Lundby study
The Lundby study is a longitudinal follow-up study over 
50 years conducted in southern Sweden (Nettelbladt 

et al., 2005). Four waves have been conducted in 1947, 
1957, 1972 and 1997, respectively. The original aim of 
the Lundby Study was to examine personal traits and 
morbidity in a general population by observing an 
entire population in a community (Henderson & 
Jablensky, 2010). The interviews were conducted by 
experienced psychiatrists and were based on face to 
face interviews with participants, use of key informants 
and data gathered from out-patient clinics, general 
practitioners and from 1997 also information about in- 
patient treatment from national registers (Henderson & 
Jablensky, 2010). The first wave conducted in 1947 
included 2,550 people aged 0–92 years. The total 
Lundby study included 3,563 participants. New people 
were added to the cohort in 1957. In the 1972 and 1997 
follow-up, only the people from 1947 and 1957 were 
followed, and no newcomers were added (Nettelbladt 
et al., 2005). Further details of the method in the 
Lundby study are described elsewhere (Henderson & 
Jablensky, 2010; Nettelbladt et al., 2005).

Sample
For identification of participants for the present study, 
the 1972 and 1997 follow-up were used. Participants 
registered as married in the 1972 follow-up were 
identified. Participants who were alive and still regis-
tered as married in the 1997 follow-up were included 
as married in the present study. Those who were 
married in 1972, and still alive but widowed in the 
1997 follow-up were included as widowed.

Quantitative proxies for qualitative experiences
For the quantitative analysis data from the 1997 follow- 
up were used. We identified questions in the 1997 ques-
tionnaire (see Supplementary File 1) that were concerned 
with the same topic as the categories and codes gener-
ated in the analysis of the qualitative interviews. Thus, 
the questions identified in the Lundby study served as 
quantitative proxies for the experiences described by the 
widowed persons in the qualitative interviews.

Quantitative analysis
The quantitative proxies identified in the Lundby 
study were analysed according to marital status. This 
was done by conducting descriptive statistical com-
parisons in the sample identified in the Lundby study, 
comparing the distribution of the answers in married 
and widowed people. For continuous measures com-
parisons of the means were calculated using two 
samples t-test. Chi squared test was used for catego-
rical measures. For ordered categories, chi squared 
test for trend was used. Comparative analyses by 
marital status were conducted by listwise deletion of 
missing data. All analyses were conducted in the sta-
tistical software Stata-16 (StataCorp, 2019). 
A significance level of p < 0.05 was used.
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Results

Qualitative analysis

Characteristics of the participants
The study included nine qualitative interviews, of 
which six participants were widows and three partici-
pants were widowers. The participants were between 
62 and 90 years old. All participants lived alone in 
their own homes (not institutionalized), which for all 
participants was the same home as where they had 
lived with the deceased spouse. The participants had 
been widowed between two months and two years at 
the time of the interview. The participants reported 
the following causes of death from the deceased 
spouse: dementia (n = 2), cancer (n = 4), liver failure 
(n = 1), sudden cardiac arrest or acute myocardial 
infarct (n = 2). Two participants described the death 
of the spouse as sudden and unexpected, whereas 
the remaining seven participants described that the 
death of the spouse was more or less expected due to 
long-term illness. The interviews were conducted 
between February 2017 and July 2018. The interviews 
lasted between 51 and 101 minutes.

Overall observations from the qualitative 
interviews

Six categories of importance in widowhood emerged 
(see Table II). The categories were: (I) The circum-
stances around spousal death (II) Mental health and 
well-being (III) Physical health (IV) Activities (V) Social 
relations and (VI) Practicalities.

An observation which emerged across all inter-
views and which was general for most of the experi-
ences described by the participants was the 
influence of the time before spousal death. 
Although all participants were asked to tell how it 
had been for them since they lost their spouse, they 
generally spoke about both the time before and after 
the spousal death throughout the interviews and 
across different topics. This was especially true 
regarding the circumstances around the spousal 
death (see description below), however, not 

exclusively around this topic. For an example, it was 
also stressed that participating in activities was 
important not only after becoming a widow(er), but 
also during a long course of illness of a spouse, to 
maintain one’s own mental health and well-being. 
Similarly, also having been able to deal with practi-
calities, such as the will, perhaps selling of the house, 
etc. prior to spousal death was mentioned as impor-
tant for the bereaved. These examples were men-
tioned as important, as they influenced on the 
mental health and well-being of the widow(er), and 
thus how one was able to cope with being widowed. 

(I) The circumstances around spousal death

You can say, that the process actually begins towards 
the end where she is still alive but isn’t really present 
at this planet anymore. (participant 1) 

This was the most prominent category, taking up 
most of the time in all interviews. All participants 
started out by talking about the circumstances around 
the spousal death and subsequently the time after 
death.

Most participants had experienced a course of ill-
ness of the spouse before his or her death. All the 
participants where the spouse have had a long course 
of illness explained that this was straining. Some men-
tioned that being a caregiver was a burden in several 
ways. On one hand, you were already alone because 
you had all the responsibilities around the household. 
On the other hand, you were tied, as the spouse 
depended on you day and night. Therefore, some 
mentioned that becoming widowed was a relief. 
Others did not mention the feeling of relief but 
emphasized that the course of illness before the 
death of the spouse had drained them from all 
energy. One widow said after describing a long course 
of illness: “all that did that in the time of grief I had no 
energy” (participant 2). Besides not having the energy 
to cope with grief, some mentioned, that they had 
deliberately postponed dealing with their own health 
problems because they needed to be able to take 
care of their spouse: “That is also why I postponed 

Table II. Categories and related codes from the qualitative analysis.
I. Circumstances around spousal death II. Mental Health and well-being III. Physical Health

• Issues due to sudden death
• Issues due to a long course of illness
• Thoughts about regret and guilt

• Loneliness
• Anxiety
• Speculations
• Feeling tired
• Difficulties Sleeping
• Suicidal thoughts
• Stress
• Grief

• Physical constraints
• Lack of energy
• Affects mental health and well-being

IV. Activities V. Practicalities VI. Social relations
• Facilitator of well-being
• Activities in the community

• Practicalities concerning the death of the spouse
• Responsibilities and duties

• Emotional support
• Practical support
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my surgery because I knew that if I had to undergo 
surgery, then I wouldn’t be able to drive a car” 
(participant 2).

Some of the thoughts which occupied the partici-
pants were thoughts about regrets and guilt concern-
ing their actions around the death of the spouse. One 
mentioned that this was tormenting her, and “in the 
beginning it was both grief and the feeling, that I failed 
him. That was the worst. (participant 2)” Some partici-
pants mentioned things they regretted not doing 
differently or having thoughts about whether or not 
things would have been otherwise, had they done so.

Some participants mentioned that they experi-
enced poor professional support during the spouse’s 
illness. Three participants who had been working in 
health care felt that professional mistakes and humi-
liating approaches in the treatment of their spouse 
were overwhelming for them and degrading for their 
spouse. This made them feel unsafe and spend even 
more time caregiving.

On the contrary to a long course of illness, those 
who experienced sudden death of their spouse men-
tioned not having said goodbye as the worst thing. 
They did, however, also mention that they felt relief 
that the spouse did not suffer a long and painful 
course of illness. 

(II) Mental health and well-being

I can tell you, as a widow it is pure survival everyday 
(participant 2). 

The mental health and well-being of the participants 
was discussed in all of the interviews. Within this 
category, eight codes emerged representing different 
emotions and problems related to the participant’s 
mental health and well-being. The codes were lone-
liness, anxiety, speculations, feeling tired, difficulties 
sleeping, suicidal thoughts, stress, and grief.

Most participants expressed being widowed as difficult. 
Loneliness was mentioned as the worst thing being 
widowed: “that is probably the loneliness. I’m still left with 
that, when I have been somewhere, out for a walk or some-
thing else, and step inside and close the door. Then, this total 
silence. Boo! You step inside, and there is completely silent 
and empty” (participant 4). This silence was mentioned by 
several participants. They emphasized the feeling that you 
did not have someone to talk to, and to experience things 
in life with. Some participants associated this with being 
lonely, whereas one participant said: “I don’t feel that I am 
lonely, but I do miss that counterpart to talk to, and be with, 
and to tell things when I have experienced something” (parti-
cipant 9). Thus, being alone and feeling lonely was experi-
enced differently by the participants.

The silence and emptiness had made some of the 
widows more anxious than before the spouse had 
died, as they no longer felt safe when it was dark 
outside. This hindered one widow from participating 

in social events and activities, if it meant that she 
would be going home in the dark.

Some participants mentioned that participating in 
social events was especially difficult because people 
would often come as a couple, and you would feel 
like the odd one. Furthermore, the holidays and week-
ends were mentioned as especially difficult. This was 
both due to the fact that you would often feel even 
more alone, if you did not have someone to be with. It 
was exemplified that if you did not have any invita-
tions then you would just be alone, whereas when 
you were a couple, you always had each other.

Being alone most of the time gave rise to more 
speculations than usual. Speculations about one’s 
identity and wishes for the future were mentioned. 
A few participants even said that suicidal thoughts 
had been present. One mentioned that she had had 
thoughts of suicide because it would be the easy 
choice: “then I wouldn’t have to be alone with all the 
speculations about the house and stuff (.) you have to 
maintain it etc. and we used to be together in this. 
I would escape from that if I was not here” (partici-
pant 6). 

(III) Physical Health

It is difficult to keep your spirits up when you are not 
well, I think (participant 5). 

It was mentioned, that physical health problems were 
an important factor of how one is able to manage 
widowhood. One mentioned that the practical 
responsibilities around the house felt even more bur-
densome, because she was not physically well, and 
therefore could not handle this.

Furthermore, participants mentioned poor health 
as an important barrier for engaging in social activ-
ities, both due to not having the energy to participate 
and due to physical constraints, such as not being 
able to drive a car, which prevented them from 
going places.

Some mentioned that poor physical health was 
associated with not having any energy, and this 
made you more likely to sit at home, “feeling sorry 
for yourself” (participant 5), affecting the mental health 
and well-being in a negative way.

On the other hand, a participant who was physi-
cally well mentioned that this was an important facil-
itator for her well-being: “I have no reason to complain, 
and this has something to do with the fact that I am 
pretty fit. I can take care of myself, take a walk when 
I want and so on, and that is nice, and I am not 
dependent of others” (participant 3). 

(IV) Activities

I do a lot of things. I don’t know if it is to just forget 
about it, but I don’t think you should just sit at home 
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and be bored and sad. And I think, that every time 
you talk to someone, no matter what you talk about, 
then it helps. But also, just getting outside, take 
a walk, or a trip on the bicycle, that is also nice 
(participant 9). 

Participating in activities was mentioned as an important 
facilitator of well-being not only in widowhood but even 
before the death of the spouse during a long course of 
illness. Participating in activities was said to help keep up 
one’s spirits, as “it doesn’t help if you just sit and feel sorry for 
yourself all the time. The mood doesn’t get better from that” 
(participant 5). Activities mentioned were physical activities 
such as walking groups and gymnastics, as well as social 
activities. The structure of the social activities varied 
depending on where the participants lived. One high-
lighted, that they had a monthly morning assembly in 
the local senior citizens centre with singing and coffee. 
Others mentioned that the senior citizen house in their 
community had such morning assemblies everyday with 
breakfast and coffee available. Also volunteering in social 
activities, such as being a part of the group who made 
coffee for the morning assemblies, as well as volunteering 
in various kinds of executive committees and clubs was an 
important way of keeping one’s mind busy.

It was mentioned that having activities in the commu-
nity was important, as physical health problems could be 
a barrier for participating if activities were not nearby. It was 
furthermore mentioned by several participants, that espe-
cially the summertime, weekends and holidays were diffi-
cult because most of the activities were on a break, which 
made time seem longer: “There are just not so many of these 
things now that it is summer. Some says that it is much easier 
now that the weather is fine, and we can go outside and it 
kind of is. But I would almost say that I feel lonelier now, 
because there is nothing you can do. Everything just stops 
now for 3–4 months” (participant 4). 

(V) Social relations

I have realized more and more just how important 
family and good friends are (participant 1). 

All participants mentioned the importance of social 
relations, that is, family, friends, and neighbours. 
Social relations were important both during the 
course of illness before death of the spouse, immedi-
ately after spousal death, and during widowhood. The 
importance of social relations was mentioned regard-
ing practical and emotional support.

Several participants mentioned the need for help doing 
practical things. One widow who did not have kids of her 
own living nearby expressed, “my husband had two kids (.) 
but it is not the same. Yes, they are visiting me, and they are 
kind and stuff, but they are not so keen on helping” (partici-
pant 5). Having family nearby was mentioned as important 
for some participants because they could easily come 
around, if the participant needed help. On the contrary, 
a participant who did not mention any need for practical 

support, stated that having frequent phone and video-calls 
compensated for the distance to his family sufficiently.

Having good friends and neighbours in the com-
munity was furthermore important, as they were 
someone to share activities with and could also help 
with practical things.

Furthermore, family and friends were mentioned as 
being important as emotional support. One widow 
expressed thoughts about wanting to move nearer 
her family, whereas another stated, that she did not 
want to move to another town because of her social 
relations in the community, despite her kids not living 
nearby. The participants did not express differences in 
the emotional support received from family and 
friends, respectively. In contrary, the important factor 
in terms of emotional support was talking to someone 
who had known the deceased. Some expressed that 
they tried to protect their kids from their worries, 
because they had also lost a parent.

Most participants expressed worries of being 
a burden to family and friends. They mentioned that 
having to be the one to initiate contact made them 
feel uncomfortable, as they worried that they were 
intrusive. Some stated that they were disappointed of 
some friends as well as the family of the deceased 
because they did not reach out. One widow expressed 
that it made her feel as if she was not only bereaved 
from her spouse but also his friends and family: “I 
have also lost his family. I have no contact to them, 
so to say. You get tired from always calling and being 
the one reaching out (. . .) Yes, so it hurts me, that they 
are not there for me just slightly, my husband’s family” 
(participant 6).

Several participants mentioned their experiences 
participating in bereavement support groups facili-
tated by patient support groups or the local churches. 
The participants expressed different experiences of 
these groups. One mentioned that listening to the 
stories of others was overwhelming when you are 
filled up with your own loss. Another mentioned 
that she was not comfortable opening up to so 
many people. A third mentioned, that participating 
in the bereavement support group was helpful while 
it lasted and speaking to like-minded was important 
but: “you could have imagined that they were someone 
you would continue seeing or such, but it wasn’t like 
that at all” (participant 5).

The general practitioner and a psychologist were 
mentioned as valuable emotional support managing 
widowhood. One pointed out that speaking to 
a professional was valuable because they did not 
know the deceased and were not emotionally 
engaged themselves: “just talking to someone, who is 
not emotionally engaged in any way. It is as if it is 
better to explain it to someone who doesn’t know. 
I mean, others . . . even if they were not the closest 
friends, they still knew him” (participant 6).
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(VI) Practicalities

You have the complete responsibility for everything, 
whereas you had divided duties and responsibility 
before (. . .) that is a little hard to get used to 
(participant 8). 

The final category was practicalities. Practicalities 
were an issue both before and after spousal death. 
The many practical things to take care of just after the 
spouse had died such as the funeral were mentioned 
by almost all participants. Having to clean up and 
remove the deceased spouse’s stuff such as clothing 
was a huge task. Some stated that this was chaotic 
and that they needed huge support from friends and 
family to take care of this.

Furthermore, dealing with the practical things 
around the household after the husband’s death was 
mentioned by some of the widows as a big issue, for 
an example having to take care of the practical tasks 
which the deceased spouse used to do and being 
alone with all the responsibility was a burden. 
Furthermore, economy was an issue of concern for 
some widows because it was the deceased husband 
who took care of this. Economy was also mentioned 
as a concern for the future. One widow further elabo-
rated this, explaining “I actually have the same 
expenses as when we were two” (participant 4).

On the contrary to these issues of practicalities, it 
was mentioned that having been able to talk about 
death with the deceased and having taken care of 
practicalities such as selling the house was a burden 
off the widowed persons’ shoulders. Some partici-
pants on the other hand mentioned that having 
something practical to do made things easier in the 
beginning, and that it was not until this was over, that 
widowhood became difficult.

Similarly, a widow explained that having shared 
the responsibility of the economy and the practical-
ities around the household while the husband lived 
made it easier for her to manage widowhood: “there 
are so many things we do and have done together and 
talked about and such things and even now in the end, 
I don’t feel like there was anything that I did not master 
and were a part of, and I think that is a huge advan-
tage” (participant 3).

Two out of the three widowers mentioned that 
having a healthy economy made things easier for 
them.

Quantitative analysis

Sample characteristics
A total number of 1,095 participants from the Lundby 
study were included. Of these 16.3% (n = 179) were 
widowed. There were significantly more women 
(n = 144, 80.5%) in the widowed group than the 
married group (n = 457, 49.9%) (p < 0.001). The 

widowed people were significantly older than the 
married people with a mean age of 75.8 years (SD 
0.75) versus 62.8 years (SD 0.32) in the married group 
(p < 0.001) and were more often retired (including 
early retirement) than the married (p < 0.001). 
Furthermore, they were more often of lower socio-
economic status than the married (blue-collar vs. 
white collar, p < 0.001). Missing data varied between 
7.8% and 28.5% in the different measures. Married 
participants had most missing data.

Quantitative proxies for qualitative experiences of 
widowhood
We identified questions in the 1997 Lundby question-
naire that served as quantitative proxies for the qua-
litative categories and codes described above. It was 
not possible to examine all categories and codes 
quantitatively as they were not all covered in the 
Lundby study. The questions identified in the 
Lundby study and the qualitative category for which 
they served as proxies are presented in 
Supplementary File 2.

Quantitative associations by marital status
We examined how the quantitative proxies for the 
qualitative categories and codes, representing the 
experiences described by the widowed people, were 
distributed in married and widowed people, respec-
tively (see Table III). We found evidence that some of 
the experiences described by the widowed people in 
the qualitative interviews, were more frequent in 
widowed people compared to married people accord-
ing to the quantitative proxies in the Lundby Study.

Overall, widowed people had more often had an ill 
spouse than the married people (p < 0.001) and 
widowed people had more often experienced a crisis 
or severe adversity since last follow-up (p < 0.001).

Regarding the qualitative category “mental health 
and well-being”, we found evidence that widowed 
people scored poorly compared to the married peo-
ple: Widowed people had more often had mental 
health problems since last follow-up compared to 
married people (p = 0.001). They were less satisfied 
with life (p < 0.001) and were more often lonely 
(p < 0.001). They had poorer quality of sleep 
(p < 0.001) and tired more easily than the married 
people (p < 0.001). There was no evidence of an 
increased occurrence of suicidal thoughts or attempts 
in widowed people compared to married people.

Regarding the qualitative category “physical health 
problems”, we found evidence that widowed people 
had more often experienced physical health problems 
than married people. They had more often cardiovas-
cular diseases (p < 0.001), pulmonary diseases 
(p < 0.05), disease of CNS (p < 0.001), cancer 
(p < 0.001) and other diseases (p < 0.001).
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Table III. Categories of experiences (listed as I–VI) reported by widowed people in the qualitative interviews. the occurrence of 
these experiences is quantitatively examined in widowed people compared to married people in a population-based sample by 
using quantitative proxies for the qualitative categories (I–IV).

Widowed Married p-Value*

I. Circumstances around spousal death:
Spouse has been ill since last follow-up** (n, %) <0.0011

Yes 132 (86.3) 446 (601)
No 21 (13.7) 296 (39.9)

II. Mental Health and Well-being
Crisis or adversity since last follow-up**(n, %) <0.0011

Yes 113 (69.8) 272 (35.2)
No 49 (30.3) 501 (64.8)
Mental Health Problems since last follow-up** (n, %) =0.0011

Yes 61 (37.0) 191 (24.7)
No 104 (63.0) 582 (75.3)
Suicidal thoughts since last follow-up** (n, %) =0.1171

Yes 12 (8.0) 33 (4.8)
No 138 (92.0) 653 (95.2)
Quality of sleep at the moment (n, %) <0.0012

Good 81 (51.3) 497 (68.1)
Fairly good 40 (25.3) 156 (21.4)
Poor 37 (23.4) 77 (10.6)
Satisfied with life at the moment (n, %) <0.0012

Good 108 (67.5) 655 (84.3)
Fairly good 43 (26.9) 94 (12.1)
Poor 9 (5.6) 28 (3.6)
Feels as vital as peers (n, %) =0.6642

Feels more vital than peers 53 (35.8) 216 (33.0)
Feels just as vital as peers 78 (52.7) 366 (55.9)
Feels less vital than peers 17 (11.5) 73 (11.2)
Feels restless (n, %) =0.8002

Often 21 (13.5) 91 (12.4)
Sometimes 33 (21.2) 184 (25.0)
Rarely or never 102 (65.4) 462 (62.7)
Tire easily (n, %) <0.0012

Often 45 (28.5) 126 (17.1)
Sometimes 42 (26.6) 159 (21.6)
Rarely or never 71 (44.9) 452 (61.3)
Feels nervous (n, %) =0.9452

Often 18 (11.3) 82 (11.1)
Sometimes 18 (11.3) 91 (12.3)
Rarely or never 123 (77.4) 569 (76.7)
Feels lonely (n, %) <0.0012

Often 39 (24.7) 26 (3.5)
Sometimes 43 (27.2) 69 (9.4)
Rarely or never 76 (48.1) 641 (87.1)
Cries easily (n, %) =0.0722

Often 51 (32.7) 190 (25.6)
Sometimes 35 (22.4) 172 (23.2)
Rarely or never 70 (44.9) 380 (51.2)
Feels forgetful (n, %) =0.0752

Often 36 (22.8) 111 (15.0)
Sometimes 53 (33.5) 280 (37.7)
Rarely or never 69 (43.7) 351 (47.3)

III. Physical health
Cardiovascular disease (n, %) <0.0011

Yes 90 (50.3) 270 (29.5)
No 89 (49.7) 646 (70.5)
Pulmonary disease (n, %) =0.0211

Yes 29 (16.2) 94 (10.3)
No 150 (83.8) 822 (89.7)
Cancer (n, %) <0.0011

Yes 24 (13.4) 50 (5.5)
No 155 (86.6) 866 (94.5)
Diseases of CNS (n, %) <0.0011

Yes 65 (36.3) 216 (23.6)
No 114 (63.7) 700 (76.4)
Infections (n, %) =0.0551

Yes 18 (10.1) 56 (6.1)
No 161 (89.9) 860 (93.9)
Other (n, %) <0.0011

Yes 119 (66.5) 423 (46.2)
No 60 (33.5) 493 (53.8)

IV. Activities
Employment status (n, %) <0.0011

Retired 148 (83.2) 374 (47.2)
Early retirement (disability pension) or unemployed 11 (6.2) 76 (9.6)
Labour market active 19 (10.7) 342 (43.2)
Participates in activities =0.5331

(Continued )
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We found no evidence of differences between mar-
ried and widowed people in the proxies used for the 
categories “social relations” or “activities” (see 
Table III).

Discussion

The study identified six qualitative categories repre-
senting experiences of widowhood expressed by the 
participants in the interviews. The categories were 
concerned with the importance of the circumstances 
around spousal death, mental health, physical health 
and how this was associated with mental health and 
well-being in widowhood, as well as the importance 
of social relations, participating in activities and prac-
ticalities as an issue in widowhood. The study further-
more examined the transferability of the findings and 
how the categories were quantitatively associated 
with widowhood by comparing the occurrence of 
these categories in widowed and married people in 
another sample. The study found quantitative evi-
dence, supporting the qualitative experiences 
described by the widowed people, that both physical 
and mental health problems are frequent and impor-
tant in widowhood.

An overall interesting finding of the qualitative 
interviews was the importance of the time before 
spousal death. Although the opening question of all 
interviews concerned the time after the spouse had 
passed away all participants started by telling the 
story concerning the time before spousal death. In 
general, the most prominent category in the qualita-
tive interviews was the circumstances around spousal 
death, which took up a lot of time in all interviews. 
However, the focus around the time before spousal 
death was not exclusively concerned around the cir-
cumstances around the death of the spouse but con-
cerned most of the categories. Participants who had 
experienced a long course of illness mentioned this as 

straining, taking all their energy, which made becom-
ing widowed even harder. Experiences of sudden 
death, however, were also mentioned as difficult 
because the widowed were not prepared for death 
and did not get to say goodbye. It was not possible to 
quantitatively examine the influence of the circum-
stances around spousal death in the Lundby study as 
there was no information on the cause of spousal 
death. Future cohort studies should examine how 
the circumstances around spousal death are asso-
ciated with adverse outcomes of health in widow-
hood. Unexpected death has been suggested to be 
worse regarding outcomes of grief and mental health 
(Sasson & Umberson, 2014; Siflinger, 2016). Carr et al. 
(2001) however found that also deaths that were 
forewarned more than 6 months ahead were asso-
ciated with increased anxiety at 6 and 18 months 
after spousal loss, reflecting a more complex relation-
ship than previously suggested. This is in line with our 
qualitative findings that both expected and unex-
pected death affected the outcome of mental health 
and well-being in widowhood, although the thoughts 
and symptoms related to the circumstances of the 
spousal death might be different. Participants who 
had been able to talk about death with their spouse, 
as well as participants who had not been able to do 
this, expressed this as important for their mental 
health and well-being after the spouse died. Carr 
et al. similarly found that having discussed death 
with the spouse was associated with lower levels of 
intrusive thoughts (Carr et al., 2001).

Widowed people expressed that physical health 
problems affected the mental health and well-being 
in widowhood. Our quantitative analysis showed that 
physical health problems were significantly more 
common in widowed people than married people 
for almost all disease categories, except infections. 
Wilcox et al. (2003) also showed poorer physical 
health in widowed people compared to married 

Table III. (Continued). 

Widowed Married p-Value*

None 10 (6.3) 29 (3.8)
Few 126 (79.8) 613 (80.0)
Many 22 (13.9) 124 (16.2)

V. Social relations
Number of children (mean, SD) 2.17 (0.13) 2.06 (0.05) =0.3523

VI. Practicalities
Socioeconomic status (n, %) <0.0011

Blue-collar 115 (64.3) 471 (51.4)
White-collar 33 (18.4) 334 (36.5)
Self employed 31 (17.3) 111 (12.1)
Shared responsibility with spouse (n, %) =0.2912

Poor 10 (6.5) 46 (6.2)
Fairly good 12 (7.8) 100 (13.6)
Good 132 (85.7) 592 (80.2)

1Chi-squared test, 2chi-squared test for trend, 3independent samples t-test 
*Missing data varied between 7.8%–28.5% (missing data not shown). All comparative analyses were conducted by listwise deletion of missing data. 
**Data is from the 1997 Lundby follow-up. The phrasing “since last follow-up” in the questions refers to the previous follow-up in 1972. 
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people. Interestingly, they found that this was evident 
already at baseline (Wilcox et al., 2003). This could 
indicate that the poorer physical health seen in 
widowed participants is already present at the time 
the participant becomes widowed and perhaps even 
before.

Some participants who have had an ill spouse 
expressed that they had deliberately postponed tak-
ing care of their own health problems, because this 
was inconvenient during the spouse’s illness. This 
finding is supported in a previous study of 21 care-
givers (DiGiacomo et al., 2013). This could be a part of 
the explanation for the health disparities by marital 
status shown previously (Wilcox et al., 2003), which 
we have also shown in the quantitative examination.

Similarly, widowed people have higher levels of 
depressive symptoms already before widowhood 
compared to those who remain married (Sasson & 
Umberson, 2014). We found in the Lundby sample, 
that widowed people had significantly more often 
experienced mental health problems since the last 
follow-up than the married. This is in line with pre-
vious research, showing that widowed people have 
a high prevalence of depression and anxiety disorders 
(Kristiansen et al., 2019a, 2019b; Onrust & Cuijpers, 
2006), and that depression and depressive symptoms 
are more common in widowed people than in married 
people (Schaan, 2013).

In relation to mental health and well-being, the 
widowed participants in the interviews furthermore 
expressed difficulties sleeping, restlessness, having 
problems concentrating and remembering as well as 
feeling tired. Our quantitative analysis of the Lundby 
sample showed that these symptoms were more com-
mon in the widowed than in the married (although 
nonsignificant regarding restlessness and forgetful-
ness). The participants in the qualitative interviews 
expressed a connection between physical health and 
mental health and well-being, for an example because 
physical health problems hindered them participating 
in social activities, leading to increased loneliness and 
more time for speculations. Utz et al. similarly found 
that self-reported physical health was correlated to 
grief and depressive symptoms (Utz et al., 2012), sup-
porting the experiences by the widowed participants 
in our interviews. Similar to the study by Wilcox et al. 
(2003) they did not find significant changes of self- 
reported health over time but found that baseline 
health and health during the first months of widow-
hood were most important for the mental health out-
comes (Utz et al., 2012).

Strengths and limitations

The study used an exploratory sequential mixed 
methods approach combining a Danish qualitative 
interview study with a Swedish cohort study. 

Although we consider the combination of cross- 
countries qualitative and quantitative data 
a strength of the study the method also had some 
limitations. The study used a sequential approach to 
ensure independency within the two studies. That is, 
assessment of the quantitative data in the present 
study was not conducted until the qualitative analysis 
was completely finished. However, the Lundby study 
was conducted prior to the qualitative study. 
Consequently, it was not possible to influence on 
the questions asked in the Lundby study. Although 
this is a strength regarding independency of the data 
it also had the consequences that it was not possible 
to examine all the findings from the qualitative inter-
views quantitatively in the Lundby study. Each of the 
Lundby questions that were used in the quantitative 
analysis was concerned with the same topic as the 
category and code for which it served as a proxy. 
Nonetheless, we could not influence on the phrasing 
of the questions, and thus, although they served as 
useful proxies, the questions were not exactly the 
same as what has been mentioned by the widowed 
participants in the qualitative interviews. Although 
this does limit the possibilities for us to verify all our 
qualitative findings quantitatively, this also ensures 
independency within the two studies, strengthening 
the implications of any association found and thereby 
the trustworthiness of the study, as the findings are 
consistent despite the two studies being conducted in 
two different countries (although similar in many 
ways) and almost 20 years apart.

A limitation of the study is missing data. For the 
measures examined the distribution of missing data 
varied from 7.8% to 28.5%. Missing data were not 
evenly distributed by marital status and was for 
most measures highest in the married group. 
Although this indicates that data are not missing at 
random, comparative analyses have been performed 
by listwise deletion of missing data. We have no 
reason to believe that marital status itself influenced 
on whether or not participants answered the ques-
tions in the Lundby study, as data were not gathered 
in relation to marital status. An explanation could be 
that people who experienced negative outcomes 
regarding a question were more likely to answer the 
question than people who did not experience the 
phenomena in question. As widowed participants 
did score more negatively in most measures exam-
ined, this could explain some of the disparity in the 
distribution of missing data.

Also, the qualitative part of the study has some 
strengths and limitations. All interviews were con-
ducted by the first author. Her experience and interest 
within mental illness as well as preunderstanding of 
adverse effects of widowhood might have impacted 
the interviews. This was sought minimized by keeping 
the opening question open ended and generally 
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following the story the participants decided to tell, 
ensuring a rich description from the participants’ own 
perspectives (Kvale & Brinkmann, 2009).

Furthermore, the analysis was partly iterative, that 
is, interviews were read and discussed between two 
investigators with different experiences and preun-
derstandings and themes identified in this process 
were sought explored in the subsequent interviews. 
Although the iterative analysis could potentially have 
steered the interviews in a certain direction, the inter-
viewer ensured to only ask elaborately if the themes 
were mentioned by the participants themselves or 
could be introduced as a natural part of the conversa-
tion for an example if the participant did not have 
more to tell themselves. As such, asking about these 
themes did not hinder the participants from sharing 
their own perspectives first and did therefore not 
influence the reaching of data saturation. On the 
other hand, the iterative analysis strengthened the 
credibility of the analysis, as discussing the interviews 
increased the self-awareness of the interviewer in 
terms of the influence of her preunderstanding and 
possible biases due to this (Elo et al., 2014).

Finally, the investigators participating in the analy-
sis had different backgrounds, experiences and pre-
understandings, and the coding and abstraction was 
conducted while discussed by all three investigators 
ensuring different perspectives, while keeping 
a descriptive focus as close to the participants’ own 
words and phrasings as possible (Chafe, 2017), in 
order to ensure conformability of the findings (Elo 
et al., 2014).

The participants in the qualitative part of the study 
were purposeful sampled, in order to have different 
experiences and perspectives on becoming widowed. 
Therefore, there were no specific inclusion criteria 
except age, duration of widowhood, and being able 
to speak Danish. We consider this a strength of the 
study. Nonetheless, the sampling method also has 
some limitations. First, defining that the persons had 
to be widowed for less than two years is likely to have 
influenced the findings. Studies have shown that 
although it remains high for up to ten years of widow-
hood, adverse effects on mental health decreases over 
time (Kristiansen et al., 2019b) Therefore, the experi-
ences described by the participants regarding for an 
example mental health and well-being might have 
been different if the study included people who had 
been widowed for longer periods. Similarly, some of 
the participants were recruited through care contacts 
with their general practitioner, and some through 
contact with the psychiatric facility. Others were 
recruited from the community. Even though none of 
the contacts was due to a bereavement-related issue, 
it could still be that the participants that had been in 
contact with their general practitioner or the psychia-
tric facility were more severely affected by their grief 

than the participants who were recruited from the 
community—this was however not evident to the 
interviewer, who on the contrary experienced 
a variety of the overall experiences described not 
depending on the recruitment method. As such, we 
consider using different settings for recruitment 
a strength of the study, as this ensures a more varied 
picture of the experiences of widowhood.

Similarly, a major strength of the Lundby study is 
that the study is population based, examining traits 
and adverse outcomes in a non-patient population, 
making it representative of the background popula-
tion (Henderson & Jablensky, 2010; Nettelbladt et al., 
2005). Thus, the results of this study are not patient 
specific or restricted to certain circumstances of 
becoming widowed as they reflect general experi-
ences of widowhood in a community setting. 
Furthermore, the verification, that at least some of 
the experiences expressed in the qualitative inter-
views, also occur in widowed people in a different 
sample, in a different point in time and even another 
country makes it reasonable to make more general 
conclusions based on the findings. As such, we 
believe the data show both high dependability as 
well as transferability, contributing to high trust-
worthiness of the study (Elo et al., 2014). We consider 
this is a major strength of our study.

Implications of the findings

The study showed that there is an association 
between physical and mental health in widowhood. 
As previous studies suggest that widowed people 
already have poorer health outcomes prior to becom-
ing widowed (Wilcox et al., 2003) this association calls 
for further attention. Our finding that the widowed 
participants experience the circumstances around the 
spousal death as well as the time before spousal 
death in general to be important for their later well- 
being could be a possible pathway into understand-
ing some of the adverse effects of health seen in 
widowhood. This is an important finding, and future 
studies should focus on examining the influence of 
the time before spousal death and the circumstances 
around spousal death on mental and physical health 
outcomes in widowhood.

Conclusion

The experiences of widowhood were concerned 
around six categories including circumstances around 
spousal death, mental health and well-being, physical 
health, activities, practicalities and social relations, of 
which the circumstances around spousal death 
seemed to be the most prominent. In general, the 
time before spousal death was important to how 
one experienced being widowed. This is important 

INTERNATIONAL JOURNAL OF QUALITATIVE STUDIES ON HEALTH AND WELL-BEING 13



as future studies and interventions should focus not 
only on the time after spousal death but begin 
already before the loss of the spouse.

Being physically ill negatively affected mental 
health and well-being in widowhood, partly because 
it affected the ability to participate in activities and 
social relations. This is important, as both physical and 
mental health problems are frequently occurring and 
are more common in widowed people than married 
people.
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