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Gender Differences in Depression in Later life Widowhood: Widowers’ and Widows’ Perspectives

Abstract

Background: To investigate a) whether Interview-Reported Depression (IRD) is correlated with questionnaire-assessed depression; b) relationships between coping and caseness; c) if different measurement types predict coping; d) if gender influences the relationship between coping and assessment measure?

Method: Mixed methods assessed depressive feelings in older widow(er)s. Participants were interviewed about their experiences and completed two depression questionnaire assessments, the Symptoms of Anxiety and Depression Scale (SAD: Bedford et al., 1976) and the Hospital Anxiety and Depression Scale (HADS: Zigmond & Snaith, 1983). A measure of IRD was devised. Analysis included ANOVA, loglinear analysis, and logistic regression. 
Results: There was an IRD main effect for both SAD and HADS indicating that IRD is correlated with questionnaire-assessed depression. There were significant loglinear interactions for all measures with coping.  All assessment types predicted coping. Gender was found to be influential: IRD predicted coping, only in men; HADS only in women. 
Conclusion: A variety of measures are valuable in assessing depression and coping in older widow(er)s. However, gender differentially influences the relationship of caseness and assessment measure and predictions of coping. It is suggested that there is benefit in taking gender into account when choosing assessment measures, in for example, primary care settings.

Gender Differences in Depression in Later life Widowhood: Widowers’ and Widows’ Perspectives

Introduction
Spousal bereavement is one of the most stressful life events older people may face. A number of studies have shown that depressive feelings are elevated in widowed people (Bennett, 1997, 1998; Gallagher et al., 1983; Zisook et al., 1997). Bennett (1997, 1998) found elevated levels of depression following bereavement both in the short and medium term amongst widowed people, when compared with their pre-bereavement levels and with their married counterparts. Although older women are reported to have higher levels of depression than men (Kessler et al., 1997; Pálsson et al., 2001), the gender effects are generally reversed in bereavement, i.e. depression is higher amongst widowers (see Stroebe & Stroebe, 1983). In a comprehensive review Stroebe et al. (2001) concluded that when only the most rigorous studies are considered widowers have higher levels of psychological disturbance than widows. Two of the studies they recommended are relevant here (Cramer, 1993; Umberson et al., 1992). Both were large-scale cross-sectional studies, using recognised measures of psychological disturbance (CES-D and GHQ), one conducted in the US and one in the UK. Using different analytical methods both concluded that psychological disturbance, termed depression by Umberson et al. (1992) and psychological distress by Cramer (1993), was greater in widowers than widows when compared to their married counterparts. 

One of the disadvantages of the reviewed work is that they considered all widows regardless of age, and thus did not focus on older widowed people, nor did they statistically control for age (there is evidence that depression increases with age in women, Bennett & Morgan, 1992). A number of studies have focussed on older adults (Chen et al., 1999; Lee et al., 2001). Chen et al. (1999) found that the relationship between gender and outcome from bereavement was complex. They found that in general widows had higher levels of depression than did widowers. However, amongst those widowers who had high levels of anxiety at 6 months there was a high level of suicidal ideation at twenty five months. In another study of older widowed people Gallagher et al. (1983) found that widows had higher levels of distress than widowers.  Taking the evidence of studies of widowhood in later life with those of widowhood in general, suggests age is an important factor in studies of widowhood.

In addition to studies which examine forms of distress such as depression, several also examine coping mechanisms and how these mechanisms relate to outcome. For example, Stroebe et al. (1988), found that locus of control beliefs predict recovery, with those with low internal control beliefs recovering more slowly than those with high internal control beliefs. Stroebe and Schut (1999) developed the Dual Process Model of Coping, which suggests that bereaved people engage in two forms of coping: loss-oriented; and restoration-oriented.  Stroebe and Schut (2001) reviewed theories of coping in relationship to bereavement and suggest that it is a valuable area of research for a number of reasons including the validation of assessment tools which are important in clinical settings. 

As Stroebe et al. (2001) point out, one of the difficulties in drawing firm conclusions is the array of methodologies and designs that are used in such studies. Some studies are prospective, other are not, some study one gender, some are short-term and some measure clinically defined depression whilst others measure distress (Bennett, 1997; Bennett, 1998; Byrne & Raphael, 1994; Gallagher et al., 1983; Lee et al., 2001; Zisook et al., 1997). Finally, even those studies which set out to measure clinically defined depression employed various assessment tools and are not easily comparable (Gallagher et al., 1983; Lee et al., 2001). 

It is possible to conclude from the review of the literature that the issue of depression amongst widowed people is unresolved. However, taking Stroebe et al.’s (2001) review into account the present investigation was designed to assess by means of both quantitative and qualitative methods, whether widowers report higher levels of depressive feelings than widows. This prediction is investigated as part of a larger study of the social and emotional consequences of bereavement and subsequent widowhood in older people. One of the advantages of this study over others is that it combines both qualitative and quantitative data for the same individuals carried out at the same point in time. This design allowed us to investigate current depressive feelings reported by older widows and widowers in a lengthy interview and relate these levels of current depression to the ratings obtained by standard clinical questionnaires (HADS; Zigmond & Snaith, 1983: SAD; Bedford et al., 1976). More specifically we addressed four questions: 

a) whether Interview-Reported Depression (IRD) is correlated with questionnaire-assessed depression; 

b) are there relationships between coping and caseness for depression assessment measures; 

c) do different measurement types predict coping; 

d) and finally running through the questions above, does gender influence the relationships between coping and assessment measure? 

Method

Participants

The participants were 46 widowed men and 46 women aged between 55 and 95 years (mean = 74) living in the North West of England. They had been widowed between 3 months to 60 years (mean 9.5 years).  Demographic details are summarised in Table 1.

________

Table 1 about here

________

Procedure 

The aims of the Older Widow(er)s Project were communicated to a diverse range of formal and informal groups of older people.  Contact was also made with other welfare organisations and agencies, social services and sheltered housing schemes, through whom links with widowed people were established. Interested individuals returned an ‘expression of interest’ form and were then sent further information and invited to talk about their experience of widowhood at interview. Two expressions of interest did not result in participation, and one male respondent completed the questionnaires only. The interviews were conducted by one of three interviewers and were tape-recorded, took place at the respondents’ homes, at a day centre or at the University of Liverpool and lasted between one and two hours.  The study was approved by the local ethics committee and confidentiality and anonymity were assured. Names have been changed to preserve anonymity. 

Figure 1 illustrates the order of presentation of the elements of the interview. Further details are provided below. However, it is important to note that the data utilised in this paper was taken from the box highlighted in grey and labelled ‘This Study’. 

________

Figure 1 about here

________

Selection Issues


Studies of widowhood, especially those using interviews, present a number of methodological challenges concerning selection. First, this type of work is only possible, and indeed ethical, with volunteers. Second, there is a danger that those who volunteer are not representative of the widowed population as a whole. For instance, participants who volunteer for interview studies may be those who are more articulate or who may have a particular agenda of their own regarding widowhood. Third, the sample size for qualitative interview studies is usually smaller than for quantitative work, and as a consequence the claims made by such studies are different. Finally, widowed people do not represent a homogeneous social group. We considered these issues carefully and have addressed them as far as is possible. Addressing the first two issues together, we engaged in extensive out-reach work to ensure that we did not recruit only those widowed people who always participate. Indeed, virtually all of our participants had not taken part in research before, many were recruited by word of mouth, or encouraged to participate by friends or support networks. It is clear from our transcripts that many of our participants were not highly articulate or well educated. With respect to sample size, the sample was small enough for in-depth analysis of interview data but was large enough for detailed statistical analyses. Participants came from a wide range of social and economic backgrounds, representing the diversity of Merseyside. Indeed, we carried out a comparison of socio-economic status of our participants with General Household Survey 2001 norms and found no significant differences (ONS, 2001). We were able to recruit equal numbers of men and women, this was despite the general difficulties found by researchers in this field to recruit men. Unfortunately our sample did not reflect ethnic diversity. We had attempted to recruit from minority ethnic communities but were, on this occasion, unable to do so (this is an issue which we intend to address in further work). The heterogeneity of the sample is, we believe, a strength. The sample reflected all socio-economic statuses and was also diverse with respect to age and length of time widowed. This diversity has meant that in work presented elsewhere, we have been able to examine factors such as age and length of bereavement and their influence on the experience of widowhood (see for example, Smith et al., 2003; Bennett, Hughes and Smith 2002; Bennett et al., in press).

The Interview


The interviews were semi-structured and were designed to elicit information on lifestyle and affect, by asking what the participants did and how they felt at specific times. Respondents were first asked factual information concerning age, length of marriage, widowhood and family relations. Secondly participants were essentially asked two questions (with supplementary questions) about their widowhood; what did you do; and how did you feel. These two questions were asked repeatedly following the chronology of events: married life prior to widowhood; the time around the death of the spouse; one year post-bereavement (for those who had been widowed for longer); and the present time. In addition, participants were asked their views on widowhood more generally – whether they thought widowhood was different for a man than for a woman; what advice they would give someone in the same situation as themselves; if anything would make life easier for them; and whether they thought the government or local authority could do anything to help widowed people.

Questionnaires


Participants also completed three questionnaires: Hospital Anxiety and Depression Scale (HADS: Zigmond & Snaith, 1983); Symptoms of Anxiety and Depression scale (SAD: Bedford et al., 1976); and the Cognitive Failures Questionnaire (CFQ: Broadbent et al., 1982), this is not discussed here. The first two of these measure personal disturbance (anxiety and depression). These two measures were used as they measure depression and anxiety in different ways. The 14-item SAD, derived from the Delusions, Symptoms and States Inventory (DSSI) was used (Bedford et al., 1976).  The SAD focuses exclusively on recent symptoms, and comprises two 7-item subscales relating to anxiety and depression respectively. The recognised clinical cut-off for depression is a total SAD score (anxiety and depression subscales combined) of 6 and a depression subscale score of 4. However, in a study of older populations the SAD was found to agree more reliably with clinicians’ judgements (84% of cases) where they used more conservative criteria of 8 (total score) and 6 (depression score) (Morgan et al., 1987). The HADS is a self-report questionnaire developed for non-psychiatric use, to detect adverse anxiety and depressive states. Participants are asked to choose an immediate response from four options for fourteen questions, to show how they have felt over the past few days.  The anxiety and depressive sub-scales are also valid measures of the severity of the emotional disorder. This measure has been found to function as an effective measure of anxiety and depression amongst older patients with major depression (Flint & Rifat, 2002). The anxiety and depression scales are considered independently. The clinical criteria for the HADS are: for depression a score of at least 8; and for anxiety a score of at least 8. In this study only the depression sub-scale is reported. 

Analysis 

To allow comparison of the interviews and questionnaire data, analysis of the interviews material was confined to ‘present time’. In addition it includes references to depressive feelings which are reported in the present tense elsewhere in the interview, since participants do not always stick strictly to the chronology of events. The interviews were coded using grounded theory and content analysis methods by three members of the team (see Bennett and Vidal-Hall, 2000, for a detailed description of the analytical technique). The codes which formed the theme depressive feelings were ‘suicide/was life worth living’, ‘depressed’, ‘heartbreaking’, ‘anguish’, ‘desperate’ and ‘devastated’. Participants were classified either as ‘Interview-Reported Depression (IRD)’ if they reported one of the codes listed above or ‘No IRD’ if they did not. Inter-rater reliability was assessed and agreement was found to be 80% between the coders.

As part of the larger study coping was assessed by expert reading of the interviews and assessment of non-verbal aspects of the interview. For example, coders looked for reports of medication, contact with primary care, not coping, and the non-verbal content of the interviews were taken into account. They were classified either as coping well or not coping well, these are referred to as Coper or Non-Coper, respectively. This assessment was made independently by two members of the team (GMH and KMB) and agreement was found to be 95%. 

A three-way loglinear analysis (Gender x Coping x IRD) was carried out on the interview data and significant results checked with Fisher’s exact, in order to assess significant associations. A three-way interaction in this analysis would indicate that IRD was relatively more often associated with successful Coping for one gender rather than the other. On the other hand a two-way interaction between Gender and IRD would indicate a particular response is associated with a particular gender. Two other three-way loglinear analyses (Gender x Coping x Criterion Depression) were carried out on the SAD and HADS data and significant results checked with Fisher’s exact, in order to assess significant associations. 
The analysis of questionnaire data focused on depression, i.e. only the depression sub-scales of the SAD and HADS are reported. SAD cases and non-cases were identified by the conservative criteria identified recommended by Morgan et al. (1987) (total SAD score (anxiety and depression sub-scales combined) of 8 and a depression sub-scale score of 6). For HADS the standard clinical criteria of a depression score ≥ 8 are used to classify participants as cases and non-cases (termed criterion depression). In addition, data from both the SAD and HADS depression sub-scales was treated as continuous data (termed depression score). Both the HADS and SAD data were skewed and as a consequence were transformed to normalise the distributions. The SAD was transformed using an inverse transformation (Skew before transformation = 2.48, Skew after transformation =  0.77) and the HADS using a square-root transformation (Skew before transformation = 1.51, Skew after transformation = –0.17) (Tabachnick & Fidell, 2001). All data discussed was thus transformed. 

Results

Twelve men and eleven women met the criteria for at least one measure of depression, IRD, SAD or HADS, this difference was not significant ()= 0.058, p = 0.81). The contingency tables show the responses of these men and women (Table 2). 

Analyses of Variance

To establish whether IRD is correlated with SAD or with HADS, and whether the relationships are influenced by gender two-way analyses of variance were conducted, with SAD and HADS as the dependent variables and gender and IRD as the independent variables. Results for SAD revealed a significant main-effect for IRD (F (1, 87) = 6.45, p = 0.013) but no main effect for gender and no interaction. With respect to HADS sample as a whole, significant main effects (F (1, 86) = 7.95, p = 0.006) were found for IRD, but no gender main effect and no interaction. The results indicate that IRD and both SAD and HADS are correlated but are independent of gender in these analyses. 

Loglinear Analyses
The interview data analysis, using three-way loglinear analyses (Gender x Coping x IRD), revealed a three-way interaction (= 6.72, p = 0.01). This is caused by IRD being a significant predictor of not coping in men (= 7.82, p = 0.01) but not in women (= 1.40, p > 0.1): seven out of twelve men (58%) who reported depression in the interview were classified as Non-Copers, whereas none of the three women (0%) reporting depression at interview were Non-Copers. Table 2 shows the frequency of response in each category: Gender x Coping x IRD.
________

Table 2 about here

________
The clinical criteria for SAD and HADS were used in these analyses. The SAD data analysis, using three-way loglinear analyses (Gender x Coping x SAD), revealed a Coping x SAD interaction (1)= 4.04, p = 0.045), but no significant three-way interaction. Results were checked using Fisher’s exact (p = 0.05). Non-Copers more often met the clinical criteria for depression than Copers, but reports of SAD did not distinguish between men and women. Similarly, analysis of the HADS data revealed a Coping x HADS interaction ( (1) = 4.41, p = 0.038), but no significant three-way interaction. Results were checked using Fisher’s exact (p = 0.042). Again, Non-Copers reported were more likely to meet the clinical criteria for depression than Copers, see Table 2. 
Logistic Regression

In order to further examine whether the three measures of depression predicted coping logistic regressions were conducted. The SAD and HADS data were continuous. In the whole sample all measures of depression (IRD, SAD and HADS) significantly predicted coping, see Table 3. For men, the best predictor of coping was IRD, although both SAD and HADS also predicted coping. On the other hand for women, only HADS significantly predicted coping. In all of these analyses Age was included but was never a significant predictor. 

______

Table 3

______
Interview Reported Depression Quotations

In order to understand the discrepancy between the interviews and the HADS/SAD better it is useful to examine exactly what the men say. Below are examples of the interviews with men: direct expressions of depression; expressions of deep sadness; and discussions of the pointlessness of life and suicide. Note readers should not try to total the numbers of respondents in each category, since some widowers report more than one category.

Devastated

Four men, whilst not mentioning the word ‘depression’ directly clearly describe feelings which would meet the ‘downhearted and sad’ criteria used by Berwick et al. (1991) in their brief assessment of depression. The first five quotes describe the pain of losing their wives. Only one of these men (M33) meets the criteria for depression. Although he uses the past tense when talking about these feelings, one might expect him to use the present (given his HADS depression score).
Devastated at the time. (M33, HADS Depression)

The quotes from the two men below illustrate the links between the earlier parts of the interview and that concerned with the present.  

Shattered .......The misery’s still there sometimes. (M13)

I was devastated obviously .... I couldn’t honestly get over it (M37)

They illustrate the thorough way the interviews need to be read in order to understand the sequence of events and whether the depressive feelings are current. 

Depression

Three of the men discuss feeling depressed. Two of these men report being prescribed medication. The first, from M 39, is written in the past tense, although it is clear from the part of the interview concerning present time that he is still depressed. He meets the criteria for both SAD and HADS depression:
he said you’re suffering from shock and depression and so he gave me these tablets. (M39, SAD & HADS Depression)

The other widower prescribed medication did not take it: 

Yes it’s peculiar – I don’t know whether it’s me but er I did go into a bit of depression about a year later and um er I did when I was working at L and I went to the doctor and he gave me some tablets and Edith turned round and she said these won’t ever do you any good which they didn’t. And um but the story is that I went into the chemists and they used to – this chemist was rather forthright and outspoken and there was a little old chap always used to sit in the corner of the counter on a chair so er chemist said to me what the so and so do you want these tablets for. Oh I said I’m suffering from depression. And the old chap says there’s only one way of getting rid of it. (…) Do some hard work. So I said I do eight hours. Oh he said but what do you do in the rest of your sixteen. He said get off home, either decorate – I had a decorator do it - or turn the garden upside down. And er he said er after you’ve done 16 hours of that you can go to bed and you’ll be absolutely in his words you’ll be absolutely knackered. So. Um. He said in about a month’s time you’ll feel it going out of your hair and your fingernails which it did. [Did it?] Yes. And I had – if I’d not spoken to those two chaps I’d of still been on tablets. (M26)

M2 quoted below who expresses his feelings very succinctly and meets the criteria for depression: 

Depressed. (M2, SAD & HADS Depression) 

Suicidal/Life Worth Living?

The final reports concern thoughts of suicide and questions of the value of life, six men discussed these issues either in the present tense or in the relevant part of the interview. The most poignant of these is M39, who we have mentioned earlier. He meets all the criteria for depression, and the study’s criteria for not coping. He is also one of the most recently bereaved respondents. It is his responsibilities which keep him alive. 

All I basically want to do is, every night I pray, pray to die so that I can be with her.  I just miss her and love her that much, it’s as though I just don’t care anymore.  I’ve lost all, everything I just don’t care I just want to die so that I can be with her.  I won’t take my own life because there is too many things I’ve got to do before that happens, before I die I won’t take my life.  There is too many people got to think back on. (M39, SAD & HADS Depression)

Other men talk about how little they value their lives now that their wives have died. M29 does not want to make a fuss about it, but nevertheless feels that his life is pointless. 

Well I think the main thing I feel – difficult to know exactly how to phrase it without it sounding melodramatic but I just don’t feel there’s any point in my life now. (M29)

M44 also reports that he no longer valued his life, and indeed still does not:

I very often thought about that yes, yes.  You know you, I didn’t really care whether I lived or die you know… Yes, yes, yes.  It’s hasn’t improved a lot really since you know, yes. (M 44, HADS Depression)

These examples from these three categories demonstrate that these men are reporting experiences which that at the very least resemble symptoms of depression. But as we have seen only half of the men quoted meet the clinical criteria defined for either the SAD and HADS. 

Discussion

In summary, with respect to the objectives the results are as follows: a) Interview-Reported Depression (IRD) is correlated with questionnaire-assessed depression; b) there were relationships between coping and caseness for depression assessment measures for all three measures (IRD, SAD and HADS); c) all assessment types predicted coping; d) gender was found to influence the relationship between coping and assessment measure. To elucidate d) in more detail: men were more likely, when assessed by IRD, to meet the criteria for caseness than were women; IRD was the only predictor of coping amongst men; and HADS was the only predictor of coping amongst women. However, the IRD questionnaire-assessment relationship was not influenced by gender as examined using ANOVA. In addition, when considering caseness, employing loglinear analyses, with respect to either SAD or HADS, gender was not significantly influential. 

Examining the first objective in more detail, the ANOVA results confirmed that IRD was correlated with both SAD and HADS. That conclusion is drawn from the IRD main effect found for both questionnaire assessment measures. This suggests that both IRD and SAD/HADS are measuring the same phenomenon, depression. This is an important finding given that the IRD measure is new and was devised in this study. It needs to be stressed that this measure was devised independently of the findings from the questionnaire assessment measures and indeed independently from the coping assessment. 

The second objective was to determine if there was a relationship between Coping and caseness, that is were those who met the criteria for depression more likely to be coping less well than those who did not. This was found to be case for all three assessment measures. Again this result is particularly important with respect to IRD since it is a new measure. 
The third objective was also met, since the findings demonstrate that all the measures of depression predict coping when examining the whole sample. Indeed, all these measures have similar predictive strength. These findings suggest that those people with higher levels of depression, however it is measured, are also likely to be coping less well. This confirms the findings of previous research which link depression to coping (see Stroebe et al., 2001 for a review). However, unlike most other studies it demonstrates this relationship across three different types of measurement within the same study and within the same participants. As Stroebe and Schut (2001) point out this is important in the development of assessment tools and important for clinical practice. 
The study finally wanted to examine the influence of gender on assessment and on the predictive value of those assessments on coping. The results from these analyses are more complex and warrant more detailed discussion. The results of the loglinear analyses, where the SAD and HAD clinical criteria were used, led to significant predictions of not coping. However, these were gender independent. However, this method missed many Non-Copers: 17% of the widowers who were classified as Non-Copers. On the other hand, the IRD method performed much better for the widowers: 58% of the Non-Copers were assessed as depressed. For widows, however, the IRD did not perform well: identifying 0% of the Non-Copers. This leads to the conclusion that IRD is particularly important for assessing depression in widowers but not in widows.
Gender was also examined in the context of coping in the logistic regressions where widowers and widows were examined separately. In these analyses the results were clearer. In the case of widowers only IRD was the best predictor. This indicates that for men IRD is a useful measure, and taken together with the results from the loglinear analyses suggests that there may be value in studying IRD further, and of considering why it should be added to the bank of assessment tools used in clinical practice. Some of these issues are discussed in more detail below. For widows, however, only HADS predicted coping. What can account for the improved performance of the HADS? The sample in this study are from a population who are for the most part not clinically depressed. Most of them however, have experienced depressive feelings at a sub-clinical level. If one uses the clinical criteria for depression for the SAD and HADS, then one is considering only a relatively small number of participants who meet those criteria. It is not surprising therefore, that such a procedure fails to predict most of the Non-Copers. However, when one uses the SAD and HADS as continuous measures it enables one to incorporate information about participants who have above average levels of depression but who do not meet clinical criteria. As a consequence the use of SAD and HADS as continuous data may be more informative.
The remainder of the discussion focuses on IRD since it is a new measure but also because it provided some of the most interesting results both with respect to coping and gender.  The crux of the issue may lie in the differences between clinical questionnaires and interview in the assessment of depression amongst widowed people. The results indicate that the interview assessment of depression may have a more important role in the detection of depression than the clinical questionnaire measures for the widowers. Clinical questionnaires are frequently used as an assessment tool because they are quick and easy to administer and for respondents to use. In many settings, especially in the community, this is advantageous. In assessing depression amongst widowed men this may be less valuable. For example, a number of our participants felt uncomfortable with the forced choice nature of the questions. They wanted to qualify their responses and provide clarification. However, neither questionnaire allows qualification. These opportunities are available within the interview, perhaps eliciting a more detailed and freer response. 

There are a number of potential advantages of the interview design in addition to qualifying and clarifying their responses. It enables them to provide some context for their feelings. For example, the widowers were often able to distinguish between feelings of grief and feelings of depression and particularly within the context of the life course. For example, Man 29 says “I don’t feel there’s any point in my life now. And that’s silly because I mean in a sense my life is no different from what it was before Jane died”. The length of the interview was an advantage in many ways. For example, it enabled the participants to follow a slow chronology, identifying aspects of their lives that they believed were relevant. In a long interview it becomes more difficult to sustain one’s public image. We are not arguing, however, that the interview was a subversive process, the men were clear about what was happening and they had the opportunity to have a copy of their transcript. One potential criticism of the interviews concerns the use of leading questions. The interviewers were highly experienced, avoided the use of leading and closed questions, used prompts as minimally as possible, and during elaboration by the participants responded only with backchannelling.

It was an intimate situation. Interviewees often talked about issues not previously discussed. This was remarked on and welcomed by the interviewees. For example, men widowed when their children were young had wanted to protect them (and we have subsequently had independent confirmation of this), other men explained that talking about their grief, even with other widowers, was not the done thing. In the context of this type of interview there was less need to maintain the ‘stiff upper lip’ so often reported amongst British men (Pickard, 1994). It could be argued that this intimacy would be maintained through the completion of the clinical questionnaires. However, we would argue that the tone of the interview changed at the point that we began these, primarily because of the questions and the format of the clinical questionnaires. 

Another potential explanation for the observed discrepancies between interview and clinical questionnaire is the gender differences in the preservation of identity. The preservation of identity is recognised in the coding of the interviews with codes for ‘presentation of self’ and ‘presentation of spouse’. Respondents are, naturally, concerned about how they appear to the interviewer or if one generalises, to the doctor. In the case of clinical questionnaires like the SAD and HADS it may be easier to maintain that outward image. In completing short questionnaires it is relatively easy not to admit to feelings or to reduce the frequency of those feelings. In a longer interview, however, it is more difficult to sustain that. Indeed the codes for ‘presentation of self’ are to be found almost entirely during the first quarter of an interview and do not appear in the segments of the interview under consideration in this paper. In addition the interviews covered many aspects of widowhood and bereavement. The respondents often discussed issues which they had never done before, some on the record and some off. The interviews, therefore, particularly as they progress, represent a more intimate portrayal of their selves than is revealed in the SAD and HADS, with less need to present themselves as upholders of a masculine ideal.

Another interesting feature of this study concerns another aspect of the relationship between measurement types and gender. The ANOVAS demonstrated that IRD and SAD were correlated and further evidence of a relationship comes from the similarities between statements in the IRD for men and SAD items. For example, the SAD item ‘Recently, the future has seemed hopeless’ parallels M29’s “I’m just existing at the moment” and the SAD item ‘Recently have you been so miserable that you have had difficulty with your sleep?’ resembles “I’d get up in the middle of the night and have a ride around the village” (M26). Similarly, if one looks at the item in the SAD concerning suicidal ideation all but one men respond negatively to this question and yet 6 men discuss the idea of suicide or wishing to die during the interview. For example, M37 said “I was feeling suicidal”. This type of analysis is not problem free, however. One problem concerns the distinction between suicidal ideation and suicidal intention. The widowers experienced the former but not the latter - M37 says he did not have strength or courage to do it. Nevertheless these experiences do represent depressive feelings and could be defined as microsuicide (Firestone, 2000). The questions for depression in the HADS are mainly positively phrased (5/7) such as ‘I still enjoy the things I used to enjoy’ or ‘I feel cheerful’. As a consequence it is more difficult to make a direct comparison between the interview and the HADS but there are some examples. M29 says “I don’t really have anything I’m looking forward to” which resembles ‘I look forward with enjoyment to things’ scored as ‘hardly at all’.
The majority of this discussion has focused on men. However, some comment must be made concerning the results with respect to the women. Women did not report depressive feelings in the interviews to the same extent as the widowers. However, they were as likely to meet the criteria for depression in the clinical questionnaire measures. It is unlikely that the interview is failing to identify depression amongst the widows since they expressed a whole variety of other affect-related states – for example, crying, grief, feeling upset, guilty. The literature too would indicate that women are more likely to express emotions openly than men (Pickard, 1994). However, there is a small caveat. All of the interviewers were women, one cannot, therefore, discount the possibility that the women participants were not wanting to show weakness in front of another woman. However, given the affect-related states demonstrated by the women referred to above, this is unlikely. Only further research using a gender mix of interviewers would enable this issue to be completely resolved. 
Finally, a brief mention must be made of the other analyses which were undertaken in this study but which have not been presented. Reliability was examined for both the SAD and the HADS and was found to be satisfactory for both for the sample as a whole (Salvia & Ysseldyke, 2001). Reliability for the SAD for both men and women was also satisfactory, as was the HADS for the men. For women the HADS reliability was not quite so satisfactory. Item deletion was undertaken to improve reliability and the analyses were re-run. However, the results of the analyses remained the same. As a consequence it was decided not to report those analyses here since they did not tell a different story and in this format could be compared with other similar studies. Other factors were also considered in the planning stages of this paper: age and years bereaved. Age was not a significant factor. Years bereaved was a relevant factor but principally in the context of predicting coping and not in relationship with measurement of depression nor with gender.  As a consequence, for simplicity, the results are not reported here. 
Conclusions
It has been shown that Interview-Reported Depression (IRD) is correlated with questionnaire-assessed depression. In addition, there are relationships between coping and caseness for depression assessment measures for IRD, SAD and HADS. Further, all assessment types predicted coping. Finally, it was found that the role of gender influenced the relationship between coping and assessment measure, but in a more complex manner than might have been expected. There was an interaction between IRD and gender for caseness, where men reported depression more often than did women. IRD was also found to be the only predictor of Coping in men. On the other hand HADS was the only predictor amongst women. The present study may be evidence for the utility of different assessment measures for older widowers and widows. There is value in treating the SAD and HADS as continuous scales rather than focussing on clinical criteria. It would appear that an interview format, which is long enough for interviewees to feel comfortable and confidant, might identify older widowers who are prone to depression. Given the concerns in the health services regarding excess mortality in widowers and rising levels of suicide in older men (Bowling & Benjamin, 1985; DoH, 2000), identifying those at risk is particularly important. As a consequence we would recommend further investigations as to the efficacy of interview assessments, supporting the views of Stroebe and Schut (2001). 
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Table 1: Demographic Data by Gender

	
	
	Mean
	Standard Deviation
	Range

	Women (n = 46)
	Age
	73.29
	8.93
	57-95

	
	Age at Widowhood
	62.10
	10.54
	35-86

	
	Years Married
	35.75
	13.49
	2-63

	
	Years Bereaved
	10.94
	10.7
	1-60

	
	SAD Anxiety
	2.86
	2.91
	0-12

	
	SAD Depression
	2.41
	3.28
	0-13

	
	HAD Anxiety
	5.30
	3.39
	0-17

	
	HAD Depression
	3.49
	2.49
	0-10

	Men (n = 46)*
	Age
	75.02
	7.88
	55-93

	
	Age at Widowhood
	55.84
	10.20
	42-87.75

	
	Years Married
	39.37
	12.97
	5-63

	
	Years Bereaved
	8.18
	6.72
	0.25-25

	
	SAD Anxiety
	2.2
	2.41
	0-14

	
	SAD Depression
	1.72
	3.08
	0-18

	
	HAD Anxiety
	5.25
	3.24
	0-16

	
	HAD Depression
	3.72
	5.25
	0-16


* Sample n includes the participant who completed the questionnaires only

Table 2: Contingency Table of the Relationship between Assessments of Depression and Coping/Not Coping in Relationship to Gender

	Assessment
	Gender
	Yes/No
	Coping
	Not Coping
	Total

	Interview
	Men*
	Yes
	5
	7
	12

	
	
	No
	28
	5
	33

	
	Women
	Yes
	3
	0
	3

	
	
	No
	29
	14
	43

	SAD
	Men
	Yes
	0
	2
	2

	
	
	No
	33
	10
	43

	
	Women
	Yes
	2
	2
	4

	
	
	No
	30
	12
	42

	HADS
	Men
	Yes
	2
	3
	5

	
	
	No
	31
	9
	40

	
	Women
	Yes
	1
	2
	3

	
	
	No
	31
	12
	43§


* Only 45 men were interviewed, although questionnaire data was obtained from 46

§One female participant has missing data from HADS so is excluded
 Table 3: Logistic Regression Showing How Well Each of the Depression Assessments Predict Not Coping
	Sample
	Depression Assessment

	
	IRD
	SAD
	HADS 

	df = 1
	
	p
	
	p
	
	p

	All
	5.24
	0.022
	4.65
	0.031
	7.3
	0.007

	Women
	0.01
	0.931
	0.97
	0.324
	4.08
	0.043

	Men
	7.82
	0.005
	3.65
	0.056
	3.11
	0.078


Figure 1: The Presentation of Elements Within the Interview Schedule. Note that the Clinical Questionnaires Always Follow the Interview


