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Abstract Bereavement, one of life’s most difficult experien-
ces, usually triggers acute grief with yearning and longing for
the deceased person that is often intense and preoccupying,
along with frequent thoughts and memories of the person who
died and relatively little interest in anything unrelated to the
deceased loved one. Anxiety is a very common feature of grief
that is often neglected. Anxiety is a natural response of the
attachment system to separation from a loved one, seen in
adults as well as children. Confrontation with one’s own death
is also a natural trigger of anxiety, though we usually protect
ourselves from mortality salience using terror management
strategies related to cultural values and self-esteem. In addi-
tion, loss of a loved one can trigger the onset of a DSM-IV
anxiety disorder that, when present, can derail the mourning
process and prolong acute grief. Bereavement-related anxiety
disorders need to be recognized and treated.
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Introduction

Loss is identified in the National Institute of Mental Health
Research Domain Criteria [1] as one of the core, universal

negative valence experiences expected to be associated with
subsequent activation of identifiable brain circuitry. Be-
reavement, defined as loss of a loved one, is the prototypic
loss experience. Bereavement is widely recognized as one of
life’s most difficult experiences and is expected to trigger an
instinctive grief response. As a consequence, clinicians are
often confused as to whether to diagnose and treat a be-
reaved person. Authors of the diagnostic nomenclature have
long been concerned about inadvertently encouraging clini-
cians to diagnose people experiencing normal grief. Much
of the confusion centers on symptoms of depression. How-
ever, grief is not a simple emotion [2], but rather contains a
complex and multifaceted array of features, some of which
also manifest as anxiety. The situation is further complicated
by the fact that in addition to evoking grief, bereavement is a
major stressor that can trigger the onset or worsening of a
DSM-IV disorder. A co-occurring mood or anxiety disorder
can complicate the natural grief reaction and prolong the
pain related to the loss. In order to best know how to help
the bereaved, it is important to understand the symptoms of
normal grief and to be alert to clinically significant symp-
toms of comorbid disorders. This paper focuses on anxiety
as a component of normal grief and on describing the rates
and risk factors for co-occurring anxiety.

Sorrow and yearning are core features of grief. However,
other emotions, including anxiety, are also seen frequently
during acute grief. Fear and anxiety are the usual, natural
response to danger or significant threat of danger. Danger
can be social or physical, and the threatening situation can
be internal or external. We protect ourselves from danger
primarily by flight or fight responses. The threat of danger
can also be triggered by loss of our usual sense of protec-
tion. Companionship with others, in particular our closest
attachments, contributes importantly to protection from so-
cial and physical threats and serves as an important source
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of security and well-being. We often experience some de-
gree of separation anxiety during periods when significant
others are unavailable and/or perceived to be in some danger
themselves. Correspondingly, separation anxiety is usually a
prominent feature of acute grief. A number of studies [3–12,
13•, 14] confirm that anxiety, like sadness, is usually present
during acute grief. However, far less attention is usually
paid to symptoms of anxiety during acute grief. The stress
of bereavement can trigger the onset or worsening of a
major depressive disorder (MDD) and also of anxiety dis-
orders. Anxiety disorders, like depression, can complicate
grief and interfere with the natural healing process.

Worldwide, more than 60 million people die each year,
leaving untold numbers of close friends and relatives be-
hind. Estimates place the numbers of bereaved people at
about two to five times the number of deaths. A recent study
in Germany found that 60 % of an epidemiologic sample
reported having experienced bereavement [15]. Translated
to about 6.5 billion people in the world, this would mean
about 3.9 billion of us have lost a loved one at some point in
our lives. In the United States alone, the estimate is 186
million. Bereavement typically triggers an acute grief re-
sponse that includes anxiety related to the separation along
with yearning and longing for reunion and deep sadness
about the loss. These feelings are often accompanied by a
sense of disbelief that the person is really gone. Initially,
interest and energy are strongly focused on thoughts and
memories of the deceased, with relative disinterest in other
things. It takes some time to come to terms with the painful
reality, to comprehend its frightening finality and far-flung
consequences, and to find a way to re-envision a meaningful
future without this person.

Acute grief is a transiently disruptive experience that is
self-limited and heals naturally as people understand and
integrate information about the finality and consequences of
the loss and re-envision their future without the deceased.
Bereavement-related anxiety as a part of acute grief can be
understood as focused primarily on uneasiness related to
loss of a safe haven and secure base provided by the de-
ceased, and on the confrontation with mortality. These com-
mon forms of anxiety usually resolve over time and may
leave the person feeling stronger and more capable than
before the death [4]. A small study of neuroendocrine func-
tioning collected data at 10 days, 40 days, and 6 months
post-loss [16]. Results showed that the Hamilton Rating
Scale for Anxiety was elevated at 10 days and 40 days
post-bereavement, but not at 6 months. However, sometimes
anxiety can be intense and impairing and can interfere with
the progress of grief. In particular, several studies document
the occurrence of diagnosable anxiety disorders in the wake
of bereavement. We review these studies below.

A number of authors have examined the occurrence and
risk factors for symptomatic anxiety following bereavement.

Much of this work focuses on the predictors and consequen-
ces of anxiety symptoms without respect to the focus of the
anxiety. Cognitive and somatic symptoms are assessed, and
these seem to form a cluster that performs similarly but also
separately from depression and grief symptoms. A smaller
group of papers have assessed the presence and clinical
correlates of anxiety disorders in the wake of bereavement.
These studies focus primarily on panic disorder, generalized
anxiety disorder, and post-traumatic stress disorder (PTSD).
Taken together, this work strongly suggests the importance
of anxiety as a component of bereavement reactions that is
clinically significant. The purpose of this paper is to provide
an overview of anxiety as a normal component of grief, as
well as clinically significant bereavement-related anxiety, as
both a dimensional construct and as related to DSM-IV
disorders. This review is not systematic or comprehensive,
but rather seeks to provide an introduction to the topic of
bereavement-related anxiety.

The Emotional Response to Death and Terror
Management Theory

One’s own death and loss of a loved one are two of the most
threatening experiences we ever have. Because of this, we
appear to have evolved neurobiological mechanisms to pro-
tect us from these experiences and/or help us adjust to them.
Social psychologists have proposed a well-researched mod-
el called terror management theory [17, 18] that posits
“much of our daily behavior is motivated by ongoing un-
conscious concerns about death.” They further suggest that
awareness of death is associated with intense anxiety. A
series of experiments over the past three decades support
this theory and elucidate mechanisms of death thought ac-
cessibility and processes that buffer the anxiety [19, 20, 21•,
22•, 23–25]. Much of the research in this area utilizes proce-
dures for evoking death thought accessibility, also called
mortality salience induction. Studies have focused on proxi-
mal and/or distal buffering of the anxiety related to these
thoughts. When thoughts of death enter consciousness, they
are thought to be defended against through suppressing the
thoughts, reducing self-focused attention, or trivializing the
idea of one’s imminent vulnerability to death. Distal defenses
are those that are activated by unconscious or implicit activa-
tion of death reminders. Implicit management processes in-
clude increasing self-esteem and/or faith in one’s own cultural
world view. Interestingly, a recent study demonstrated that
cognitive processing of death-related linguistic cues, com-
pared with other negative-valence words, is associated with
reduction in BOLD activity in right and left insula, consistent
with the findings of reduction in self-focused attention [21•].

Mortality salience studies have included topics such as
cancer, terrorism, and other life-threatening situations, but
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few have examined mortality salience or the effects of death
thought accessibility following bereavement. Notwithstand-
ing the dearth of research, it is clear that bereavement is a
trigger for death thought accessibility. Moreover, it is likely
a strong enough trigger for many people that anxiety is not
fully buffered. There are a few studies of death anxiety, as
well as dying anxiety among bereaved spouses and parents
[26–28, 29•]. These studies mostly support the idea that
there is an increase in death and/or dying anxiety associated
with bereavement. Interestingly, though, at least one cited
book found that having a loved one die reduced the fear of
death. We have also observed this phenomenon in people
with complicated grief. By contrast, a recent study of death
anxiety in bereaved Mothers Against Drunk Driving and
bereaved families of Ontario showed that death anxiety
was significantly associated with complicated grief [30]. In
either case, confrontation with death is by definition highly
stressful, and this is true not only for bereaved people, but
also for psychotherapists and other health care professionals
who work with them. Professionals need to come to terms
with the reality of death and loss in order to work effectively
with bereaved patients.

The Emotional Response to Loss

The experience of loss of a loved one is almost always
intensely painful, with separation anxiety a component of
the pain. Since the introduction of attachment theory by
Bowlby [31, 32] in the last half of the 20th century, it has
become increasingly clear that humans, as well as some
other animals, are biologically predisposed to seek, form,
and maintain close relationships with a small number of
people. Most people have relationships with one to five
such individuals throughout their life span [33]. Our loved
ones are intrinsically rewarding to be with, and they serve as
a secure base, sharing in our success and encouraging us to
try new things. They are also a safe haven to whom we turn
when we are under stress. When such a person is unavailable
or unresponsive, this creates a threatening situation and trig-
gers anxiety. Anxiety in turn triggers proximity seeking, reg-
ularly seen during acute grief. Notably, professionals may find
that thoughts about the possibility of loss of their own closest
relationships are triggered by work with bereaved people. As
with death anxiety, feelings about loss of a loved one need to
be addressed by a therapist in order to work comfortably with
bereavement. In summary, anxiety related to death and loss is
a natural part of the experience of bereavement and also a
natural reaction to working with bereaved people. In addition,
the stressful consequences of bereavement can trigger anxiety
related to a myriad of possible challenging new demands.
When anxiety is severe, it can become a problem in itself
and interfere with the mourning process.

Bereavement-Related Anxiety Symptoms

Bereavement may engender high levels of fear and anxiety,
especially when a loss is very difficult. Zisook et al. [34]
noted “… symptoms of anxiety may be more prevalent than
is often appreciated.” They went on to note that early be-
reavement frequently brings feelings of inadequacy, insecu-
rity, and helplessness that are compounded by realistic
stressors such as financial adversity and social isolation.
Findings from the San Diego widowhood study documented
that the bereaved population showed statistically significant
elevations at both 2 and 7 months post-loss in SCL-90–rated
anxiety symptoms, including anxiety, somatization, inter-
personal sensitivity, and obsessive-compulsive symptoms.
Anxiety symptoms were reported as prominent in about
20 % of the bereaved spouses.

Prigerson et al. [35] identified an anxiety symptom clus-
ter on factor analysis of symptoms reported by bereaved
spouses 6 months after the death. Symptoms of restlessness,
anxiousness, nervousness, fear of abandonment, and feeling
worried loaded on a specific factor, different from symptoms
of depression or complicated grief. This group reported on
another study of spousally bereaved elders, rating symptoms
at 6, 12, and 18months post-loss. Factor analysis revealed that
anxiety symptoms (hostility, anxiety, and somatization)
formed a cluster different from grief and depression at each
of the three time points. The anxiety factor correlated 0.55,
0.49, and 0.57 with depression at 6, 12, and 18 months,
respectively, and correlated with grief 0.60, 0.67, and 0.56,
respectively. Anxiety levels at baseline predicted anxiety and
depression at follow-up.

A population-based study of anxiety, depression, and
grief in parents who lost a child to malignancy was con-
ducted using the Swedish National Register of Cancer [10].
Results showed an increased risk for anxiety (OR, 1.5 [95 %
CI, 1.1–1.9]) among bereaved compared with non-bereaved
parents, as well as for depression, low psychological well-
being, and quality of life. The OR for anxiety was slightly
higher (1.7 [95 % CI, 1.3–2.3]) during the period 4 to 6 years
after the death, again similar to depression, well-being, and
quality of life. Mothers, but not fathers, had elevated odds of
developing anxiety or depression compared with non-
bereaved mothers or fathers, respectively. Scores on the
Spielberger Trait Anxiety Inventory (STAI) above the 90th
percentile were endorsed by about 10 % of the non-bereaved
controls and about 17 % of the bereaved parents 4 to 6 years
after the death. Importantly, these results suggest that bereave-
ment comprises a long-term risk for clinically significant
anxiety symptoms, but this risk is not high, with the OR less
than 2 on a single item of anxiety and the great majority of
parents (>80 %) scoring below the clinical range on the STAI.

Another European study assessed anxiety, depression,
and grief symptoms in a convenience sample of bereaved
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individuals recruited by professional and lay mental health
counselors seeing bereaved people and by advertisement on
an Internet site [36]. Anxiety was assessed using a five-item
scale from the Brief Symptom Inventory that included
nervousness or shakiness inside, feeling fearful, heart
pounding or racing, spells of terror or panic, and feeling
restless—each rated from 1 (never) to 5 (always). Results
indicated that these anxiety symptoms could be differen-
tiated on factor analysis from grief and depression. Ad-
ditionally, regression analyses indicated unique predictive
power of baseline anxiety for lower mental health at
follow-up, as well as less energy, lower general health
perception, more difficulty sleeping, and greater levels of
anxiety and depression. A recent review [37] summarized
the psychosocial outcomes of parents whose children
died of cancer. Seventeen studies were available for this
summary, which identifies increased risk among these
parents for anxiety symptoms as well as depression and
complicated grief. This paper also outlines problems
with existing studies and makes suggestions for future
research.

A study of widows of men who died of prostate or
bladder cancer was conducted using the Swedish registry
[38]. All men had received the diagnosis at least 90 days
prior to their death. Widows were evaluated approximately
3 years after the death. Anxiety was reported using a visual
analogue scale as well as the Spielberger Trait Anxiety
Scale. The investigators found that widows who had an
awareness of their husband’s impending death for less than
24 h were at risk of significantly greater anxiety 3 years
later. More specifically, 40 % of this group endorsed current
anxiety on the visual analogue scale and 20 % scored above
the 90th percentile on the Spielberger Trait Anxiety Scale.
Factors associated with having a short awareness time in-
cluded not being informed about the terminal nature of the
disease or of the patient’s inevitable demise during the week
prior to his actual death, having little access to health care
professionals, having little support during the patient’s ill-
ness, and poor relationships with significant others aside
from the partner.

A recent review of parents whose children died from
cancer [14] found elevated rates of anxiety, depression,
and prolonged grief among parents whose child died of
cancer. Focusing on studies comparing subgroups of be-
reaved parents’ experiences with the illness revealed that
parents reported more bereavement-related anxiety when the
child had received hematopoietic stem cell transplant, when
the child experienced significant anxiety, or when the parent
had a period of awareness (intellectual or emotional) of less
than 24 h prior to the child’s death.

Suicide bereavement is a particularly difficult experience
that has received some recent attention. Given the current
rates of suicide in the United States, an estimated 5 million

people have been bereaved by suicide within the past quar-
ter century. Losing a loved one by suicide may trigger
greater psychological distress than other kinds of bereave-
ment, but this has not been clearly documented. As with
other kinds of bereavement, the relationship to the person
who died is likely central in determining the effects of the
death. A recent study [13•] reported on anxiety, depression,
and grief symptoms among suicide survivors who had dif-
fering relationships to the deceased within the first month
after the loss. Anxiety, measured using the Brief Symptom
Inventory subscale, was significantly elevated in close rela-
tives (defined as parent, child, spouse, or sibling) compared
with distant (defined as in-law, aunt/uncle, niece/nephew,
friend, or coworker), as were depression and mental health-
related quality of life.

There is evidence for cross-cultural similarities in vulner-
ability to bereavement-related anxiety. For example, Chiu et
al. [39] conducted telephone interviews with caregivers of
511 terminal cancer patients who had been treated in a
hospice unit. They found elevated scores on the Beck
Anxiety Inventory (BAI) in female compared with male
caregivers. In addition, having a spousal relationship with
the deceased, experiencing a longer duration of caring for
patients, and having a medical illness themselves all com-
prised risk factors for high BAI scores. Family and social
support were protective for anxiety. The authors also con-
ducted logistic regression analyses with the BAI dichoto-
mized as above and below 36 (severe anxiety) and found
that older caregivers with medical disease, parent–child
relationship, and female gender predicted the clinically sig-
nificant level of symptoms.

In summary, there is clear evidence from many studies of
different bereaved populations that indicates an increased
risk of clinically significant anxiety (eg, symptoms on stan-
dard rating scales that are >90th percentile in severity.) That
noted, it is important to remember that high levels of anxiety
are present in a fairly small subgroup (~10 %–20 %) of
bereaved people, even those who have suffered a very
difficult loss. For the most part, anxiety and depression
subside or even resolve completely within a period of 6 to
8 months after bereavement. Grief also typically recedes
over this time period, though grief is usually permanent
after we lose someone close. The form of grief changes
such that it no longer dominates the mental landscape, but
most of us do not stop missing a deceased loved one or
feeling sorrow over the loss. The transformation from acute
to integrated grief requires that a bereaved person find a way
to make peace with the painful reality, to come to terms with
the finality and consequences of the loss, and to find a way
to re-envision his or her own life with their loved one no
longer present. If bereavement has triggered or exacerbated
an anxiety disorder, as sometimes occurs, then grief may be
complicated and integration blocked.
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Anxiety Disorders in the Wake of Bereavement

Acute grief is a very painful and disruptive state that con-
tains symptoms of anxiety and depression. However, acute
grief has characteristics that are very different from the
syndrome we identify as MDD and different from any of
the eight anxiety disorders. For one thing, a grieving person
experiences prominent yearning and longing for the de-
ceased person not seen in either MDD or any anxiety dis-
order. Sorrow and apprehension are present but are focused
very specifically upon the loss and it consequences. With
the possible exception of the immediate aftermath of the
loss, most bereaved people experiencing grief still have the
capacity to experience strong positive emotions, especially
when thinking about their loved one. Unlike major depres-
sion, these occur along with the dysphoric ones.

The course of acute grief is typically erratic and unpre-
dictable. However, periods of respite, even some “good
days,” begin to appear and become increasingly prevalent
long before the mourning period is over, and the general
trajectory of grief is toward attenuation of emotional inten-
sity, resolution of anguish and uneasiness, and restoration of
interest in activities and people unrelated to the deceased. In
contrast, mood and anxiety disorders are chronic and often
persistent over long periods of time. Most importantly,
bereavement is a trigger rather than a protective factor for
mood and anxiety disorders, and when they are present
following bereavement, they can impede the natural healing
process. In summary, symptoms of anxiety are commonly
seen during a period of acute grief and are not necessarily
pathological. In a subgroup of people, however, bereave-
ment triggers the onset or worsening of an anxiety disorder
that can in turn interfere with coming to terms with the loss.
The most common anxiety disorders are PTSD, generalized
anxiety disorder, and panic disorder. When present, it is
inhumane to ignore them. People suffering from these dis-
orders need to be provided with information and offered
treatment.

Onrust and Cuijpers [40] reviewed existing studies of the
prevalence and incidence of bereavement-related anxiety
disorders and depression. They noted that there were sur-
prisingly few studies of the prevalence of mental disorders
after the loss of a spouse. They note that this is explained in
part by the fact that depressive symptoms and anxiety are a
normal part of the response to bereavement. They went on to
suggest that there is likely a relationship between the occur-
rence and severity of these disorders in the initial period
after the loss and the eventual outcome of the mourning
process. Anxiety disorders are treatable, and when they
occur in the wake of bereavement, it is as important to treat
them effectively as when they occur at any other time—or
possibly even more important. In spite of their importance,
Onrust and Cuijpers [40] could identify only five studies

that reported the occurrence of anxiety disorders in relation
to bereavement. These studies all focused on PTSD, panic
disorder, and generalized anxiety disorder. Since 2006, there
appear to be one study of panic disorder and a number of
studies of PTSD, and several studies of the prevalence of
anxiety disorders among individuals suffering from compli-
cated grief.

Jacobs et al. [41] provide the most systematic information
about bereavement-related anxiety disorders. These investi-
gators recruited 172 widows and widowers using death
records to identify potential study participants. A little more
than half of those contacted agreed to participate, including
48 who were bereaved for 6 months and 54 spouses be-
reaved for 12 months. Rates of panic disorder, agoraphobia,
and generalized anxiety disorder were compared with pre-
viously published norms for the same community. Panic
disorder was diagnosed in 6 % of those interviewed
6 months post-bereavement and 13 % among those inter-
viewed at 12 months. These rates were markedly elevated in
comparison to the 0.6 % rate in the general community.
Corresponding rates for generalized anxiety disorder were
22 % at 6 months and 39 % at 12 months, again elevated in
comparison to the 9 % rate in the overall community.

All totaled, 12 bereaved spouses (25 % of the interviewed
sample) met criteria for at least 1 anxiety disorder in the first
6 months and more than half of these met criteria for
multiple disorders. Twice as many met criteria at 1-year
post-loss, with about 25 % meeting criteria for multiple
disorders. The best predictor of both panic and generalized
anxiety disorder was a past history of the disorder. Impor-
tantly, bereaved spouses who met criteria for an anxiety
disorder had elevated levels of grief symptoms postulated
to be manifestations of unresolved grief. This small study is
one of the best existing studies of anxiety disorders follow-
ing bereavement. There is a pressing need for more research
in this area.

Zisook et al. [42] reported rates of PTSD in a group of
widows (n0350) interviewed at 2 months, 13 months, and
25 months after the loss. They found 36 of 350 (~10 %) of
the widows met criteria for PTSD at 2 months, and nearly
half of these (40 %) still met PTSD criteria at 13 months.
The majority of these (60 %) continued to meet criteria at
25 months, or about 25 % of those diagnosed with PTSD at
2 months post-loss. Widows with PTSD were younger than
those without PTSD. PTSD was much more common
(50 %) following accidental death compared with prolonged
illness (10 %). Virtually all of those diagnosed with PTSD at
25 months also were experiencing depression.

Hagengimana et al. [43] also found elevated rates of an
anxiety disorder among a population of Rwandan widows.
Thirty-five percent of widows met criteria for panic disor-
der. Rates of depression and PTSD were elevated in those
with panic disorder compared with those without panic.
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Several recent studies have documented the occurrence of
PTSD among bereaved survivors of disasters. It is unclear
whether the trigger of PTSD in these studies is related to the
trauma of the disaster or the loss of a loved one. In at least
one study of the recent Wenchuan earthquake in China, most
of the participants were bereaved and bereavement status
did not predict PTSD 1 year after the earthquake [44].

Over the past decade, our group has been studying the
syndrome of complicated grief [45•]. This condition can be
reliably identified as a form of prolonged acute grief in
which troubling concerns about the circumstances or con-
sequences of a death, or excessive avoidance behaviors and
dysregulated emotions derail the natural mourning process.
As a result, the bereaved person continues to experience
intense yearning and longing and sadness, preoccupation
with thoughts and memories of the deceased, and a sense
of loss of purpose or meaning in a life that no longer holds
the promise of joy or satisfaction. Anxiety disorders may be
a pathway to complicated grief, as we have found comor-
bidity with anxiety disorders is common among individuals
suffering from this condition. Simon et al. [46] reported
rates of anxiety disorders among 206 participants in a treat-
ment study of complicated grief. Sixty-two percent had at
least one current anxiety disorder and 69 % reported at least
one lifetime anxiety disorder. Among this population, PTSD
was the most frequent co-occurring anxiety disorder (48 %
current PTSD and 53 % lifetime). Additionally, 14 % had
current panic disorder and 22 % lifetime panic disorder,
18 % reported current generalized anxiety disorder, 8 %
current social anxiety disorder, and 6 % current obsessive-
compulsive disorder. The presence of any anxiety disorder
was associated with significantly greater severity of compli-
cated grief, consistent with the possibility that anxiety dis-
orders may be a risk factor for complicated grief. Also
consistent with this idea and with the Jacobs et al. [41] study
above, most of the anxiety disorders had an age at onset
prior to bereavement.

More recently, we have unpublished data from another
group of 305 individuals who met criteria for complicated
grief and presented for treatment. In this sample, we found
27 % met criteria for current and 30 % for lifetime PTSD,
while 14 % met criteria for current and 19 % for lifetime
panic disorder. Twenty-three percent met criteria for gener-
alized anxiety disorder. These rates closely resemble those
from our previous study and further underscore the need to
diagnose and treat bereavement-related anxiety disorders.

Conclusions

In summary, bereavement is a dreaded yet universal life
event that is one of the most difficult experiences in the
lives of most people. Losing someone close triggers an acute

grief response that is painful and disruptive. Most people
find the symptoms of acute grief unfamiliar and report
feeling unprepared for its intensity, erratic course, and mul-
tifaceted symptoms. Among these symptoms, anxiety is
very prevalent, due in large part to the natural anxiety
related to loss of a close companion, to confrontation with
mortality, and to the stressful nature of the myriad demands
placed upon a bereaved person. Researchers have been slow
to study bereavement, and the literature on grief and other
bereavement-related symptoms has only recently begun to
develop. Most recent studies focus on the course of grief
and/or the occurrence of bereavement-related depression.
However, anxiety symptoms and anxiety disorders, espe-
cially PTSD, panic disorder, and generalized anxiety disor-
der, are also prevalent and potentially impairing. There is a
pressing need for studies of bereavement-related anxiety to
better elucidate its underpinnings, risk factors, course, and
treatment.
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